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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

COUNCIL OF GOVERNORS

30 November 2017, 15.00 - 17.00

Room A, West Middlesex Hospital

Agenda
1.0 STATUTORY/MANDATORY BUSINESS
15.00 | 1.1 Quality Awards presentations Verbal Chairman
15.15 | 1.2 Election of Lead Governor — Announcement of results Verbal Chairman
(Voting on arrival)
Election of new Governors — Announcement of results
15.25 | 1.3 Welcome (including to newly elected governors) & Apologies | Verbal Chairman
for Absence
15.27 | 1.4 Declarations of Interest Verbal Chairman
15.30 | 1.5 Minutes of Previous Meeting held on 28 September & Action | Report | For Approval Chairman
Log For Information
1535 | 1.6 Quality
1.6.1 Quality Committee Report to Council of Governors Report | For Information | Eliza Hermann
2.0 PAPERS FOR INFORMATION
15.55 | 2.1 *Chairman’s Report Report | For Information | Chairman
16.05 | 2.2 *Chief Executive Officer’s Report Report | ForInformation | Chief Executive
Officer
16.15 | 2.3 *Council of Governors Effectiveness Evaluation Feedback Verbal For Information | Interim Board
Secretary
16.20 | 2.4 *Performance & Quality Report, including Report | For Information | Chief Operating
2.4.1 Winter Preparedness Report | For Information | Chief Operating
2.4.2 Workforce Performance Report - Month 6 Report | ForInformation | Officer / Director of
HR & OD
16.25 | 2.5 *Governors’ Questions Report | For Information | Chief Executive
Officer
16.30 | 2.6 *Quality Sub-Committee Report: 16 November 2017 Report | For Information | Deputy Chair of

Quiality Sub-
Committee
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16.35 | 2.7 *Membership Sub-Committee Report: 09 November 2017 Report | For Information | Chair of
Membership Sub-
Committee
3.0 OTHER BUSINESS
16.40 | 3.1 Questions from public Verbal Chairman
16.50 | 3.2 Any other business Verbal Chairman
17.00 | 3.3 Date of next meeting — 15 February 2018

*|tems that have been starred will not be discussed, however, questions may be asked.
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Present:

In Attendance:

Apologies:

Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Minutes of the Council of Governors Meeting

Held on 28 September 2017 at 15.00 in room A, West Middlesex

Sir Thomas Hughes-Hallett
Julia Anderson

Nowell Anderson

Juliet Bauer

lan Bryant

Tom Church

Nigel Davies

Simon Dyer

Cllr Catherine Faulks
Angela Henderson
Anna Hodson-Pressinger
Paul Kitchener

Lynne McEvoy

Philip Owen

Guy Pascoe

David Phillips

Sonia Samuels
Matthew Shotliff

Tom Pollak

Chisha McDonald
Andrea Petre-Goncalves
Laura Wareing

Lesley Watts

Karl Munslow-Ong
Pippa Nightingale
Donald Neame
Sarah Ellington
Nick Gash

Eliza Hermann
Andy Jones
Nilkunj Dodhia
Jeremy Jensen
Liz Shanahan
Chris Chaney

Paul Harrington
Elaine Hutton
Kush Kanodia
Susan Maxwell
Jeremy Loyd

Trust Chairman
Appointed Governor
Public Governor
Patient Governor
Staff Governor
Patient Governor
Public Governor
Patient Governor
Appointed Governor
Public Governor
Patient Governor
Public Governor
Staff Governor
Public Governor
Public Governor
Patient Governor
Public Governor
Staff Governor
Public Governor
Staff Governor
Patient Governor
Public Governor

Chief Executive

Deputy Chief Executive
Chief Nurse

Director of Communications
Interim Board Secretary
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive CW+

Public Governor

Public Governor
Patient Governor
Patient Governor
Non-Executive Director

1.0 STATUTORY/MANDATORY BUSINESS

1.1 Welcome & Apologies for Absence

The Chairman welcomed all to the meeting and noted apologies received.

1.2 Declarations of Interest

None.
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1.3 Minutes of Previous Meeting held on 27 July 2017 & Action Log

Minutes of the previous meeting were approved as a true and accurate record of the meeting.

Action log

All completed actions were accepted as completed.

On yellow items:

1.5.b: governor membership of committees

This will be part of governor contributions to be discussed at the Governor Away Day (20 November).
1.8.d: DBS checks

In progress

1.8.f: Governor contributions

On the agenda for Governor Away Day (20 November)

2.2.b: The Trust has now embedded training on Datix. There was a significant reduction in open actions,
on review of open incidents now compared with last year.

Noted and accepted.

1.4 Quality

1.4.1 | Estates report to Council of Governors

Dr Andrew Jones, Non-Executive Director, presented on the work of Estates Working Group which he
chairs.

He explained that the Trust recognised that in light of healthcare changes its estates needed to change
and the working group has been established to consider what estate is required in future. The working
group also works closely with CW+ charity.

The report was noted and accepted.

IB asked about plans for the administration block on the West Middlesex ("WM’ site).
KMO said that the Trust is exploring options currently and a further update will be available at the
beginning of the next financial year.

Action: Update Council of Governors on estates plans on West Middlesex site post April 2018 KMO

NA asked if ‘Estates’ was just buildings.
AJ confirmed that ‘Estates’ was the facility in the round, clinical leadership was vital as it was ultimately
about providing the right environment for clinical care.

PO asked if car park space could be used for accommodation for key workers.
There was a discussion around the issue, with LW noting that to fund this, the Trust has to attract more
work with the right margins.

AHP asked if funding was available from local authorities
The Chairman said that it is unlikely but the Trust would need to be prepared to put a bid in should a
funding from any source become available at a future point.

TP asked if an elective orthopaedic centre depended on other provider Trusts?
There was a discussion in which it was emphasised that any centre would need to be flexible but there
was no current plan for a combined elective orthopaedic centre with other partner organisations.

PK asked if there was capacity for a doctors mess.
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There was a discussion around the importance of this. The Chairman considered this was important,
but it was noted space was limited and nurses had no meeting place.

CMD asked if the strategy had been designed with Carter recommendations in mind.
AJ confirmed it had and noted plans to upgrade electrical infrastructure on the WM site. LW noted the
Trust benchmarked well on Carter metrics.

MS asked about plans for educational space considering an increasing demand for staff training and
education. LW said that this has been considered and emphasised the importance of flexible
workplace.

The Chairman concluded the item by saying that in the last three years the Board has been developing
a grip on operational issues. Now was the time to plan for the next 5-10 years. He had asked Jeremy
Jensen to form a strategy group to advise the Board on strategy. He thanked Dr Jones for presenting
and expressed his gratitude to David Butcher and Karl Munslow-Ong.

1.4.2 | Care Quality Programme

Pippa Nightingale, Chief Nurse presented on the work undertaken in the 3 year programme. In self-
assessment for CQC, the Trust had recognised both its strengths and weaknesses and scored as a ‘good’
overall.

There will be an unannounced 4 day inspection in November?! followed by well led inspection 22-24
January 2018. The initial results will be shared with the Trust in March and the final report will be
published by the CQC in April 2018.

SD asked if CQC would want to meet governors?
Governors were invited to attend any CQC ‘listening events’. CQC had not made any specific request to
see governors. Volunteers, Friends, staff and patients were also invited. The Trust understood there
were areas for improvement and plans to address these. Annual inspections would take place to
measure the Trust against its improvement plan.

CF asked what improvements there were since last inspection
PN noted many things had changed; staffing and outpatients was an example.

Action: SEL/PN to notify governors of listening events.
Action: PN to liaise with DN on notifying volunteers/ Friends.

1.5 Governors Away Day 20 November 2017 - plan

SEL tabled draft agenda for the Away Day.
The Chairman thanked PO for securing Cadogan Hall for free for the away day.

The Council of Governors noted items proposed for the discussion at the away day and the following
were suggested:
e  TP:impact of the NW London STP. LW would include in her talk
e Staff member on PROUD values. THH and LW spoke to the value of tweeting to share
experience, noting JB was NHS England Director of Digital Experience.

The Council of Governors agreed with the proposed draft agenda.

L If this coincided with the planned Governor Away Day, the Away Day would need to be re scheduled to
enable Board member attendance.
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1.6 Governance Documents:

1.6.1 | Council of Governors Code of Conduct

SEL noted that the Council of Governors Code of conduct had been developed and agreed by the
Governors working Party by reference to external guidance and benchmarked against other Trusts. The
working party was set up at the request of the Council, but had no independent powers.

PK felt the governors have managerial role and that therefore section 11 is not acceptable. SEL clarified
that that in accordance with the constitution the Council of Governors hold Non-Executive Directors of
the Board to the account for the performance of the Trust and also represent the interests of members
and the public. SS stated that governors hold public office, and have more of a strategic management
role rather than an operational management role, as described by Governwell.

Jeremy Jensen was invited to comment by the Chairman and agreed that governors constituted
another layer of governance.

It was resolved to approve the Code of Conduct with a challenge to clause 11 and approval was on the
basis that the Chairman would consider that clause and revert.

The Chairman invited feedback to SEL within the next 7 days by e mail.

Action: Governors to email any feedback on clause 11 within next seven days to SEL.
Action: Chairman to review clause 11 and revert at the next meeting Council.

1.6.2 | Council of Governors Expenses Policy

This policy was unanimously approved by the Council of Governors.

1.7 Governors Elections

The Council of Governors noted the election timetable.

The Chairman noted that as in the previous year he will be holding an informal meeting with all
candidates standing for election and invited 2 governor volunteers to join the meeting.

The following Governors volunteered: Angela Henderson, Juliet Bauer, David Philips, Anna Hodson-
Pressinger, Simon Dyer, Chisha McDonald and Tom Pollak?.

The Chairman highlighted the importance of encouraging staff nominations and that he has asked Keith
Loveridge, Director of HR & OD to assist with this.

The Chairman noted that the Board recognises the difficulty of staff members taking on a staff
governor role. On behalf of the Board he had asked Nick Gash, Non-Executive Director to work with

Keith Loveridge on how best to support staff governors.

The paper was noted.

1.8 Lead Governor Election

The Council of Governors noted the process paper and the timeline for submitting individual
nominations. He highlighted that lead nominees will be presenting to governors on 30 November. He
invited any governors considering an application to contact him if they wished to discuss.

2To be confirmed by e mail.
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This paper was noted.

2.1 Chairman’s Report
PK asked why some matters are discussed in private session?
The Chairman said that the Trust has included an increased number of items in public. Correspondingly
the Board Public Session has been extended for 30 minutes since July to accommodate this. It was
noted that Dr Chinn had been unable to attend at public board, but would bring his paper to the next
public board. The BAF would also be brought to public board.
AHP referred to previous discussion in Council about e mails from a former Staff Governor, AS. She
queried whether a meeting in private with the Staff Governor, a governor and a NED might assist.
The Chairman expressed his high regard to the former governor and said that he felt that the matter
has been sufficiently investigated / considered. LW confirmed meetings had been offered. The
Chairman and Chief Executive would consider further.
DP noted that the dispute with former staff governor AS was still unresolved after more than a year
and asked what action was the board taking to bring the matter to a conclusion.
This report was noted.

2.2 *Chief Executive Officer’s Report
Chief Executive noted that the staff team briefing has been provided as par part of the CEO’s report on
Board’s request as an example letter.
CMD noted how useful team brief meetings are for staff. She asked how much effort is made to get
more junior staff to attend or ensure senior managers cascaded it. LW said that the team brief is open
to all staff to attend; however team managers who attend team briefing are expected to attending are
expected to brief their staff.
DN said that this will be discussed at the Executive Board. The Chairman asked the Chair of the People
and Organisational Development Committee to consider how less senior staff could be reached.
Action: LS to consider how more staff, apart from senior managers could be reached by team
briefings.
The report was noted.

2.3 *Integrated Performance Report, including Workforce Performance Report
The Integrated Performance Report was noted.
The Chairman noted improvements and congratulated LW and the Trust.

2.4 *Governors’ Questions

Replies to Governors’ Questions were noted.

LM asked if there are any trends / patterns in staff sickness which could be addressed.

There was a discussion in which it was noted that the Trust had one of the lower NHS sickness rates in
London, there were still issues on morale, but Health and Wellbeing initiatives were planned. Back to
work debriefs had been introduced.

The Chairman asked for a rough picture of ‘where we are with our staff’ on the issue of sickness.

Action: presentation on ‘where we are with our staff’ item to COG of 30 November/ 15 February. LS
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ND noted that the Quality Sub-Committee at it’s the last meeting discussed governor involvement in
ward accreditation process. The sub-committee were interested in learning when the process was to
commence. He emphasised how keen governors are to be involved in this process. The Chairman asked
PN and LW to agree the approach to governor involvement in ward accreditations and asked if a rota
can be shared at the Away Day.

NG noted that he chairs a working group on governor involvement; the working group agreed that
governor involvement would be discussed with all governors at 20 November Away Day and the
process would be established shortly after. LW said the governors will be involved in ward
accreditation. PN will redesign the process.

The Chairman concluded the item by saying that there is a subset of governors who want to do more
and the Trust would like governors to be involved more and would like to encourage their involvement
at the discussion planned for the Away Day.

2.5 *Quality Sub-Committee Report: 15 September 2017

Quality Sub-Committee Report was noted.
No questions were raised.

2.6 *Membership Sub-Committee Report: 14 September 2017

Membership Sub-Committee Report was noted.
No questions were raised.

3.0 OTHER BUSINESS

3.1 Questions from public

None.

3.3 Date of next meeting — 30 November 2017, 15.00-17.00, Boardroom, Chelsea and Westminster
Hospital

The meeting closed at 16.45.
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Sep 2017

141

Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Council of Governors — 28 September 2017 Action Log

Estates report to Council of Governors
Action: Update Council of Governors on estates plans on

West Middlesex site post April 2018.

14.2

Care Quality Programme
Action: SEL/PN to notify governors of listening events.
Action: PN to liaise with DN on notifying volunteers/ Friends.

1.6.1

Council of Governors Code of Conduct

Action: Governors to email any feedback on clause 11 within
next seven days to SEL.

Action: Chairman to review clause 11 and revert at the next
meeting Council.

2.2

Chief Executive Officer’s Report
Action: Consider how more staff, apart from senior managers
could be reached by team briefings.

24

Governors’ Questions
Action: Presentation on ‘where we are with our staff’ item to
COG of 30 November/15 February.
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SEL/PN

ALL

GH

KL/SG
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Board Quality Committee - Chairman's Report to Council of Governors, November 2017

Following on from the report in March 2017, this is my second Council of Governors' report on the
work of the Board Quality Committee.

Committee Terms of Reference

The Committee terms of reference are reviewed annually and updated as needed. This occurred
most recently in July 2017 with only a few minor tweaks . Therefore the terms of reference can still
be summarised as before:

The Trust aims to put the patient at the centre of care, and so the aim of the Committee is to
provide the Board with assurance that the quality of care is delivered to the highest possible
standards and that appropriate processes are in place to identify and manage any gaps. The
Committee's remit includes oversight of -

e the effectiveness of the treatment and care provided to patients,

o the safety of treatment and care provided to patients, and

e the experience that patients have of the treatment and care they receive.

