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Chelsea and Westminster Hospital
NHS Foundation Trust
Minutes of the Board of Directors (Public Session)
Held at 16.00 on 26 May 2015 in the Boardroom, Chelsea & Westminster Hospital
Present: Sir Thomas Hughes-Hallett Trust Chairman (Chair)
Jeremy Loyd Non-Executive Director (Ju)
Jeremy Jensen Non-Executive Director (49)
Liz Shanahan Non-Executive Director (LS)
Elizabeth McManus Chief Executive (EM)
Lorraine Bewes Chief Financial Officer (LB)
Zoe Penn Medical Director (zP)
Dominic Conlin Director of Strategy & (DC)
Integration
Susan Young Chief People Officer & (SY)
Director of Corporate Affairs
Vanessa Sloane Director of Nursing (VS)
Thomas Lafferty Company Secretary (TL)
1. Welcome and Apologies for Absence
a. The Chair welcomed all present to the meeting. It was noted that Sir John Baker (JB), Eliza
Hermann (EH), Andrew Jones (AJ), Nilkunj Dodhia (ND), Non-Executive Directors and Karl
Munslow-Ong (KMO), Chief Operating Officer, had all given their apologies for the meeting.
2. Declarations of Interest
a. Nil.
3. Minutes & Actions from Previous Meeting: 30 April 2015
a. The minutes from the previous meeting were agreed as a true and accurate record, subject
to the following correction:

- EM noted that minute 6¢c should have referred to a ‘CQC-style Peer Review’ rather
than a ‘CQC Peer Review'. It was noted that the outcomes of the Review were to be
considered in greater detail later in the meeting; TL

4, Matters Arising & Board Action Log

a. The Board Action Log was reviewed and noted. The Board noted that all actions had either
been completed or were in the process of being addressed.

5. Chairman’s Report

a. The Chairman noted that the annual Star Awards event had occurred on 30 April 2015 and
that this had provided an excellent opportunity for Board members to express their thanks
to staff for their continued efforts and commitment to high-quality patient care. He
welcomed the decision of the Executive Team to personally present the awards to staff as
this reflected the Trust’s organisational values and allowed for a greater degree of
connectivity between the Board and frontline staff.
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The Chairman noted that the Trust had hosted an Open Day on 9 May 2015 and that this
had also been a hugely successful event; involving and engaging many Governors, members
of staff and members of the public. However, he requested that, for future years, thought
be given to the positioning/accessing of displays relating to the provision of care for disabled
persons.

The Chairman advised that the shortlisted candidates for the permanent Chief Executive
post would be interviewed on 9 June 2015. He confirmed that the Panel would only make an
appointment if there was a unanimous view that one of the shortlisted candidates was the
‘right individual’, noting that EM had agreed to continue to operate as Interim Chief
Executive in the event that the Panel were unable to make an appointment. He added that
he had engaged with the Trust’s Council of Governors on the appointment process and that
the Lead Governor would be a member of the interview Panel.

Chief Executive’s Report

In relation to Staff, EM noted that the Trust’s Sexual Health Team had recently been
nominated for a National Safety Award; this was a fantastic achievement and helped to raise
staff morale within the organisation. She would be encouraging other Trust Departments to
put themselves forward for national awards in recognition of the clinical innovation and
world-class treatment which many specialities provided within CWFT.

EM confirmed that the Trust had reviewed its employment check processes in light of a
recent adverse case at Stepping Hill Hospital which had received national media attention.
The Trust’s own procedures had recently been audited by KPMG and this had confirmed that
the Trust complied with all national standards in this area. However, the Trust would ensure
that the two key recommendations arising from the audit were duly implemented: These
related to the archiving of HR documentation and the verification of qualifications.

In relation to Grip, EM confirmed that, in terms of operational performance, the Trust
continued to comply with the majority of Monitor’s Compliance Framework performance
indicators, including the 4-hour A&E target and all three 18 weeks Referral-to-Treatment
(RTT) KPIs.

In relation to Growth, EM advised that the Trust continued to make good progress with
regard to the transaction pathway relating to the potential acquisition of WMUH. A Board-
to-Board meeting with Monitor had been scheduled for 25 June 2015. Aside from the
transaction aspects of the acquisition programme, the Trust continued to engage with its
local membership (through Constituency Meetings), clinicians (through Clinical Summits)
and other members of staff (through regular joint CEO briefings).

Patient Experience Case Study

The Board received a presentation from Trystan Hawkins (TH), Director of Arts at CW+ and
Anna Matthams (AM), Visual Arts Officer at CW+. The presentation stressed the importance
of design in enhancing the patient experience in a holistic way, focusing on aspects of care
such as the aesthetics of care settings, lighting, sound and temperature; all of which had
been shown to have a clear therapeutic impact upon patients. To this end, TH was
developing a set of ‘design standards’ which would reflect best practice and could be
incorporated into the design of any new estate project within CWFT.

The Board discussed the merits of supplementing NHS funded services with charitable
expenditure to support the Trust’s strategic objective of being the best Hospital in the
country in terms of the overall patient experience provided.
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EM agreed that the aesthetics of the care environment could be used to benefit patients but
also noted the positive impact that this had upon staff wellbeing and morale; motivating
staff to provide the best possible care.

The Chairman urged CW+ to ensure that the excellent work being undertaken by CW+ with
regard to the design of healthcare services extended to the WMUH site post-acquisition. TH
confirmed that plans were already in place in relation to this.

Shaping a Healthier Future (SAHF) Update

In presenting the report, LB noted that it had now been confirmed that the Ealing Hospital
Maternity Unit would close on 1 July 2015. As a result, the Board had again been asked to
confirm that the Trust was ‘ready’ to react to the operational consequences of this- this was
expected to be in the region of 350 additional births per annum. DC confirmed that the
WMUH Board had met earlier in the month and had confirmed WMUH’s readiness to
respond to the closure, noting that the additional births generated at WMUH as a result of
the closure would be greater than that at CWFT (estimated at 1,000 additional births per
annum).

ZP and VS confirmed that the Trust continued to have the capacity to take on the additional
activity but noted the current risk that existed with regard to staffing within maternity. In
relation to this, VS advised that the Trust had now recruited six midwives to start in June,
with eight further midwives expected to be offered posts later in the week. Furthermore,
seven midwives would move from Ealing Hospital to CWFT at the point of the closure of the
unit.

The Chairman noted that he had asked EM and SY to consider what accommodation
packages and other incentives might be offered to staff to strengthen the Trust’s
recruitment activities and in order to reduce staff turnover.

The Board AGREED that the Trust had achieved the level of operational readiness required
to implement the changes to maternity and neonatal services brought about by the impact
of SAHF from 1 July 2015".

Performance & Quality Report

Reporting on the Trust’s quality metrics, ZP confirmed that the Trust continued to perform
well with regard to limiting the number of hospital-acquired infections and in respect of
mortality compared with the peer average. Areas of under-performance included the time
taken to transfer patients requiring urgent surgery- this was largely due to the elderly nature
of many of the relevant patients which posed mobilisation issues. In addition, the Trust was
still reporting a risk in relation to the 12 hour Consultant assessment metric; however,
performance was steadily improving.

VS advised that the Trust’s Friends & Family Test (F&FT) response rate was at 40% which
was the highest rate in North West London. Within the responses received, 89.1% were
positive for the month of April 2015. She noted that A&E in particular was making good
progress with regard to the use of F&FT feedback. The Board noted that the Trust’s
aggregated F&FT performance was still slightly behind its target and requested that F&FT
performance be presented by clinical speciality within the next iteration of the Report.

SY advised that the Trust continued to make progress in terms of staff recruitment and
noted that 26 HCAs had recently been recruited at the Trust Open Day. As had been

Vs

! This minute is subject to a further Board note on the matter in light of a related media issue. Please see the appended note.
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mentioned earlier in the meeting, the Trust was reviewing the incentives that could be
offered in order to recruit and retain high calibre staff- as part of this, a programme of
refurbishment of clinical staff rooms had been commenced in support of employee welfare.
The Trust was also pursuing overseas recruitment drives.

With regard to statutory/mandatory training performance, the People & OD Committee had
recently reviewed a plan to rapidly improve Trust compliance in this area; exploring
innovative training methods such as e-learning and ‘train the trainer’ initiatives. The
Chairman noted that the Board had accepted the recommendation of the People & OD
Committee that the Trust needed to aspire to the training compliance levels currently
achieved by WMUH in relation to Fire, Local Induction and Information Governance.

Turning to financial performance, LB advised that the Trust had achieved its Month 1
financial position; achieving a £1.6m deficit against a planned £1.7m deficit. However, she
acknowledged that the Month 1 plan allowed for a greater degree of deficit than in later
months to account for the back-ended realisation of CIP delivery and it was vital that the
Trust was able to meet the reduced deficit position in future months. She noted that the
Finance & Investment Committee (FIC) had particularly scrutinised the Trust’s delivery of
projected private patient income and its collection of aged debt at a meeting held earlier in
the day. The Chairman added that the Board had also requested that the Executive consider
the Trust’s overall expenditure on external consultants and emphasised the need to invest
its resource in a high calibre permanent staff base.

10.

CQC Update: CQC Peer Review Outcomes

In presenting the report, VS noted that, following the publication of the Trust's CQC
Inspection Report in October 2014, the Trust had agreed to commission a CQC-style Peer
Review led by a collection of key external stakeholders which would reassess the Trust’s
services using the CQC Inspection methodology. The Trust had also commissioned EY to
undertake a desktop review of the extent to which the Trust had embedded the specific
improvement actions arising out of the 2014 inspection. The report detailed the preliminary
outcomes of both exercises.

VS noted that the EY review showed the Trust to have addressed the majority of shortfalls
previously highlighted by the CQC. Furthermore, the Peer Review had found that the Trust’s
services overall merited an assessment of ‘Good’, compared to the overall ‘Requires
Improvement’ rating given by the CQC in 2014. However, both reviews nevertheless
highlighted areas requiring redress; these principally related to the standard of clinical
documentation, a reported shortage of staffing in specified areas and some poor practices
with regard to the management of medicines (e.g. drug trolleys being broken or left
unlocked).

In terms of next steps, VS advised that she would be setting up a Task & Finish Group in
order to review the Trust’s approach to improving the standard of clinical documentation in
the short-term. Longer-term, she noted that the installation of the Electronic Patient Record
(EPR) system was essential in improving the Trust’s performance in this area. All other
recommendations highlighted by the two reviews would be incorporated into an action plan
which would be cascaded within the Divisions and shared with staff.

JJ noted the improvements detailed within the report but asked whether the extent of the
improvement was sufficient given the time and expenditure the Trust had invested in
addressing the shortfalls previously identified by the CQC. VS agreed that there was further
work to do but that the Trust was continuing to demonstrate that it was a learning
organisation and that quality performance was on an upward trajectory.

The Chairman expressed concern that the Trust’s maternity services appeared to have
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deteriorated since the previous CQC inspection. ZP noted that the nature of the inspections
made them inherently subjective and that a degree of variation from assessment-to-
assessment was to be expected. She added that a recent Deanery visit had concluded that
the concerns previously expressed by the CQC in relation to a culture of ‘bullying” within the
Trust’s NICU had now been resolved and that the Trust had been notified that it was no
longer on the GMC's ‘special concerns’ list with regard to the clinical management
arrangements in NICU.

The Board collectively expressed concern that the one area in which the Trust continued to
‘require improvement’ was in relation to the ‘safety’ category. ZP agreed to provide the
Board with further information on what aspects of care fell within the ‘safety’ definition.

In summarising discussion, the Chairman thanked VS and the clinical teams for their work in
arranging and supporting the two reviews. He noted the assurance provided to the Board by
the EY work that the vast majority of concerns identified by the CQC in 2014 had been
successfully addressed. The Executive Team now needed to consider the additional ‘risks’
identified by the reviews in detail and develop plans accordingly in order to mitigate these
risks. VS noted that a repeat CQC-style Peer Review involving the WMUH site was currently
scheduled for October 2015.

P

11.

Questions from Members of the Public

Tom Pollak (TP), Public Governor, asked when the SAHF programme projected the closure of
the Ealing Hospital A&E Department. DC confirmed that the current projected date was
March 2018.

Martin Lewis (ML), Public Governor, welcomed the progress that was highlighted within the
CQC-style review documentation and noted that many of the issues requiring improvement
required longer-term solutions that would take several months to embed within the
organisation.

Melvyn Jeremiah (MJ), Public Governor and TP both raised concerns with regard to the
Trust’s level of staffing turnover and emphasised the need to invest in staff development
and incentives so that the Trust could address this. MJ noted that the Council of Governors’
concern on this point had been referenced within the Trust Quality Accounts. SY noted that
the People & OD Committee had recently reviewed a draft Recruitment & Retention
Strategy document which looked to address these issues.

12.

Any Other Business

Nil.

13.

Date of Next Meeting: 25 June 2015

The meeting was closed at 18.03.
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I Chelsea and Westminster Hospital NHS
NHS Foundation Trust
Board of Directors PUBLIC SESSION — 26 May 2015
Meeting Minute Agreed Action Current Status Lead
Number
May 2015 3a. TL to correct minutes in April 2015 Public meeting minutes, to ensure
discussion referenced the ‘CQC-style Peer Review'.
9b. VS to produce breakdown of Friends & Family Test results by clinical
area/Department.
10f. ZP to provide the Board with a briefing on the components of the CQC'’s
‘safety’ domain used as part of formal CQC assessments.




Chelsea and Westminster Hospital NHS|

NHS Foundation Trust

Board of Directors Meeting, 25 June 2015 PUBLIC
AGENDA ITEM NO. 6/Jun/15
REPORT NAME Chief Executive’s Report
AUTHOR Elizabeth McManus, Chief Executive Officer
LEAD Elizabeth McManus, Chief Executive Officer
PURPOSE To provide an update to the Public Board on high-level Trust affairs.

SUMMARY OF REPORT | As described within the appended paper.

Board members are invited to ask questions on the content of the
report.

KEY RISKS ASSOCIATED | None.

FINANCIAL None.
IMPLICATIONS
QUALITY None.
IMPLICATIONS

EQUALITY & DIVERSITY | None.
IMPLICATIONS

LINK TO OBJECTIVES NA

DECISION/ ACTION This paper is submitted for the Board’s information.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Chief Executive’s Report
June 2015

1.0 Staff

1.1 Medical Engagement Scale/Healthcare Engagement Scale

The results of the recent Medical Engagement Scale (MES) survey show that medical staff at both Chelsea and
Westminster Hospital NHS Foundation Trust (CWFT) and West Middlesex University Hospital NHS Trust
(WMUH) aim to adopt new ways of working in order to improve patient care. The survey, which examined the
views of more than 250 medical staff, found that those working for the two hospitals are more engaged in
strategic planning and decision-making than elsewhere in the health service across the country.

The Healthcare Engagement Scale (HES) survey, which is the first of its kind, closed for Nurses, Midwives and
AHP staff on 16" June and we are anticipating the high level outcomes will be available next week.

In terms of next steps, Professor Peter Spurgeon, Warwick University, is presenting the outcomes of both the
MES & HES at the Acquisition Project Board meeting on 9 July 2015. He will take a holistic view of the
outcomes, share some of the differences and similarities and draw attention to those areas where we need to
focus our attention.

This will be followed-up with a meeting of leads from each area to explore lessons learned from other
organisations who have undertaken the MES/HES and the intention is to share the outcomes at 31 July 2015
Clinical Engagement Meeting and ask for interested parties to join a working group to take forward the
outcomes and next steps.

1.2 Clinical summit on innovation and discovery

More than 100 people from both CWFT and WMUH attended a recent joint clinical summit which focused
upon innovation and discovery. A range of staff; including nurses, doctors and managers attended the event
hosted by the Medical Directors of the two Trusts.

The content of the summit included:

e An assessment of the obstacles to innovation and the advancement of patient care within the health
service;

e An overview of how research and development opportunities can be maximised within the enlarged
organisation;

e Speciality-specific presentations on bowel cancer and HIV treatment.

The next clinical summit is planned for 31 July 2015 and will have a focus upon our Transformation
Programme.

1.3 Staffing

With the national shortage of nurses particularly acute in London, we have appointed a senior nurse to lead
recruitment and retention within the Trust and have appointed two agencies to recruit overseas nurses to fill
some of our 200 nursing vacancies.

These developments are however being impacted by recent national changes to the shortage occupation list
(with the removal of NICU nurses from this list) and certificates of sponsorship for overseas nurses and AHP's
being turned down. | have escalated our concerns to NHS England and also asked various Directors of Nursing
groups to lobby the Department of Health and the Home Office on our behalf.
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Jane Cummings, Chief Nursing Officer NHS England, is aware of this situation, which has also been raised as a
concern by HR Directors across London.

This comes at a crucial time for us when we are looking to Croatia & Australia for nurses: nurses from both
these countries will require certificates of sponsorship.

2.0 Grip
2.1 Performance

As detailed within the Performance & Quality Report, the Trust continues to deliver all Monitor Compliance
indicators, with the exception of compliance with requirements for patients with learning disabilities (LD).
However, as per the below, significant change in what will be monitored in future with regard to the RTT
standard is due to be introduced within the coming months.

In terms of financial performance, there are positive signs that the Trust is gaining a tighter ‘grip’ on its
business. As of Month 2, the Trust is reporting a deficit position of £0.5m which is £0.3m ahead of plan. The
year to date position is a deficit of £2.1m, which is £0.4m ahead of plan. Within this, each of the Clinical
Divisions reported favourable variances in month.

2.2 Changes in the Referral to Treatment Performance (RTT) Targets

Following a review undertaken by Sir Bruce Keogh, NHS England Medical Director, two of the current three key
performance indicators relating to RTT times will be abolished. Sir Bruce’s review found that the 18 week RTT
standard was being measured in three conflicting ways with the admitted and non-admitted standards
resulting in perverse incentives which penalised providers for treating patients who have waited more than 18
weeks.

The RTT ‘incomplete standard’, introduced in 2012, which incentivises hospitals to treat patients who have
been waiting the longest, will be retained.

The Trust will however continue to report against all three RTT targets until directed to revise its reporting
arrangements.

2.3 Lord Carter Review of Operational Productivity in NHS Providers

Lord Carter of Coles, Chair of the NHS Procurement and Efficiency Board, published his interim report into
improving productivity within the NHS on 11 June 2015. In particular, the report highlights:

e The Adjustment Treatment Index (ATI)- This is a new measure of provider efficiency that will allow
healthcare providers to compare their cost per unit of weighted output, at organisational level and at
service level;

e The Efficiency Opportunity- The report identifies that the NHS could save £5bn per annum by
2019/20 through:

i) Improved management of the workforce: annual leave, sickness, theatre productivity, reduction
in non-productive tasks;

ii) Improved efficiencies in the areas of procurement, estates management and
pharmacy/medicines optimisation.

In terms of next steps, Lord Carter is expected to conclude his work during Autumn 2015. Thereafter, the first
cut of hospital productivity data based upon the ATI system will be made available (during early 2016). The
Trust will undertake work to understand the new ATI indicator and will continue to progress its own plans
aimed at driving up operational productivity, maximising the efficiency opportunities afforded by the proposed
WMUH acquisition.
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3.0 Growth

3.1 Five Year Forward View

NHS England, Monitor, the TDA, Public Health England, CQC and Health Education England have published a
joint overview of the progress made with the Five Year Forward View (FYFV) to date, and the steps that need
to be taken if the ambition of FYFV is to be delivered. In terms of the latter, the ‘Time to Deliver’ document
focuses upon three key areas:

e Closing the Care & Quality Gap- to narrow the gap between the best and the worst providers of
healthcare whilst raising the quality bar higher for everyone;

e  Closing the Health Gap- encouraging the living of ‘healthier lives’ across the country;

e Closing the Funding & Efficiency Gap- the Forward View set the ambition for the NHS to achieve an
extra 2 - 3% average annual net efficiency gain over the next period.

The full report can be found here: http://www.england.nhs.uk/wp-content/uploads/2015/06/5yfv-time-to-
deliver.pdf .