In practice, the Committee has a broad scope and a very busy workload. The Quality governance

architecture (attached) shows the four Groups that report to the Quality Committee, and their

respective sub groups. The four Groups and their Chairs are

e Patient Safety (Zoe Penn, Medical Director),

e C(linical Effectiveness (Roger Chinn, Deputy Medical Director),

e Patient Experience, which has been newly reconstituted as Patient and Public Engagement and
Experience (Nathan Askew, Director of Nursing, Chelsea site) and

e Health, Safety & Environmental Risk (Shan Jones, Director of Quality Governance).

On separate occasions recently the Committee has been observed by a member of CWFT's Care
Quality Programme (CQP) team and by a staff member from the Care Quality Commission (CQC).
We have also conducted our own evaluation of Committee effectiveness. | will provide a verbal
update on the feedback from each of these three exercises.

Committee Membership and Attendance

The Committee meets 10 times each year i.e. monthly except for August and December. Thus since
my previous report, and by the time of the Council of Governors' meeting, the Committee will have
met 7 times.!

A majority of Committee members are clinicians. Membership comprises: three Non Executive
Directors, the Chief Executive, the Medical Director, the Chief Nurse, the Chief Operating Officer, the
Deputy Medical Director, the Director of Quality Governance, and the Company Secretary. In

! The Quality Committee will be meeting on 29 November, the day before the Council of Governors' meeting.
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addition the Directors of Nursing for each site, the Director of Human Resources, and the Director of
Communications each have a standing invitation to participate and frequently do.

Significant Items Covered Since March 2017
At every meeting, the Committee continues to review -

e Serious Incidents including trend analysis by site and by type of incident, as well as individual
Serious Incident investigation reports, legal claims and inquests;

o the Committee has been provided with the details of the two Never Events that
occurred earlier this year - fortunately there was no harm to either patient - and
received assurance that appropriate corrective actions have been put into place; these
action plans will be monitored by the committee.

o the Committee has closely queried Serious Incidents involving patient handovers,
deteriorating patients, and diagnostic incidents, all of which have received close
attention from management and clinical teams and again the action plans are being
monitored

o the Trust has achieved an ongoing reduction in grades 3 and 4 (the most severe)
hospital-acquired pressure ulcers, such that the incidence of these on both sites is now
well below the national average; future efforts will also target a reduction in grades 1
and 2 (less severe) pressure ulcers

e the monthly Trustwide Integrated Performance Report containing over 100 performance metrics
- not all are discussed but Committee members have the opportunity each month to query any
of them;

e anindepth report (in an ongoing rota) from one of the four Groups and its attendant sub groups
i.e. Clinical Effectiveness, Patient Safety, Patient and Public Engagement and Experience, and
Health, Safety & Environmental Risk; and

e Top Concerns that may be worrying the Executive Committee members. Top Concerns also
includes any urgent issues from the Group Chairs i.e. the three individuals who are not doing
indepth reports that particular month.

In keeping with the Committee Forward Plan that | signalled in March, we have also spent
considerable time over the past six months reviewing and seeking assurance on -

e the Care Quality Programme (CQP) which is the "brand" for the Trust's ongoing Quality
Improvement programmes and projects. This is now a major item on the Committee agenda
each month;

e within the CQP, the specific actions that management and the board have undertaken in
preparation for the currently-pending Care Quality Commission (CQC) inspection of the Trust,
including re-checking completion of all the actions from the previous CQC inspections in 2014,
and following up the recent "mock" inspections of all wards and services;
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e child and adult safeguarding compliance, with a particular focus on mandatory staff training;

o the Committee was frustrated by the slow progress in meeting or exceeding the Trust's
target of 90% of those staff who require safeguarding training having had it, so last
spring we asked for this to be prioritised with an indepth monthly report to the
Committee. This intense level of scrutiny seems to have helped, because as of late
October the Trust had met the target for both Level 1 child and adult safeguarding
training - although still more work to do on Levels 2 and 3

e the process for and outcomes from mortality reviews, and in particular the three clinical
divisions' work in reviewing hospital deaths to ascertain any instances of suboptimal care and
share all relevant learnings amongst the clinical teams;

o CWHFT continues to have lower than statistically-expected levels of mortality as
evidenced by its Standardised Hospital Mortality Index of 86.4 and recent Dr Foster data
indicating we are one of only two Trusts in England with lower than expected mortality
post-surgery

o asrequired by the CQC, one of the Non Executive Directors is assigned to this area (Andy
Jones). Andy attended a recent Trustwide Mortality Surveillance Group meeting and
came away very reassured by the robustness of the review process and the passion of
the lead clinician (lain Beveridge)

o the 7 Quality Priorities for 2017-18 with baseline performance and targets for improvement:

1. reduction in all falls and in falls with moderate or severe harm (frailty)

2. sepsis patients to have antibiotics administered within an hour of prescribing

3. inpatients to have clinical observations taken utilising the National Early Warning score
(NEWS) protocol to quickly identify and treat deteriorating patients >

4. WHO surgical safety checklist to be completed on all patients having surgery (National
Safety Standards for Invasive Procedures)

5. reduction in still births (maintain below the national average)

6. focus on complaints and demonstrate learning from complaints

7. Friends and Family Test improvements such that all clinical areas have a recommend
score over 90%.

The Committee has also reviewed and discussed other important areas of activity, including -
e Emergency preparedness. In response to the major incidents in Westminster, London Bridge,

Parsons Green, and the cyberattack in May, the Trust's response plans have been repeatedly
tested, and as a result a number of improvements have been made.

> At the Governors' / NEDs meeting in October, | was asked how CWFT's performance in recognising and

treating patients with sepsis compares with national benchmarks. | have been assured that the metrics around
the two sepsis related Quality Priorities will now include this benchmarking. The Committee will be reviewing
Q2 progress on all 7 Quality Priorities at its meeting the day before the Governors meeting so | should be able
to provide Governors with a verbal update.
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e Fire prevention and fire safety. Both before and after the Grenfell Tower tragedy, the Trust's fire
prevention practices and fire safety preparedness and response plans have been scrutinised and
updated. This includes receiving assurance on the cladding and materials on the exterior and
interior of CWFT's buildings, testing of the robustness of fire doors and the fire
compartmentation of the two hospitals, portable appliance testing (PAT) of all appliances, the
training and designation of staff as Fire Marshalls in all wards and departments during the day
and at night, and staff compliance with mandatory fire safety training requirements.

o Volunteers. CWFT is one of five national pilot sites for significantly expanding the utilisation of
volunteers in several pre-defined roles throughout the two hospitals. This work is progressing
under the Patient Experience umbrella.

o Committee members have asked what it would take to accelerate this work as it should
have a direct and immediate benefit to patients.

e Venous Thromboembolysm (VTE) risk assessment and prevention.
o The Committee was concerned by an ongoing "red" metric in the monthly performance
reports and requested a review. We learned that CWFT is one of several exemplar
Trusts in this area although documenting VTE risk assessments is an issue on the West
Middlesex site (thus the "red" metric) and will not be corrected until the Cerner
electronic patient record system goes live next spring.

Committee Forward Plan

The Committee maintains a rolling forward plan of agenda items. Over the next several months the
focus will be similar to that of the past six months, with the same monthly standing items. The
forward plan also features deep dives into several areas where recent mock inspections have shown
that further improvement is still needed. These include -

e medicines management

e the care pathway for dementia patients

e streamlining of DNACPR (Do Not Attempt Cardio Pulmonary Resuscitation) documentation.

The patient discharge process (and improvements therein) is an area of keen interest for the Quality
Committee. Because this is also central to the Trust's productivity improvement efforts, Jeremy
Jensen, Chair of the Board Finance and Investment Committee (FIC), and | have agreed that FIC will
take the lead on oversight and assurance of this key area rather than having our two committees
duplicate efforts.

Looking further ahead, the onsite phase of the current CQC inspection will be completed in January

with the final report due in April 2018. The findings in that report will to a large degree inform the
work of the Board Quality Committee over the following 12 - 18 months.
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This is a brief update on the work of the Board Quality Committee, and | look forward to providing a

further verbal update and answering any questions at the 30 November meeting of the Council of
Governors.

Eliza Hermann
20 November 2017
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Quality Committee
Chair — Eliza Hermann

Clinical Effectiveness Group
Chair — Roger Chinn

Sepsis & Deteriorating Patient
Group
Chair -Dilys Lai

Nutrition & Hydration Group
Chair - Helen Stracey

Organ Donation Group
Chair — Caroline Heslop

Critical Care Group
Chair — Zoe Penn

Joint Pathology Governance Group
Chair — Alan Kaye

Discharge Governance Group
Chair —Richard Turton

Compliance Group
Chair — Deirdre Linnard

Version 6: 06.10.17

Patient Safety Group
Chair — Zoe Penn

Transfusion Group
Chair — Phillip Barclay

Medical Devices Group
Chair — Nathan Askew

Resuscitation Group
Chair — Juliet Dunn

Infection Prevention Control
Group
Chair — Berge Azadian

Medicine Safety Committee
Chair — Deidre Linnard

Mortality Surveillance Group
Chair — lan Beveridge

Thrombosis Group
Sheena Patel

Falls Group
Chair — Lizzie Wallman

Pressure Ulcer Group
Chair — Karen Bonner

s Children’s Board

Patient Experience Group
Chair —Nathan Askew

End of Life Care Group
Chair Shauna MacCan

PLACE Group
Chair —Cathy Hill

Learning Disability Group
Chair - Kathryn Mangold

Volunteer & Patient Reps
Chair — Rachael Alsop

Patient Voices
Chair - TBC

Acute Mental Health Group
Chair — Paul Morris

Chair — Melanie Guinan

Health, Safety & Environment Risk Group

Chair — Shan Jones

Radiation Safety Group
Chair — Anton Ivanic

Environmental/Waste
Group
Chair — Trevor Post

Medical Gases Group

Chair — Deirdre Linnard

Fire Action Group
Chair — Martin Green

Security Group
Chair — Trevor Post

Safer Sharps Group

Chair — Anna Marie Mitchell

Occupational
Health
Chair - Anna
Marie Mitchell
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Council of Governors Meeting, 30 November 2017
AGENDA ITEM NO. 2.1/Nov/17
REPORT NAME Chairman’s Report
AUTHOR Sir Thomas Hughes-Hallett, Chairman
LEAD Sir Thomas Hughes-Hallett, Chairman
PURPOSE To provide an update to the Council of Governors on high-level Trust
affairs.

SUMMARY OF REPORT | As described within the appended paper.

Governors 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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1.0

2.0

3.0

4.0

5.0

6.0

Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Chairman’s Report
November 2017

Jeremy Loyd Retirement

We are all indebted to Jeremy, who has now retired as Non-executive Director (NED) in line with guidance on
restricting the length of office of NEDs. Jeremy has been a NED of the Trust since 2011, long before my own
appointment. With good humour and great talent, Jeremy has steered the Trust through a time of great
change. In particular, he has chaired the Audit & Risk Committee, an arduous but rewarding task during the
integration of West Middlesex University Hospital; worked closely on the restructuring of CW+ as a Trustee of
CW+ and he has been a passionate advocate of patient rights throughout his tenure. We all wish Jeremy well
in his future ventures.

Susan Maxwell

Susan has retired as Lead Governor and as a Governor. She has been an invaluable source of support to me as
Chairman and, | know, to the Council of Governors. Susan has always been unfailingly generous with her time
and her good sense and | thank her most sincerely for her contribution.

Annual Members Meeting

At the end of September we held the Annual Members Meeting. We have around 17,000 members who
support this Trust. This is their opportunity to hear about Trust progress, let us know their views, and hold us
to account. Around 50 people came along to the Rumbles restaurant at West Middlesex. The members |
spoke to were impressed with the progress we have all made together and enjoyed the presentations from
Dr Anne Davies on the Paediatric Assessment Unit and Dr Roger Chinn and Dr Sadia Khan on quality and
innovation. We were delighted to welcome Seema Malhotra, our local MP for Feltham and Heston. She was
very engaged with the challenges we face and we look forward to working with her on a range of issues.

| was grateful to a number of patients and families of patients for raising issues. This takes courage in a public
meeting. Some of the issues needed a more detailed response outside of the meeting and | invited those
people to provide their details so we can take this forward.

Integrated Governance & Risk Review (IG &RR)

| am delighted that the Board has approved the scope and timetable for this, which we plan to have available
early next year. The current operating environment has seen increasing risk to healthcare providers in
parallel with increasing demand on our services, staff and funding. In these circumstances, our governance
arrangements must be particularly robust, transparent, display total clarity of responsibility, have appropriate
accountability and be subject to Board oversight. We also need to confirm our process of governance is
sufficiently resourced by people at the right level of seniority, who have the right experience and skill.

NW London Chairs meeting

The four hospital trust chairs for North West London have agreed to increase the frequency of our
collaborative meetings — we will now meet quarterly. We are determined to ensure that we support as a
group our CEQ’s to influence the successful implementation of our Strategic Transformation Programme. We
have some shared concerns about how decisive the STP is able to be at present.

Health and Wellbeing group

Lesley Watts has asked me to chair our new Health and Wellbeing group which is tasked with improving the

happiness of our staff and volunteers and reducing the stress that they experience. It is an entirely action
based group which will report to our staff and volunteers after each session. | am working closely with our
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7.0

8.0

9.0

10.0

11.0

Director of People and Director of Communications on this. Obviously we will feed in the People Committee.
Board to Board Trust and CW+ meeting

Recently the Board of Trustees of CW+ and the Board of the hospital Trust held their first annual meeting
together. The purpose of the meeting was to reflect on our relationship, our agreed joint priorities, and to
allow the CEO’s of both organisations to brief us on current developments. We celebrated the significant
progress on all fronts during the last 12 months and also the recent particular success of our capital appeal
supporting the expansion of NICU and ICU. As a hospital, we are fortunate indeed to be supported by such an
effective and well-run charity.

Volunteering

We discussed volunteering at the Board meeting and at the Governor Away Day. | am pleased to report that
HelpForce of which we are one of the five pilot sites has now been funded by Big Lottery with impact and
insight work being led by the Kings Fund and, in principal, economic evaluation being supported by Pro Bono
Economics.

Governor Away Day and Council of Governors Effectiveness Evaluation

| greatly enjoyed the Governor Away Day as a chance to meet and discuss important subjects in a less formal
setting. The presentations were of high quality and | think we all learned a great deal and there is much to
take forward. | want to take this opportunity to send a huge thank you to Vida, Susan Maxwell as Lead
Governor and all Governors who contributed so much to planning a really great day for our Governors,
especially Philip Owen for securing the venue. A special thanks also to Nick Gash as NED and to Sarah, Karl
and Katy. We have the Council’s Evaluation of its effectiveness on the agenda for noting and, in tandem with
the Governor Away Day, | ask that all Governors use this to further effective Governor Contribution to the
duties of the Council of Governors.

Closed Board Matters

As in Public Board, CQC attended the Closed Board in November. The Closed Board, which you will
remember has been reduced to 90 minutes to bring more matters to Public Board, was shortened further by
the length of matters going to Public Board on the day. In the Financial Report there was a focus on the
problem of debtors. This is often from our biggest customers and is a challenge to resolve.

Welcome to new Governors and Lead Governor
As | write this, | do not yet know the outcome of the Governor and Lead Governor elections, but fresh people

bring fresh ideas and | look forward to working with Susan Maxwell’s successor and the new or reappointed
Governors.