The Trust will continue to use the national strategic context provided by the FYFV in the formulation of its own
local strategic plans.

3.2 Proposed Acquisition of West Middlesex University Hospital NHS Foundation Trust

The Trust remains on track to complete its acquisition of WMUH by 1 September 2015. The conclusion of
Monitor’s formal assessment of the transaction will be marked by a ‘Board-to-Board session’ which will be
held on 25 June 2015, shortly before the Public Board meeting. Following this, the Trust expects to receive a
‘Transaction Risk Rating’ from the Regulator at some point prior to 15 July which will determine the next steps
of the overall process.

Over the past month, the focus of the WMUH acquisition project has transitioned from preparing for a ‘safe
landing’ on ‘Day 1’ to the Post-Transaction Implementation Plan (PTIP) which describes how the Trust will
progress each of its planned service developments, quality improvement initiatives and cost improvement
plans over the years ahead.

Elizabeth McManus

Chief Executive Officer
June 2015
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Chelsea and Westminster Hospital NHS|

NHS Foundation Trust

Board of Directors Meeting, 25 June 2015 PUBLIC
AGENDA ITEM NO. 8/Jun/15
REPORT NAME Quiality Strategy and Plan
AUTHOR Zoe Penn, Medical Director and Director of Quality
LEAD Zoe Penn, Medical Director and Director of Quality
PURPOSE For approval.

SUMMARY OF REPORT | The Quality Strategy and Plan 2015-2018 in consultation with the Trust’s
clinicians through the Safety and Effectiveness Committee and by way of
two clinical summits at which the themes for the Plans were developed
and agreed. It has been presented to, and approved by, the Trust’s
Quality Committee and the Board of Governors.

The strategy sets our overarching ambitions in respect of the best
experience of care, underpinned by the safety and effectiveness of care
and good access to our services. It describes the architecture and
organisation of our clinical governance structure.

We will deliver our ambitions through 4 ‘special projects’” which will focus
on our key priorities: the best care for frail patients, improvements in the
clinical care of planned admissions, the prompt recognition and
treatment of septic patients and improved care and survival of the fetus
and new born. Through these Plans will run the ‘golden thread’ of the
best patient experience.

The QSP has been developed with involvement of the clinicians at West
Middlesex University Hospital and is expected to meet the needs of the
proposed newly formed and larger organisation from September 2015.

KEY RISKS ASSOCIATED | None

FINANCIAL The delivery of these ambitious plans, whilst expected to deliver value in
IMPLICATIONS respect of ‘the right care, right first time’, will need adequate project
management and information support and a way of permitting clinicians
to focus on implementation of systematic good practise. These plans will
be supported through the project management resource at the Trust.

QUALITY See above
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IMPLICATIONS

EQUALITY & DIVERSITY | None
IMPLICATIONS

LINK TO OBJECTIVES To excel in providing high quality, efficient clinical services

DECISION/ ACTION For information and approval.

Page 2 of 2




Chelsea and Westminster Hospital NHS'|

NHS Foundation Trust

Quality Strategy and Plan
2015 to 2018

DRAFT FOR REVIEW

Version: 0.20 Dated 30 April 2015

Confidential



Contents

Document information

Document information

Document Title:

Quality Strategy and Plan

Date:

05 May 2015

Director responsible:

Zoe Penn, Medical Director and Director of Quality

Author:

Ross Graves (RG)

Document history

Version Change Date Description of change
made by
0.1 RG 30.03.2015 Initial wo_rklng draft taklng ex_pa_nded outline QSP from 2014 (based in
PowerPoint) and converting this into a word document
0.12 RG 07.04.2015 Further updated draft reflecting feedback from initial review cycle with Exec
and other key stakeholders
Incorporating feedback on performance scorecard sections. Shared for
0.14 RG 19.04.2015 further validation with Performance Team
Incorporating further feedback from Medical Director and Quality
0.20 RG 05.05.2015 Committee. Performance scorecard sections validated and updated to

latest position by Performance team. Version to be shared with key internal
and external stakeholders and with Governors’ Quality Subcommittee

Drafting and review approach

Drafting notes (either questions outstanding or key points and remarks for the reader to be aware of) are
indicated throughout with ‘DN’s and grey highlighted text.

Quiality performance information included in Section 3 is latest available data and subject to final sign-off.

DRAFT FOR REVIEW

Page 2 of 35



Contents

Contents
I 1o o To 18 ox T o I PSP OPPTPRPRRP 4
1.1 Introduction to the Quality Strategy and Plan and ‘Strategy on a Page’............ccocceevvieeviiieeeee, 4
1.2 DOCUMENT SITUCTUIE ...ttt s e e ee e e e s e e e snsssn e snnnnnnnnnnnrnnnrn 5
2 O 0] 1 (=) TP 6
2.1 Introduction — Key context that informs the development of the Strategy ..........ccccevvieiiiiiieeennen 6
2.2 Trust Vision — Best possible experience and outcomes for our patients .........ccccceevvvecivieeereeeennnns 6
2.3 National context — Significant strategic drivers shaping the quality agenda...............cccccoeviveeennnn 7
2.4 Local context — Consistent improvement of quality alongside an ambitious strategic agenda....... 8
2.5 Quality Architecture — Framework supporting delivery of quality across the Trust...........cccccveee... 9
2.6 Principles — Five principles that must apply to everything We do ..........cccocvveiiiiiiiiiiiiiecc e 10
3 CoMPONENES OF QUAILY.....eeiiiitiiieiiiiiie ettt e e s ebb et e s bbb e e e s eb bt e e snbn e e e s annneeas 12
3.1 Introduction — How we define quality based on four COmMpPONENtS ..............evvvvivrvveieiiiirninininininnnn, 12
3.2 Ambition 1 — Deliver an excellent experience of care, all the time ...........cccccvviiiiiniii e 13
3.3 Ambition 2 — Be amongst the best for safe care ... 15
34 Ambition 3 — Be amongst the best for delivery of effective care through consistent adoption of
evidence-based DESt PracCliCe ..o —————— 16
35 Ambition 4 — Continuing to improve access, ensuring waiting times meet or exceed targets,
combined with easier access and use of teChNOIOGY..........ccoiiiiiiiiiiiiii i 17
4 Making it Happen — SPECial PrOJECES ........uuiiiiiiiiie ittt 18
4.1 Introduction — Special projects and how we will deliver them.........cccocveiii e 18
4.2 Project mandate for Frailty — Improving patient outcomes and experience for frail patients........ 20
4.3 Project mandate for Admitted Surgical Care — Consistently delivering safe and effective care for
PAtieNtS UNAEIGOING SUIMGETY ....eiiiiiiiiiaitieee ettt e e ettt e e sttt e e sttt e e s bt et e e s bbe e e e s anbs e e e s abeeeesbbneeesaanreeas 22
4.4 Project mandate for Sepsis — Reducing mortality and morbidity for patients suffering from sepsis
...................................................................................................................................................... 23
4.5 Project mandate for Maternity — Improving identification and care for ‘at risk’ babies ................. 24
5 Making it Happen — Supporting Programmes and Enablers.............cccocviiiiiiiiiiiiiiiiiiieieinininens 25
5.1 Introduction — How do supporting programmes and enablers ensure delivery of the QSP.......... 25
5.2 Service improvement programmes — Leveraging the Emergency Care and Planned Care
IMPIOVEMENT PrOgIAMIMES. .. ettt e e e e s e e st e s e e e e eeatab s e e e eeeeesbaaaeeaaeaenes 25
5.3 People — Empowered and equipped to lead and deliver excellent quality care in a systematic
11122 Y SRS SPPTPPPPPR 26
54 Processes — Consistently applied and class-Deating..........ccevei i 27
55 Systems — IT that enables a consistent and rigorous approach to quality ...........ccccceeviiiiiiieen.n. 28
5.6 Environment — Achieving the right environment to support high quality care............ccccceeviieeene 29
5.7 Governance — Clear, consistent and rigorous governance of quality ............occcuvieeieeiiniiiiiieenenn. 31
5.8 Monitoring — The right information, monitored in a CONSIStENt WAY ........cccooviiiiiiiiieieeiiiiiiiieeennn 32
6 FOrward Plan and NEXt STEPS ... ...uuiiiiii ittt e e e e e st e e e e e e e s s nbbbeeeaaeesaaaanbeneeeaaeas 34
6.1 Plan for development and implementation of the QSP during 2015/16..........cccccccveeeeeiiiinveennnnenn. 34
6.2 Steps to develop and implement the QSP ... 34
6.3 IMMEAIALE NEXE STEPS ...veeee ittt ettt e e e sttt e e s be e e e snbb e e e e anbbee e e sbbeeeeabbeeeeans 35

DRAFT FOR REVIEW Page 3 of 35



Introduction

1 Introduction
1.1 Introduction to the Quality Strategy and Plan and ‘Strategy on a Page’

The Quality Strategy and Plan (QSP) sets out a three-year journey for how we will work to continuously
improve the quality of the services provided by Chelsea and Westminster Hospital NHS Foundation Trust
(CWFT).

In developing the QSP we have taken account of the Trust’s vision, considering this against a backdrop of
the local and national context including the recommendations of the CQC review conducted during July
2014.

We have considered quality based on the four components of Experience, Safety, Effectiveness and
Access (recognising that this represents an expanded definition of Quality that includes Access). For each
component we have set ambitions and supporting priorities, taking into account our current performance.
Delivering excellence in Experience of Care will be an overarching ambition for us over the next three
years, supported by our ambitions across Safety, Effectiveness and Access.

We will deliver our ambitions for Quality through tranches of ‘special projects’ focusing on priority areas
that have been identified through engagement to date on the development of the QSP. The initial tranche
of projects will focus on Frailty, Admitted Surgical Care, Sepsis and Maternity.

Delivery will be supported by the Trust’s two overarching service improvement programmes and enabled
through six cross-cutting ‘Enabler’ workstreams. Work across these Enablers will be essential for
delivering a rigorous and systematic approach to quality, clinically led, with multidisciplinary ownership
from doctors, nurses and managers across the Trust.

A high level overview of the structure of the QSP and its headline content is set out in Figure 1 below.

Figure 1 Quality Strategy and Plan - 'Strategy on a Page'

Our ambitions for Quality:

. L ) . Our priorities:
* Our overarching ambition: to deliver an excellent experience of care all C':;ass.beaﬂng experience of care

Experience of the time. Patients, their carers and staff should feel confident and well Research and learning to drive best possible patient and family experience
of Care informed, and that they have been treated with kindness, respect and Reducing cancelled outpatient and inpatient attendances
dignity in a safe, clean and supportive environment. Keeping patients informed (appointments/ care plans/ discharge plans)

Keeping staff informed.

Our priorities:

Safety « Our ambition: to be amongst the best for safe care, Healthcare acquired complications
demonstrated by top decile performance on avoidable harm Medication safety, particularly during episodes of admitted surgical care
of Care Continuing to maintain zero ‘Never Events’

Reducing stillbirths and disability as a result of incidents during term labour.

. e . . Our priorities:
Effectiveness ° Ourambition: to be amongst the best for delivery of effective . .
care through consistent and systematic adoption of evidence- (Cax i) and. el [EEUINES
of Care based best practice. Healthcare Acquired Pneumonia
Prevention, early intervention and treatment for sepsis.

« Our ambition: to ensure that waiting times for services meet Our priorities:

Underpinned by our other Quality
ambitions

Access or exceed national targets; introduce greater flexibility to Sustainable achievement of access targets — A&E, RTT, and cancer
to Care when planned care is delivered; and make better use of More timely access to outpatient appointments Easier access to services
technology to improve access. using new developments in technology.
A
| = - s A m —— A . 1
We will deliver our ambitions through ‘special projects’ focused on key priorities — the first tranche will cover:
Frailty Admitted Surgical Care Sepsis Maternity
« Early identification of complex needs « Embedding WHO Safe Surgery Checklist < Rapid identification of potentially unwell « Improved identification of at-risk babies
« Earlier and more effective discharge « Pre/ peri/ post -operative bundles to and/or septic patients during antenatal period
+ Improving feeding and nutritional care address surgical site infections « Prompt institution of the most effective  » Safe intrapartum care - labour
+ Reducing healthcare acquired + Enhanced recovery programmes treatment, to reduce mortality and management and interpretation of fetal
complications * Medication Safety morbidity. heart rate
« Early identification of delirium. « Interventions to prevent ventilator- « Improved postnatal care of vulnerable
associated pneumonia. babies.
Across all projects — a focus on delivering excellent patient experience in everything we do
|
| 1

This will be supported two service improvement programmes and enabled by six cross-cutting enablers:

Service Improvement programmes: Emergency Care and Planned Care

Context: Trust Vision, national and local context incl. CQC Report, Quality Architecture and principles

People Processes _Systems Environment Governance Monitoring
Equipping and Adopting class-beating Deploying the right systems Developing our estates to Common governance and Monitoring and
empowering staffto lead  clinical, administrative and tol_enable care to be support high quality care, management structures, communicating robust
and deliver high quality managerial processes, delivered and as“sured with the right health and consistent at Trust and information in a consistent
care with consistency delivered with constancy Szl safety approaches divisional level and below way
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1.2 Document structure

This document expands each of the elements set out in the ‘Strategy on a Page’ above, consisting of the
following sections:

Section 2 sets out the context for the Strategy including how this links to the Trust’s Vision and
strategic objectives, how it is informed by local and national strategic context, and the principles and
Quality Architecture which underpin the Strategy.

Section 3 sets out the Trust's ambitions for improving quality, consisting of our overarching
ambition for delivering excellent Experience of Care, supported by our ambitions for Safety of Care,
Effectiveness of Care, and Access to Care. For each component we consider our current position, our
ambition, and our key priorities.

Section 4 describes how these ambitions will be delivered through ‘special projects’ focusing on
priority areas.

Section 5 describes how the Trust’'s agenda for quality is underpinned by enabling and supporting
workstreams consisting of the Trust’s two service improvement programmes and six cross-cutting
enablers.

Finally Section 6 describes the forward plan for developing and implementing the Strategy, including
how work will be extended post the planned acquisition of WMUH (subject to transaction).
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2 Context

2.1 Introduction — Key context that informs the development of the Strategy

The Quality Strategy is informed by a number of key contextual elements:

+ The Trust’s Vision — the vision, values and strategic objectives that drive the strategic and corporate
agenda across the Trust

« National context — the major strategic, statutory and regulatory drivers that inform the Strategy

» Local context — the backdrop of the services provided by the Trust, its strategic development agenda,
and the specific clinical quality requirements that it must satisfy

* Quality Architecture — the framework through which quality is managed and improved across the
Trust

» Principles —the principles that drive the delivery of quality in everything we do.

The figure below sets out these elements and how they relate to the rest of the Strategy. This section
goes on to explore each element in more detail.

Figure 2 How Context informs the other components of the QSP

Our ambitions for Quality:

Experience
of Care

Safety
of Care

itions

Effectiveness

+ Our overarching ambition: to deliver an excellent experience of care all

of the time. Patients, their carers and staff should feel confident and well
informed, and that they have been treated with kindness, respect and
dignity in a safe, clean and supportive environment.

+ Our ambition: to be amongst the best for safe care,
demonstrated by top decile performance on avoidable harm

« Our ambition: to be amongst the best for delivery of effective
care through consistent and systematic adoption of evidence-

Our priorities:
Class-beating experience of care
Research and learning to drive best possible patient and family experience
Reducing cancelled outpatient and inpatient attendances
Keeping patients informed (appointments/ care plans/ discharge plans)
Keeping staff informed.

Our priorities:

k acquired complication:

Medication safety, particularly during episodes of admitted surgical care
Continuing to maintain zero ‘Never Events’

Reducing stillbirths and disability as a result of incidents during term labour.

Our priorities:
Care for frail and elderly patients

Underpinned b%_qur other Quality
am

of Care based best practice Healthcare Acquired Pneumonia
: Prevention, early intervention and treatment for sepsis.
 Our ambition: to ensure that waiting times for services meet Our priorities:
Access or exceed national targets; introduce greater flexibility to Sustainable achievement of access targets — A&E, RTT, and cancer
to Care when planned care is delivered; and make better use of More timely access to outpatient appointments Easier access to services
technology to improve access. using new developments in technology.
A
f
We will deliver our ambitions through ‘special projects’ focused on key priorities — the first tranche will cover: !
Frailty Admitted Surgical Care Sepsis Maternity
« Early identification of complex needs + Embedding WHO Safe Surgery Checklist ~ * Rapid identification of potentially unwell « Improved identification of at-risk babies
« Earlier and more effective discharge « Pre/ peri/ post -operative bundles to and/or septic patients during antenatal period
« Improving feeding and nutritional care address surgical site infections + Prompt institution of the most effective ~ + Safe intrapartum care - labour
+ Reducing healthcare acquired + Enhanced recovery prog to reduce mortality and management and interpretation of fetal
complications + Medication Safety morbidity. heart rate
« Early identification of delirium. « Interventions to prevent ventilator- « Improved postnatal care of vulnerable
associated pneumonia. babies.
Across all projects — a focus on delivering excellent patient experience in everything we do
A
| 1

This will be supported two service improvement programmes and enabled by six cross-cutting enablers:

Service Improvement programmes: Emergency Care and Planned Care

Systems
Deploying the right systems
to enable care to be
d d and assured

systematically

Governance
Common governance and
management structures,

Environment
Developing our estates to
support high quality care,
with the right health and

safety approaches

Processes
Adopting class-beating
clinical, administrative and

People
Equipping and
empowering staff to lead
and deliver high quality
care with consistency

Monitoring
Monitoring and
communicating robust
information in a consistent
way

consistent at Trust and
divisional level and below

ial processes,
delivered with constancy

Context: Trust Vision, national and local context incl. CQC Report, Quality Architecture and principles

2.2 Trust Vision — Best possible experience and outcomes for our patients

Quality is at the heart of our Vision, which is to deliver the best possible experience and outcomes for
our patients. In achieving this vision, we are guided by our values, which are to provide safe, kind,
respectful and excellent care.

This QSP builds on this Vision to set out our quality ambitions that underpin the delivery of best possible
experience and outcomes for our patients.

Our Vision is supported by our four Strategic Objectives:
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1. Excel in providing high quality, efficient clinical services

2. Improve population health outcomes and develop integrated care
3. Deliver financial sustainability
4

Create an environment for learning, discovery and innovation.

The QSP primarily supports the delivery of the first of these strategic objectives, ‘Excel in providing high
quality, efficient clinical service,” but the other objectives both support and are integral to this QSP and are
essential to the delivery of the Trust’s Vision.

Underpinning the Trust’s Vision and Strategic Objectives are four Enablers, focused on ensuring we have
the best People, Processes, Environment and Systems in place. These are a subset of the broader set of
enablers we consider in Section 5 of the QSP.

Figure 3 below shows the Vision and Strategic Objectives for the Trust, highlighting the key components
supported by the QSP.

Figure 3 Vision and Strategic Objectives for the Trust and how he QSP supports delivery of these
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2.3 National context — Significant strategic drivers shaping the quality agenda

The NHS Outcomes Framework (2012) sets out the quality regime for the NHS according to five domains,
consisting of:

1. Preventing people from dying prematurely

2. Enhancing quality of life for people with long-term conditions

3. Helping people to recover from episodes of ill health or following injury

4. Ensuring that people have a positive experience of care

5. Treating and caring for people in a safe environment; and protecting them from avoidable harm.

Over recent years a number of very significant drivers have further framed the context for quality across
the NHS. These set clear strategic imperatives for how we continually work to maintain and improve the
quality of the services we deliver. A brief synopsis of these drivers is set out below.

+ The Francis Report (2013) into the systemic failings at the Mid Staffordshire NHS Foundation Trust
set out a series of recommendations to ensure best possible care for patients in the NHS. Responses
to the Francis Report by the Government and the National Quality Board will drive approaches to
improving nursing, midwifery and care staffing. It also includes the rollout of a set of fundamental
standards which come into force for all health and adult social care services from 01 April 2015.
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The Keogh Report (2013) into hospitals with higher mortality rates highlighted that all trusts must
understand more about the care they provide to patients and develop a consistent approach to
continuous improvement in quality.