Sir Thomas Hughes-Hallett
Chairman

November 2017
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Chief Executive’s Report

November 2017

1.0 Care Quality Programme

We have been informed of our planned comprehensive Care Quality Commission (CQC) dates which are the
5-7"" of December with a 10 day period following the 7" to undertake unannounced inspections. The well
led inspection will then be on the 22" 24" of January 2018. We are continuing with our preparations and
briefings to ensure all staff are prepared.

NHS Digital has recently published the hospital mortality rates for England 2016/17. This showed that out
of 135 trusts, we were one of only 17 that had a lower than expected number of deaths. Mortality statistics
are one of our key indicators in ensuring we are delivering high quality safe care to our patients so we are
delighted that we continue to be one of the best performing trusts nationally.

| am very pleased to announce that our Ward Accreditation has been completed in all our clinical areas on
both main sites and all off-site facilities. The results were 1 gold (congratulations Neptune Ward); 33 silver;
29 bronze; and just 2 white which overall is a very good set of results. | know some wards have been
disappointed about their ratings, but overall the message is very positive and our performance benchmarks
well with other Trusts. It is also very evident across our wards that there is a strong desire to continuously
improve. A new round of accreditation will be starting soon, so | look forward to seeing wards and
departments progressing up the levels.

2.0 Performance

On 15 September we again initiated our major incident plan as we responded to a terrorist incident at
Parsons Green. We received 14 casualties and all our staff worked incredibly hard to ensure all casualties
received excellent care. Once again we worked incredibly closely with our other emergency service
partners and | would like to extend my thanks to all those involved.

We have been informed that the General Medical Council have closed the continuous monitoring of
Obstetrics on our Chelsea site as the action plan has been completed and no further concerns have been
raised.

As the Board will be aware, in early 2016 the Care Quality Commission as part of its review of maternity
indicators alerted the Trust to higher than expected rates of puerperal sepsis and/or other puerperal
infections within 42 days of delivery on two separate occasions. The CQC wanted to be certain that the high
rates in this area had been recognised, explanations explored and appropriate actions taken by the trust in
a timely manner to ensure the future safety of patients. The on-going review process can often take some
time but | am pleased to confirm that the CQC are fully satisfied that there is no risk to patients and we are
no longer under active monitoring.

September was another busy month with the organisation achieving 93.8% for A&E. The Chelsea site

delivered 95.2% and West Middlesex 92.6%. This is against a 9% increase in attendances compared to the

same period 2016/2017 and we remain one of the best performing London Trusts for this standard. Our Q2

overall position was 94.8% which meant we secured the full amount of Sustainability and Transformation
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Funding for that quarter. | am pleased to say our Cancer Standards for 2WW and 62 days were delivered
with very impressive results given the increased numbers of patients treated. Our RTT position is now the
main focus for us as this was not achieved in September for the Trust with a performance of 90.93%. We
have seen deterioration in RTT performance across a number of specialities on the West Middlesex site in
particular which has affected both the Trust and aggregate positions. A comprehensive speciality-based
recovery plan has been developed and submitted to NHS England which is monitored through the weekly
elective access meetings. We need to work hard to ensure we get back to a complaint position as soon as
possible and | am aware the operational and clinical teams are working hard to make this happen for our
patients.

3.0 Winter Planning

As we enter in to the winter period it is incredibly important that we take all steps available to minimise the
risk of flu to our patients, staff and visitors. Vaccination is the most effective way of minimising the risk of
catching flu and we are strongly encouraging all of our staff to take this up. We will continue to update
Board and our regulators on progress with the flu vaccination programme.

From October we have expanded our Acute Frailty Pathway on the West Mid site through the introduction
of a 12-bedded Frailty Unit on Crane Ward. The Unit builds on the work of the Acute Frail Elderly Team
who work in the Acute Medical Unit to identify frail patients and undertake a Comprehensive Geriatric
Assessment (CGA) to develop care plans. Patients who need to remain in hospital but who are likely to
return home within seven days will be cared for on the Frailty Unit providing continuity of care from the
AMU team and with dedicated consultant cover for the 12 beds. Through the development of a clinical
management plan, combined with provision of intensive rehabilitation, the Unit aims to reduce the length
of stay for these patients by an average of 2 days. The Unit will focus on improving patient’s physical and
psychosocial function by encouraging mobility and activity on the ward so that patients are sat out, dressed
and mobile. Improvements to the ward environment for patients with dementia are also planned. A
formal launch of the Unit will be scheduled for later in the year.

The Trust is expecting increased Emergency activity from October 2017 through to March 2018 and the
Quality Committee received the system-wide winter resilience plan last month, and then the CWFT specific
winter resilience plan, this month. The teams have prioritised the top 15 actions which operationally, we
believe will have the greatest impact to help the flow of patients through our hospitals. The delivery of the
actions will be monitored through the bed productivity programme and reported through the A&E Delivery
Board which | chair.

4.0 Staff Achievements

| am delighted that our Trust has been awarded a special Kate Granger Awards for compassionate care.
The recognition was made for ‘providing exceptionally high standards of compassionate care following the
major incidents in London’. Congratulations to everyone, even though we all wish that the events had
never happened. Professor Oliver Shanley, London Chief Nurse presented the award and expressed his
gratitude, saying that staff are “completely inspiring and compassionate”.

Staff awards
We celebrated our amazing staff and their achievements at the annual staff awards ceremony on 18 Oct.
The event, sponsored by CW+ and other generous contributors enables us to recognise the wide range of
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talent we have in our organisation and is a chance for staff to reflect on their fantastic achievements. This
year we had almost 600 nominations from patients and staff. The winners and photos can be found at
www.chelwest.nhs.uk/about-us/awards/staff-awards/staff-awards

Nurse of the Year: Robert Breen and Nerissa Vardeio

Midwife of the Year: Anne O’Sullivan

Doctor of the Year: Dr Sarkhell Radha

Clinical Support Worker of the Year: Gregory Olumekor

Allied Health Professional of the Year: Caroline Benson
Pharmacist/Healthcare Scientist of the Year: Anand Vadgama
Corporate employee/Administrator of the Year: Jason Tatlock
Support Service employee of the Year: Nadia Yolova

Team of the Year: Elizabeth Suite

Volunteer of the Year: Barry Dew

Inspiring Leadership Award: Shalee Lasam

Lifetime Achievement Award: Liz Barnshaw

Quality Improvement Award: Hellen Hood

CW+ Proud to Care Award: Melany-Jane Knight

CW+ Special Award: Dr Sadia Khan

Chief Executive’s Special Awards: Crane Ward; David Erskine Ward and a posthumous award for Annette
Funai.

CW+ Proud Staff Award Winners
August: Sarkhell Radha (senior registrar, trauma and orthopaedics); Marisa Rodriguez (clinical site
manager); Early Pregnancy Unit Nurses: Anthoula Kanari (domestic services).

September: Kiran Chhokar (senior pharmacist); Tom Rafferty and Joe Donnelly from the Strategy Team; and
the Tuberculosis team at West Middlesex; Matt Clegg, Healthcare Assistant on Neptune Ward.

Regional and national industry awards

Sheena Patel has been honoured by the VTE (venous thromboembolism) Exemplar Centres for her
exemplary contribution to VTE prevention. The award was made by Professor Sir Bruce Keogh (NHS Medical
Director), Professor Roopen Arya (Director for the National VTE Exemplar Centres) and Dr Shelley Dolan
(Chief Nurse at King’s College Hospital).

The finance team have been shortlisted for the Innovation Award in the national Healthcare Financial
Management Association (HfMA) awards for their work on the sexual health e services tender.

5.0 Workforce

Our voluntary turnover rate was 15.5%, 0.2% lower than last month. Voluntary turnover, which stood at
16.4% in April 2017, has dropped every month since. Voluntary turnover is 18.0% at Chelsea and 10.9% at
West Middlesex.

Our general vacancy rate for September was 13.2%, which is 1.2% lower than August.

In September 41 staff were promoted. In addition, 58 employees were acting up to a higher grade. Over
the last year 8.0% of current staff have been promoted to a higher grade.

Page 4 of 9

Overall Page 23 of 140



6.0 Leadership Away Day

We held our leadership away day on 13" September with over 100 attendees from all different parts of our
organisation. The morning focused around our three priorities of:

e high-quality patient-centred care
e being the employer of choice
e delivering better care at a lower cost

Dr Cathryn Brock (Consultant Oncologist) as part of the Acute Diagnostic Oncology Clinic demonstrated
how the team has brought positive change to vulnerable people’s lives; Chisha McDonald (Deputy Chief
Pharmacist) spoke about how the pharmacy team are addressing the challenges of high turnover; And Dr
Chrystalla Macedo (Consultant Dermatologist) presented work on how the team has reduced costs and
increased income — making a difference of over £1.7 million a year to the bottom line. There was a very
strong theme of team working through the presentations and they all generated a great amount of debate
and interaction.

The afternoon was about getting to know Cerner, our Electronic Patient Record system. We heard from
Cerner staff, trusts that had implemented Cerner, and from our own staff who have been through similar
implementations in other organisations. The lessons | took away were:

e Preparation is key. We cannot get too many people involved. This will affect every member of staff
in a multitude of different way.

e Implementation will not go perfectly. The culture of the organisation is paramount to get through
the challenges safely, respectfully and professionally.

e The prize will be worth it — true 21st century healthcare that will benefit all our patients and staff.

7.0 West Middlesex Open Day

We held the West Mid open day on 16™ September which followed the Chelsea site open day earlier in the
year. Once again it was a great day of teamwork, team spirit and a celebration of all that is great in our
hospitals. We launched the fundraising programme to support improvements on starlight and sunshine
wards and the hospital and were delighted to welcome many local friends including the Council Leader,
local MPs and many people from our community. As always a huge thank you should go to our staff that
put in a great amount work to make this a very special day.

8.0 Communications and Engagement

We had a packed agenda at our monthly team briefing sessions with staff presenting on the organisation’s
response to the staff survey; ambitions around Quality Improvement (Ql) and a fascinating demonstration
of this by Sunita Sharma and how she has been working with colleagues to improve postnatal care; how the
audiology team managed to carry on providing a great service whilst compromised by IT issues; and
discharge planning. Like all trusts, getting better at discharging people when they are ready is essential
both for patients and for efficient use of resources. So it was great to hear about 10 different schemes that
are progressing well and safely reducing lengths of stay. The latest team briefing is attached to my report.

We have again been punching above our weight at national events including the UK Health Show where
Zoe Penn and Chris Chaney gave presentations. We held our own annual Research, Audit & Service
Improvement (RASI) event which was a fantastic opportunity to showcase and celebrate the great work
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done at our Trust, exchange knowledge and learn how to start a project and access the available resources
and support. The research we do at the Trust is really driving improvement in all areas of care, and it is
everyone’s business. Research-active hospitals achieve better patient outcomes.

We have developed:

e a new recruitment pack (which can also be found on our website) www.chelwest.nhs.uk/about-
us/working-here

e a Trust leaflet http://www.chelwest.nhs.uk/about-us, in particular for Governors to use when
representing us at local community events

e an adult inpatient booklet for the Chelsea site http://www.chelwest.nhs.uk/your-visit/information-
for-patients (to mirror the recently published West Middlesex version)

e and a map of the Chelsea site to help visitors easily locate where they are going.

9.0 Getting it Right First Time

The Paediatric Surgery service was reviewed by the Getting It Right First Time (GIRFT) national team on 28"
September. The GIRFT programme supports the NHS in delivering productivity and efficiency improvements
and sits alongside the Carter report and Model hospital work. Its purpose is to identify areas of unwanted
variation in clinical practice and enable specialties to pinpoint where improvement work should be focused.

The feedback from the visit overall was very positive — the data evidences a high quality service with good
performance. The report received from the team in particular notes good practice in terms of overall good
outcomes; elective financial performance and procurement costs.

The team identified some potential areas for improvement which are grouped into 5 key points:

1. Fragmentation of specialist paediatric services in the sector was identified, with a recommendation
to have a clear strategic vision of future services. This is currently being considered through the
discussions with ICHT and the Royal Brompton collaboration. We are also currently awaiting the
outcome of the NHS England specialist paediatric surgery review which will support strategic
planning of the service

2. A small amount of variation in clinical practice was identified with a recommendation to produce
policies to support consistency e.g. umbilical hernias and circumcisions and internal audits are
already underway to examine this in more detail.

3. Opportunities to move certain procedures i.e. hypospadias and pyeloplasty from inpatient to day
case

4. The length of stay is generally very good, but there is the potential to improve this further, with
neonatal surgery mentioned. Additional specialist nursing workforce was recommended to support
this and also noted to be low, relative to the size and complexity of services.

The next steps are for the Paediatric surgery team to provide a response to GIRFT report, and will develop a
local action plan to progress the recommendations.

We have GIRFT visits planned for both General Surgery and Urology before the end of the calendar year so |

will report back on these at our next Board meeting in January.

10.0 The wider NHS system

It has been a busy few months across the wider NHS as the whole system puts in place its plans for this
winter. | have attended several regional and national meetings with other providers, commissioners, NHS
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England and NHS Improvement to discuss winter planning as well as progress with the wider Sustainability
and Transformation Plans (STPs). It is clear that the system right across the country is under severe strain
but there remains a strong desire to ensure we deliver the best possible care for patients as we put in place
plans to cope with the demands of winter.

Several things are also happening more locally in North West London; We are still awaiting information on
progress with the Shaping a Healthier Future (SaHF) Outline Business Case. We have not been given any
definitive timescales for a decision but we hope to have a progress update over the next month or two. In
addition, local Clinical Commissioning Groups (CCGs) are currently considering their future management
arrangements and are consulting on whether the 8 CCGs should more closely align their governance and
decision making.

The Strategic Partnership Board (SPB) continues to monitor our strategic work programmes including
activities as part of the Sustainability and Transformation Partnerships (STPs) and the Trust’s agreed
strategic priorities for 2017/18. The SPB received updates on:

e The Board Strategy Working Group and how we should reflect existing and future partnerships and
relationships. A refreshed Clinical Services Strategy will be coming back to Trust Board in early 2018

e Estate development and the relationship with the wider Shaping a Healthier Future programme.

e Hammersmith & Fulham ACP: where, following analysis by the communications workstream and
public feedback, the programme is being rebadged as an Integrated Care Partnership. As set out in
the July CEO Board Report, the current proposal is to sign a formal Partnership Agreement as an
enabling step for possible contract award (see below)

Hammersmith and Fulham Integrated Care Partnership Agreement

| attended a CEO seminar, facilitated by the Kings Fund, for the Hammersmith & Fulham Integrated Care
Partnership. There is an existing Memorandum of Understanding (MoU) between partners. We agreed
that our immediate focus for the rest of this year and into 2018/19 would be on urgent care flows and
reducing re-admissions to hospital.