The Berwick Review (2013) into patient safety has significant implications for NHS providers, stating
that, ‘the single most important change in the NHS.... would be for it to become, more than ever
before, a system devoted to continual learning and improvement of patient care top to bottom and end
to end..

The NHS Services, Seven Days a Week Forum (2014) reported to NHS England on how NHS
services can be improved to provide a more responsive and patient centred service across the seven
day week, with an initial focus on urgent and emergency care. The review found significant variation in
outcomes for patients admitted to hospital at the weekend, seen in mortality rates, patient experience,
length of stay and re-admission rates.

In September 2013 the Care Quality Commission (CQC) implemented a new regime for the
inspection of hospitals which examines the quality and safety of the care provided based on whether
they are safe, effective, caring, responsive to people’s needs, and well-led. CWH was inspected under
this regime in July 2014 (see Section 2.4 for further detail). The CQC inspection regime is being
further augmented from 01 April 2015 to take account of new statutory and regulatory requirements on
providers of health and social care in England (see below).

From April 2015 a number of statutory and regulatory changes will come into force which will affect
providers of health and social care. For example providers will be required by legislation to follow new
regulations called the ‘fundamental standards', which are more focused and clearer about the care that
people should always expect to receive. There are also new requirements for providers on being open
about mistakes when they happen (called the 'duty of candour') and on making sure directors and their
equivalents are ‘fit and proper".

The NHS Five Year Forward View (5YFV) was published in October 2014 and sets out a vision for
the future of the NHS. This vision will significantly transform the NHS. As well as a ‘radical upgrade in
prevention and public health’, and patients having greater control of their own care, the 5YFV proposes
a number of steps to break down the barriers to how care is provided. Providers will need to continue
to provide high quality services, continuously improving, against this significantly changing landscape
which includes the expansion of integrated care and the need for hospitals to operate seamlessly
across the care continuum.

2.4 Local context — Consistent improvement of quality alongside an ambitious strategic

agenda

CWEFT is situated in the borough of Kensington and Chelsea. It treats more than 360,000 patients a year
and employs over 3,000 staff. The Trust provides a breadth of services within its clinical portfolio:

The main specialised services are offered in an environment of academic specialisation and comprise
of paediatrics (including tertiary paediatric surgery), neonatal intensive care, maternity services, burns,
bariatric services, plastic surgery and HIV.

The Trust delivers local services comprising 24/7 adult and paediatric A&E services with co—located
Urgent Care Centres (UCCs), a full maternity service and a range of medical and surgical specialties.
In addition to local hospital services, the Trust also provides community—based clinics in
musculoskeletal (MSK), gynaecology, dermatology and direct access sexual health services.

The Trust also provides a range of inpatient and outpatient services to private patients.

Strategic development and growth

The strategic agenda of the Trust is being significantly shaped three major developments:

The planned acquisition of West Middlesex University Hospital (WMUH) NHS Trust in 2015, and
subsequent programme of integration between the two trusts
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» The impact of Shaping a Healthier Future (SaHF), North West London’s whole system programme for
reconfiguring hospital based and out of hospital care, under which Chelsea and Westminster Hospital
(CWH) and WMUH will be retained as ‘major hospitals’

» The development of integrated care and growth of community-based ‘accountable care’ -type models
of care. These are being driven locally through SaHF (including North West London’s Integrated Care
Pioneer Pilot), but are also being catalysed by emerging plans in relation to the 5YFV.

Clinical quality and CQC Review

In July 2014 the CQC carried out an inspection of the Trust. Whilst the CQC found that the Trust provides
good and outstanding care in many areas, their overall rating for the Trust was ‘needs improvement’.

In order to proactively address areas where action is required, speciality specific action plans were
developed, with the Trust’s Quality Committee responsible for monitoring progress and seeking assurance
from divisional representatives that actions are being implemented and completed. All feasible actions
were completed by the end of March 2015, with appropriate actions and programmes in place to address
the actions requiring longer term development (such as the reconfiguration or the Trust's Emergency
Department).

The CQC report made broader recommendations in relation to establishing a culture of consistency and
rigour in how quality is approached across the Trust. The Quality Strategy and supporting Quality
Architecture described in this document are key to ensuring that both the specific actions and the
broader recommendations identified by the CQC — in particular in relation to consistency of quality
assurance process across the organisation — become part of ongoing systematic and rigorous
ways of working within the Trust as it delivers its strategic and growth agenda.

2.5 Quality Architecture — Framework supporting delivery of quality across the Trust

Delivery of the Quality Strategy is supported through the Trust’s Quality Architecture, the overarching
framework that combines corporate and clinical governance structures with key supporting processes and
deliverables. Figure 3 overleaf summarises our high level Quality Architecture.

Critical success factors
In order for the Trust’'s Quality Architecture to function effectively the following factors need to be in place:

* Robust and consistent quality and clinical governance processes — these are described in more detalil
in Section 5.4

«  Strong multi-disciplinary working between all staff at all levels of the organisation, supported by the
Clinical Governance Team

« Clarity of purpose for all staff on their roles and responsibilities for improving quality and their specific
responsibilities in relation to the priority changes being delivered.

Key elements of the our Quality Architecture
The Quality Architecture consists of the following elements:

+ The Quality Strategy sets out the Trust’s objectives in relation to improving quality and the means
through which they will be achieved

* The Corporate governance structure is the corporate committee structure responsible for managing
and assuring quality ‘from Board to ward’

« The Clinical Governance structure is the structure of the Clinical Governance function within the
Trust (reflecting a position post planned acquisition), which is responsible for providing information,
support, clinical governance oversight and assurance over all aspects of quality across the Trust

+ Delivery of the Quality Plan describes the process, approach and plan for delivering priority
objectives identified in the Quality Strategy through tranches of ‘special projects’

* Producing the Quality Account describes the process for producing the annual report to the public
about the quality of services provided by the Trust. The document forms part of the Trust’s Annual
Report.
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Figure 4 High-level Quality Architecture

Quality Strategy

Trust’s objectives and priorities in
relation to improving quality and the
means through which they will be
achieved

Our ambition defined across four components of quality: safety, effectiveness, experience, access
Delivered through tranches of ‘special projects’: frailty, admitted surgical care, sepsis, maternity
Supported through the Trust’s service improvement programmes and enabled by six cross-cutting enablers
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throughout the organisation

Key elements of the our Quality Architecture (Continued)

+ Submissions to Regulator consist of Monitor’'s regulatory reporting requirements in relation to
Quiality, such as the Quality Plans included as part of 2014/15 two-year Operational Plan submissions

* Quality Monitoring processes provide monitoring and assurance over the delivery of quality and
quality improvement. This will be through a range of mechanisms including review of key measures
and metrics (for example through quality and performance dashboards), delivering the clinical audit
plan for the Trust, and carrying out regular peer reviews (such as the peer review planned for April
focused on testing the outcomes of the CQC Action Plan)

+ The Risk Assurance Framework is the process for monitoring and managing risk throughout the
organisation.

2.6 Principles — Five principles that must apply to everything we do

We have set out overarching principles for our approach to quality improvement which must apply to
everything we do. All care that we deliver will:

1. Be patient-focused

»  Our primary goal is to deliver and embed sustainable improvements in clinical outcomes and
experience of care for patients and their families or carers.

* The “voice of the patient” will be reflected in all aspects of our approach to ensure that what we
do is meaningful to patients and their families or carers.

2. Be best practice - all the time

+ Provide evidence-based standards of care, first time and irrespective of the time of day or night, or
location of care — so the “voice of evidence” will be a key driver for the clinical processes we
deploy.

* Increase the reliability of our care to reduce unacceptable variation.

+ Implement systems that allow all staff and our patients and families to get assurance that best
practise standards are being met.

3. Deliver Value
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*  We believe that through improving quality, we can also improve efficiency, so we will also focus on
interventions that allow us to do this — thus also helping to improve the value and financial
sustainability of our services.

4. Beunderpinned by collective and personal accountability

+ Create a working environment (systems, processes, training etc) that supports and empowers staff
to deliver high quality care — so the “voice of staff” will also be an important contributor to our
approach.

« It should always be clear to our patients and staff who is responsible for what and the role each of
our staff have in delivering high-quality care.

5. Be continuously improving

* Improve everything we do, setting more ambitious goals where we have achieved existing ones,
constantly challenging ourselves to do better and focusing most attention on those areas where
the benefits are greatest.
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3 Components of Quality

3.1 Introduction — How we define quality based on four components

We define Quality based on four components that we are aiming to improve continually:

+ Experience of Care — ensuring patients, their carers and our staff have a positive experience of the
services we deliver. In our Quality Strategy we focus on Experience of Care as our overarching focus,

supported and enabled by the other three components below
« Safety — all treatment and care provided to patients being free from preventable harm

« Effectiveness — achieving the best clinical and patient related outcomes

« Access — the timeliness and ease with which patients can secure our services at the most appropriate

place and time.

Quiality is often defined based on the first three of these four components, omitting ‘Access’ in its own right
(for example National Patient Safety Executive, 2015 and High Quality Care for All, 2008). We have

chosen to include ‘Access to Care’ within our definition in order to place appropriate emphasis 0
timeliness and ease of access to services at the most appropriate place and time. This in turn d
safety, effectiveness and positive experience of services.

Figure 5 How the four components of Quality fit within the overall structure of the QSP

Our ambitions for Quality:

. - . . Our priorities:
+ Our overarching ambition: to deliver an excellent experience of care all Class-beating experience of care

Experience of the time. Patients, their carers and staff should feel confident and well Research and leaming to drive best possible patient and family experience
of Care informed, and that they have been treated with kindness, respect and Reducing cancelled outpatient and inpatient attendances
dignity in a safe, clean and supportive environment. Keeping patients informed (appointments/ care plans/ discharge plans)

Keeping staff informed.

Our priorities:

Safety « Our ambition: to be amongst the best for safe care, Healthcare acquired complications
demonstrated by top decile performance on avoidable harm ication safety, parti during epi: of admitted surgical care
of Care Continuing to maintain zero ‘Never Events’

Reducing stillbirths and disability as a result of incidents during term labour.

Our priorities:
Care for frail and elderly patients

itions

Effectiveness ° Our ambition: to be amongst the best for delivery of effective
care through consistent and systematic adoption of evidence-

Underpinned by our other Quality

£ of Care based best practice. Healthcare Acquired Pneumonia _
Prevention, early intervention and treatment for sepsis.
+ Our ambition: to ensure that waiting times for services meet  Our priorities:
Access or exceed national targets; introduce greater flexibility to Sustainable achievement of access targets — A&E, RTT, and cancer
to Care when planned care is delivered; and make better use of More timely access to outpatient appointments Easier access to services
technology to improve access. using new developments in technology.

! This will be supported two service improvement programmes and enabled by six cross-cutting enablers:

Service Improvement programmes: Emergency Care and Planned Care

People Processes Systems Environment Governance Monitoring
Deploying the right systems

Context: Trust Vision, national and local context incl. CQC Report, Quality Architecture and principles

Equipping and Adopting class-beating bl b Developing our estates to Common governance and Monitoring and
empowering staff to lead clinical, administrative and dtol_ena de cﬁre Bl d support high quality care, management structures, communicating robust
and deliver high quality managerial processes, CUVERES EL vaS”S“’e with the right health and consistent at Trust and information in a consistent
care with consistency delivered with constancy systematically safety approaches divisional level and below way

The following section sets out what each of these components means to us, our current position
ambition for each, and our key priorities to address.
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3.2 Ambition 1 — Deliver an excellent experience of care, all the time

We recognise that iliness, diagnosis and treatment are stressful for patients and their families, but also that
experience of care can be healing and positive for patients if delivered by caring and compassionate staff.
Clearly, satisfaction with care will also be associated with the best possible patient outcomes as well.

A positive experience of care is integral to the Trust's Vision of delivering excellent outcomes and
experience and the Trust has been recognised for its innovation and patient-centric approach to deliver
excellent patient experience in a number of areas, such as its sexual health and HIV services (for example
by the CQC during their 2014 review). Sexual health services have provided bespoke and responsive
services to promote access and patient satisfaction to several hard to reach groups but we would like this
level of innovation and excellent to be a constant across all services we provide.

A positive experience of care will be a key objective in both our overarching strategy but is also central to
each of our Quality Plans and will be embedded as a key outcome and metric.

What Experience of Care means to us

A positive experience of care means ensuring that patients, families and careers as well as our staff have
a positive experience of the services we deliver:

e For patients, their families and carers — this is about being treated with kindness and respect, with a
recognition of people's individual needs and making sure they are informed and involved, and that we
respond to their concerns.

e For staff — this to ensure that staff feel supported and valued but the Trust, thereby making it easier
for them to deliver high quality and responsive care to patients and so to make sure that staff have a
good experience of care as well.

Our ambition

Our ambition is to deliver an excellent experience of care, all the time:

Patients, their carers and families should feel that:
e They have been treated with kindness, respect and dignity in a safe, clean and supportive environment

e They are well informed regarding the treatment and care they receive, with the information to make
choices and an environment in which they feel confident and in control of their care.

Our staff should feel that:

e They are part of an organisation in which every day we deliver on our vision to provide excellent
patient outcomes and experience in everything we do

e They are well informed of changes and plans and why decisions have been made.

We recognise the need to continue to improve and excel against established experience measures such
as the Patient Survey and Friends and Family Test. Strong performance against these measures is a
given and a foundation which we will build on through a significant programme of research and learning
into how we can provide excellent experience at all stages of the patient journey .

However we also recognise that to provide timely learning, feedback and quality improvement we need to
collect richer and more frequent data at ward and departmental level to ensure responsive and rapid
quality improvement and we will work on suitable measures that proved this rapid feedback loop to staff.

We will bring together public and patient voice, clinicians, and applied research to shape the services we
deliver and the standards we set ourselves around providing excellent experience. We will consider each
stage of the patient / customer journey, including:

o Keeping patients well informed in a timely fashion before their arrival at the hospital
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e Planning care and treatment together with patients and their families and / or carers

e How patients experience the delivery of care and treatment whilst they are under our care

e Supporting patients on and after discharge.

All the ‘special projects’ we mobilise to deliver the priorities of the Quality Strategy will include objectives in
relation to experience of care.

Where are we now — and how do we know?

The table below summarises our performance on key measures for patient experience during 2014/15.

Where we are doing well

Where we could do better

v

v

Zero breaches of same sex accommodation, year
to date

FFT response rate is above target for both A&E
and inpatients, for 2014/15

Intensive Care Customer Service Excellence
Award

Achievement of the Imaging Services Accreditation
Scheme (ISAS) - one of only 12 in the country and
the first non-specialist hospital in London

Staff survey results — where the Trust remains in
the top 20%

X

To continue to improve the number of formal
complaints that are responded to within 25 days —
61.43% against a target of 100%

To continue to reduce the number of type 1 and 2
complaints received (in particular in relation to
communication and attitude / behaviour)

Friends and Family Test, where 89.7% would
recommend the Trust on a response rate of 24.8%
(versus target of 30%)

Appraisal rate for non-medical and medical staff is
72% and 79% respectively against a target of 85%
Mandatory training 78% compliant against a target
of 95%

What are our priorities and how will we address these?

The table below sets out our key priorities for Experience of Care and how these will be delivered through
the different elements of the Quality Strategy.

Priority

How we will address

Continue to improve on existing measures of patient
experience — in particular the Friends and Family
Test (FFT) which is a priority for the 2015-16 Quality
Account

Campaign to increase FFT inpatient
including communications and staff training
Re-establishment of the Patient Experience
Committee as part of our Quality Architecture

update

Undertake multidisciplinary research and learning
into how we can consistently provide the best
possible patient and family experience

Launch Research and Development initiative
working with partners across the system

Develop a customer-centric set of standards for
patient experience across the Trust's services.
Consistently deliver class-beating experience as
measured by these standards, as well as existing
measures such as such as the Friends and Family
Test (being taken forward as a quality measure for
the 2015/16 Quality Account)

Launch Research and Development initiative
working with partners across the system
Workplan supporting delivery of 2-15/16 Quality

Account priorities

Reduce the frequency of cancelled outpatient and
inpatient attendances

Planned Care Improvement Programme
Business as wusual, underpinned by Quality
Architecture and key enablers

Keep patients informed of changed/ cancelled
appointments/ care plans/ discharge plans/ why
decisions have been made

Planned Care Improvement
Emergency Care Programme
Business as wusual, underpinned by Quality
Architecture and key enablers

Programme and

Keep staff informed of changes, plans and why
decisions have been made.

Business as wusual, underpinned by Quality
Architecture and key enablers
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3.3 Ambition 2 — Be amongst the best for safe care

What Safety of Care means to us

Safety of Care means eradicating harm and ensuring that care delivered is as safe as possible, regardless
of when or where patients seek our services.

Our ambition

Our ambition is to be amongst the best for safe care. We will demonstrate this through consistent
achievement of top decile performance on avoidable harm.

We will achieve this ambition through a combination of working across our four ‘special projects’ and
embedding a systematic and rigorous approach to Safety through the Trust's Quality Architecture.

Where are we now — and how do we know?

The table below summarises our performance on key measures of safety during 2014/15.

Where we are doing well

Where we could do better

v

v

Incidence of newly acquired Category 3 and 4
pressure ulcers

Safety Thermometer harm score showing constant
improvement

Hand hygiene compliance at 97.3% for 2014/15
against a target of 90%

Delivering our targets for reducing incidence of
Healthcare  Acquired Infections (HCAIs)
(C.Difficile, MSSA, E.Coli, MRSA)

Consistent achievement of target for medication
related safety incidents per 1000 admissions

Zero Never Events for 2014/15

X

X

x

Pressure ulcers — still an area we wish to see the

numbers much reduced

Further improvement on HCAIs

o C.Difficile — bringing incidence per 100k bed days
below target of 14.7 (2014/15 performance is
34.8)

e MRSA - screening all elective patients (2014/15
performance is 93.4% against a target of 95%)
In-patient falls per 1000 inpatient bed days 3.31

against a target required of no more than 3
Continue to improve compliance with national
guidance in serious incident reporting

What are our priorities and how will we address these?

The table below sets out our key priorities for Safety of Care and how these will be delivered through the
different elements of the Quality Strategy.

Priority

How we will address

Reducing harm through healthcare acquired
complications (continuing to build on progress in
relation to preventable VTE and C.Difficile and
working to achieve targets for reduction in
pressure ulcers, MRSA screening and falls)

Special project on Frailty
Business as usual, underpinned by Quality
Architecture and key enablers

Working to enhance medication safety, particularly
during episodes of admitted surgical care

Special project on Admitted Surgical Care

Continuing to maintain zero Never Events

Special project on Admitted Surgical Care

Reducing stillbirths and disability as a result of
incidents during term labour.

Special project on Maternity

DRAFT FOR REVIEW

Page 15 of 35



Components of Quality

3.4 Ambition 3 — Be amongst the best for delivery of effective care through consistent

adoption of evidence-based best practice

What Effectiveness of Care means to us

Effectiveness of Care means achieving the best clinical and patient related outcomes for our patients by
deploying evidence-based care processes and procedures consistently throughout the organisation.

Our ambition

Our ambition is to be amongst the best for delivery of effective care, with consistent and systematic
adoption of evidence-based best practice. We will continue to reduce mortality across our services,
delivering maintained upper-decile performance across HSMR and SHMI measures.

We will achieve this through the adoption and continual embedding of evidence based pathways and care
bundles that are proven to improve outcomes for our patients.

Where are we now — and how do we know?

The table below summarises our performance on key measures of effectiveness based during 2014/15.

Where we are doing well

Where we could do better

v

Consistently met our target for numbers of patients
with preventable VTE — 96.5% for 2014/15 against a
target of 95%

Compliance with care bundles for central line and
urinary catheters within continuing care — 99.1% and
93.2% respectively against a target of 90%

Lower than average mortality as measured by
HSMR - 4th lowest in the country and SHMI - 4th
lowest in the country?!

Maintaining NHS Litigation Authority Level 3
Accreditation

‘Practical guidance for the management of palliative
care on neonatal units’ was launched in Feb‘14 led
by the Trust's neonatal unit and now forms part of
national guidance on appropriate care for babies and
families receiving end of life care

x
x

x

Continue to focus on reducing VTE incidence

Elective length of stay — long stayers continue to be
above target

Emergency readmissions within 30 days continues
to be above target — 2.99% versus a target of 2.8%
Improvement of nutritional screening:

e Screening on admission 80.2% for 2014/15 against
a target of 90%

o Patients in hospital longer than a week who are
nutritionally re-screened 66.8% against a target of
90%

In-patient falls per 1000 Inpatient bed days 3.31

against a target required of no more than 3

Continue to improve compliance with national

guidance in serious incident reporting

What are our priorities and how will we address these?

The table below sets out our key priorities for Effectiveness of Care and how these will be delivered
through the different elements of the Quality Strategy.

Priority

How we will address

Improving care for frail

including:

e Earlier and more effective discharge

e Improving nutritional care including screening

¢ Improving identification and care for those with
delirium (linked with longer stay in hospital,
hospital acquired complications, dementia and
mortality)

and elderly patients,

Special project on Frailty

Improving prevention and care for Healthcare | ¢  Special project on Frailty
Acquired Pneumonia (HAP)
Improving prevention, early intervention and | ¢  Special project on Sepsis

treatment for sepsis, targeting a reduction in ITU
admission, reduction in length of stay and reduction
in infection rates, as well as reduced mortality.

1 SHMI taken from April Board Report. Updated figures to be published 29 April 2015
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3.5 Ambition 4 — Continuing to improve access, ensuring waiting times meet or exceed

What Access to Care means to us

targets, combined with easier access and use of technology

Access to care means the timeliness and ease with which patients can secure our services at the most
appropriate place and time:

+ Timely Access - the ability for patients to access urgent, emergency and elective care without undue
delay

+ Easy Access — the ability for patients to access our services in a mode appropriate to their
circumstances, needs and wishes.

Our ambition

« For Timely Access our ambition is to ensure that waiting times for services meet or exceed national
targets — including A&E waiting times, Referral to Treatment Times, and Cancer waiting times

* For Easy Access our ambition is to introduce greater flexibility to when planned outpatient or
inpatient care is delivered, reflecting patient preferences — for example through delivering clinics at
evenings and weekends. We will use technology to deliver more services — for example through
virtual clinics, telephone consultations and postal testing services.

Where are we now — and how do we know?

The table below summarises our performance on key measures of access during 2014/15.

Where we are doing well

Where we could do better

v

ANENEN

Year to date to February 2015 performance against
cancer access targets other than ‘Subsequent
Surgery’

Six-week waits for a diagnostic test

Rapid access chest pain clinics

RTT performance other than ‘Admitted Patients’.

X

X

Bringing A&E time to treatment below 60 minutes
(2014/15 performance 1.08)

Continue to improve cancer diagnosis to treatment
waiting times — ‘Subsequent Surgery’, currently
92.3% against 94% target

Improving Choose and Book slot issue % from 7.2%
against a target of 2%

Improving 18 week RTT times for admitted patients
from 86% against target of 90%.

What are our priorities and how will we address these?

The table below sets out our key priorities for Access to Care and how these will be delivered through the
different elements of the Quality Strategy.

Priority

How we will address

Consistent sustainable achievement of all our
access targets — in particular:

o A&E e Business as usual, underpinned by Quality
e RTT Architecture and key enablers
e Cancer

Planned Care Improvement Programme
Emergency Care Programme

More timely access to outpatient appointments
through more productive use of capacity

Outpatients Improvement Programme — linked to
Planned Care Improvement Programme and CIPs

Easier access to services using new developments
in technology (for example patient module of the
Trust’'s new clinical portal, due to be rolled out
during 2015/16)

‘Systems’ enabler workstream, incorporating the
Trust’s IT Strategy and clinical systems blueprint.
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4 Making it Happen — Special Projects

4.1 Introduction — Special projects and how we will deliver them

We will deliver our quality ambition through ‘special projects’ which will focus on delivery of key
objectives and priorities identified by the Quality Strategy.

These projects will be delivered in tranches over the three years of the Strategy. A first tranche of projects
for 2015/16 has been identified based on clinical input and stakeholder engagement over the development

of the QSP to date.

This tranche will consist of four projects, focusing on:

Frailty

Sepsis

Maternity (linking to the national ‘Each Baby Counts’ initiative).

Admitted surgical care (working alongside the ongoing Planned Care Improvement Programme)

The figure below describes how ‘special projects’ fit alongside other components of the Strategy.

Figure 6 How ‘special projects’fit within the overall structure of the QSP

Our ambitions for Quality:

Experience
of Care

« Our overarching ambition: to deliver an excellent experience of care all

of the time. Patients, their carers and staff should feel confident and well
informed, and that they have been treated with kindness, respect and
dignity in a safe, clean and supportive environment.

Our priorities:
Class-beating experience of care
Research and learning to drive best possible patient and family experience
Reducing cancelled outpatient and inpatient attendances
Keeping patients informed (appointments/ care plans/ discharge plans)
Keeping staff informed.

Our priorities:

People
Equipping and

care with consistency

empowering staff to lead
and deliver high quality

This will be supported two service improvement programmes and enabled by six cross-cutting enablers:

Service Improvement programmes: Emergency Care and Planned Care

Systems
Deploying the right systems
to enable care to be
delivered and assured
systematically

Processes
Adopting class-beating
clinical, administrative and
managerial processes,
delivered with constancy

Environment
Developing our estates to
support high quality care,
with the right health and

safety approaches

Governance
Common governance and
management structures,
consistent at Trust and
divisional level and below

Monitoring
Monitoring and
communicating robust
information in a consistent
way
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This section sets out the overall project delivery approach that will apply to these projects and the high
level project mandate for each. All project mandates should be viewed as first draft, subject to
further shaping by project groups and stakeholders.
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Project Delivery Approach

The key to realising the objectives and benefits of special projects will be ensuring that the changes to
processes, systems and structures resulting from each project are implemented fully and consistently
across the organisation with full understanding and buy-in from our people. Achieving this will require:

» Arobust and consistent approach to project delivery

...supported by:

+  Clinical leadership of the priorities

«  Strong multi-disciplinary working between all staff at all levels of the organisation

« Clarity of purpose for staff on their roles and responsibilities for improving quality and their specific

responsibilities in relation to the priority changes being delivered

« Oversight by the Quality Governance structure, supported by the Trust’s Quality Architecture.

The approach for delivering the projects themselves will be based common project delivery approach,
outlined in Figure 7 below.

Figure 7 Project Delivery Approach

--

s

« Define project mandate
(what, why, how) —
either as part of Quality
Strategy and Plan or as
subsequent tranches of
new projects (agreed
through quality
governance)

« Identify resources

« Identify sponsors

~N

« Define Project Plan,
covering objectives,
scope, deliverables,
timescale, analysis of
risk, resources, budget*,
method, high level
measures, how the
work is going to be
sustained and spread to
other areas.

« Agree plan with Quality
Committee

« Mobilise governance

* Mobilise resources

As at early May 2015:

« Develop detailed
understanding of the
current state

« Define detailed
measures

« Begin gathering
baseline data

« Define and implement
best solution

* Ensure appropriate
quality assurance
processes and
mechanisms in place

*Use Plan - Do - Study -
Act cycles to test ideas
and proposals

* Monitor
impact on Act
measures

Study

- 5. Evaluation

« Evaluate impact on
objectives and
measures

* Report evaluation /
findings

« Operationalise the
outputs

« Learn lessons

« If appropriate prepare
for further stages of
work

—

e Special projects on Frailty and Admitted Surgical Care are currently in the ‘Preparation’ phase and
are in the process of securing resources and sponsorship and developing and agreeing project plans
e The Maternity project is moving into the ‘Launch’ phase, with identified resources and sponsorship in

place and project plans being developed

e The Sepsis project is in the ‘Implementation’ phase, with rollout of Thinkshield and associated

training and process changes underway.

DRAFT FOR REVIEW

Page 19 of 35



Making it Happen — Special Projects

4.2 Project mandate for Frailty — Improving patient outcomes and experience for frail
patients

INITIAL DRAFT SUBJECT TO FURTHER DEVELOPMENT BY PROJECT GROUP ‘

Rationale —why focus on this priority?

The local population served by CWFT includes an increasing proportion of patients in the older age
groups, particularly over 90 and over 80 years, meaning that caring for those with conditions such as
frailty, dementia and multiple co-morbidities is a key priority.

Early identification and providing the right care for frail patients has been shown to improve patient
outcomes and experience and to reduce length of stay in hospital. Areas where we know quality of care
can be improved to deliver better patient outcomes and experience for frail patients include:

+ Length of stay, where the Trust is seeking to improve non-elective length of stay and length of stay for
elective and non-elective long-stayers

« Patient experience and outcomes at discharge

* Nutritional care, where performance is below target for nutritional screening on admission and re-
screening after 1 week

» Healthcare acquired complications, where prevalence of pressure ulcers and incidence of falls per
1000 bed days continue to be a target area for improvement. Medicines management and
reconciliation is also a key driver for reducing falls. Complications from drug interactions, side effects
and direct effects can be implicated in anywhere from 9 to 20% of admissions to acute hospitals with
falls being one of the commonest complications

« Delirium, linked with longer stay in hospital, hospital acquired complications, dementia and mortality.

Objectives and benefits — what does the project seek to achieve?

The project will implement a series of interventions focused on improving patient outcomes and experience
through:

« Early identification of patients with frailty and/or complex needs in order that they can be cared for in
the most appropriate setting, with the right support, as quickly as possible. This will draw on applied
research by the NWL CLAHRC around finding key identifiers for frailty

« Earlier and more effective discharge through supportive discharge and use of discharge coordinators
to remove ‘exit block’ where patients are unable to be discharged due to factors such as availability of
nursing home accommodation, equipment or packages of care not being in place. Reducing
unnecessary length of stay also has the potential to reduce incidence of healthcare acquired
complications and healthcare acquired pneumonia (HAP), as well as improving patient experience

+ Improving feeding and nutritional care which will in turn improve patient outcomes and experience

» Reducing healthcare acquired complications through clear, consistently delivered processes for safety,
preventing harm, and medicines management and reconciliation

* Improving early identification of patients suffering from delirium through improved training and
guidance for staff caring for those with delirium and dementia and exploring focused use of resources
such as dedicated ward space and support from mental health nurses.

Approach — how will this be delivered?

A project group will be formed in early Q1 2015/16 to further develop the objectives and approach of the
project based on this high-level mandate. This will include multi-disciplinary input from geriatricians,
nursing, occupational therapy and applied research.

Some objectives of the project are likely to be implemented through a care bundle based approach (a
bundle is a structured way of improving the processes of care and patient outcomes through a small,
straightforward set of evidence-based practices that, when performed collectively and reliably, have been
proven to improve patient outcomes). Other objectives are likely to be delivered through broader service
improvement approaches.
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Key measures — how will delivery be measured?

The delivery of the project objectives will be evaluated based on a series measures that will be agreed and
trajectories set as part of the project ‘Launch’ phase. These measures will include:

Consistent reduction in prevalence of stage 3 and stage 4 pressure ulcers (priority measure for
2015/16 Quality Account)

Reduction in length of stay for elderly and frail patients
Consistent improvement in nutritional screening and re-screening
Reduction in number of falls

Improved identification of patients suffering from delirium

Patient experience (including experience of relatives and carers for those suffering from delirium).
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4.3 Project mandate for Admitted Surgical Care — Consistently delivering safe and effective
care for patients undergoing surgery

INITIAL DRAFT SUBJECT TO FURTHER DEVELOPMENT BY PROJECT GROUP ‘

Rationale —why focus on this priority?

Planned care — and in particular admitted surgical care — offers a significant opportunity to improve the
quality of care through consistent adoption of evidence-based best practice.

There has been good progress in improving care but there is still more that can be done to address such
areas as:

+ Maintaining never events at zero

* Reducing incidents of surgical site infections (accounts for up to 20% of all hospital acquired infection)

» Speeding recovery time and further reducing length of stay (elective length of stay currently 3.2 days
year to date against a target of 3.7)

+ Avoiding medication errors

* Reducing ITU admissions.

Objectives and benefits —what does the project seek to achieve?

The planned care priority comprises a series of intervention ‘bundles’ to help more reliably deliver the best
possible care for patients undergoing particular treatments with inherent risks. It includes:

+ Embedding of the WHO Safe Surgery Checklist
+ Pre/ peri/ post -operative bundles to address surgical site infections

+ Enhanced recovery programmes that improve patient outcomes and experience and reduce length of
stay

+ Medication Safety (analgesia, antibiotic and thromboprophylaxis)

* Interventions to prevent ventilator-associated pneumonia (VAP).

Approach — how will this be delivered?

A multidisciplinary project group will be formed in early Q1 2015/16 to further develop the objectives and
approach of the project based on this high-level mandate.

The project will focus on the implementation of care bundles focusing on a number of aspects of admitted
surgical care. A bundle is a structured way of improving the processes of care and patient outcomes
through a small, straightforward set of evidence-based practices that, when performed collectively and
reliably, have been proven to improve patient outcomes.

To help support and enable the rollout of the Safe Surgery Checklist the Trust is working with the Imperial
College Simulation Centre to roll out a simulation package for theatre staff focusing on communication
skills and leadership in the theatre environment. This approach is being piloted during Q1 2015/16 and will
be rolled out over the year

Key measures — how will delivery be measured?
The delivery of the project objectives will be evaluated based on a series of measures that will be agreed
and trajectories set as part of the project ‘Launch’ phase. These measures will include:

*  Full compliance with WHO Safe Surgery Checklist, as measured through clinical audit (priority
measure for 2015/16 Quality Account)

» Reduction in incidence of surgical site infections

+ Effectiveness of enhanced recovery programmes, measured through patient outcomes and length of
stay

» Ongoing reduction in medication errors
*  Patient experience.
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4.4 Project mandate for Sepsis — Reducing mortality and morbidity for patients suffering
from sepsis

INITIAL DRAFT SUBJECT TO FURTHER DEVELOPMENT BY PROJECT GROUP ‘

Rationale —why focus on this priority?

Sepsis is a significant driver of mortality and morbidity and it has been shown that early intervention and
effective care will improve patient and clinical outcomes and reduce the chances of death. The Trust has
an agreed pathway (care bundle) for patients with sepsis and the Emergency Department is taking part in
a national research project on the treatment of sepsis.

This priority will build on existing work, targeting a reduction in ITU admission, reduction in length of stay
and reduction in infection rates.

Objectives and benefits — what does the project seek to achieve?

The project will implement a process to rapidly identify potentially unwell and/or septic patients and
institute prompt treatment, in order to reduce mortality and morbidity. This will utilise an electronic NEWS
scoring and escalation system with prompts to identify potentially unwell and/or septic patients. For septic
patients prompts and algorithms will be used to initiate investigation and treatment according to a
recognised sepsis algorithm (such as Sepsis 6).

All stages in identification and treatment will be subject to audit of process and patient benefit will be
recorded routinely as will deaths from sepsis, admissions to ITU with sepsis and length of stay in hospital.

Approach — how will this be delivered?

A project group has been mobilised during Q4 2014/15 to fully define and launch the project. The project
is now being implemented. Work will consist of a number of overlapping phases:

* Phase 1: will implement the roll out of Thinkshield to the hospital

+ Phase 2: will implement an investigation and treatment algorithm for Sepsis

+ Phase 3: will consist of the production of Obstetric version of Think Vitals

+ Phase 4: will consist of the production of Paediatric version of Think Vitals

« Phase 5: will increase the scope of individuals to perform sepsis bundle

+ Phase 6: will introduce the AKI Bundle.

Key measures — how will delivery be measured?

The delivery of the project objectives will be evaluated based on a series of measures which includes:

+ Consistent improvement in identification of deteriorating patients (NEWS, PEWS, MEWS), measured
through clinical audit (priority measure for 2015/16 Quality Account)

+ Delivering full compliance with delivery of antibiotics within 1 hour by Year 2
* Reducing mortality from sepsis

+ Patient experience.
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4.5 Project mandate for Maternity — Improving identification and care for ‘at risk’ babies

INITIAL DRAFT SUBJECT TO FURTHER DEVELOPMENT BY PROJECT GROUP ‘

Rationale —why focus on this priority?

The Maternity Department at CWH delivered 5986 babies in 2014. Of those structurally normal babies at
term, approximately 3% were admitted unexpectedly to the neonatal unit. The national rate of admission is
guoted as 5%. This is one of the top three incidents reported within the department and although most
babies are discharged home with an anticipated normal outcome, the period of separation creates anxiety
for parents and involves additional bed days for the mother. For the small minority that have permanent
brain injuries the impact for those families is immeasurable, and the financial costs of litigation are
significant.

Objectives and benefits — what does the project seek to achieve?
Our ambition is to achieve a 20% reduction in unexpected term admissions to NICU. To achieve this the

project has the following objectives:

* Improve identification of at-risk babies in the antenatal period. Identify at risk babies i.e. those
who are growth restricted prior to the onset of labour who will have limited reserve for the additional
stress of labour

« Ensure safe intrapartum care. Review practice and target teaching and education regarding labour
management and interpretation of the fetal heart rate in labour ( both intermittent auscultation and
CTG interpretation)

* Improve postnatal care of vulnerable babies. Review practice on the postnatal ward in caring for
babies that are vulnerable to hypoglycaemia and hypothermia. To ensure babies receive IV antibiotics
within the recommended timescale.

Approach — how will this be delivered?

The outline approach for the project is as follows:

* Quarter 1 — Increasing the information from existing audits and gathering evidence about current
systems in place to support staff and women

* Quarters 2 and 3 — Anticipated that the review and audit results will have clarified metrics that can be
used in the following quarters. Rollout of GROW software to improve antenatal detection of growth
restriction. New fetal heart rate monitoring teaching sessions will be implemented and an assessment
tool will be introduced for key staff. Results of the postnatal audit will have identified areas for change
that will be implemented within these quarters.

* Quarter 4 — Re-audit will be undertaken on key areas: postnatal admissions, compliance with new
CTG classification and monitoring tool, identification of growth restricted babies.

Key measures —how will delivery be measured?

The delivery of the project objectives will be evaluated based on a series of measures that will be agreed

and trajectories set as part of the project ‘Launch’ phase. These measures will include:

» Reduction in unexpected term admissions to NICU (priority measure for 2015/16 Quality Account)

* Reduction in third and fourth degree tears

» Experience of mothers, their families and birth partners.
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5 Making it Happen — Supporting Programmes and Enablers

5.1 Introduction —How do supporting programmes and enablers ensure delivery of the QSP

Delivery of the QSP will be underpinned by supporting and enabling work across a number of areas.

e The Trust’s two overarching service improvement programmes focused on Emergency Care and

Planned Care

e Six cross-cutting enabling workstreams which together will transform the Trust’'s Quality
Architecture:

The figure below describes how supporting programmes and cross-cutting enablers fit alongside the other
components of the Strategy. This section then goes on to summarise work across each of these areas.

Figure 8 How supporting and enabling workstreams fit within the overall structure of the QSP

Context: Trust Vision, national and local context incl. CQC Report, Quality Architecture and principles

5.2 Service improvement programmes — Leveraging the Emergency Care and Planned Care
Improvement Programmes

Delivery of service improvement across the Trust is supported through two overarching multi-year
programmes — the Emergency Care Programme and the Planned Care Improvement Programme.

People — How we will equip and empower staff to lead and deliver high quality care

Processes — How we will adopt class-beating clinical, administrative and managerial processes
Systems — How we will deploy the most appropriate technologies to deliver high quality care
Environment — How we will develop our estates and facilities to support high quality care

Governance — How our governance and management structures will drive quality improvement

Monitoring — How we will know how we are doing and communicate that information.