As part of our preparatory work the Integrated Care Partnership is proposing to sign a Partnership
Agreement. The Partnership Agreement has been co-designed by the Company Secretaries of the provider
partners, with legal input from Capsticks, and is recommended for approval by the Strategic Partnership
Board. In summary;

1) The Hammersmith & Fulham Health and Care Partnership consists of:
¢ Hammersmith & Fulham GP Federation (all 29 GP practices in the borough)
* Imperial College Healthcare NHS Trust
* Chelsea & Westminster Hospital NHS Foundation Trust
*  West London Mental Health NHS Trust
e Central London Community Healthcare NHS Trust
* lay representatives

2) The registered population is 200,000 and H&F is our 4™ biggest contract at cE40m (behind NHSE,
Hounslow and West London) and therefore is important enough to us to be involved in these new
arrangements rather than risk being on the outside of possible capitated budget arrangements

3) The Partnership Agreement is in line with emerging ‘system management’ arrangements as
incentivised by changes to Single Operating Framework. It uses STP type metrics to rate
performance which are also recognised by both NHSI and CQC as part of their assessment
framework.
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A specific paper for Board approval is appended to my CEO report.

11.0 External Reviews

A list of forthcoming external reviews is appended to this report (Appendix 1).

12.0 Perfect Day

We have continued with our monthly Perfect Day programmes. | thoroughly enjoyed our September
Perfect Day which saw me working in A&E at West Mid. | spent much of my time portering, seeing both
examples of great care and the challenges we face with rising demand. In October | focused on the
discharge element of the patient pathway. | worked with the discharge team looking at how we are
managing the process around delayed transfers of care (DTOCs). It is clear that there are elements of good
work taking place with our mental health and community partners but there is clearly still room for
considerable improvement to ensure we get patients in to the most appropriate care setting.

13.0 Finance

In September, month 6 of the financial year, we achieved a small surplus of £0.02m against our monthly
plan. However, the over spend on pay has increased by £0.93m from £4.33m last month to £5.26m at the
end of September but this was not reflected in a corresponding increase in activity. The over spend is
offset by underspends in non-pay as in previous months. The year to date underlying financial position is a
deficit of £13.2m so we need to continue our efforts to control pay costs and treat the planned number of
patients.

We have achieved 33.7% of or 2017/18 savings target of £25.9m against planned year to date achievement

of 40.0%. We need to continue to work hard in the remainder of the year to improve CIP delivery and
achieve our target.

Lesley Watts
Chief Executive Officer
November 2017
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APPENDIX 1 - External Reviews

th

November 7 Visit from Simon WM
2017 November Stevens — CEO NHSE
NHSE NWL Network Chelsea & EPRR ANNUAL Rob Hodgkiss | Mark Catherine EPRR Working | EPRR Strategic
9th Lead Westminster ASSURANCE Titcomb/ Sands Group Group
November Hospital Site AUDIT VISIT Tina Benson
2017
10:00am-
1:00pm
14" of | EL(97)52 Audit of Pharmacy Good Zoe Penn Bruno Deirdre Planned Care Compliance
November Pharmacy Technical Technical Services, | Manufacturing Botelho Linnard Divisional Group
Services by Chelsea Site Practice (GMP) Board
Standards
15th +16th | UNICEF Baby Friendly Maternity & NICU BFI standards Lesley Watts | Simon Gillian Maternity MSM
November Initiative Mehigan Meldrum Experience
Meeting
28" of | GIRFT General Surgery GIRFT dataset Zoe Penn Bruno Faizal Planned Care Compliance
November Botelho Mohomed- Divisional Group
Hossen/Musa Board
Barkeji
29" of Human Tissue Burns Unit , CW HTA Standards Zoe Penn Karen Jane-Marie PCD Divisional | Compliance
November Authority Mock Audit Site Four broad Bonner Hamill Board Group
2017 by NHS Blood and categories;
Transplant consent,
governance and
quality systems,
premises,
facilities and
equipment and
disposal.
December 18" GIRFT Urology GIRFT dataset Zoe Penn Bruno Faizal Planned Care Compliance
2017 December 9 Botelho Mohomed- Divisional Group
-11.30 Hossen Board
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Team briefing

October 2017

All managers should brief their team(s) on the key issues
highlighted in this document within a week.

Latest CW+ PROUD award winners

e Planned Care — Sarkhell Radha (senior registrar, trauma
and orthopaedics), for demonstrating exceptional care
for patients, ensuring they received clear
communication and are comforted and reassured.

e  Emergency and Integrated Care — Marisa Rodriguez
(clinical site manager). For her commitment to
providing excellent, safe, caring services out-of-hours.

e Women and Children — Early Pregnancy Unit Nurses.
Described in their nomination as being a
compassionate, caring, efficient, and organised team
providing excellent service to patients and colleagues.

e  Corporate — Anthoula Kanari (domestic services) for
being a fantastic domestic who always ensures that the
ward is clean and tidy from the start to the end of her
shift, regularly going the extra mile.

Visit the intranet to nominate a team or individual.

Performance and winter plans

We have achieved our A&E 95% 4 hour target for the last
three months. It is key to the delivery of patient care that
we continue with this excellent performance.

The Trust is working with commissioners and the voluntary
sector on system-wide plans (including funding), to support
delivery of timely care and discharge. This will allow us to
continue some of the schemes we had last year and some
we have just started, such as discharge co-ordinators and
Red and Green Days being visible on electronic
whiteboards.

We are expecting a busy winter and supporting these
initiatives will help maintain patient flow through our
hospitals, so we can deliver excellent care.

Financial update

In August we achieved our monthly plan. However,
overspend in pay costs continues to increase from £4.14m
to £4.33m in August. As in previous months, this is offset by
underspends in non-pay. However, as in month four,
activity was lower than expected despite the increased pay
costs. The year-to-date underlying financial position is a
deficit of £11.01m so we need to continue our efforts to
control pay costs and treat the planned number of patients.
We have achieved 29.12% of our 2017/18 savings target of
£25.9m (we had planned 36.48% at this point in the year).
We must continue to work hard in the remaining seven
months to improve CIP delivery and achieve our target.

Divisional updates

Emergency and Integrated Care

Another busy month; the Division welcomed new staff in
many areas, especially in an expanded hospital discharge
and flow team. All new starters should try and go to the
monthly ‘welcome breakfast’ on each site; these are
increasingly well attended and are valuable for making our
new staff feel part of the team.

A few months ago, NHS Improvement visited both hospitals
to review our emergency pathways. Overall their feedback
was very positive, with the areas requiring some more focus
now being included in an improvement plan. We are also

continuing winter preparations so please think about your
own, departmental and ward preparations as well.

Women'’s and Children’s

The Division had a successful month of recruitment, with
new starters in all areas, so welcome to all, including those
beginning nursing or medical rotations this month! Paul
Goodrich has joined as Managing Director for Private
Patients with the aim to increase the money brought into
the Trust, which can be used to support our NHS services.

There is significant service improvement going on, including
in maternity at CW (notable given the large number of
births recently). The paediatric surgery team have had a
very successful external visit. Our sexual health services
continue to provide high quality care as the commissioners
make significant changes to clinics; and a new e-service
involving C&W goes live shortly. Finally, congratulations to
the paediatric diabetes team on the WM site who go from
strength to strength and have won a number of accolades
for improvements made and the high quality of patient care.

Planned Care

We held our first ‘Divisional Welcome Event’ for new staff at
CW. These are an opportunity to celebrate the PROUD
awards and to hear from all staff about work taking place in
the clinical and non-clinical areas and to share feedback and
get to know each other. More sessions are being arranged.

Governor elections

We are looking for new staff governors. There are two
vacancies in ‘contractors’ and ‘medical and dental’.
Download the form at www.chelwest.nhs.uk/elections or
contact vida.djelic@chelwest.nhs.uk

Cerner Electronic Patient Record update

Over 500 staff and patients attended Cerner EPR events in
September and 97% of staff rated their experience useful or
very useful. Mabel’s Story showed how Cerner EPR supports
staff in delivering every step in a patient’s care. Countdown
to Cerner helped divisional leadership teams to start
detailed planning. The WMUH Open Day and the Trust
Annual Members’' Meeting gave us the opportunity to talk to
members, patients and staff about the benefits of shared
electronic records. The next steps include providing tailored
familiarisation sessions for specific staff groups.

Information Commissioners Office (ICO) visit

The ICO visit showed that whilst we have strengths (e.g. an
emphasis on training, and some of our systems); there is
plenty of work to do. We will be developing an action plan,
but in the meantime, please ensure you follow sensible
information governance practice e.g. Make sure you are up
to date with your IG training; wear your identity badges;
don't talk about patients in public places; always lock your
computer screen when not at your desk; lock away patient
data; and never let people tailgate you into secure areas.

Non-executive directors (NEDs)

Jeremy Loyd will shortly be leaving us after many years’
service. In his place we will be welcoming Gary Sims (who
will be the new Chair of our Audit Committee) and Steve
Gill, both of whom are outstanding individuals with
experience in the voluntary, statutory and private sectors.
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Care Quality Programme Update

The CQP programme is supporting the preparation for the
upcoming CQC inspection. The Trust has sent its pre-
inspection information to the CQC (now an annual
requirement). The CQP team have arranged briefing
sessions for all staff regarding the CQC visits and these will
be held later this month — see Daily Noticeboard for details.

If you need further information about the CQC visit, see the
staff handbook on the Trust's CQP intranet page,
Contributing to a successful CQC inspection September
2017. Our CQP team can be reached: cgp@chelwest.nhs.uk

Mandatory and statutory training

Division Compliance
Corporate 87%
Emergency and Integrated Care 90%
Planned Care Division 85%
Women, Neonatal, CYP, HIV/GUM etc 86%
Overall compliance 88%

All staff should check they are up to date with their training
and managers must ensure that their staff have this in
hand. Use Qlickview or Wired which are in the ELearning
Apps section of the intranet. Most mandatory and statutory
training can be completed using the eLearning website
www.e-Ifh.org.uk/home/. Face to face sessions, where
needed, can be booked: learning@chelwest.nhs.uk

Nursing recruitment update

This autumn we have 40 new nurses commencing the
Capital Nurse Rotation Programme across our two sites.
This has been a really successful venture in association with
Health Education England offering staff a preceptorship,
mentorship and leadership course during the 18 month
programmes with ward placements in surgery, medicine or
paediatrics. On 13 Oct our latest Filipino nursing recruits
join us and begin to gain their registration. We continue to
recruit nurses from overseas. In August the team offered 48
staff nurse posts in Dubai. This month we are recruiting in
the Philippines for CW and next month in Dubai for WM.

If you are a Band 2 HCA or a Band 5 Nurse/Midwife keen to
experience nursing in a new speciality, our Internal Transfer
Policy means you can transfer jobs without having to go
through a formal interview.

If you introduce a nurse to work within the Trust, who
hasn't been a student with us, you could earn yourself
£1,000. Contact aibhin.burke@chelwest.nhs.uk for details.

The Trust is working closely with NHSI to improve the
retention of our nurses and midwives. Surveys and focus
groups are being carried out on both sites to generate
ideas. Please send ideas to cathy.hill@chelwest.nhs.uk

Staff uniform and dress code policy

This policy sets out the dress code requirements for all
Trust. Please familiarise yourself with these, including: staff
should never travel to or from work wearing uniform on
public transport. Staff who travel to work in their own
vehicle may wear their uniform if it is fully covered at all
times. Scrubs may only be worn in designated area and
staff are required to change out of these before leaving the
hospital or when moving between areas. Download here.

Staff Survey 2017

This year’s survey has been launched and all staff in post on
1 Sept will receive a questionnaire. This will be via work
email or a paper copy will be given out. Please complete the

survey as soon as possible. Your feedback is very important
as its helps us understand how you are feeling about work
in the Trust so we build on what is working well and what
we may be able to do better. If you manage an area where
paper copies are being used, please hand them out without
delay and encourage staff to fill them in. If you don't get a
survey, contact: nicole.porter-garthford@chelwest.nhs.uk

You Said, We Did

As a result of feedback from the 2016 survey an action plan
has led to improvements including: improving staff security;
work to promote dignity and respect and equality and
diversity in the workplace; and initiatives to improve staff
health and wellbeing.

Flu vaccination

Flu season is upon us and it is important that you protect
yourself, your patients and your family by ensuring you
have the flu vaccine. For full details of drop in sessions and
other ways that you can get your vaccination please keep
an eye on the Daily Noticeboard. Alternatively you can
contact the Occupational Health and Wellbeing department
for details: (WMUH on ex 5044 and CWH on ex 58830).

Leadership Away Day

Our Leadership Away Day was both inspiring and thought
provoking. There were presentations on our three priorities:
e high-quality patient-centred care

e being the employer of choice

e delivering better care at a lower cost

These showed how different teams have been helping
achieve success. You can view them on the intranet.

Leaders went away with a clear message to lead with vision
and be visible. If any managers have not seen the CQP
fortnightly messages, please make sure you read them, live
them, and disseminate them. They are on the intranet.

Our improvement culture

We are implementing a structured approach to

improvement to deliver our strategic priorities. We expect

improvement to become part of everyone’s job with staff

enthused, enabled and empowered. Our Trust-wide

approach will see: an education and training programme to

provide all staff with knowledge and skill in improvement

science (building on existing leadership programmes and

devising new training for every level) and:

o A faculty of experienced improvement practitioners to
support training and coaching and collective learning

¢ A resource centre with access to knowledge, improvement
tools and expert support

e Access to a project tracking tool

There are many improvement projects in place or underway

including a clinical fellows programme; improved divisional

capability; a tool developed to prioritise projects and:

e Experienced improvement practitioners identified

¢ Added improvement methodology to leaders’ programmes

For more details contact: hugh.rogers@chelwest.nhs.uk

WMUH Open Day

The WMUH open day proved to be even more popular and
enjoyable than previously for staff and our local community.
More than £1,000 was raised for our CW+ paediatric
appeal, eight nurses received job offers with six more
invited back for interviews, and 71 people signed up to be
Foundation Trust members.

November 2017 team briefing dates
Monday 6%, 9-10am, G2 offices, Harbour Yard
Monday 6%, 12-1pm, CW+ Medicinema, CWH
Tuesday 73 12-1pm, Meeting Room A, WMUH
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Board of Directors Meeting, 2 November 2017 PUBLIC SESSION

AGENDA ITEM NO. 1.6.1/Nov/17

REPORT NAME Hammersmith & Fulham Integrated Care Partnership: Approval of
Partnership Agreement

AUTHOR Dominic Conlin, Director of Strategy

LEAD Lesley Watts, Chief Executive

PURPOSE For Approval

SUMMARY OF There is an existing Memorandum of Understanding (MoU) between
REPORT partners in Hammersmith & Fulham.

The Integrated Care Partnership is seeking to sign a Partnership Agreement.
The Partnership Agreement has been co-designed by the Company
Secretaries of the provider partners, with legal input from Capsticks and
recommended for approval by the Trust Strategic Partnership Board.

The corporate governance proposal will see the introduction of ‘committees
in common’, whereby the Integrated Care Partnership Board will become a
formal committee of each partner’s sovereign Board.

This paper is the Partnership Agreement and corporate governance proposal
for review by the Trust Board. The Board is asked to sign the Partnership
Agreement and approve the introduction of ‘committees in common’. The
most relevant risk to the long-term governance of the H&F Integrated Care
Partnership programme is summarised below:

The CEO Cabinet and Strategic Partnership Board considered the proposal
and have approved it, subject to Board approval. The key factors identified
by the Executive were:

e Introducing the ACP Programme Board as a ‘committee in common’
and accountable to each constituent member reflects emerging
national practice as established by Vanguards. For CWFT the
governance route would be through the Strategic Partnership Board
and then to Executive Management Board and Trust Board; this
echoes the Imperial College Healthcare Trust governance
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arrangements

e The proposal is a key enabling step to any contract award and the
development of an alliance contract

e The proposal would not be legally binding so represents a positive
but lower risk first step in a transition towards a more formal joint
venture or new entity in the future

e Inthe context of our own governance and regulatory duties it would
align with the Well Led domain and the key measures within the
revised Single Operating Framework. This would be considered as
demonstrable evidence that the Trust are linked in with key external
stakeholders and are able to reflect and account on relevant local
health economy issues.