Our ambitions for Quality:

+ Our overarching

ion: to deliver an i of care all

Experience of the time. Patients, their carers and staff should feel confident and well
of Care informed, and that they have been treated with kindness, respect and
dignity in a safe, clean and supportive environment.

of Care

Underpinned by our other Quality
itions

Safety + Our ambition: to be amongst the best for safe care,
demonstrated by top decile performance on avoidable harm

Effectiveness ° Our ambition: to be amongst the best for delivery of effective
care through consistent and systematic adoption of evidence-

5 of Care based best practice.
« Our ambition: to ensure that waiting times for services meet
Access or exceed national targets; introduce greater flexibility to
to Care when planned care is delivered; and make better use of

technology to improve access.

Our priorities:
Class-beating experience of care
Research and learning to drive best possible patient and famlly experience
Reducing cancelled outpatient and inpatient attendan
Keeping patients informed (appointments/ care plans/ dlscharge plans)
Keeping staff informed.

Our priorities:
Healthcare acquired complications
Medication safety, particularly during episodes of admitted surgical care
Continuing to maintain zero ‘Never Events’
Reducing stillbirths and disability as a result of incidents during term labour.

Our priorities:
Care for frail and elderly patients
Healthcare Acquired Pneumonia
Prevention, early intervention and treatment for sepsis.

Our priorities:
Sustainable achievement of access targets — A&E, RTT, and cancer
More timely access to outpatient appointments Easier access to services
using new developments in technology.

Frailty
« Early identification of complex needs
« Earlier and more effective discharge
* Improving feeding and nutritional care
« Reducing healthcare acquired
complications
« Early identification of delirium.

Admitted Surgical Care

« Interventions to prevent ventilator-

associated pneumonia.

We will deliver our ambitions through ‘special projects’ focused on key priorities — the first tranche will cover:

Sepsis Maternity

+ Embedding WHO Safe Surgery Checklist ~ * Rapid identification of potentially unwell « Improved identification of at-risk babies

« Pre/ peri/ post -operative bundles to and/or septic patients during antenatal period

address surgical site infections + Prompt institution of the most effective ~ + Safe intrapartum care - labour
+ Enhanced recovery programmes treatment, to reduce mortality and management and interpretation of fetal
+ Medication Safety morbidity. heart rate

« Improved postnatal care of vulnerable
babies.

Across all projects — a focus on delivering excellent patient experience in everything we do

This will be supported two service improvement programmes and enabled by six cross-cutting enablers:

Service Improvement programmes: Emergency Care and Planned Care

People Processes Systems Environment Governance Monitoring
Equipping and Adopting class-beating Deploying the right systems Developing our estates to Common governance and Monitoring and
empowering staffto lead  clinical, administrative and tol_enable @Rl support high quality care, management structures, communicating robust
and deliver high quality managerial processes, delivered and as"s”red with the right health and consistent at Trust and information in a consistent
care with consistency delivered with constancy systematically safety approaches divisional level and below way

The Planned Care Improvement Programme is focused on high-level objectives, to:
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e Align and ‘right size’ the organisation’s resources to enable the delivery of an integrated planned care
pathway in a safe, kind, excellent and respectful manner

¢ Improve quality, specifically safety of care, effectiveness of care, patient experience and access
e Improve productivity in outpatients, pre-assessment, theatres and inpatient elective beds

e Optimise resource utilisation: providing GP access to specialist opinion; and through improvement in
use of capacity for NHS activity, to increase the resource capacity (diagnostics, theatres, outpatient
clinics and beds) available to deliver Private Patient services at the trust.

The Emergency Care Programme is a multi-agency programme bringing together all key stakeholders in
the emergency care pathway from the community, acute and first response sectors. Its top-level
objectives are to:

e Reduce avoidable emergency admissions, both pre-arrival and in the A&E/ Short Stay phase
¢ Reduce length of stay in acute and increase in use of Out of Hospital support

o Deliver increased use of care planning and case management

e Reduce the acute bed footprint

e Deliver a seamless transition between acute and sub-acute phases

The Programme has a series of system-wide ‘partnership’ objectives, to:

o Design and implement a “boundary-less” patient pathway crossing the organisations, and then enable
this with technology to support delivery of the quality and productivity improvements outlined above.

¢ Align with ‘Whole Systems’ working to further develop case management, earlier discharge and
support specific cohorts of patients, for example frail elderly

e Expand involvement of Social Care, and focus on delayed transfers of care and moving patients into
sub-acute settings, resulting in a more seamless flow of patient transfers.

5.3 People — Empowered and equipped to lead and deliver excellent quality care in a
systematic way

The ‘People’ enabler focuses on equipping and empowering staff to lead and deliver high quality care with
consistency across the organisation. Figure 9 below sets out the components of our People Strategy &
Plan which underpins this enabler. Each includes aspirations and actions that support the delivery of
Quiality across the Trust, also taking into account the planned acquisition and integration of WMUH.

Figure 9 People Strategy and Plan — key components

Culture, Values and
Engagement

Performance, Reward & Inspirational
Recognition Leadership & Talent

People Strategy

Workforce Strategy and

Skills & Capability Planning

HR & Learning
Processes

For Culture, Values and Engagement we will embed our values so that these translate into great
experience of care. During 2015/16 we will:

* Focus on areas for improvement identified by Staff Survey
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» Deliver an OD programme for Integration including confirming the new organisation’s values
» Deliver a programme of staff engagement to support integration.

For Inspirational Leadership & Talent we will ensure staff have the capability to lead delivery of high
quality care through rollout of leadership programme to all staff groups. During 2015/16 we will:

* Roll out the Trust’s talent management programme

* Mobilise a Leadership Development Programme across both sites (linked to the planned integration
with WMUH).

For Workforce Strategy and Planning we will ensure we have the right staffing, skill-mix and capacity to
deliver high quality care in all our areas, seven days a week. During 2015/16 we will:

+ Focus on staff retention

* Develop a quarterly workforce information pack and supporting analysis
*  Align CWH and WMUH workforce plans (subject to WMUH transaction)
* Explore joint staff bank arrangements to reduce reliance on agency.

For HR & Learning Processes we will ensure we facilitate the processes through which staff are informed
about, conduct and report completion of mandatory training processes. During 2015/16 we will:

* Develop an HR and Learning intranet portal

« Continue review of statutory and mandatory training requirements adopting best practice from the HR
London ‘streamlining project.

For Skills & Capability we will ensure staff have the capability to design and implement service
improvements. During 2015/16 we will:

* Improve the Trust's e-learning offer to staff

» Continue review of statutory and mandatory training requirements adopting best practice from the HR
London ‘streamlining project.

For Performance, Reward & Recognition we will ensure quality improvement activity is acknowledged
and incentivised, we will be introducing a trust-wide recognition and reward mechanism for quality
improvement. During 2015/16 we will:

* Re-launch the Trust’s recognition scheme

* Renew focus on staff appraisals.
5.4 Processes — Consistently applied and class-beating

The ‘Processes’ Enabler focuses on adopting class-beating clinical, administrative and managerial
processes, delivered with consistency across the Trust.

At all levels these processes will have multidisciplinary ownership from doctors, nurses and managers,
supported by the Trust’s Clinical Governance team. It is essential that there is clarity of purpose for all
staff in relation to quality. This means each member of staff being clear on their role and responsibilities in
relation to clear and consistent delivery of processes based on best practice and evidence, and achieving
this first time, every time’.

Consistent clinical processes

The Trust’'s Quality Architecture is set out in Section 2.4. Supporting our Quality Architecture we will
continue work to embed consistent clinical governance and quality processes which will be delivered
consistently across ward, directorate and divisional levels. These will include the areas of Safety,
Effectiveness, Experience and Access, as well as People. Some of the key processes are set out below
(the list is subject to further development and not intended to be exhaustive).

e People including number of appraisals completed and outstanding, leavers, joiners and sickness
absence rates, to inform ward and departmental operational management
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o Performance against key quality measures including a number of areas which will be further
defined as part of operationalising the Trust’'s Quality Architecture:

o Patient Safety Thermometer: pressure ulcers, falls, urinary infections, venous thromboembolism,
prophylaxis

o Other safety measures, including MRSA, C.Difficile, hand hygiene, compliance with NEWS,
PEWS, and MEWS, medication errors, nutritional screening and peripheral line care

o Patient experience including Friends and Family Test, Patient Survey, complaints and other
measures of patient experience

o Surgical Safety including WHO Safe Surgery Checklist and surgical simulation training

e Incident management including number of incidents and root cause analysis (where a requirement
for a RCA is triggered)

e CQC domains ongoing self-assessment and peer review against all standards at least twice per year

e Clinical audit progress including how many completed and their findings, and details of planned
audits

¢ Review of policies, procedures, guidelines and protocols including number reviewed in the past
month and number outstanding for review

¢ Risk management including reviewing new risks, progress at closing existing risks, outstanding
actions and key learnings. This will form a key ‘bottom-up’ input into the Trust’s Risk Assurance
Framework (RAF) and local ownership of risk registers.

Transforming administrative and managerial processes

We are working through the Emergency Care Programme, the Planned Care Improvement Programme,
and other supporting projects, to improve operational processes to deliver better quality outcomes for
patients, and in particular better access to care and experience of care. Areas of focus for 2015/16
include:

e Improving patient ownership and empowerment over their care through maintaining a robust and
consistent access policy and ensuring correspondence with patients is clear and consistent and in
ways that are responsive to their needs

e Transforming processes for managing outpatients, enabling more patients to be seen during clinic
time, and reducing cancellations, DNAs and un-booked slots. This work builds on pilot projects in
gynaecology and ophthalmology

e Redesigning clinical administration processes to improve the alignment of clinical administrative
resources with the needs and demands of the patient pathways within the Trust. This will deliver
consistent, standardised models and processes across the Trust and improve pathway management
from end to end

e Improving theatre utilisation and productivity, increasing theatre active time and improving patient
experience through being able to deliver more cases per list with reduced late starts and overruns
(hence better access)

e Systems training for all staff involved in the Referral to Treat (RTT) pathway, to drive
understanding and consistency of approach, helping to ensure that RTT targets are met or exceeded

e Ensuring consistent and robust planning and monitoring processes including proactively
planning for demand and capacity across the Trust and consistent monitoring and reporting drawing on
tools such as Qlikview and Service Line Reporting (SLR).

5.5 Systems - IT that enables a consistent and rigorous approach to quality
The ‘Systems’ enabler focuses on deploying the right systems to enable high quality care to be delivered
systematically across the Trust, with appropriate levels of assurance. Our IT Strategy describes the

objectives for technology deployment in the organisation and how these will be achieved. Figure 10 below
outlines the key components of the Strategy. Each component includes objectives that support the
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delivery of Quality across the Trust both across the current CWH footprint, and across the broader CWH
and WMUH footprint (subject to the planned acquisition of WMUH during 2015). These aspirations are
supported by specific actions and initiatives, summarised below for 2015/16

Figure 10 IT Strategy — key components

Records Delivery of an Electronic Document Management solution
Management for the Trust as the enabler towards ECM and Migration

|nfo|jon Delivery of Tools and Technologies to improve quality and

Sharing timely availability of clinical and management information

- Delivery of best practise for systems and technologies
BPM  to provide better business and process logic including
I definition, recording and automated workflows
Delivery of a rationalised, automated and cost effective
Infrastructure ) ) N
underlying technical and network architecture

Electronic Records Management (ERM) We will transform ERM over a multi-year programme, to
improve availability of information across care settings and support consistent ways of working, resulting in
improved safety, effectiveness and integration of care. This is a very significant enabler of quality both for
CWH and (subject to planned acquisition) for WMUH. Please see the Integrated Business Plan for the
Acquisition for more detail of the benefits case. Specific deliverables for 2015/16 include:

e Upgrade of current PACS system to a new web-based portal Q2 2015/16.
¢ Roll out of an Electronic Document Management system (Evolve) by the end of H2 2015/16

o Replacement of the current Electronic Patient Record system (LastWord) through a three year
programme with supplier selection complete by the end of Q3 2015/16

¢ Implementation of a Clinical Portal enabling common access to records across the Trust, to be rolled
out by early Q4 2015/16.

IM&T Resources We will improve user support and functionality of IT service to improve staff satisfaction
with IT and overall organisational effectiveness. This will include delivering IT Helpdesk services through
the new SPHERE joint venture.

Information Sharing We will improve collation of quality performance information, to help drive quality
improvement focus and activity. We will continue to leverage Qlikview as the solution to capture and
report clinical and management information. We will pursue opportunities to enable the sharing of
information across health and social care to support integrated working across the local health system,
including the rollout of SystmOne, the clinical system of choice for the majority of local GPs.

Business Process Management (BPM) We will enhance patient resource management through patient
scheduling and communication to improve timeliness and mode of access to care. A key element of this
will be the implementation of the Clinical Portal which includes within it a Patient Portal.

Infrastructure We will improve overall IM&T system resilience and capacity to deliver better staff and
patient use of technology. This includes completion of our desktop replacement programme, upgrading
the Trust’s network and wifi to enable more mobile working, and establishing a dedicated network link to
WMUH.

5.6 Environment — Achieving the right environment to support high quality care

5.6.1 Estates

Our vision is to provide tailored Facilities Management, distinguished by safety and excellence. A
proficient, responsive team, providing high quality services in an environmentally sustainable way.
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The Estates function will provide services to the Trust in such a manner that healthcare is enhanced,
safety is assured, conservation of physical and financial resources is maximised and improvement by
change becomes a constant.

We want to provide an environment and facilities that directly enhance experience of care and also
facilitate the delivery of high-quality care. Our Estates and Facilities Plan sets out a number of
developments to our facilities that will do this over the next two to three years, including:

Developments:

e The Maternity Led Birthing Unit — Provision of a o Newly Opened Patient Transport & Discharge Lounge
modern midwife led maternity unit for low risk births, — supporting more effective discharge and improved
design to promote the birth experience patient experience

e LED Lighting Project — replacement of all lightinginthe ¢  David Evans Ward and the Surgical Admissions
Atria and majority of wards with modern LED fittings — Lounge — general light touch upgrade to the ward
improving quality and economy of lighting provided environment

o Private Maternity — Private Suite o Dean Street Express - ‘drop-in’ sexual health facility

Purchase of Doughty House— to allow future
expansion of clinical services on site

Paediatric Outpatients

o Refurbishment of the Hydro Therapy Pool o  Refurbishment of David Erskine Ward
¢ Antenatal Clinic move to the 1%t Floor e Refurbishment of Edgar Horne Ward
e Annual Place Audit ¢ Refurbishment of St Mary Abbots Ward
¢ Refurbishment and re-location of Annie Zunz Ward o Decant of the Emergency Department
Current projects:
« The Emergency Department Extension e MediCinema
e Opening up of the Stairwells for Visitors e  Supporting WMUH Acquisition from an Estates and
Facilities perspective
¢ Internal Move Management e  Provision of accommodation for the IT Shared
¢ Retail Pharmacy (Boots) Service (SPHERE)
Future plans and projects:
¢ |TU Expansion e«  Extraction / Air Quality Mercury Ward
¢ Refurbishment of Floors on Neptune/Jupiter Ward e PALS Office and opening up Ground Floor corridor
e Car Park Lift to stop on the LGF e NICU Improvements
e The Potential deployment of the Discharge Unit to e Relocating WLCSH to 10 Hammersmith Broadway
Mulberry Ward K&CMHT e Upgrade to core lifts

Patient Led Assessments of the Care Environment (PLACE)

During March 2015 the Trust’'s Annual Place Assessment was undertaken. In the time leading up to the
assessment, the Estates and Facilities team were proactive in examining standards of cleanliness and
quality of the fabrics, and worked with ward leads and dieticians on hydration and nutritional needs.

We have introduced Place+, an initiative by Norland Managed Services, which purely looks at Fabric works
in all areas. To launch Place+ a small working group was assembled from across Estates and Facilities,
ISS, Norland and Patient Governors, to assess the hospital for quality of fabrics, cleanliness and clutter.

During 2014/15 the Trust was assessed on the new Dementia Friendly Ward Environment. This is will
form a focus for all of refurbishments and new builds going forward. The results will be available in
October but initial feedback from patient representatives has been positive.

Other developments contributing to quality and patient experience

* Security The ISS Security Team has successfully completed a three-month trial on Body Worn
Cameras (BWCs) and the Trust is in the process of purchasing nine ‘Reveal’ cameras to enhance our
security in the Emergency Department and across the Trust.

* Cycling The Borough are planning to install further cycle racks outside on the Hospital frontage for
patients and members of the public.

+ Post The Trust's move to Royal Mail has contributed to a significant drop in DNA rates and
complaints from patients of not getting their mail in time for their appointment. The next step will be to
examine options for mail being printed offsite, enveloped and posted on our behalf.

+ Patient Transport The Patient Transport Team has introduced a Passport for Wheelchairs Scheme
that determines the serviceability of the wheelchair and compatibility for travelling in an Ambulance.
The wheelchair owner is then issued with a passport for the wheelchair and the wheelchair is tagged.
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+ Getting Around the Hospital There is an ongoing programme of building improvements to enhance
patient experience in getting around the Hospital.

5.5.2 Health, Safety and Fire

We are committed to providing and maintaining a safe and healthy environment for all employees,
contractors, patients, visitors and those who may be affected by work related activities. The Trust
recognises that the only effective approach to the prevention of injury and loss is the systematic
identification and control of risk through the Trust’s risk assessment process, the adoption of best practice
in health and safety management and the allocation of necessary resources.

The Trust manages health and safety using the process of risk management including the identification of
hazards, assessment of risks and introduction of control measures. We adopt a systematic approach that
includes following all standards published by the Health & Safety Executive, Department of Health, NHSLA,
CQC and Improving Lives initiative. Further details are set out in the Trust’'s Health and Safety Policy.

What are the controls in place?

The Trust has a Health, Safety & Fire Committee (HSFC) that meets monthly to consult, review and
monitor progress on safety arrangements. The committee has representation from all Divisions as well as
other organisations that share Trust premises. Each Division provides an assurance report once a year
and reports progress on action plans quarterly.

A programme of health and safety inspections is in place. This identifies both good practice and shortfalls.
The key themes/findings are reported to the HSFC quarterly.

There is a range of health and safety policies and guidance prepared, setting minimum standards to
safeguard all who visit or work in Trust premises. These documents are reviewed regularly to ensure they
are practical, effective and up to date.

What are we doing to address gaps in assurance?

Attendance at mandatory training has improved, but below the Trust’s targets. Particular concern is the
level of fire training compliance (61% February 2015). Mandatory training attendance is reviewed on a
monthly basis, with areas of concern highlighted to Divisional Managers.

Where we have assurance what does it tell us?

The most significant assurance is the external NHSLA assessment, where all health and safety related
criteria were judged to meet level 3 (highest). The assessors noted, ‘throughout the assessment, the
attention to detail and diligence in developing and using effective risk management processes was
demonstrated and staff were clearly engaged and committed in support of both patient and staff safety.’
5.7 Governance - Clear, consistent and rigorous governance of quality

Steps be taken to ensure systematic governance of quality

Key actions that we are taking in relation to governance to support the delivery of the Quality Strategy are
set out below.

» Introduce a common framework to Corporate and Divisional Boards to support effective quality
management. This framework will enable teams to provide assurances to the Trust Board and
accurately understand the quality of the care and services the Trust provides

«  Apply best practice recommendations to develop an aligned and relevant set of metrics; making best
use of technology and existing systems to eliminate duplication. Local metrics will include flexible
parameters to enable specialties to identify “low-lying” problems or tackle underperformance

» Provide relevant and reliable management information to continually assess and mitigate quality risks

+ Continually reinforce the Quality Strategy by ensuring that quality is embraced as a responsibility of
every staff member and is visibly led by those reporting to Corporate and Divisional Boards

« Ensure there are clear roles and accountabilities in relation to governance and quality
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« Continue to improve awareness and information for staff, to ensure that there are clearly defined and
well understood processes for escalating and resolving issues and managing quality performance

* Involve and engage patients, staff and other key stakeholders, using recent standards and indicators,
in governance and quality improvement initiatives.
Governance structure for quality

The figure below sets out the Trust’s ‘top-level’ governance structure in relation to quality and how this will
be systematised through a common framework across each of the Corporate and Divisional Boards.

The figure also shows how other cross-cutting enablers — in particular People, Processes, Systems and
Monitoring will support and reinforce these arrangements by ensuring a common and robust approach.
Further detail on these enablers is included elsewhere, in Sections 5.3, 5.4. 5.5 and 5.8 respectively.

Figure 11 High level overview of governance structure for quality

/Qx Trust Board
o
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O 4 1
o ; . Other Committees
Quality Committee of the Board
Patient Safety Clinical Effectiveness Patient Experience Eﬁ%?r%ﬁ%esr?tfglt\ﬁi%k
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‘Four group’ structure replicated in structures and processes under each Divisional Board

Supporting groups: Supporting groups: Supporting groups: Supporting groups:
« Transfusion Group « End of Life Care Group * Medicines Group « Decontamination Group
+ Medical Devices Group « Children’s Board « Research Strategy Board « Security Grou|
» Resuscitation Group « Safeguarding Adults « Environment E Waste Group
« Infection Control Group + PLACE Group « Radiation Safety Group
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Directorates Directorates Directorates

Processes / key groups covering patient safety, clinical effectiveness, patient experience, business safety plus people
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Processes / key groups covering patient safety, clinical effectiveness, patient experience, business safety plus people

Supported by other enablers — in particular

People (leadership, culture
of consistency)

Processes (consistent
clinical, admin and
managerial processes)

Systems (reinforces process:
and information consistency)

Monitoring (consistent and
robust information)

5.8 Monitoring — The right information, monitored in a consistent way

In order to evaluate our performance and level of improvement, we must baseline our position and then
track how we are performing against agreed outcomes and measures. We must do this in a consistent
way across divisions, directorates and wards, using this information to adjust our plans or take action as
needed. Currently, we collect a great deal of data, but we do not always utilise it as well as we can to help
deliver quality improvement.

Building on what we already do well, we have set out some principles for how we will determine how we
are doing and disseminate that information appropriately. Information must be:

* Meaningful — We must measure what is most meaningful to establishing quality
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Timely — Information must be collected and disseminated in as timely a fashion as possible, with
forecast or predictive information about future performance provided wherever possible (in addition to
historic)

Disseminated appropriately — It should be clear who should receive information and what they are
expected to do in response to it, including those who should be informed exceptionally [for outlying
performance]

Easy to interpret — Those responsible for collating or reporting information should use formats that
are easy to absorb and provide summaries and annotations that make it easy to identify outlying
performance

Proportionately collected — the resources and mechanisms deployed to collect and aggregate
information should be the minimum possible and should be [at least] commensurate with the value of
the information.

We will apply these principles across all of the quality metrics and measures that we monitor and
communicate to our stakeholders. In practice this consists of the following (overlapping) requirements:

Our internal monitoring requirements, driven by how we ensure that we are maintaining and
continually improving the quality of everything that we do

The requirements of our commissioners, consisting of the information that local CCG and NHS
England need to monitor to ensure that we are meeting the quality requirements of the services they
commission

The requirements of our regulators, consisting of the information that Monitor and CQC need to
ensure that we are meeting required standards as an NHS Foundation Trust

The requirements that support our accountability to our patients and public, including our
Governors and Membership.
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6

6.1

Forward Plan and Next Steps

Plan for development and implementation of the QSP during 2015/16

The figure below sets out the high level plan for development and implementation of the Quality Strategy

and

Plan.

Figure 12 How the QSP will be developed and implemented during 2015/16
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6.2

Steps to develop and implement the QSP

Please note this section will be refreshed appropriately to reflect actions completed at the point the
document is signed off.

Our steps for development and implementation of the QSP fall into three areas:

1. Developing the QSP

We have worked with content owners and internal stakeholders across the Trust to fully populate and
further develop this draft.

We are now engaging with our external stakeholders including commissioners, other local providers,
and Healthwatch groups, to ensure that our approach fully aligns with broader work and expectations
across the local health system.

We took a first draft of the QSP to the Trust Quality Committee on 13 April for review and feedback.
We are targeting sign off by the Trust Board at its meeting on 26 May.

2. Implementing the QSP

Following sign-off for the QSP in May, we will work to align and implement the structures, systems and
processes that comprise the Trust’s Quality Architecture. Where feasible and sensible to prepare for
this work in advance of formal sign-off we will do so.

We will continue to implement the special project focusing on Sepsis and will rapidly mobilise the
special projects focusing on Frailty, Planned Care and Maternity, ensuring that each has appropriate
plans, governance and resources in place to be set up for success.
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3. Handling the planned acquisition of WMUH in relation to development of the QSP

e The Trust is planned to acquire WMUH during 2015. Whilst this document currently reflects a
‘standalone’ CWH perspective, we have sought to engage staff from WMUH through its development.
Where possible we will work with the WMUH Integration Programme to engage and align work across
the two sites ahead of the planned acquisition.

Post planned acquisition (subject to its approval) we will expand and extend the QSP to fully describe
the Quality Strategy, Quality Architecture, supporting projects and other work across both CWH and
WMUH sites.

6.3 Immediate next steps
Our immediate next steps for further development of the draft QSP are:
e Update of performance measures included against each component of Quality with final ‘year end’
figures as soon as these become available. This action is now complete in most cases.
o Circulate draft to stakeholders (including local CCGs and WMUH) for further feedback

¢ Further mobilisation of project groups to take forward work on ‘special projects’ (with corresponding
further development of project mandates). Particular focus on Frailty and Admitted Surgical Care.
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Chelsea and Westminster Hospital NHS|

NHS Foundation Trust

Board of Directors Meeting, 25 June 2015 PUBLIC
AGENDA ITEM NO. 9/Jun/15
REPORT NAME Performance and Quality Report — May 2015
AUTHOR Virginia Massaro, Assistant Director of Finance
LEAD Karl Munslow-0Ong, Chief Operating Officer
PURPOSE To report the Trust’s performance for May 2015, highlight risk issues and

identify key actions going forward.

The Trust met all key performance indicators for Monitor in May with the
SUMMARY OF REPORT | exception of the compliance with requirements regarding access to
healthcare for people with learning disabilities.

- The Trust is currently not fully compliant will all 6 of the learning
disabilities indicators, but working to achieve compliance in 2015/16, in
line with our CQC Action Plan.

- Patient Safety: The prevalence of pressure ulcers remains high, and the
preventing harm group and is working closely with the Tissue Viability
Nurse, the divisional nurses and the governance team to ensure that
the right degree of focus and accountability is in place across all areas.

- Clinical Effectiveness: Caesarean section rates continued to be high in
May There is an on-going consultant led analysis of the data to
understand variation.

- Patient experience: The current FFT scoring set the Trust in the lower
quartile of London Hospitals not recommended by patients, which is of
concern for the Trust. There is a high vacancy factor in some clinical
areas affecting overall performance. There is a drive by each Divisional
Team to support these areas and to address as a matter of urgency the
vacancy factor, as part of the action plan to improve patient experience.
There has been an improvement in response rates to formal complaints.

- Access and Efficiency: There has been a significant improvement in A&E
waiting times and reduction in the number of ambulance handover
breaches in May. The Trust continued to achieve the RTT waiting
targets.

- Workforce: Unplanned staff turnover rates remain high and a senior
nurse has been employed full time to focus on recruitment and retention
issues for nursing staff.

KEY RISKS There is a risk to achievement of the challenging C. Diff target in 2015/16

Page 1 of 2



ASSOCIATED: of 7 cases or less, however the Trust is compliant for the year to date.

FINANCIAL The Trust reported a £0.5m deficit in May and £2.1m deficit for the year
IMPLICATIONS to date, which was £0.4m ahead of plan year to date. CIP delivery was
also on target.

QUALITY As outlined above.
IMPLICATIONS

EQUALITY & DIVERSITY | None
IMPLICATIONS

Improve patient safety and clinical effectiveness
LINK TO OBJECTIVES Improve the patient experience
Ensure Financial and Environmental Sustainability

DECISION/ ACTION The Trust Board is asked to note the performance for May 2015.
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At a Glance Performance — May Chelsea and Westminster Hospital [\'/z~Y

MHS Foundation Trust

Patient Clinical Patient Access & Process Work Finance
Safety Effectiveness Experience Activity Efficiency Force
Domain Domain Domain Domain Domain Domain Domain
: Hospital ) ;Time to Theatrexﬁ ( FFT Local | [ BEE Wyaiting ! ( Ao Wit ! ( Sickness \ [ 1ZE A
A=zocisted WTE Urgert Surgery Positive Times Mesy OF Spopt Rate Sorelis:
0 1] 1]
0 92.6 89.6 97.3 6.4 2.95% £.91m
I I —
" Harm Free A ‘I Zhr n:u:unsurtan?‘ " Hozpital A (18 wesks RTT ) " Theatre ) Turnover EBITDA,
Soore azzessment Cancellations Acdmittedd Conversion rate Fate
94.3% 73.74% 10.8% 91.0% 87.9% 0 3.4%
1.72%
Ccdifft ) " Demertia ) ©FFT h (Choose & Book ) (0P Letters sent) " tppraizal ) “ e
Infections: Caze Finging RespnnseﬂRate Slot |SSLE.ES =7 Wu:urkingudays Completion Achieved
85.0% 29.2% 15.2% 63.1% 80 50% £0.5m
(" Mortalty ) (" Emergency ) [ Farmal ) " ELaDC ) (Thestre Active ) (" wacancy ) " cosRR )
SHbI Re-admisgiu:uns Comilsirts .&u:ti\-"r% Timeu Fate
81.1 3.02% 348 72.8% 12 3% 2
+ + n/a ﬁ +
E— I
[ MeEver ) [ Caesarean ) [ Staff FFT - | ( DTS ) [ DSUM sert | [ Avg Days N [ Cazh ‘
Events Section Ruate Toreceive care befare Disch. for Recruitment
(1] 0
| Med. Related | [ StaffFFT -
Safety Incidents Place to VWork




Trust Headlines — 2015

Chelsea and Westminster Hospital [\'/z~Y

MHS Foundation Trust

Sub Dormain
ManthYear -

Clastridiurn difficile infections [Target: = 0.67)
Harm
MRESA Bacteraernia (Target: = 0

Cancer diagnosis to treatment waiting tirnes - 31
Craws [Target: = 9695)

Cancer diagnosis to treatment waiting tirnes -
Subsequent Surgery [Target: = 94%%)

Cancer diagnosis to treatrient waiting tirmes -
Subsequent Medicine (Target: = 939%)

Cancer urgent refarral GP ba treatrment waiting tirmes
(B2 Drays) [Target: = S596]

Cancer urgent referral Conzultant ta treatment
wiaiting tirmes (B2 Days) (Target: = 90%6]

Cancer urgent referral to first outpatient
appaintrient waiting tirmes (W0 (Target: = 93%%)

Cancer

12 week referral to treatrment tirmes Admitted
Patiants [Target; = 909%)

1% week referral to treatrment tines Mon Adriitted
Patiants [Target; = 959%)

1% week RTT incomplete pathways (Target: = 9290

RTT

ASE ABE waiting tirmes [Target: = 989%5)

SelF-certification against cornpliance with

LD requirernents regarding access to healthcare For pe.

Self certification against compliance with

requirements regarding access to healthcare

for people with learning difficulties:

The Trust is currently not fully compliant will all 6 of

the learning disabilities indicators, but working to

achieve compliance in 2015/16. This is also part of

our CQC Action Plan. The main actions to achieve

compliance are:

e Launch of a new LD flag in May 2015. Unitil
then, the CSl log is being used.

» Development of easy read information for
patients

» LD training program for staff is in place. To be
expanded to include obstetric staff and improve
training at Clinical Trust Induction

« Improvement of protocols to regularly audit its
practices for patients with learning disabilities
and to demonstrate the findings, as currently
our only audits are of the use of CSI log for
LD. Plan to report bi-annually to the Quality
committee/CQG.

*The Monitor MRSA de minimus target is 6 cases, however we measure against a stretch target of 0
*The Monitor A&E target is 95% under 4hr wait, however we measure against an internal stretch target of 98%

Improvements

» All Monitor Compliance indicators were achieved in May, with the exception of
compliance with requirements for patients with learning disabilities.

* Improvement in nutritional screening following training and weekly monitoring
on wards.

» Significant improvement in A&E waiting times and reduction in the number of
ambulance handover breaches, with no patients waiting over 60 minutes in
May.

¢ There has been an improvement in response rates to formal complaints.

e The Trust has achieved it's financial plan in May and is ahead of target with
CIP achievement.

Challenges

e Caesarean section rates continued to be high in May There is an ongoing
consultant led analysis of the data to understand variation.

e Focus continues to reduce the turnaround times for outpatient letters and
discharge summaries, which remain above target for the month and year to
date. The Trust has been focussing on reducing the backlog of outpatient letters
over the last few months.

» Choose and book slot issues remain high in May, with particular capacity issues
in a number of specialties, which are being addressed.

e Unplanned staff turnover rates remain high and a senior nurse has been
employed full time to focus on recruitment and retention issues for nursing staff.



Patient Safety Chelsea and Westminster Hospital [\'/g &Y
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i rust Lewel Monthly Cata @ 12002072
Sub Domain
horthYear ¥ har 2015 Apr 2015 by 2015 Prevalence of pressure ulcers:

The incidence of Grade 3 and Grade 4 pressure
ulcers remains a high priority for the nursing cabinet.
Claire Painter has taken over the chair of the
preventing harm group and is working closely with
the Tissue Viability Nurse, the divisional nurses
and the governance team to ensure that the right
degree of focus and accountability is in place across
the Trust. This focus is divided into a number of key
elements which have been highlighted from serious
incidents Root Cause Analyses.

Inzidence of newly acquired category 3 and 4 pressure
ulzers (Target: < 367

Harm Safety Themometer - Hamm score (Target: » 90°%)

Safety Themometer - Prevalence of Pressure Ulcers (Rate)
(Target: < 3.45%)

C DOiff rate per 100k bed days pt= aged *=I (Target: < 14.7)

Clostridium difficile infections (Target: < 0.67)
Hand Hygiene Compliance trajectony) (Tanget: > 90°%)

hiethicillin Sensitive Staphylococcus Aureus Target < 4.3

HZA
E.Coli bloodstream infections Target < 13.00
iR 5 A Bacteraemia (Target: = 07
Screening all elective in-patients for MR SA (Target: » 955
Screening Bmengency patients for MESA(Target: » 95%)
Inzident reporting rate per 100 admissions (Target: » 8500
Inpatient fallz par 1000 Inpatient bed-days (Tanget: < 2.000
] Mewver Events (Target: = 07
HEEE L hiedication related safety incidents per 1000 admissions
Target ~ 6.8)
Fate of patient safety incidents par 100 admissions (Target:
=249
Rate of pt. safety incidents resulting in sewere harm - death
per 100 admissions (Target: = 0.007
dartality (HSMR) (2 months in amears]) tajectory ) (Tanget: <
106
hortality SHMI "TRUST OMLY™ (Target: < 82
Mortality Mumber of In-hospital Deaths (Adults)
Mumber of in-hospital deaths (Pasds) I I 1] 1]
Humdeer of in-hospital deaths (Meonatal) 4 7 5 13

A

Note: The SHMI figure of 81.08 refers to Oct 2013 to Sept 2014 as the most up to date SHMI available. This is in the Lower than
expected band meaning it is statistically significantly lower than expected and hence Green.



Safe Nursing and Midwifery Staffing Chelsea and Westminster Hospital

MHS Foundation Trust

Ward Day RN Day HCA Night RN Night HCA National Quality Board Report — Hard

Maternity 79.4% 59.5% 72.3% 54.5% Truths expectations:

Annie Z 121.8% 133.3% 115.0% 130.0% . . .
nnie £unz 0 ° 0 ° The May fill rate data (table 1) is presented in

Apollo 100.6% 64.5% 100.0% - the format as required by NHS England.

Jupiter 154.8% 17.9% 158.1% =

Mercury 112.2% 45.2% 107.8% 60.0% Definition —Fill rate:

Neptune 99.2% 90.3% 112.9% 83.9% The fill rate percentage is measured by
NICU 98.5% - 96.1% - collating the planned staffing levels for each
AAU 98.3% 87.5% 115.7% 123.7% ward for each day and nlght shift and

TG p— p— pp—— S—— comparing these to the actual staff on duty on
€l wynn R e e R a day by day basis. The fill rate percentages
David Erskine 107.4% 178.8% 126.8% 104.6% presented are aggregate data for the month
Edgar Horne 95.9% 98.4% 100.0% 98.4% and it is this information that is published by
Lord Wigram 98.9% 100.0% 100.0% 100.0% NHS England via NHS Choices each month.
St Nary Abbots 98.9% 75.0% 100.0% 71.0% Trusts are also required to publish this
David Evans 96.3% 79.8% 92.8% 93.6% information on their own web sites, a recent
Chelsea Wing 92.2% 96.8% 100.0% 100.0% survey has revealed that very few Trusts
) . . R . receive enquiries on the back of their fill rate
Burns Unit 84.9% 60.7% 87.7% 100.0% data. The concern from the outset is that
Ron Johnson 98.4% 98.4% 101.6% 100.0% data aggregated at this level provides little or
ICU 99.1% B 100.0% B no meaning to the public.

Summary for May:

The fill rate position above is a typical picture for each area with excess fill rates generally relating to either additional capacity, AMU and Annie Zunz and one to one
care requirements in other areas.

The detailed analysis has not been possible this month due to tighter timescales for reporting and difficulty in collating the information.
The fill rates will be further analysed by the divisional nurses in due course

The team attempted to transition from manual data collection to automated through health roster this month but due to data validation issues this has not been possible.
Work continues in this area.
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Clinical Effectiveness

Sub Damain

Admitted
Care

Best Practice

Best Practice

Theatres

LS LEE] IMIOTILNN LAl 1! 100 00 o

Manth¥ear . *
Elective LoS - Long Stayers (Target: = i)
Elective Length of Stay (Target: = 3.7)

Ernergency Care Pathway - Discharges (Target: Mis )

Ernergency Care Pathway - Length of Stay (Target: =
4E)

Ernergency Re-Admissians within 20 days (adult and
paed] [Targat; = 2.8%)

Man-Elective Lang Stayers [Target: = 538)
Mon-Elective Length of Stay [Target: = 3.9)

WTE Assessment [Targat: = 953

% Patients Muttitionally screened on adrnission *TRUST
QMUY (Target: = 90%)

%b Patients in longer than a week who are nutritionally re-
screened FTRUST OMLYF (Target: = 90%%)

12 Hour consultant assessment - &AL Adrissians
[Targat; = 90%&]

Central ling continuing care—cornpliance with Care
bundlas [Target: = 90%%)

Petipheral line cantinuing care —comnpliance with Care
bundles (Target: = 0%

Utinary catheters continuing care—compliance with Care
bundlas [Target: = 90%%)

Fractured Meck of Fernur - Tirne to Theatre = 36 his For
Medicallw Fit Patients (Target; = 100%&]

Safeguarding adults - Training Rates (Target: = ]

Safequarding children - Training rates (Target: =

Stroke: Time spent on a stroke unit ¥*TRIJST oMLY
[Targat: = 809)

Drernentia Screaning Case Finding (Target: = 909

Approprate referral Dermentia specialist diagnosis

FTRUST ML [Target: = 9095

Dermentia Screaning Diagnastic Assessrent (Targat! =
309

Procedures cartied out as day cases [basket of 25
proceduras) [Target: = 5595)

Theatre Active Time - % Total of Staffed Time (Target: =
0%

Tirne to theatre For urgent surgery (MCEPOD
recornmendations] [Targat: = 959%)

Mar 2015

Apr 2015

Fay 2015

Chelsea and Westminster Hospital [\'/z~Y

MHS Foundation Trust

Emergency Care Pathway LoS: This target measures the average
length of stay for all non-elective (emergency) admissions, excluding
obstetric and babies. The performance improved on last month but
to highlight again that the Trust continues to have 25 step down beds
which look after patients who are medically fit but cannot yet be
discharged for various, non medical reasons. These beds have been
in place since Q3 and will continue for 15/16, and will affect the
performance against this target.