KEY RISKS Potential risks include:
ASSOCIATED

e Failure of partners to agree contract terms between themselves or
with commissioners

e Bandwidth: Significant internal portfolio of work with potentially
limited additional time for other strategic programmes

Key Mitigations include:

e Formal Partnership Agreement between providers as a first step
towards an alliance contract

e Prioritisation of OD work to engender trust between partners;
participation in accelerated support programme offered by Imperial
College Health Partners (ICHP together with commissioners

e Using learning from pioneer and vanguard sites (e.g. Cambridge &
Peterborough contract collapse).

FINANCIAL None
IMPLICATIONS
Long term implications include the approx. £40m of contract income
attributable to Hammersmith & Fulham CCG and level of risk in event of
Accountable Care contracting system.

Developing the work programme and establishing Partnership Agreement is
a key mitigation to being outside of any developing arrangements.

QUALITY As above — bandwidth/focus on current Care Quality Programme
IMPLICATIONS

EQUALITY & N/A

DIVERSITY

IMPLICATIONS
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LINK TO OBJECTIVES

All

DECISION/ ACTION

The Board is asked to:

1. Approve the proposed Partnership Agreement
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Dated 2017

Partnership Agreement

Hammersmith & Fulham Integrated Care
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THIS PARTNERSHIP AGREEMENT is made the ............ day Of oo 2017

BETWEEN: The Parties listed in Schedule 2 (Parties)

INTRODUCTION:

(A) The Parties will work in common in accordance with this Partnership Agreement to decide the
specific arrangements for the provision by the Parties of the Integrated Care Partnership and
what each Party shall do to ensure the delivery of the desired Integrated Care Partnership
Outcomes; once agreed this will be documented in an Integrated Services Schedule.

(B) The Parties recognise that over the term of this Partnership Agreement there may be changes
in the way that individual Parties provide the Integrated Care Partnership Services and how
responsibilities are allocated between them. This Partnership Agreement aims to foster
integration of the Integrated Care Partnership Services delivery via a committee in common
structure.

© The aim of this Partnership Agreement is to facilitate that the development of the Integrated
Care Partnership Services by the Parties to be delivered in a seamless and patient focussed
manner.

(D) The Parties acknowledge that each Commissioning Contract will detail the payments due from
any CCG to the Parties individually.

(E) In consideration of the above, the Parties have agreed to enter into this Partnership
Agreement to set out how they will work together to facilitate the integrated provision of the
Integrated Care Partnership Services in order to deliver its outcomes.

1. DEFINITIONS AND INTERPRETATION

1.1 The provisions of this Partnership Agreement shall be interpreted in accordance
with Schedule 1 (Definitions and Interpretation).

2. PRE COMPLETION

2.1 Each Party acknowledges and confirms that as at the date of this Partnership
Agreement it has obtained all necessary authorisations to enter into this
Partnership Agreement.

2.2 The Parties have agreed the terms of reference of:

2.2.1 the Integrated Care Partnership Board, acting as a committee in common
for all parties, as set out in Part 1 of Schedule 4 (Integrated Care
Partnership Board — Terms of Reference) (the "Integrated Care
Partnership Board TORs"); and

2.2.2 the Integrated Care Partnership Management Group, as set out in Part 2 of
Schedule 4, (Integrated Care Partnership Management Group— Terms of
Reference) (the "Integrated Care Partnership Management Group
TORs").

2.3 The Parties will agree the format of an Integrated Services Schedule — this will
be added to the Partnership Agreement when completed and approved by the
Integrated Care Partnership Board.

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 3
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3. PRINCIPLES
Partnership Principles

3.1 The Parties acknowledge and confirm that this Partnership Agreement is not
intended to create binding obligations compelling any Party to act otherwise
than as such Party determines in its sole discretion.

3.2 Subject to Clause 3.1, the Parties agree to work together at all times in
accordance with the Partnership Principles to collectively achieve the Integrated
Care Partnership Outcomes.

3.3 The Parties acknowledge and confirm that:

331 each Party shall be solely responsible for delivering its obligations strictly in
accordance with its own Commissioning Contracts;

3.3.2 each Party shall be responsible for delivering such obligations as are
identified as being its responsibility in the Integrated Services Schedule
(once confirmed by the Integrated Care Partnership Board); and

3.3.3 nothing in this Partnership Agreement shall be interpreted as an
assumption by any Party of obligations or liabilities arising under the other
Parties’ Commissioning Contracts, the Integrated Services Schedule or
otherwise (unless expressly agreed to the contrary in writing).

3.4 The Parties also recognise that engagement and consultation duties, relating to
any changes in clinical services, rest largely with the commissioners who will
lead on such changes.

Commissioning Principles

3.5 Whilst acknowledging (i) the sovereign nature of each Party; (ii) the application
of competition law (as relevant); and (iii) any applicable procurement
obligations, the Parties consider that patient benefits and national policy
stemming from the Five Year Forward View and the GP Forward View will be
optimised by commissioning services from the Integrated Care Partnership
where possible..

3.6 In due course (and forming part of the usual contracting round in the NHS), the
Parties intend that the relevant CCGs will hold contracts with the Parties which
will contain the Integrated Care Partnership Outcomes that are to be achieved
collectively by the Parties.

3.7 The Parties will seek to agree that Commissioning Contracts relevant to Clause

3.6 above:
3.7.1 are agreed in a manner consistent with this Partnership Agreement; and
3.7.2 recognise the collective interdependencies with respect to the performance

or non-performance of the Integrated Care Partnership Outcomes.

3.8 The Parties acknowledge that each Commissioning Contract details the
payments due directly from any CCG to the Parties individually.

3.9 In order to discharge its payment obligations under each of the Commissioning
Contracts, the relevant CCG shall be responsible for making payments to each
of the Parties in accordance with the relevant Commissioning Contract.

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 4

Overall Page 37 of 140



INTEGRATED CARE PARTNERSHIP GOVERNANCE
Integrated Care Partnership Board

4.1 The Parties have established the Integrated Care Partnership Board, which acts
as a committee in common of the Parties. The common governance
arrangements for the committee in common are outlined in Schedule 6. Where
any decision is outwith the delegated authority of the Integrated Care
Partnership Board, each of the Party’s board or governing body (as applicable)
will be required to approve such decision, and report this to the Integrated Care
Partnership Board prior to implementation. For the avoidance of doubt, nothing
in this Partnership Agreement shall create a joint committee of the Parties.

4.2 The Parties have each agreed that the Integrated Care Partnership Board
TORs shall apply in respect of the Integrated Care Partnership Board.

Integrated Care Partnership Management Group

4.3 The Parties have established the Integrated Care Partnership Management
Group.

4.4 The Integrated Care Partnership Management Group TORs shall apply in
respect of the Integrated Care Partnership Management Group although each
Party acknowledges and confirms that such Integrated Care Partnership
Management Group TORs are not intended to be contractually enforceable
between the Parties but rather to indicate intended behaviours and processes
of the Parties.

Admitting new members to the Integrated Care Partnership
4.5 Where a Party or Parties wish to admit a new member to be a provider under
this Partnership Agreement, such a proposal shall be considered at the next
Integrated Care Partnership Board meeting.

4.6 The relevant Party or Parties that wish to admit a new member shall serve a
written notice on the Integrated Care Partnership Board setting out the details

of:
4.6.1 the proposed new member (where known);
4.6.2 reasons and rationale for the proposed admission of a new member; and
4.6.3 the likely impact on the Integrated Care Partnership.

4.7 Following receipt of the notice referred to in Clause 4.6, the Integrated Care
Partnership Board shall then consider the proposal and decide what actions (if
any) need to be taken, in terms of varying this Partnership Agreement, for
example.

INTEGRATED PROVISION OF THE SERVICES
51 All Parties intend for the services which fall within the remit of the Integrated
Care Partnership to be provided in an integrated and patient-centred way by the
Parties.
5.2 Subject to the provisions of each relevant Commissioning Contract, the Parties
shall determine between themselves how they shall collaborate to achieve the

Integrated Care Partnership Outcomes, and shall record the manner of their
collaboration in the Integrated Services Schedule (once approved).

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 5
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5.3 In accordance with Clause 11, the Integrated Services Schedule (once
approved) may be varied by signed written agreement of the Parties and the
Parties agree to work on the basis that the latest agreed Integrated Services
Schedule (once approved) indicates how the Parties intend to work collectively.

6. GOVERNANCE

6.1 The Parties are individual organisations and each has their own individual
corporate and clinical governance arrangements. The Parties shall comply with
their own policies and procedures in the provision of the Integrated Care
Partnership Services.

6.2 Nothing in this Partnership Agreement shall absolve any of the Parties from
their obligations under each Commissioning Contract.

6.3 Without prejudice to the generality of Clause 6.2, where there are any Patient
Safety Incidents or Information Governance Breaches relating to the Integrated
Care Partnership Services, the Parties shall ensure that they each comply with
their Commissioning Contract(s) and work collectively and share all relevant
information to that Patient Safety Incident or Information Governance Breach
(or other similar issue) for the purposes of any investigations and/or remedial
plans to be put in place, as well as for the purposes of learning lessons in order
to avoid such Patient Safety Incident or Information Governance Breach in the
future.

7. TRANSPARENCY AND INFORMATION SHARING
Transparency

7.1 The Parties shall seek to operate in an open and transparent manner with each
other for the purposes of this Partnership Agreement, save for ensuring
compliance with competition law requirements.

7.2 The Parties will provide to each other all information that is reasonably required
in order to achieve the Integrated Care Partnership Outcomes and to design
and implement changes to the ways in which the Integrated Care Partnership
Services are delivered (and from where the Integrated Care Partnership
Services are delivered).

7.3 The Parties have obligations to comply with competition laws and each
acknowledges that it will comply with those obligations. The Parties will
therefore ensure that they share information, and in particular Competition
Sensitive Information, in such a way that is compliant with competition law.

7.4 The Parties shall ensure that the Integrated Care Partnership Board establishes
appropriate ethical walls between and within the Parties so as to ensure that
Competition Sensitive Information and Confidential Information are only
available to those Parties who need to see it for the purposes of this
Partnership Agreement and for no other purpose whatsoever.

Patient information sharing

7.5 The Parties acknowledge their respective obligations arising under the 1998 Act
and under the common law duty of confidentiality and shall assist each other as
necessary to enable each other to comply with these obligations.

7.6 Each Party shall procure that certain patient data for which it is Data Controller
shall be made available to other Parties in accordance with the information

sharing arrangements set out in Schedule 5 (Information Sharing
Arrangements).

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 6
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7.7 Each Party shall ensure that it does not share any patient identifiable data
under this Partnership Agreement otherwise than in accordance with the
arrangements set out in Schedule 5 (Information Sharing Arrangement).

7.8 Each Party agrees and understands that it retains responsibility for data for
which it is Data Controller.

8. INTELLECTUAL PROPERTY RIGHTS
Pre-existing IPR

8.1 Nothing in this Partnership Agreement or any activity undertaken that is
contemplated by this Partnership Agreement shall affect the ownership by any
Party of any Intellectual Property Rights held immediately prior to this
Partnership Agreement coming into effect (“Pre—existing IPR").

8.2 Each Party (the “Granting Party”) shall grant to the other Party a revocable,
royalty free, non-exclusive licence to use its Pre-Existing IPR for as long as the
Granting Party remains a Party under this Partnership Agreement solely to the
extent that this is necessary for the carrying out of the obligations in this
Partnership Agreement and for the collective delivery of the Integrated Care
Partnership Outcomes and the Integrated Care Partnership by the other
Parties.

IPR created in the course of the integrated working

8.3 Subject to Clause 8.2, any Intellectual Property Rights created individually by a
Party or jointly by more than one of the Parties in the course of the activities
contemplated by this Partnership Agreement during the term of this Partnership
Agreement (“Shared Intellectual Property Rights”) shall be jointly owned by
the Parties (as at the date of creation of the relevant Intellectual Property
Rights) unless otherwise agreed by the Integrated Care Partnership Board.

8.4 The Parties shall:
8.4.1 subject to Clause 8.4.3, not enter into any licence or other contract
exploiting or disposing of the Shared Intellectual Property Rights without
the agreement of all of the Parties;

8.4.2 share any receipts produced by such exploitation with the Parties from time
to time in the same proportions as may be agreed by the Parties; and

8.4.3 grant to each of the Parties at the time of creation of the relevant Shared
Intellectual Property Rights a non-exclusive, perpetual, non-terminable,

royalty free, licence to use the Shared Intellectual Property Rights for the
purposes of providing NHS services.

9. CONFIDENTIALITY AND ANNOUNCEMENTS
Confidentiality
9.1 Each Party agrees:
9.1.1 to use a disclosing Party's Confidential Information only in connection with
the receiving Party’'s performance of this Partnership Agreement,

particularly in relation to commercially sensitive information;

9.1.2 not to disclose a disclosing Party’s Confidential Information to any third
party or to use it to the detriment of the disclosing Party;

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 7
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10.

9.1.3 to maintain the confidentiality of a disclosing Party’'s Confidential
Information; and

9.1.4 to return it immediately on receipt of written demand from the disclosing
Party.

9.2 The obligations in Clause 9.1 will not apply to any Confidential Information which:

9.2.1 the receiving Party is required to disclose to comply with law, or is required
to disclose by any court or other authority of competent jurisdiction or any
governmental or other regulatory authority;

9.2.2 is in or comes into the public domain other than by breach of this
Partnership Agreement;

9.2.3 the receiving Party can show by its records was in its possession before it
received it from the disclosing Party; or

9.24 the receiving Party can prove it obtained or was able to obtain from a
source other than the disclosing Party without breaching any obligation of
confidence.

9.3 The Parties acknowledge that the some of the Parties are subject to the provisions of
the Freedom of Information Act 2000 ("FOIA™) and will facilitate such Parties'
compliance with their information disclosure requirements and FOIA in connection
with this Partnership Agreement.

Announcements

9.4 No Party shall make any public announcement about the matters set out in this
Partnership Agreement without the written agreement (which will be accepted by
email correspondence) of all of the Parties.

Branding

9.5 As soon as reasonably practicable after the date of this Partnership Agreement, the
Parties shall agree on the branding to be used by the Integrated Care Partnership, as
set out in Schedule 4.

Indemnity Arrangements

9.6 Each Party agrees to ensure that it shall, at all times, have in place adequate
Indemnity Arrangements (as defined in the NHS England standard contract General
Conditions) for the purposes of its own service delivery that it is providing at any
relevant time, and shall provide details of the same to the other Parties upon
reasonable written request.