Emergency Re-Admissions within 30 days: This target, which is
applied to both adults and paediatrics, has remained unchanged
since March. In order to establish more detail, both adult and
paediatric areas are needing to audit these re-admissions to
establish if there are any cause for concern.

Non-Elective Length of Stay: The Non-elective LOS is slightly
higher than the target in May but has improved in month (4.4 to 4.0).

Nutritional Screening: Initial screening has increased from 78%
and almost achieved the target of 90%. Rescreening has also
improved from 68% to 85%, but remains under the target of 90%.
Wards continue to be monitored weekly and ward sisters are notified
of performance.

12 hour consultant assessment: Performance has fallen slightly in
month. There is a cohort of patients who are short stay on the Acute
Assessment Unit overnight (after 8pm) and the Emergency
Observation Unit and are all are seen by a middle grade. Key areas
identified have been flagged Trust-wide.

Dementia screening: This target has underperformed for the first
time since the target was set. Refresher training will be organised for
the clinical areas where this screening takes place.



Clinical Effectiveness — Maternity Chelsea and Westminster Hospital [\'/g~)

MHS Foundation Trust

¢ Trust  deliveries: There were an

Indicator Measure Target exceptionally high number of NHS deliveries

ENHS Deliveries Benchmarked to 5042 per annum

Prlvate Dellverles

in May (468, >8% above plan). There was a
single reportable unit closure due to a
combination of sustained high activity with
acute complexity over several days. The
divert to maintain clinical safety, was taken

5 after all other options had been exhausted
Births

< ; . B R fee e : and was for the minimum time possible. 3

5 Home births - rate of NHS %NHSDels  1.2% : : ¢ women were diverted to other units, all have

S m aternltles ...................................................... STTITTTITN F S AP B been contacted directly by the Head of

£ Norm. Vaginal JOLPANGNES 222 b 2l f 203t L3 L Sla L2/ Son LI o Midwifery

Z Deliveries - : '

% : Caesarean section rate: the overall

<: . iNo.ofpatients caesarean section rate for May saw a slight
C- Section reduction from April's peak but remains high.

There is an ongoing consultant led analysis
of the data to understand variation. We have
Ventouse, Forceps Kiwi . No. of patients : : : : : : : : : . 80 | 1,07 ; also commissioned improvement to local

: 10 15% (SD) : reporting to facilitate detailed and timely
<27% : statistical analysis to support these audits.

;Elective C Sections

ASS|sted Deliveries

Il'otal CS Rate Based on Coded Spells

PP Heamorrage Blood loss >2000mls <10 ) i Through the Maternity board meeting and
................................................................... our WMUH clinical meetings we have asked
senior clinicians from WMUH to carry out an
...................................................... review of the pathways of care from booking
Number of Stillbirths : : : : 201 i3 2 through to delivery providing an external
overview and analysis.

rd/4th degree tears

Midwifery Led Unit: May saw Birth Centre
deliveries increase by 39% from April to 58.
The unit has had over 1,000 births since

CIinicaI Indicators

opening: Normal birth rate: 85%, Transfer
rate: 38%

............. : Bookings: antenatal clinic saw the highest
i number of bookings appointments since July
ST I . . g . . ’ : . ; . i 2014, 12+6 KPI compliance continues to be
 Breaches (11w ref and booked > : f : ' : : ' ; © below the 95% target — an ongoing audit of
ZHOW ; : : 5 5 ; : 5 : ; : women breeching this target is underway.

ostnatal discharges Capacity is continually reviewed and

;Pathways

PbR

5Materna| Morbidity Maternal Death : v ; : additional clinics have been flexibly

................................. IR g ey . : : delivered. New community hubs open mid-
................................. PENDE HIFRET R AATdNeE INHIEEE g : : : : : : : : June to service SaHF boundary growth into

Risk

;VTE : ssessm;ntsd T 5 - Chiswick and H&F areas, initially delivering
NBBS - offered and discusse : postnatal care.

$96.5% : 93.6% : 93.4% : 93.0% : 97.9% :98.4%:94.4%:96.5%95.6%:96.0%|96.7%:93.1%| | Breastfeeding initiation rate: there is a
. rolling audit, in line with UNICEF Baby
: Friendly standards. In addition ongoing work
is looking to improve data quality.

éTrust Level Indicators

KPI

‘DSUMSs complete & sent in 24hrs
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L Complaints:
LI Lharmsin Monthear * Mar 2015

Breach of Same Sex Accommaodation *TRUST QMUY

This month, the performance against the Trust target

{Target: = 0] that 90% of type two complaints should receive a
Cornplaints (Type 1 and 21 - Comrmunication (Target: response within 25 working days is 88%, which is an
=13 improvement on previous months.

Cornplaints [Type 1 and 2] - Discharge (Targat: = 2]
All areas achieved 100% apart from Women's
services which achieved 40%. Five complaints were
received by the Directorate; the performance and
total numbers for each area is as follows:

Cornplaints [Type 1 and 27 - Attitude [ Behawviour
[Target: = 1E]

Cornplaints Re-opened [Target: = 53
Complaints upheld by the Gmbudsman *TRUST
QML (Target: = 0)

Formnal cornplaints responded in 25 working days
[Target: = 1009

Complaints

¢ Gynaecology 2 complaints 50%
¢ Private Maternity 1 complaint 0%
¢ Private ACU 1 complaint 100%

e ACU 1 complaint 0%

Total Formnal Corplaints

Friends & Family Test - ARE response rate [Target: =
20%5]

Friends & Family Test - Inpatients response rate
[Target: = 30%)

Friends % Family Tast - Local +ve score (Trust) Note: Formal complaints responded to within 25 days and Complaints
(Target: = 0% reopened are reported a month in arrears due to their nature,

Friends & Family Test - Met prornoter score [Target: = “ o commentary relates to previous month .
£2) cd.3

Friends & Family Test - Total response rate [Target: =
\, 309

Friendsz & Family

Friends and Family Test:

The current FFT scoring set the Trust in the lower quartile of London Hospitals not recommended by patients, which is of concern for the Trust. Some of the lower scoring reflects the low
response rate from some clinical areas including; day cases, some wards and paediatrics who recently engaged with FFT. Each clinical area is expected to respond to the concerns raised
and to highlight good practice but this is not happening on a consistent basis. Some recurring trends emerging from FFT findings reflect similar trends from the Picker Inpatient Survey,
Complaints and PALs highlighting poor communication, lack of or conflicting information, waiting times, poor staff attitude and behaviour.

The reports show that some clinical areas have a very low response rate and some of these clinical areas have the highest percentage of respondents saying they would not recommend
the hospital. Some of these clinical areas have already been highlighted as of concern from some of our monthly reporting including staffing and our safety thermometer. There is a high
vacancy factor in these clinical areas affecting overall performance. There is a drive by each Divisional Team to support these areas and to address as a matter of urgency the vacancy
factor. The Trust has appointed a Recruitment and Retention Lead Nurse and has recently appointed 35 nurses. These clinical areas have also been targeted and offered support by the
patient experience team through the Sisters/Charge Nurses, Matrons and Divisional Leads.

The manger leading on FFT went on maternity leave in quarter three last year leaving a gap in service. This partially lead to a loss of focus in ensuring that the response rate to FFT was
improved and actions taken by the Divisions to address patients’ positive comments and concerns were undertaken and reviewed. The Trust now has an acting Lead for FFT - PALS
Manager, who is supported by the Patient Experience lead and Assistant Chief Nurse.

There is an action plan in place and all Divisions and Senior Nurses have been contacted and told to take a lead on addressing the concerns in their areas of practice focussing on the
themes coming through. 8
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A&E Performance: The national ED waiting times

f =0 Level Morthly Data i@ 120602075 \ 11U
Sub Domain standard of >95% has been maintained for April and May
ManthYear L, ¥ Aer 0tz May 2015 and there has been a significant improvement in May,
A2E Tirne to Treatrnent [Targat: = B0) 0109 1 01:00 0101 with 97.3% achieved.
AZE waiting tirmes (Target: = 959 LAS: The Trust is reporting 32 LAS delays for 30 minutes
LRE A2E: Unplanned Re-attendances (Target: = 596 and no 60 minute delays this month.
'a";i\l'f'i‘::?r“‘ H:“d"'gi“ Times - 30 mins (KPI2) *TRUST Average Wait — Referral to First Attendance &
arget: = . L . .
LAS amival to handawer more than Eomins (KPT ) Average Wait — Decision to admit to Admission:
FTRUST CHLY™* (Target: = 0) ) ) ] ]
Average Wait - Referral to First Attendance (Weeks) Both targets are marginally behind the required
[Target: = & weeks) performance. Significant work is being carried out to
Choose and Book slot issue %6 *TRUST QML (Target: improve the overall Referral To Treatment (RTT) process.
op A1) - = = The Trust's Access Group Meeting is to be reconfigured
Murnber of patients waiting langer than siz weeks For a t it the imol tati f d it list
e es Gk (7270 e O 0 Suppo e implementation of good waiting lis
Fapid access chest pain clinic waiting times (Target: = management governance and redirect operational focus
R to provide grip and assurance around sustainable RTT
18 weel referval to treatment tirmes Admitted Patients delivery.
[Target: = 90%]
éi;;::fsk(fre:ﬁgrzl: tz ;?;TEM fimes Men Admitted Choose and Book Slot Issues: The Trust's Access
RTT I — | ! it Group is looking at ways to address the Choose & Book
e incomplete pathuays (Targt: = 929¢) (C&B) target for <2%, including availability of clinics to
RTT Incornplete 52 Wk Patients @ Month End (Target: C&B, and general capacity (e.g. Gastro and C&W
=0 - = - — Dermatology).  Available slot issues in Community
Ararage Wait — Decizion to admit te Adrission D tol 20% of Mav's total) will not i t
IF Weeks) (Target: < 6 weeks) ermatology (approx. 6 of May's total) will not impac

on the target for June, as these services have transferred
to Imperial.

RTT Incomplete 52 week breach: The 52 week breach
in April related to a Gynaecology patient. The breach was
identified in April following communication from the
patient's GP that a date for surgery had not been made.

The patient breached their 52 week date in January 2015.
The patient has been contacted and booked for
attendance in the Gynaecology outpatient clinic for
review. Theatre capacity had been identified in April and
May, however the patient had indicated a preference for
treatment in June.



Cancer Waiting Times — Deep dive Chelsea and Westminster Hospital [\'/z~Y
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4 FLET LEWE MO Latd (! 120020

Zub Damain
MonthYear . ¥ Mar 2015 Apr 2015 May 2015

Cancer Consultant Upgrade (Target: = 8596) m

Cancer diagnosis to treatrnant waiting tirmes - 21 Days
[Target; = J6%&]

Cancer diagnosis to treatrnant waiting tirmes -
Subsequent Medicing (Target: = 989%)

Cancer diagnosis to treatrnant waiting tirmes -
Subsequent Surgery (Target: = 3436)

Cancer upgent referral Consultant to treatrnent waiting
times (62 Days) (Target: = 90%]

Cancer upgant referral GP to treatrnent waiting tirnes
(62 Crays) [Target: = §5%%)

Cancer urgent referral to Rrst autpatient appointrient
waiting tirnes [ZWNAN [Target: = 9396

Cancer

Cancer Performance: The Trust met all cancer targets in April (nb: these targets are reported one month in arrears.)
There is capacity pressure in the area of two week waits and so work is underway to feedback to GPs about the appropriateness of referrals using the two week wait
pathway).

10



Access and Efficiency (2)
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Sub Domain

Admitted

e

GP Real Time

Outpatients

Thesatres

Lzt Lewel Monthly Data @ 120602075
Monthear * Mar 2015 Spr 2015 May 2015

Delayed transfers - Patients affected ¥TRUST OMLYH
[Target: = 2,00%:)

Delayed transfers of care days lost [Target: = Bd4)

Coding Lewvels complete - 7 days frorn ronth end
[Target: = 95%%]

Tatal MHS Humber campliance (Target: = 93%5)

Discharge Surmmaries Sent = 24 haurs [Target: = F095]

Discharge Surmmaries Sent In Real Tire (Target: =
209

GP notification of an AZE-UCC attendance = 24 hours
[Target: = FO0%]

GP notification of an ermergency adrmission within 24
houts of adraission (Target: =

P Motification of discharge planning within 48 hours For
patients =75 [Target: = 70%]

OP Letters Sent = 7 Working Drays [Target: = FO0%)
Aorerage PICs per patient [Target: = 0.64)
D& Rate (Target: =11,1%)

First to Follow-up ratio (Target: = 1,5)

Hospital cancellations | reschedules of outpatient
appointrients ¥ of total attendances (Target: = 2.00%%)
Hospital cancellations made with less than & Weeks
Matice (Target: = 2%

Patient cancellations ) reschedules of outpatient
appointrients ¥ of total attendances (Target: = 39%)

Mo urgent op cancelled twice (Targat: = 0]

O the day cancellations not reboaked within 28 days
[Target: = 0]

o the day cancelled operations (non clinical) %% total
elective adrissions [Target: = 0.80%5)

Theatre booking conwersian rate [Targat: = 309)

MHS Foundation Trust

Delayed Transfers — Patients Affected: There has been
significant improvement in month, with a reduction in patients
waiting for continuing care assessments and complex
placements.

Discharge Summaries sent in real time: The Discharge
Summaries sent in ‘real time’ target has been complicated by
some process issues regarding the actual dispatching of the
discharge summaries from the Trust PAS system. This is
being addressed

GP Notification of Discharge planning within 48 Hours for
patient >75: This target is consistently underperforming so
work is underway to investigate how to provide faster
communication to GPs via use of the GP portal.

OP Letters Sent < 7 Working Days: The Medicine
directorate has put in place escalation arrangements to ensure
that the teams meet the 5 day letter turnaround. This can be
challenging for part-time staff, but mitigations are in place to
expedite arrangements where possible.

11



Mandatory Training
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Division

Fire

Moving & Handling
Safeguarding Adults Level 1
Equality & Diversity
Information Governance

Hand Hygiene

Health & Safety

Child Protection Level 1

Basic Life Support
Safeguarding Children Level 2
Safeguarding Children Level 3

Conflict Resolution

Mandatory Training Compliance
%

Total

85%

86%

81%

Corporate
Division

83%
84%

85%

93%
N/A
N/A

86%

Emergency &
Integrated
Care Division

Womens,

Planned Care Childrens and

Division

Sexual Health
Division

82%

87%

80%

MHS Foundation Trust

Mandatory training compliance currently stands at 76% which is
1% above the average for London teaching hospital trusts.

As agreed at the People and OD Committee, mandatory
training compliance is now being reported against the 10 core
topics identified in the UK Core Skills Training Framework
which enables comparisons with other trusts.

A fundamental review of statutory and mandatory training has
been carried out and workstreams initiated to improve on;

« IT systems and reporting

« Clarification of learning requirements
 Improving communications

« Cultural change and accountability

Compliance rates continue to improve with increases this
month in Fire, Moving and Handling, Information Governance,
Hand Hygiene and Basic Life Support. The largest
improvement this month (a 7% increase) is in Conflict
Resolution. Local induction is also improving significantly and
returns are now coming back from the divisions at a rate of 15-
20 per day which will enable us to have a fuller picture of this
for the next Board report.

Progress across the topics which were of particular concerns at
the February Board is as follows:

* Fire: Up 8% (from 61%)

« Information Governance: Up 17% (from 55%)

e Local Induction: Up 12% (from 34%) with further data still to
be uploaded

Substantial work this month has been done with the senior
nursing and other divisional teams to clarify the training
requirements for staff to ensure that requirements for training
match role specific requirements rather than generic
requirements which will increase the relevance of the training,
improve compliance, and reduce time away from front-line
activities. The impact of this on compliance rates should be
clearer next month once the reporting systems have been
updated. 12



Workforce Chelsea and Westminster Hospital

MHS Foundation Trust

2014/15 2015/16  °'3®  Turnover: Unplanned staff turnover over the last 12 months increased by 3.37% on the same period in the

Monthly 12Month previous year, from 16.50% (June 13 - May 14) to 19.87% (June 14 - May 15). This is largely due to a significant

Workforce Metric May-15 Outturn Annual )
LBl 10 Targetll i spike in voluntary resignations in Q2 of 2014/15 which means that the Trust's cumulative turnover rate will remain
YTD12 high until early Q3 of 2015/16 even if normal levels of leavers ensue in Q1 & Q2 of 2015/16. A more ‘real-time’
19.87% indicator of turnover is that of voluntary resignations within the most recent month as a % of total headcount for the
Turnover Ratel (1.72%) (1.38%)  19.12% 16.50% - month (excluding junior doctors.) In the month of May there were 52 voluntary resignations which equates to
1.72% of the total workforce (17 higher than the same period last year). Over the last three months the Trust has
Vacancies - 12% 10.94% 8% seen 145 voluntary leavers and 181 new starters (excluding jnr. docs). An update on Retention Plans was taken to
Budgeted? the May People and OD Committee, detailing further analysis on turnover and key initiatives and proposals for
Vacancies - Active3 3.95% - 4.45% - 4.41% improvement. A senior nurse has been employed full time to work on recruitment and retention issues for nursing.
<55 545 The main leaving reasons stated for staff include ‘Other/Not Known’, ‘Promotion’ and ‘Relocation’.

Time to Recruit4 <55 days 55 days . . .
days days Bank & Agency Usage: The temporary staffing WTE’s for May 15 were 70.89 WTE higher than the same period
Sickness Rate5 2.95% 3% 2.85% 3% 2.92% last year, with Bank showing an increase of 18.09 WTE and Agency showing an increase of 52.79 WTE. As a
N . . 5 . ) proportion to substantive WTE, the highest agency use was in Medicine and Intensive Care. The largest actual
Agency % of WTEG 450%  315% ISR 3.15% 370% " increases in agency WTE's were in Medicine (21.33 WTE), Maternity (10.59 WTE) and Intensive Care (8.95
Appraisals - Non 76% 72% 85% WTE). Recruitment drives in these areas in recent months have taken place to fill gaps in their establishment, and
M&D7 lessen their reliance on agency staffing. Increased temporary staffing usage was caused in part by the nursing
Appraisals - M&D8 86% 83% 79% 85% establishments increasing and temporary staff being used to fill the additional posts while the Trust recruits

- substantively to them.
Mandatory Training9 79% 77% 78% 95%

1. Turnover Voluntary resignations over the most recent 12 months / average headcount over | €mporary staffing made up 13.9% of the overall workforce in May 15 compared to 12.1% in 2014. Of this, agency
the most recent 12 months. The figure quoted in brackets relates to the number of voluntary ~ WTE as a % of workforce increased from 3.1% in May 14 to 4.5% in May 15. The need to reduce agency spend is

resignations in month / headcount in month (excluding junior doctors) recognised as a priority and the Trust have a specific CIP scheme relating to temporary staffing to tackle this
2. Vacancies — Budgeted (Budget WTE - Inpost WTE) / Budget WTE issue. The Nursing Temporary Staffing Challenge Board was set up in March 15 to scrutinise requests for nursing
3. Vacancies — Active The WTE of posts actively recruited to on NHS Jobs in month / Budget  and Admin agency staff, and a further Medical Temporary Staffing Challenge Board was set up in April to
WTE ' , scrutinise medical requests.

4. Time to Recruit For new starters in month, the average amount of days between

authorisation and pre-employment checks completed Vacancies: The overall Trust vacancy rate for May 15 was 12.26%, an increase of 1.12% on last year and 0.26%
5. Sickness Rate WTE days lost to sickness absence / Total WTE available days above the monthly target set for May 15. It is important to recognise that not all vacancies are being actively
6. Agency % of WTE’s Agency WTE / (Substantive WTE + Bank WTE + Agency WTE) recruited to, and a large proportion of these vacancies are held on the establishment to support the Cost
7. Appraisals — Non M&D % of non M&D staff with an appraisal that is not overdue Improvement Programme (C"p)_

8. Appraisals — M&D % of consultant and SAS grade Drs with an appraisal that is not overdue
9. Mandatory Training % of staff that have completed relevant mandatory training topics within A truer measure of vacancies is those posts being actively recruited to, based on the WTE of posts being

the refresher period advertised through NHS jobs throughout May 15. Bulk recruitment has taken place in Nursing (Medical Wards &
10. 2014/15 Outturn The mean of the 12 months indicators of 2014/15 ICU), along with multiple medical and administrative posts in A&E and Surgery.

11. 2015/16 Annual Target Targets as agreed at the People and OD Committee to be 26 Healthcare assistants were offered posts as a result of a recruitment day held at the Trust’s Open Day.

achieved by the close of 2015/16 financial year The average time to recruit (between the authorisation date and the date that all pre-employment checks were

12. Average 12 Month Rolling YTD Average of the most recent 12 months data e.g. Jan-Dec
Red — below/worse than both monthly target and 2014/15 outturn

— below/worse than either monthly target or 2014/15 outturn
Green — above/better than monthly target and 2014/15 outturn

completed) for May 15 starters was 57 days which is marginally above the Trust target of <55days.

Staff in Post: In May 15 the Trust substantive staff in post position was 3045.12 WTE (whole time equivalents), a small decrease of 1.15 WTE (0.04%) since May 14. There were 52
voluntary leavers and 52 joiners (excluding jnr. Docs) over the month.
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Finance Balanced Scorecard

Chelsea and Westminster Hospital

MNHS Foundation Trust

Financial Performance Risk Rating (year to date) Cost Improvement Programme
Financial Position (£000's) Identified (£'000) Month 2
A ‘ Add. T
Full Year Planto Actualto Variance CQSR eighting M2 Plgnned M2 Agtual Risk Rating [ PID (£'000] Yearl | Yeaw2 | - © 0 Totl Plan | Actual ! Var
Plan Date Date  to Date Rating Rating Rating B oupatient o 100 | 1500 | 1500 . 4000 0 0, o
Capital 250 250 0 300 23 181 (5
Income (377,021)  (62,045) (62,497) 452 apital &0 g0 | @0 | a0 0 )
Senvicing | 50% 1 1 50 50 D 100 3 11
Expenditure 359,336 60,360 60,378 (18) Capactity Medium 5-Clinical Admin 100 350 0 40 8 B 9
Medium 6-Temporary Staffing 80 480 1,200 2,500 S0 _ | Ss3_1 3 _
EBITDA (17,685)  (1,685)  (2,119) 434 Liquidity | 50% 3 3 & oy ot . : o _»_ T
EBITDA % 4.7% 2.7% 3.4% 0.7% - ; - T
— - n 7-Medical Staff Productivity 0 0 0 0 0 o, 0
Surplus/(Deficit) from Operations 17,685 1,685 2,119 434 Total Rating 2 2 e PR ye———— W e 5 i 5 o T o
Interest/Other Non OPEX 811 135 132 3 Medium 9-Corporate Services and Back Office 364 536 0 %00 0 0 ,r 0
Depreciation 12,951 2,158 2,170 (1) Medium 10 - Estates 1,000 1,506 0 2596 83 7§
PDC Dividends 11421 1.903 1919 (15) Medium 11 - Procurement 1,557 2,040 0 3,596 N O
— : - y Low 12 - Pharmacy Led Savings 3,660 130 0 32 _w8 |18 ! (130 |
Surplus/(Deficit) (7498)  (2512) (2,102 410 Comments [ = 0 vision: savings o 15 0 oy RN I ]
Low 18-F¥E 168 0 0 168 1 1“0
15 - Specialist Nurses 35 0 0 35 6 6 I (0)
Comments The Trust recorded a Continuity of Service Rating Total 1014 | 8185 | 3500 ; 217800 38 s2 | 13
(COSR) of 2 in April compared to a plan of 2. Comments
The month 2 position is a deficit of £0.5m, which brings the year to date position to a deficit of £2.1m (EBITDA of 3.4%). | The capital service coverrating is a 1 (against a
This is a £0.4m faourable variance against the year to date plan of £2.5m. planned 2) and the liquidity rating is a 3 (against a
planned 3). The CIP achievement in month 2 was £0.5m against the target of £0.4m. The over-performance was
The Trust achieved the CIP target in month 2 and achieved a COSR rating of 2. primarily in pay costs relating to the clinical admin and temporary staffing CIP schemes which have offset the
slippage in the pharmacy outsourcing CIP scheme, which was delayed due to issues with signing the lease,
however went live in June 2015.
4 ] 4
Key Financial Issues Cash Flow
Performance against plan 12 Months RO“II'Ig Cash Flow Forecast
as at 31 May 2015
The Trust delivered a deficit of £2.1m for the year to 31st May 2015, compared to a plan of £2.5m. The key drivers are: 20
- Clinical income has increased by £0.8m against last month, and is £0.3m favourable against the May plan 45
- Private patient income has improved by £0.3m against last month, due to higher volume of hip/ knee replacements but
adverse against plan by £0.3m. s 10 = Actual
- Pay has increased by £0.1m against last month's run-rate mainly as a result of increased RMN usage. However pay - m Forecast
costs remain underspent by £0.4m in month 2. Plan
- Non pay has increased by £0.3m primarily related to increased clinical supplies expenditure and slippage on the >
pharmacy outsourcing CIP scheme.
]

The key risks to delivery of the plan are:

- achievement of the CIP target

- delivery of the increased private patient income plan
- control of pay and non-pay expenditure

Mar-15 Apr-15 May-15 Junm-15 Ju-15 Aug-15 Sep15 Oct-15 MNow-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16

Comments

for March 2

016 is £6.5m.

The cash position at 31st May 2015 was £13.7m. This is a deterioration from April, but is in line with the planned cash position of £13.7m. The cash forecast
a
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Chelsea and Westminster Hospital NHS|

Board of Directors Meeting, 25 June 2015

NHS Foundation Trust

PUBLIC

AGENDA ITEM NO.

10/Jun/15

REPORT NAME Monitor Self-Certifications

AUTHOR Vida Djelic, Board Governance Manager

LEAD Thomas Lafferty, FT Secretary

PURPOSE To present to the Board of Directors Monitor self-certification

declarations.

SUMMARY OF REPORT

As part of the Annual Planning process NHS Foundation Trusts are
required to make declarations to Monitor around the systems in place
for compliance with provider licence conditions and on its Corporate
Governance Statement. The declarations are required to be submitted to
Monitor which require the Board’s consideration and certification.

The attached Appendix 1 presents the evidence generated to support the
Trusts self-declaration against the Corporate Governance Statement.

The attached Appendix 2 presents the evidence generated to support the
Trust’s self-declaration against the statement against the general
condition 6 of the NHS Provider Licence.

KEY RISKS ASSOCIATED | None.
FINANCIAL None.
IMPLICATIONS

QUALITY None.
IMPLICATIONS

EQUALITY & DIVERSITY | N/A
IMPLICATIONS

LINK TO OBJECTIVES All

DECISION/ ACTION

For review and approval of self-certification to Monitor by 30 June 2015.
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Appendix 1
Corporate Governance Statement from the Board of Chelsea and Westminster for Monitor Annual Plan 2015

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any
risks and mitigating actions planned for each one

Corporate Governance Statement

1. The Board is satisfied that the Trust applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services
to the NHS.

Confirmed
Assurance: The Trust’s Annual Governance Statement outlines the main arrangements in place to
ensure the Trust applies the principles, systems and standards of good governance.

The Trust’s new Constitution, outlining the Trust’s underpinning corporate governance framework,
has recently been signed off by the Trust’s constitutional legal advisors.

The Trust also complies in full with the Monitor Code of Governance.

In 2014/15, the Trust’s Board composition and Committee structure have both been significantly
refreshed to further strengthen these arrangements.

No corporate governance risks have been identified as a result of the Trust’s internal or external audit
programmes in year.

Risk: There are no known risks to compliance with this area.

2. The Board has regard to such guidance on good corporate governance as may be issued by
Monitor from time to time.
Confirmed
Assurance: Compliance with the Monitor Code of Governance compliance is considered as part of
Annual Report sign—off process and, as above, the Trust has assessed itself as fully complying with the
Code.

The Trust ensures all other guidance issued by Monitor is received, noted and where necessary acted
upon by the appropriate Executive Director within the Trust. In particular, the Trust adheres to
Monitor’s Risk Assessment Framework and, within the last 12 months, has been obliged to conform
to Monitor’s Transaction guidance.

Risk: There are no known risks to compliance with this area.
3. The Board is satisfied that the Trust implements:

(a) Effective board and committee structures;

(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to
the Board and those committees; and

(c) Clear reporting lines and accountabilities throughout its organisation.

Confirmed

Assurance: The Board revised its committee structure in January 2015 under new Terms of Reference
which has strengthened the level of scrutiny and decision making on important matters of the Board
business.

As part of routine business, Board Committee Terms of Reference are reviewed annually to ensure
the effective performance of the Board.
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In March 2015, the Board signed-off an updated corporate meetings’ organogram which reflects the
incorporation of meetings currently held by West Middlesex University Hospital NHS Trust. This
organogram provides for clear reporting line/accountabilities throughout the organisation.

In terms of personnel, the Trust will in June 2015 fully sign-off its ‘Tiered’ personal structure for Day 1
post-acquisition which will, again, clearly outline accountabilities throughout the organisation.

Risk: There are no known risks to compliance with this area.
The Board is satisfied that the Trust effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;

(c) To ensure compliance with health care standards binding on the Licensee including but not
restricted to standards specified by the Secretary of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of health care professions;

(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going
concern);

(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for
Board and Committee decision-making;

(f) To identify and manage (including but not restricted to manage through forward plans)
material risks to compliance with the Conditions of its Licence;

(g) To generate and monitor delivery of business plans (including any changes to such plans) and to
receive internal and where appropriate external assurance on such plans and their delivery; and

(h) To ensure compliance with all applicable legal requirements.

Confirmed

Assurance: The Board has established a Finance & Investment Committee (FIC) thatis  specifically
charged with ensuring that the Trust operates in an economic and efficient manner through the
holding to account of Executive Directors and Divisional Leads for delivery against agreed I&E
positions and CIP targets.

The Board itself reviews financial and operational performance at each meeting through the
Performance & Quality Report, with a more detailed financial view being provided by the
Finance Reports which the Board reviews as a standing item on its Private agenda.

As referenced below with regard to the Board’s oversight of quality, the Board and the Board
Quality Committee regularly review the Trust’s compliance against the CQC standards. To
complement this regular item, a CQC-Style Independent Peer Review was undertaken in April 2015
which showed the Trust, overall, to have improved its level of CQC compliance since the July 2014
CQC inspection.

The Board Audit Committee oversees the output of all audits undertaken by the Trust internal and
external auditors, reporting any risks identified to the Board accordingly.

Risk itself is considered, reviewed and managed through the Risk Assurance Framework (RAF), a new
risk process introduced in March 2015 which significantly improves the robustness and
comprehensiveness of the Trust’s systems of risk management.

Risk: The Trust recognises the deterioration of the Trust’s financial position in 2014/15 increases the
risk to its longer-term viability. This risk has been exacerbated by changes in the national tariff
which adversely affects the Trust due to its portfolio of services. The economies of scale brought
about through the WMUH acquisition will mitigate this risk; with the LTFM projecting the post-
acquisition Trust to be achieving a COSRR of ‘3’ by the end of 2016/17.

The Board is satisfied that the systems and/or processes referred to in paragraph 5 should include but
not be restricted to systems and/or processes to ensure:
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(a) That there is sufficient capability at Board level to provide effective organisational leadership on
the quality of care provided;

(b) That the Board’s planning and decision-making processes take timely and appropriate
account of quality of care considerations;

(c) The collection of accurate, comprehensive, timely and up to date information on quality of
care;

(d) That the Board receives and takes into account accurate, comprehensive, timely and up to
date information on quality of care;

(e) That the Trust, including its Board, actively engages on quality of care with patients, staff and
other relevant stakeholders and takes into account as appropriate views and  information from
these sources; and

(f) That there is clear accountability for quality of care throughout the Trust including but not
restricted to systems and/or processes for escalating and resolving quality issues including
escalating them to the Board where appropriate.

Confirmed

Assurance: The Board has identified clear roles with accountability for leadership of quality issues.
The board scrutinises quality at each Board meeting through:

e Performance & Quality Report (which provides comprehensive and up-to-date information
on the quality of care);

e Serious Incidents Report;

e Patient Experience Narrative (where patients or carers are invited to present);

e (CQC Compliance Updates.

Moreover, there is a dedicated Committee of the Board, the Quality Committee, focused upon
gaining assurance in terms of patient safety, patient experience, clinical effectiveness and health and
safety. The Quality Committee also takes into account the views of Public/Patient Governors who act
as representatives of the patients of the Trust.

The Council of Governors itself has a dedicated Quality Sub-Committee which helps to ensure that the
views of all stakeholders are considered when developing positive quality initiatives, such as the
Quality Strategy. Linked to the Strategy is the Quality Accounts, a document which the Trust directly
engages with local Health Overview & Scrutiny Committees, Local Healthwatch Organisations and the
Council of Governors with regard to.

The Trust actively participates with the local CCGs on these matters through the clinical quality group.
We encourage and use direct patient feedback through multiple formal and informal mechanisms.
Formal mechanisms include regular use of friends and family data, complaints themes and positive
feedback. Informally we encourage and act upon any feedback to any member of staff, governor or
volunteer. In addition there are direct routes in which and staff can raise risks and concerns other
than by formal committee route or structures. The Trust also uses its CQUIN portfolio to demonstrate
accountability and how quality issues are raised to the Board and to the Commissioners.

The Board uses Quality Impact Assessments (QIAs) when exercising decision-making relating to CIPs
or service strategies to ensure that any development or financial initiative will not have an adverse
impact upon quality issues.

Risk: The Trust recognises that the CQC identified care shortfalls in its 2014 inspection and that this
identified risks to the quality of care provided by the Trust. In response, a robust and comprehensive
CQC Action Plan is in place. An external review undertaken in May 2015 concluded that the Trust had
addressed each shortfall originally highlighted by the CQC; although the standard of clinical
documentation and aspects of the emergency care physical environment still need to improve. There
are detailed plans in place to address both (e.g. EPR, A&E refurbishment).

Page 4 of 7



The

In addition, the Board realised a risk in 2014/15 relating to the reporting of the RTT 18 weeks
calculation. A plan of how the Trust would look to improve the accuracy of reporting of performance
data was considered by the Board at its March 2015 meeting.

For governance, that:

The Board is satisfied that there are systems to ensure that the Trust has in place personnel on the
Board, reporting to the Board and within the rest of the organisation who are sufficient in number
and appropriately qualified to ensure compliance with the conditions of its NHS provider licence.

Confirmed

Assurance: A Board skills gap assessment was undertaken in 2014/15 which highlighted the key areas
to address in terms of the expertise of Board personnel. These ‘gaps’ were covered by the
appointments made during the year, particularly in terms of the appointment of several Non-
Executive Directors and the Chief Operating Officer.

Recognising the need to increase management bandwidth and the size and scale of the Executive
Team in light of the WMUH acquisition, the Trust has developed a new Tier 1 structure that again
draws on key areas of skills gaps; e.g. high-level IT proficiency will be addressed through the
appointment of a Chief Information Officer.

The Trust’s Divisional structure provides strong clinical and management leadership and provides the
Executive Team with the service delivery.

Risk: However, the Trust acknowledges that there remains a risk relating to management bandwidth
and capacity due to a number of vacancies that currently exist. Aspects of this will be resolved by the
integration with WMUH. In addition, the Trust continues to recruit to senior posts.

The Trust has also developed a new Recruitment & Retention Strategy and an L&D Plan that looks to
support staff in furthering their careers.

Other certifications
Certification on AHSCs and governance
For NHS foundation trusts:

e that are part of a major Joint Venture or Academic Health Science Centre (AHSC); or
e whose Boards are considering entering into either a major Joint Venture or an AHSC.

Board is satisfied it has or continues to:

e ensure that the partnership will not inhibit the trust from remaining at all times compliant with
the conditions of its licence;

e have appropriate governance structures in place to maintain the decision making autonomy of
the trust;

e conduct an appropriate level of due diligence relating to the partners when required;

e consider implications of the partnership on the trust’s financial risk rating having taken full
account of any contingent liabilities arising and reasonable downside sensitivities;

e consider implications of the partnership on the trust’s governance processes;

e conduct appropriate inquiry about the nature of services provided by the partnership, especially
clinical, research and education services, and consider reputational risk;

e comply with any consultation requirements;

e have in place the organisational and management capacity to deliver the benefits of the
partnership;
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e involve senior clinicians at appropriate levels in the decision-making process and receive
assurance from them that there are no material concerns in relation to the partnership, including
consideration of any re-configuration of clinical, research or education services;

e address any relevant legal and regulatory issues (including any relevant to staff, intellectual
property and compliance of the partners with their own regulatory and legal framework);

e ensure appropriate commercial risks are reviewed;

e maintain the register of interests and no residual material conflicts identified; and

e engage the governors of the trust in the development of plans and give them an opportunity to
express a view on these plans.

Confirmed
Assurance:
O Business cases for any JV and partnerships approved by Finance and Investment
Committee and Trust Board.
0 The Trust Chief Executive is a member of the AHSC Board

Risk: There are no known risks to compliance with this area.
Training of Governors

The Board is satisfied that during the financial year most recently ended the Trust has provided the
necessary training to its Governors, as required in ~ s151(5) of the Health and Social Care Act, to
ensure they are equipped with the skills and knowledge they need to undertake their role.
Confirmed

Assurance: Induction to new governors provided; budget allocated for governors to attend
GovernWell training courses to ensure governors are equipped with the skills and knowledge
required to undertake their role.

Risk: There are no known risks to compliance with this area.

Page 6 of 7



Appendix 2

1&2

General condition 6 - Systems for compliance with license conditions

Following a review for the purpose of paragraph 2(b) of licence condition GGl, the Directors of the
Licensee are satisfied, as the case may be that, in the Financial Year most recently ended, the Licensee
took all such precautions as were necessary in order to comply with the conditions of the licence, any
requirements imposed on it under the NHS Acts and have had regard to the NHS Constitution.

Confirmed

Assurance: The Board has established a Finance & Investment Committee (FIC) thatis specifically
charged with ensuring that the Trust operates in an economic and efficient manner through the
holding to account of Executive Directors and Divisional Leads for delivery against agreed I&E
positions and CIP targets.

The Board itself reviews financial and operational performance at each meeting through the
Performance & Quality Report, with a more detailed financial view being provided by the
Finance Reports which the Board reviews as a standing item on its Private agenda.

As referenced below with regard to the Board’s oversight of quality, the Board and the Board
Quality Committee regularly review the Trust’s compliance against the CQC standards. To
complement this regular item, a CQC-Style Independent Peer Review was undertaken in April 2015
which showed the Trust, overall, to have improved its level of CQC compliance since the July 2014
CQC inspection.

The Board Audit Committee oversees the output of all audits undertaken by the Trust internal and
external auditors, reporting any risks identified to the Board accordingly.

Risk itself is considered, reviewed and managed through the Risk Assurance Framework (RAF), a new
risk process introduced in March 2015 which significantly improves the robustness and
comprehensiveness of the Trust’s systems of risk management.

Risk: The Trust recognises the deterioration of the Trust’s financial position in 2014/15 increases the
risk to its longer-term viability. This risk has been exacerbated by changes in the national tariff
which adversely affects the Trust due to its portfolio of services. The economies of scale brought
about through the WMUH acquisition will mitigate this risk; with the LTFM projecting the post-
acquisition Trust to be achieving a COSRR of ‘3’ by the end of 2016/17.

AND

The board declares that the Licensee continues to meet the criteria for holding a licence.

! Licence condition G6:

1. The Licensee shall take all reasonable precautions against the risk of failure to comply with:

(a) the Conditions of this Licence,

(b) any requirements imposed on it under the NHS Acts, and

(c) the requirement to have regard to the NHS Constitution in providing health care services for the purposes
of the NHS.

2. Without prejudice to the generality of paragraph 1, the steps that the Licensee must take pursuant to that
paragraph shall include:

(a) the establishment and implementation of processes and systems to identify risks and guard against their
occurrence; and

(b) regular review of whether those processes and systems have been implemented and of their effectiveness.
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