EXIT PLAN
10.1 The Parties shall produce and maintain an exit plan ("Exit Plan") setting out:

10.1.2 the likely impact on the Integrated Care Partnership should a Party's
involvement in this Partnership Agreement be terminated;

10.1.2 the steps that the remaining Parties shall take in respect of any equipment,
IT systems or premises that has been jointly used by the Parties for the
purposes of providing the Integrated Care Partnership;

10.1.3 the steps that the remaining Parties must take to mitigate any detrimental
impact upon patients receiving the Integrated Care Partnership Services
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should a Party's involvement in this Partnership Agreement be terminated,
including transitional governance arrangements; and

10.1.4 the steps that the Parties must take in relation to the following matters:

(a) any third party contracts entered into by the Parties specifically in
connection with the Integrated Care Partnership; and

(b) staff employed or engaged by the Parties strictly in connection with
the Integrated Care Partnership.

10.2 The Exit Plan shall be reviewed periodically by the Integrated Care Partnership
Board and any changes must be agreed by the Parties.

10.3 Upon the termination of a Party's involvement in this Partnership Agreement,
such Party and each remaining Party shall comply with their respective
obligations under the Exit Plan.

11. VARIATION

11.1 A variation to this Partnership Agreement shall only be effective if it is in writing
and signed by all of the Parties.

HP ACP Partnership Agreement — draft 6 — 6 September 2017 Page 9
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SCHEDULE 1 - Definitions and Interpretation

11 In this Partnership Agreement unless the context otherwise requires the following words and
expressions shall have the following meanings:

1998 Act means the Data Protection Act 1998;

Integrated Care Partnership | means the collective of the Parties;

Integrated Care Partnership | the Hammersmith and Fulham Health and Care Partnership
Board (HFHCP) Integrated Care Partnership Board established in
accordance with the provisions of Clause xx (Integrated Care
Partnership Governance) and subject to the Integrated Care
Partnership Board TORs;

Integrated Care Partnership | has the meaning set out in Clause 2.2.1;
Board TORs

Integrated Care Partnership | means the Integrated Care Partnership Management Group
Management Group established in accordance with the provisions of Schedule 7
(Integrated Care Partnership Governance) and subject to the
Integrated Care Partnership Management Group TORS;

Integrated Care Partnership | the outcomes specified in each of the specifications of the
Outcomes contracts;

Integrated Care Partnership | the services described in the Commissioning Contracts and
Services referenced as the Integrated Care Partnership services as well
as the services detailed in the Integrated Services Schedule
(once agreed) as amended from time to time;

Commissioning Contract means a contract for the provision of services entered into by a
Party with a NHS Clinical Commissioning Group Party;

Competition Sensitive means such information (not being in the public domain,
Information generic or sufficiently aggregated) that, if shared between
some or all of the Parties might constitute a breach of an of the
Parties’ competition law obligations;

Confidential Information means all information which is confidential or otherwise not
publically available (in both cases in its entirety or in part)
including commercial, financial, marketing or technical
information, know-how, trade secrets or business methods, in
all cases whether disclosed orally or in writing before or after
the date of this Partnership Agreement;

Data Controller has the meaning set out in the 1998 Act;

Exit Plan has the meaning set out in Clause 10;

Integrated Services a schedule developed by the Parties setting out the specific
Schedule arrangements between them as to which Party provides which

aspect of the Integrated Care Partnership Services which is
incorporated, as amended from time to time, into this
Partnership Agreement once agreed.
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Intellectual Property Rights inventions, copyright, patents, database right, trademarks,
designs and confidential know-how and any similar rights
anywhere in the world whether registered or not, including
applications and the right to apply for any such rights;

Month means a calendar month and "Monthly" shall be interpreted
accordingly;

Party has the meaning set out in Schedule 2 (Parties);

Patient Safety Incident has the meaning set out in the NHS Standard Contract as

amended from time to time;

Partnership Agreement means this agreement including its Schedules;

Partnership Principles means the principles set out in Schedule 4 (Partnership
Principles);

Party and Parties has the meaning set out in Schedule 2 (Parties);

1.2 A reference to any Party shall include that Party's successors and permitted assigns.

1.3 A reference to a statute or statutory provision is a reference to it as amended, extended or
re-enacted from time to time.

1.4 A reference to a statute or statutory provision shall include all subordinate legislation made
from time to time under that statute or statutory provision.

15 References to Clauses and Schedules are to the Clauses and Schedules of this Partnership
Agreement.

1.6 Any words following the terms including, include, in particular, for example or any similar
expression shall be construed as illustrative and shall not limit the sense of the words,
description, definition, phrase or term preceding those terms.
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SCHEDULE 2 - Parties

# Party

Signed for and on behalf of the Party

Chelsea and Westminster Hospital
NHS Foundation Trust

Central London Community Healthcare
NHS Trust

3 H&F GP Federation

Imperial College Healthcare NHS Trust

S West London Mental Health NHS Trust

Parties 1 to 5 are collectively "the Parties".
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SCHEDULE 3 (1) — Integrated Care Partnership Board Terms of Reference

HAMMERSMITH & FULHAM HEALTH & CARE PARTNERS
Integrated Care Partnership BOARD
TERMS OF REFERENCE

Role

The role of the Integrated Care Partnership Board is to ensure the engagement, alignment
and shared decision making of all participant organisations in the Integrated Care
Partnership and to oversee the programme of work to deliver the Integrated Care
Partnership, as set out in the Memorandum of Understanding (“MOU”) in place between
Imperial College Healthcare NHS Trust (“ICHT”), Chelsea & Westminster Hospitals NHS
Foundation Trust (“C&W”),the Hammersmith & Fulham GP Federation (‘HFGPFED") and
West London Mental Health NHS Trust (“WLMHT") signed on 28 June 2016 and which
Central London Community Healthcare NHS Trust did not sign at the time but which it wishes
to implement in accordance with the terms of this Partnership Agreement.

1. Membership

1.1. The Integrated Care Partnership Board will be made up of sovereign board
committees or executives delegated from each Party - membership of which is to
consist of Chief Executive, one senior clinical lead and one Programme Director:

1.2. The Integrated Care Partnership Board may request attendance of other officers from
partner organisations and/or other individuals to attend all or any part of its meetings
as the agenda requires.

1.3. Two lay members will be standing attendees of the Integrated Care Partnership
Board to ensure a patient-centric approach is adopted by the Integrated Care
Partnership and to hold providers to account for their commitment to co-design but
shall have no voting rights.

1.4. The Clinical Chair of the HFGPFED will act as chair for administrative and meeting
management purposes at Board meetings and shall nominate a Chief Executive
colleague of one of the Parties to deputise in his absence.

2. Secretary

2.1. ICHT's Integrated Care Programme Director will coordinate the overall common
administrative arrangement for the Integrated Care Partnership Board. Member
organisations will rotate administration and minuting of the meetings.

3. Quorum

3.1. Given the Integrated Care Partnership Board’s status as a committee in common, no
formal quorum is necessary for the transaction of business. However, to ensure
appropriate engagement and validity of decision making each member organisation is
intended to be represented. The quorum of each member’s individual committee will
be decided by that organisation.

4, Frequency of meetings and attendance requirements
4.1. The Integrated Care Partnership Board will meet monthly;
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4.2. Members should aim to attend all scheduled meetings.

5. Duties

Whilst fully acknowledging (i) the committee in common structure, (ii) that the
Integrated Care Partnership Board is not a joint contractual decision making forum;
(iif) the sovereignty and ultimate accountability of each Party; and (iv) each Party’s
obligations in relation to competition and procurement law, the Integrated Care
Partnership Board is intended to carry out the following duties for the Parties:

5.1. obtain assurance that high quality care is being delivered across Integrated Care
Partnership Services;

5.2.  scrutinise and approve proposals from the Management Group (described in the
governance structure below) for wider dissemination and/or cascading through
member organisations;

5.3.  make decisions about joint investments;

5.4. obtain assurance that robust governance structures, systems and processes
(including those for clinical risk management and service user safety) are in place
across all member organisations;

55. agree key messages to be communicated to shared stakeholders e.g.
commissioners, other providers, staff, the public, local politicians;

5.6. consider how the Integrated Care Partnership responds to any relevant tender
processes for service in Hammersmith and Fulham, and beyond;

5.7. share member organisations’ key strategic intentions that may impact on Integrated
Care Partnership development or delivery of other initiatives relating to the Whole
Systems/Integrated Care agenda;

5.8. facilitate appropriate sharing of data between member organisations;

5.9. provide a forum for broader strategic discussion; and

5.10. enable onward referral of appropriate issues to partner organisations’ relevant
committees (including the operational and management committees) for further
review or action.

6. Reporting responsibilities

6.1. The Integrated Care Partnership Board will report into the Board of each of the
partner organisations, and provide reports to relevant executive committees as
appropriate.

6.2. It will receive reports from the Management Group, focusing on technical and
enabling aspects and co-design of care pathways.
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SCHEDULE 3 (2) — Integrated Care Partnership Management Group Terms of Reference

HAMMERSMITH AND FULHAM HEALTH & CARE PARTNERSHIP
Integrated Care Partnership MANAGEMENT GROUP
TERMS OF REFERENCE

Role
The role of the Integrated Care Partnership Management Group is to oversee the
development of technical capabilities within the Integrated Care Partnership that will enable
the delivery of the new care models designed within the new care model steering groups.
This will require working in a matrix structure working with the clinical model driving the
operating model. This will include capabilities in:

e Governance (both clinical and corporate)
Technology and information governance
People and culture
Finance & contracts
Outcomes and metrics
Communications and engagement

1. Membership

1.1. The Integrated Care Partnership Management Group will be made up of Directors or
Deputies from each Party with expertise in technical work areas stated above and
also a citizen representative.

1.2. The Integrated Care Partnership Management Group may request other officers from
local provider organisations and/or other individuals to attend all or any part of its
meetings as the agenda requires.

1.3.  The Chief Executive from the Hammersmith & Fulham GP Federation (“HFGPFED”)
will chair Integrated Care Partnership Management Group meetings and the agenda
will be set by programme leads across the partnership.

2. Secretary
2.1. The jointly appointed Integrated Care Partnership Programme Manager will act as the
secretary to the Integrated Care Partnership Management Group.

3. Quorum
3.1. The quorum necessary for the transaction of business shall be one Director level
member from each Party.

4. Frequency of meetings and attendance requirements

4.1. The Integrated Care Partnership Management Group will meet every month.

4.2. Members should aim to attend all scheduled meetings but where this is not possible
are asked to nominate an appropriate deputy.
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5.1.

5.2.

6.1.

Objectives

The Integrated Care Partnership Management Group will adopt the principles of co-
design laid out in the MOU between Imperial College Healthcare NHS Trust (“ICHT"),
Chelsea & Westminster Hospitals NHS Foundation Trust (“C&W”), West London
Mental Health NHS Trust (“WLMHT"), and HFGPFED. Objectives will be reviewed in
real time as commissioning intentions are communicated to providers. Current
objectives of the Integrated Care Partnership Management Group are to:

5.1.1. Ensure commitment to working together for the improvement of health and
wellbeing for the population of Hammersmith and Fulham, including
embedded engagement with service users and the voluntary sector, and to
extracting maximum value from public spend on health;

5.1.2. Drive cultural change towards the management of population health and
wellbeing;

5.1.3. Ensure open and regular communication, early raising of risks and issues
and a shared commitment to their resolution wherever possible;

5.1.4. Ensure transparent sharing of data, where this does not represent a

commercial conflict.
The Integrated Care Partnership Management Group has been delegated the
following objectives from the Integrated Care Partnership Board:

5.2.1. To direct and oversee the work of the care model project groups and
technical enabler working groups to ensure joined up matrix working;

5.2.2. To provide advice to the Integrated Care Partnership Board as requested,
for example in terms of options appraisals to support their decision making;

5.2.3. To ensure that processes put in place enable the partnership to operate
effectively;

5.2.4. To ensure organisational readiness for the transition to accountable care in

North West London, which could include use of capitated budgets, alliance
or joint venture arrangements and outcomes based contracting;

5.2.5. To undertake analysis and identify opportunities to realise benefits from
partnership working;
5.2.6. To ensure that appropriate financial and risk management controls are in

place to manage services under the remit of the partnership and to manage
project work within the partnership;

5.2.7. To support compilation and assess business cases for the partnership,
reporting into the Integrated Care Partnership Board for a final decision;
and

5.2.8. To protect the duty of confidentiality and commercial sensitivity for

sovereign bodies & patients.

Reporting responsibilities

The Integrated Care Partnership Management Group will report into the Integrated
Care Partnership Board. It will receive reports from task and finish groups which it
will use to deliver specific piece of work as required to meet the objectives of the

group.
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SCHEDULE 4 - Partnership Principles

[The Partners agree to adopt the following principles (the “Partnership Principles”):

A core group of health and care organisations working in Hammersmith and Fulham have come
together to work in partnership with local patients and residents to develop a radically better way
of providing care.

There is a growing consensus that we need to change from being reactive and crisis-driven to
being proactive, health and well-being focused. Patients need to feel that their care is joined-up,
consistent and high quality, regardless of the provider.

e Our care will be integrated and seamless with the whole of health and care system working
as one partnership organisation across a population

« Savings will be reinvested in services where they are most needed
e Focus on preventing a more serious intervention later and hospital admission

« Pooled budgets and shared benefits/risks is a fundamental change and ensures everyone
is working together

« The partnership is driven by the needs of patients and local people — not commissioners
or providers

*  We will make care simpler

To be practical and flexible, we want to start small (43,000 population across three merged GP
practices) and open up to whole borough, and potentially beyond

Branding

Until such a time that a definitive name and logo has been approved, the Integrated Care Partnership
will use the NHS logo followed by a list of all partners.
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SCHEDULE 5 - Information Sharing Arrangements

All Parties are signed up to the NWL Information Sharing Protocol (see Appendix 1 to this
Schedule). For the initial Integrated Care Partnership Services, each Party will use its own
systems for reporting operational activity. Initially, staff requiring access to these systems
will have contracts with the respective Parties. The GP Federation does not have access to
patient identifiable information.

The NWL Care Information Exchange (CIE) pilot will confirm the information sharing
requirements for the strategic solution and it is envisaged that the GP Federation (EMIS
Web) ISA will form the basis for this development.

Parties have SIRO and Caldicott Guardians and the Parties will address incidents together,
but carry their own risks. Each Party will be responsible for reporting incidents, as
appropriate, through the 1G Toolkit incident reporting tool and will keep other Parties
informed of on-going investigations and outcomes.

The Partner Organisations recognise that where Personal Confidential Data is shared
because it is necessary for Direct Care, the patient's consent may usually be implied,
providing a legal basis for such sharing as set out in the North West London Information
Sharing Protocol.
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Appendix 1 to Schedule 5

NWL Information Sharing Protocol

NORTH WEST LONDON

INFORMATION SHARING PROTOCOL

(3] The purpose of this Protocol is to facilitate the secure sharing of information amongst
key public sector, private and voluntary organisations in North West London Clinical
Commissioning Groups to support the provision of effective and efficient health and
social care services to the populations of the local area.

(G) This Protocol sets out general principles, standards and governance agreed between
the identified Partner Organisations to provide a secure framework for the sharing of
information between the Partner Organisations within which they can all operate.

(H) By signing this document, each Partner Organisation undertakes to implement and
adhere to the principles, standards and governance set out in this Protocol, reassuring
the other Partner Organisations that patient information will be used and managed only
in agreed and appropriate ways.

() This Protocol will be underpinned by service specific Information Sharing Agreements
between the Partner Organisations that are designed to meet the specific requirements
for the sharing of specific information for specific purposes using specific systems.

J) This Protocol will be extended to include other organisations working in partnership to
deliver services in North West London. Organisations that enter an approved specific

Information Sharing Agreement will automatically become a Partner Organisation and a
sighatory to this Protocol.

12. PARTIES TO THIS PROTOCOL

We the undersigned agree that each organisation that we represent will adopt and adhere to the
principles, standards and governance set out in this Protocol, and are prepared to sign Information
Sharing Agreements for the sharing of specific information for specific purposes, using specific
systems:

(Please see next page and the list of Partner Organisations in Appendix 2)
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Agency Name

Address

Contact Details

Authorised Signatory-

Agency Name

Address

Contact Details

Authorised Signatory-

Agency Name

Address

Responsible Manager
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Authorised Signatory-

Agency Name

Address

Contact Details

Authorised Signatory-

Agency Name

Address

Contact Details

Authorised Signatory-

Agency Name

Address
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Contact Details

Authorised Signatory-

Agency Name

Address

Contact Details

Authorised Signatory-

Agency Name

Address

Contact Details

Authorised Signatory-

This page must be completed by the Caldicott Guardian:
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Organisation Name

Address

Contact Details

Organisation Name

Address

Contact Details

Authorised Signatory-
Caldicott Guardian for
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Each of the above listed organisations shall be a Partner and together they shall be the Partner
Organisations.

13. OVERARCHING PRINCIPLES

13.1 The Partner Organisations recognise that many services cannot be effectively
delivered without the exchange of Personal Confidential Data across key public
sector, private and voluntary organisations. This Protocol sets out the principles by
which the Partner Organisations agree to exchange information, in a manner which is
compliant with their legal responsibilities. The Partner Organisations will ensure the
accurate, timely, secure and confidential sharing of information where such
information sharing is essential for the provision of health and social care to the local
population in North West London.

13.2 Each Partner Organisation is responsible for ensuring that robust technical and
organisational measures and information governance arrangements are in place to
protect the security and integrity of information to ensure a trusted sharing
environment.

13.3 Information shared pursuant to this Protocol may not be shared with any other
organisation not a signatory to this Protocol without the prior consent of the relevant
Partner Organisation and/or patient/client.

13.4 The Partner Organisations recognise that there must be a legal basis for any sharing
of Personal Confidential Data.

13.5 The Partner Organisations recognise that where Personal Confidential Data is shared
because it is necessary for Direct Care, the patient's consent may usually be implied,
providing a legal basis for such sharing.

13.6  The specific purpose for use and sharing information will be defined in the Information
Sharing Agreements, however the following principles should form the basis of such
Information Sharing Agreements relevant to its type:

13.6.1 Provided any disclosure is in accordance with this Protocol, Partner
Organisations should share Personal Confidential Data when it is needed
for the safe and effective care of an individual.

13.6.2 Where Personal Confidential Data is shared for Indirect Care, consent may
not be implied. The Partner Organisations agree to anonymise such data
before sharing where possible. Any Personal Confidential Data should only
be shared for Indirect Care if:

(@) the Data Subject has given consent;

(b) the data sharing is required by law;

(c) the recipient has approval to receive it under Regulation 5 of the
Health Service (Control of Patient Information) Regulations 2002

(otherwise known as Section 251 support).

13.7 The Partner Organisations agree to respect an individual's right to object to the
sharing of Personal Confidential Data about them.

14. KEY LEGISLATION AND GUIDANCE
14.1 The Partner Organisations are subject to a variety of legal obligations, and statutory

and other guidance in relation to the sharing and disclosure of information, including
(without limitation):
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15.

141.1 Data Protection Act 1998

14.1.2 Human Rights Act 1998

14.1.3 Common Law Duty of Confidence

14.1.4 Caldicott Principles

14.1.5 ICO Data Sharing Code of Practice

14.1.6 Confidentiality: NHS Code of Practice

14.1.7 HSCIC: A guide to confidentiality in health and social care

14.1.8 NHS England Information Governance and Risk Stratification: Advice and
Options for CCGs and GPs

14.1.9 Department of Health: Information Security: NHS Code of Practice
This is not an exhaustive list and other legislation applies in specific circumstances.

14.2 Each Partner Organisation must have documented policies and procedures to ensure
compliance with the national requirements for data protection, information security
and confidentiality and committed to ensuring that any information is shared in
accordance with its legal, statutory and common law duties, and, that it meets the
requirements of any additional guidance.

As part of each Information Sharing Agreement each Partner Organisation shall specify how it
meets its legal obligations and the legal basis under which information can be shared.

INFORMATION GOVERNANCE REQUIREMENTS

15.1 Subject to clause 15.3, each Partner Organisation is required to comply with the then
current NHS Information Governance Toolkit as appropriate to its organisation type
and adhere to robust information governance management and accountability
arrangements, including effective security event reporting and management.

15.2 Subject to clause 15.3, each Partner Organisation must comply with the IGT
assessment, reporting and audit requirements relevant to its organisation type. Each
Partner Organisation will provide evidence of compliance to the Governing Group or
the other Partner Organisations on written request.

15.3 Any Partner Organisation which is a non-NHS organisation and unable to comply with
the IGT must obtain prior written approval from the Governing Group to adopt an
alternative, but equivalent standard to the IGT for NHS organisations. For the
avoidance of doubt, the Governing Group reserves the right to reject/amend any
proposed standard at its sole discretion.

15.4 Each Partner Organisation must ensure and maintain its registration with the
Information Commissioner under the Data Protection Act 1998.

15.5 In the event of a Security Incident, the responsible Partner Organisation should
immediately inform the Governing Group and all other affected Partner Organisations
(usually the disclosing Partner Organisation(s)) with as many details as known at that
time and regularly update the relevant Partner Organisations and Governing Group
thereafter, including any subsequent investigation report or remedial actions. Any
affected Partner Organisation will then pass on the information in accordance with
incident reporting procedures within their own organisation if appropriate.

15.6 If any Partner Organisation cannot or may not be able to comply with the
requirements in this Clause, the partner should inform the Governing Group
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immediately. The Governing Group will undertake an urgent review and has the
discretion to authorise derogation from or amendment to the requirements of this
clause, on such terms as the Governing Group considers to be appropriate, as long
as the derogation or amendment is lawful.

16. PERSONAL CONFIDENTIAL DATA: COMMUNICATION AND CONSENT
Communication
16.1 Each Partner Organisation must:

16.1.1 Effectively inform patients about the ways the information they have
provided may be used, who it may be shared with, what will be shared and
for what purpose;

16.1.2 effectively inform patients that they have the right to opt out of sharing their
information or select/restrict which elements of their information may or
may not be shared and that any consent can be changed in the future;

16.1.3 effectively inform patients of the implications for the provision of care or
treatment, such as the potential risks involved if their full record is not made
available to health professionals involved in their Direct Care; and

16.1.4 ensure fair processing notices are always in place.

16.2 Any Partner Organisation which does not have the ability to mark part of a record as
private, must notify the Governing Group and inform the patient that they must decide
whether all or none of their record should be shared.

16.3 Each Partner Organisation must ensure that technical and organisational measures
are in place to obtain and record consent from patients and allow patients to select
which elements of their information may not be shared. These measures must also
allow for the patient to withdraw consent and include a process for ceasing processing
of such information immediately and give notice to affected Partner Organisations.

16.4 Each Partner Organisation should employ a variety of channels to communicate with
its patients regarding information sharing, such as information leaflets, posters, at the
point of care, during the patient registration process or when referring into other
services.

Consent

16.5 Patient consent must be obtained in line with NHS guidance then in force. Consent
can be Explicit Consent or Implied Consent. Each Partner Organisation recognises
that different consent arrangements are needed in respect of sharing information for
Direct Care and Indirect Care purposes.

16.6 Obtaining Explicit Consent for information sharing is best practice and ideally should
be obtained when the patient first accesses the service.

16.7 Partner Organisations must make arrangements for the systematic obtaining of
consent.

16.8 Consent must be informed. Each Partner Organisation must ensure that the patient
has the capacity to give consent and if not, follow the relevant guidance to obtain the
appropriate consent.

16.9 Each Partner Organisation must ensure that technical and organisational measures

are in place to obtain and record consent from patients and allow patients to select
which elements of their information may not be shared. These measures must also
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17.

18.

allow for the patient to withdraw consent and include a process for ceasing processing
of such information immediately and give notice to affected Partner Organisations.

16.10 Each Partner Organisation will, as a matter of good practice, seek fresh consent if
there are significant changes in the circumstances of the individual or the work being
undertaken with them.

16.11 Each Partner Organisation must ensure that where required, consent is recorded and
a full audit trail retained of who obtained consent.

16.12 Partner Organisations have authority to seek consent only on behalf of their own
organisation.

DECIDING WHETHER TO SHARE PERSONAL CONFIDENTIAL DATA

17.1 Partner Organisations will follow the decision tree at Appendix 4, adapted from the
guidance given by the HSCIC in its Guide to confidentiality in health and social care.

17.2 Information relating to a deceased person is not subject to the Data Protection Act
1998, however careful consideration should be given and further advice sought before
any such information is released. Duties of confidence still apply.

17.3 If a Partner Organisation decides not to disclose some or all of the Personal
Confidential Data, the requesting Partner Organisation must be informed why in so far
is as permitted by law. For example, if the Partner Organisation is relying on an
exemption or on the inability to obtain consent from the patient.

SYSTEM SUPPLIER STANDARDS

18.1 Each system operated by any Partner Organisation for sharing clinical information
should have NHS Interoperability Toolkit accreditation, thus assuring its system
specifications and standards meet the agreed interoperability standards for the NHS.
Partner Organisations that operate such systems will provide evidence of compliance
to the Governing Group or other Partner Organisations on written request.

18.2 Any proposed non-compliance must be explained, documented and agreed in
advance by the Governing Group.

18.3 If any Partner Organisation cannot or may not be able to comply with the
requirements in this Clause, the partner should inform the Governing Group
immediately. The Governing Group will undertake a review and may in its discretion
authorise derogation from the above requirements subject to such conditions as it
deems appropriate.

18.4  All partner organisations’ systems under this Protocol must have user authentication
mechanisms to ensure that all instances of access are auditable against an individual,
including the following information:

18.4.1 Job role and name of staff member accessing the system;
18.4.2 Organisation name;
18.4.3 What actions were performed; and

18.4.4 The date and time the information was viewed.

18.5 The systems and technical measures used by each Partner Organisation for the
sharing of Direct Care and Indirect Care must be specified in any Information Sharing
Agreement.
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19.

20.

KEY CONTACTS

19.1

19.2

19.3

Each Partner Organisation will nominate a person as a key contact to deal with
queries and requests for information under this Protocol. This person shall also
represent the Partner Organisation in the Governing Group. It is advisable that such
appointed contact shall usually be the Partner's Caldicott Guardian or data protection
officer or equivalent.

A Partner Organisation may change its appointed contact at any time on written notice
to all Partner Organisations.

The key contact for each Partner Organisation will ensure dissemination of this
Protocol in line with each Partner Organisation’s internal arrangements for the
distribution of policies, procedures and guidelines and monitor the implementation and
compliance of this Protocol within their own Partner Organisation.

GOVERNING GROUP

20.1

20.2

20.3

20.4
20.5

The purpose of the Governing Group is to oversee, support and maintain the secure
sharing of information under this Protocol.

Each Partner Organisation will have a representative on the Governing Group which
in accordance with clause 19 will be each Partner Organisation's key contact under
this Protocol.

Patient representation on the Governing Group will be nominated by Partner
Organisations

The Governing Group will meet at least annually.

The Governing Group shall have the following powers and responsibilities:

20.5.1 to approve ISAs and additional Partner Organisations to this agreement;
20.5.2 to administer membership of this Protocol

20.5.3 to determine whether a Partner Organisation should cease to be a party to
this Protocol for a specific period of time or permanently for non-
compliance;

20.5.4 to determine whether a Partner Organisation may derogate from or amend
any requirement under this Protocol;

20.5.5 to maintain an information conduit between the Partner Organisations;

20.5.6 to maintain a channel of liaison with pan-London personal information
sharing initiatives and relevant NHS and local authority national initiatives;

20.5.7 to investigate breaches of the Protocol and require Partner Organisations
to take remedial actions;

20.5.8 to monitor each Partner Organisation’s compliance with this Protocol or any
ISA The Governing Group may request evidence of compliance with this
Protocol on written request to any Partner Organisation;

20.5.9 to approve common patient communication materials; and

20.5.10 to develop, review and maintain the Protocol to ensure that it reflects any

legal and statutory obligations and any other related best practice guidance
in relation to information governance.
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21.

22.

23.

24,

20.6

20.7

20.8

The Governance Group may regulate its own procedure subject to the provisions of
this Information Sharing Protocol.

It is noted that there may be specific information sharing protocols already in place
between some Partner Organisations, which must be taken into consideration.

In accordance with clause 19, any Partner Organisation wishing to amend the details
of its representative must notify, in writing, the Governing Group, providing details of
the newly appointed representative as soon as is practicably possible.

DATA RETENTION STANDARDS

21.1

21.2

Each Partner Organisation must have a written policy for the retention and disposal of
information in accordance with NHS Best Practice guidance.

No Partner Organisation should retain information for longer than is necessary to
achieve the objectives for which the information was obtained.

ASSURANCE

22.1

22.2

22.3

STAFF

23.1

23.2

23.3

23.4

Each Partner Organisation must, so far as possible, ensure the accuracy of the
information (correct, complete and up-to-date) which it is sharing under this Protocol
and must have in place appropriate systems to update any information if subsequently
discovered to be inaccurate.

If a Partner Organisation is aware of a material inaccuracy or omission in information
that it shares under an Information Sharing Agreement, the Partner Organisation must
inform the recipient of that inaccuracy or omission.

Where possible, the NHS number must be used as the unique patient identifier and
systems used by the Partner Organisations should connect to the Connecting for
Health Personal Demographic Service to ensure the NHS numbers are accurate and
demographic data synchronised.

Each Partner Organisation is responsible for ensuring that access to shared
information is documented and restricted to those staff who have a legitimate and
appropriately approved reason to access it and those staff who are properly trained to
discharge any relevant obligations in accordance with this Protocol.

Each Partner Organisation shall provide staff with training on the principles and legal
requirements for information sharing and the appropriate tools to enable them to
comply with the obligations under this Protocol.

Each Partner Organisation shall ensure that shared information can only be accessed
via username and password.

Each Partner Organisation shall make it a condition of employment that all
employees, agents or contractors will abide by the rules and policies of that Partner
Organisation in relation to information governance. This condition should be written
into employment and other contracts and each Partner Organisation shall make staff
aware that any failure to comply with the requirements outlined in this Protocol is likely
to be subject to disciplinary action.

SUBJECT ACCESS AND COMPLAINTS

24.1

Each Partner Organisation is responsible for putting into place effective procedures to
address complaints about data sharing and subject access requests relating directly
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25.

26.

to this Protocol. Information about these procedures should be made available to
patients.

24.2 Each Partner Organisation must have a designated Data Protection Officer or
Information Governance Manager who is responsible for subject access requests and
complaints.

24.3  Subject access requests from third parties for data available to organisations under
this Protocol are to be directed promptly to the Data Protection Officer or Information
Governance Manager of the relevant Partner Organisation.

24.4  Any complaints about data sharing relating directly to this Protocol should be directed
promptly to the Data Protection Officer or Information Governance Manager of the
relevant Partner Organisation.

FREEDOM OF INFORMATION

25.1 The Partner Organisations recognise that public bodies are subject to the
requirements of the Freedom of Information Act 2000 ("FOIA") and the Environmental
Information Regulations ("EIR"). Any such requests relating to information governed
by this Protocol should be directed promptly to the Data Protection Officer or
Information Governance Manager of the relevant Partner Organisation.

25.2  The Partner Organisations shall notify the Governing Group of any such request and
assist and co-operate with the Governing Group to enable compliance with any
obligations under the FOIA and the EIR.

AUDIT

26.1 Each Partner Organisation accepts responsibility for independently or jointly auditing
its own compliance with this Protocol and any Information Sharing Agreements in
which it is involved on a regular basis (at least annually).

26.2 Each Partner Organisation is required to keep and maintain records of all requests for
information sharing received and track the flow of Personal Confidential Data.

26.3  This Protocol will be formally reviewed annually by the Governing Group, unless in the
Governing Body's opinion new or revised legislation or national guidance necessitates
an earlier review.

26.4  Following each review the Governing Group will confirm whether this Protocol remains
fit for purpose, or whether to recommend amendments to the Partner Organisations.
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APPENDIX 4 - GLOSSARY

In this Protocol unless the context otherwise requires the following words and expressions
shall have the following meanings:

"Anonymised Data"

"Data Controller"

"Direct Care"

"Explicit Consent

"Implied Consent"

"Indirect Care"

"Information Sharing
Agreement(s)"

"NHS Information
Governance Toolkit"
"GT"

"Partner"

"Partner
Organisations"

"Personal

HP ACP Partnership Agreement — draft 6 — 6 September 2017

means data in a form where the identity of the individual cannot
be recognised i.e. when:

e Reference to any data item that could lead to an individual
being identified has been removed;

e The data cannot be combined with any data sources held
by a Partner with access to it to produce personal
identifiable data;

A company, organisation or person who decides what data is
collected, the purposes for which it is used and how that data
is handled;

means clinical, social or public health activity concerned with
the prevention, investigation and treatment of illness and the
alleviation of suffering of individuals (all activities that directly
contribute to the diagnosis, care and treatment of an
individual);

means articulated patient agreement which gives a clear and
voluntary indication of preference or choice, usually given orally
or in writing and freely given in circumstances where the
available options and the consequences have been made
clear, and in relation to data sharing, the consent covers the
specific details of processing; the data to be processed; and
the purpose for processing;

means patient agreement that has been signalled by behaviour
of an informed patient;

means activities that contribute to the overall provision of
services to a population as a whole or a group of patients with
a particular condition, but which fall outside the scope of direct
care. It covers health services management, preventative
medicine, and medical research;

means the agreement to be entered into between Partner
Organisations prior to sharing information that is designed to
meet the specific requirements for the sharing of specific
information for specific purposes using specific systems and
based on the attached template in Appendix 3;

means the set of information governance requirements
produced by the Department of Health and now hosted by the
Health and Social Care Information Centre. It is a tool with
which health and social care organisations can assess their
compliance with current legislation and national guidance;

means the organisation(s) party to this Protocol, or
automatically added as a signatory to this Protocol by way of
entering an approved specific Information Sharing Agreement;

means personal information about identified or identifiable
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Confidential Data" individuals, which should be kept private or secret. For the
purposes of this Protocol ‘personal’ includes the definition of
'Personal Data’, but it is adapted to include dead as well as
living people. ‘Confidential’ includes both information ‘given in
confidence’ and ‘that which is owed a duty of confidence’ and is
adapted to include ‘Sensitive Personal Data’ as defined in this
Protocol;

"Personal Data" has the meaning given to it in the Data Protection Act 1998,
namely:

data which relate to a living individual who can be identified:
@) from those data; or

(b) from those data and other information which is in the
possession of, or is likely to come into the possession
of, the Data Controller,

and includes any expression of opinion about the individual and
any indication of the intentions of the Data Controller or any
other person in respect of the individual.

Typical examples of this type of data could include a Name,
Address, Full Postcode, Date-of-Birth, Email Address, and
Telephone Number or a photograph or CCTV image. A unique
number such as an employee number or NHS number could be
considered as personal data if the organisation holds the
identifying data relating to the unique identifier;

"Security Incident" means an actual, suspected or threatened unauthorised
exposure, access, disclosure, use, communication, deletion,
revision, encryption, reproduction or transmission of any
component of Personal Data and/or Sensitive Personal Data or
unauthorised access or attempted access to any Personal Data
and/or Sensitive Personal Data;

"Sensitive Personal means Personal Data consisting of information as to -

Data” @) the racial or ethnic origin of the data subject,
(b) his political opinions,
(c) his religious beliefs or other beliefs of a similar nature,
(d) whether he is a member of a trade union (within the

meaning of the Trade Union and Labour Relations
(Consolidation) Act 1992),

(e) his physical or mental health or condition,

) his sexual life,

(9) the commission or alleged commission by him of any
offence, or

(h) any proceedings for any offence committed or alleged

to have been committed by him, the disposal of such
proceedings or the sentence of any court in such
proceedings,
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APPENDIX 5 - RESPONSIBILITIES OF PARTNER ORGANISATIONS

Partner Organisation Responsibility

Federation of Brent, Harrow and Hillingdon CCGs | Governing Group (Informatics Sub-Committee)

NHS Brent Clinical Commissioning Group Host of Protocol
NHS Harrow Clinical Commissioning Group Host of Protocol
NHS Hillingdon Clinical Commissioning Group Host of Protocol

The following pages set out the Partner Organisations for each borough.
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Hillingdon Partner Organisations:

Partner Organisation

Responsibility

GP Practices within NHS Hillingdon CCG

Primary Healthcare provision — direct care

Hillingdon Hospitals NHS Foundation Trust

Secondary Healthcare provision — direct care

Central and North West London NHS Foundation
Trust

Community and mental healthcare provision —
direct care

London Borough of Hillingdon

Social Services — direct care

Telecare services — direct care

Greenbrook Healthcare Ltd — Urgent Care Centre
at Hillingdon Hospital

Urgent care services — direct care

Harmoni Ltd — Out of Hours and 111 services

OOH and 111 services — direct care

Imperial College Healthcare NHS Trust —
including West London Breast Screening

Secondary Healthcare provision — direct care and
screening services

North West London Hospitals NHS Trust
(Northwick Park Hospital) — colorectal screening,
cervical cytology screening

Secondary Healthcare provision — direct care and
screening services

Ealing Hospital NHS Trust

Secondary Healthcare provision — direct care

Royal Brompton and Harefield NHS Foundation
Trust (Harefield Hospital)

Secondary Healthcare provision — direct care

West Hertfordshire Hospitals NHS Trust (Watford
General Hospital)

Secondary Healthcare provision — direct care

Heatherwood and Wexham Park Hospital NHS
Foundation Trust

Secondary Healthcare provision — direct care

West Middlesex University Hospital NHS Trust

Secondary Healthcare provision — direct care

London Ambulance Service

Emergency care services — direct care

North West London Commissioning Support Unit

Clinical Quality and Patient Safety — clinical audit
and/or investigation; recording, monitoring and
analysing serious incidents; supporting the CCG
in its statutory responsibilities for clinical quality
and patient safety in all elements of the

HP ACP Partnership Agreement — draft 6 — 6 September 2017
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commissioning cycle

Age UK - Hillingdon

Support services as per agreed care pathways —
direct care

Royal Marsden — Host of the Co-ordinate My
Care (CMC) Programme

Host of shared electronic healthcare record
created with patient consent

Healthcare Gateway Ltd - Medical
Interoperability Gateway

Host of Information Technology solution that
enables the sharing of electronic patient records
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APPENDIX 3 - Information Sharing Agreement Template

[see separate document]
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APPENDIX 4 - Deciding whether to share Patient Confidential Information

~
Can consent be implied to
support direct care? VES
NO
Has the individual given Share the information that is
informed consent that the needed for safe and effective
confidential information can be YES care (ensure the recipient
shared with a carer or family understands their obligations
NO
A Share the information that is
Is there a duty to share YES needed to ensure the safety of
information to safeguard the the individual and protect
individnal? e
J
NO
DO NOT SHARE CONFIDENTIAL
INFORMATION
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Appendix 2 to Schedule 5

GP Federation (EMIS Web) ISA

To be provided
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SCHEDULE 6 - Governance Arrangements for Committees in Common

The Parties agree to establish an Integrated Care Partnership Board to implement the Integrated Care
Partnership. The Integrated Care Partnership Board will not operate as a statutory committee or a
committee with delegated decision making. The Integrated Care Partnership Board will be comprised of a
committee of three representatives from each Party.

As at the date of entering into this Partnership Agreement, the Parties’ representatives on the Integrated
Care Partnership Board are as follows:

Chief Executive, one senior clinical lead and one Programme Director from each partner, as well as two
lay members who will be standing attendees of the Integrated Care Partnership Board to ensure a
patient-centric approach is adopted by the Integrated Care Partnership and to hold providers to account
for their commitment to co-design but shall have no voting rights.

In addition, the Integrated Care Partnership Board may invite such persons as it thinks fit to attend the
Integrated Care Partnership Board meetings from time to time.

The Integrated Care Partnership Board shall send monthly progress updates to the Parties.

The Integrated Care Partnership Board shall not have any authority to make binding decisions on behalf
of the Parties.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Council of Governors Meeting, 30 November 2017

AGENDA ITEM NO.

2.3/Nov/17

REPORT NAME Council of Governors Effectiveness Evaluation Feedback
AUTHOR Sarah Ellington, Interim Board Secretary
LEAD Sir Thomas Hughes-Hallett, Chairman
PURPOSE For the Council of Governors to review its roles, structure, composition
and procedures, taking into account emerging best practice.
SUMMARY OF REPORT | This paper
(a) Outlines responses to a survey undertaken by the Council of
Governors in relation to its overall effectiveness.
(b) Presents the minuted review of Council of Governors of its
effectiveness
KEY RISKS ASSOCIATED | None.
FINANCIAL None.
IMPLICATIONS
QUALITY None.
IMPLICATIONS
EQUALITY & DIVERSITY | None.
IMPLICATIONS
LINK TO OBJECTIVES NA
DECISION/ ACTION For noting.
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Introduction
The Council of Governors has recently reviewed its effectiveness as required by the Constitution.

Methodology

The review took place both remotely and anonymously, by means of the questionnaire at Appendix 1 and in an
evaluation meeting at the Council of Governors Away Day on 20 November, the minutes of which are at appendix 3.
To facilitate open discussion, the Council of Governors was invited to return the questionnaire by close of the
evaluation meeting on 20 November. In fact all questionnaires received by 9.00 on 23 November 2017 have been
included.

In addition, prior to the evaluation meeting, governors were allocated time at the Council of Governors Away Day for
private discussion in the absence of the Chairman and the Board, with the Board Governance Manager attending by
agreement with the Lead Governor and the Chairman.

Results

This paper presents the results, which will be shared with the Trust Board. In line with the methodology above, results
can be read from a combination of Appendix 2 and 3. The Board proposes to take this matter as an agenda item,
which will be added to the forward plan.

Appendix 1 Council of Governors Effectiveness Questionnaire

Appendix 2 Council of Governor Effectiveness Questionnaire results

Appendix 3 Minutes of Council of Governors Effectiveness
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Appendix 1

Council of Governors Away day 20 November 2017: Council of Governors Effectiveness

Introduction

Monitor’s Code of Governance includes the following:

‘B.6.5. Led by the chairperson, the council of governors should periodically assess their collective
performance and they should regularly communicate to members and the public details on how they have
discharged their responsibilities, including their impact and effectiveness on:

¢ holding the non-executive directors individually and collectively to account for the performance of
the board of directors.
e communicating with their member constituencies and the public and transmitting their views to
the board of directors; and
e contributing to the development of forward plans of NHS foundation trusts.
The Council of Governors should use this process to review its roles, structure, composition and
procedures, taking into account emerging best practice.’

Please return this form by email to Vida Djelic by 5pm on Monday 20 November or in hard copy on that
date (hard copies will be available at the Away Day).

Resources
Attached or linked are:

Council of Governors Code of Conduct

Council of Governors Organogram

Board of Directors Organogram

Spreadsheet of Council of Governors and Council of Governors Sub-Committees membership

e W

Constitution — available at the following link: http://www.chelwest.nhs.uk/about-us/get-

involved/links/cw-constitution-sep-2016.pdf

With these in mind, could you please comment on Council of Governors effectiveness under the following
headings —

1. Meeting Agendas - Appropriateness / Coverage: Rating (1 = Poor, 5 = Good)

1 | 2 | 3 | 4 | 5

2. Quality / Content of Papers and Discussions: Rating (1 = Poor, 5 = Good)

1 | 2 | 3 | 4 | 5

3. Meeting Schedule - Number of Meetings and their Timing: Rating (1 = Poor, 5 = Good)

1 | 2 | 3 | 4 | 5
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4. How effective is the Council of Governors at holding the non-executive directors individually and
collectively to account for the performance of the board of directors: Rating (1 = Poor, 5 = Good)

1 | 2 | 3 | 4 | 5 |

5. How effective is the Council of Governors at representing the views of members and the public: Rating (1
= Poor, 5 = Good)

1 | 2 | 3 | 4 | 5 |

6. How effective is the Council of Governors at contributing to the Trust strategy: Rating (1 = Poor, 5 =
Good)

7. How effective is the Council of Governor committee structure: Rating (1 = Poor, 5 = Good)

1 | 2 | 3 | 4 | 5

8. Other suggestions for improvement. If these comments refer to any of the questions of the above in
particular please state which.

Page 4 of 7

Overall Page 78 of 140



Appendix 2 Council of Governors Effectiveness Evaluation Feedback

Rating:
1 -5
Poor - Good

COG Evaluation Questions

4

I=
IN
1w
(8]

Total

Average score

1. Meeting Agendas - Appropriateness
/ Coverage

28

2. Quality / Content of Papers and
Discussions

27

3.86

3. Meeting Schedule - Number of
Meetings and their Timing

24

3.43

4. How effective is the Council of
Governors at holding the non-executive
directors individually and collectively to
account for the performance of the
board of directors

21

5. How effective is the Council of
Governors at representing the views of
members and the public

22

3.14

6. How effective is the Council of
Governors at contributing to the Trust
strategy

18

2.57

7. How effective is the Council of
Governor committee structure

17

2.43

8. Other suggestions for improvement

None received.
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Appendix 3

Present:

In Attendance:

Council of Governors Effectiveness Review
Notes
20 November 2017

Sir Thomas Hughes-Hallett

Susan Maxwell
Julia Anderson
Simon Dyer

Paul Harrington
Angela Henderson

Anna Hodson-Pressinger

Kush Kanodia
Paul Kitchener
Lynne McEvoy
Philip Owen

Guy Pascoe
David Phillips
Sonia Samuels
Tom Pollak
Chisha McDonald
Laura Wareing

Vida Djelic (Actions)

Chelsea and Westminster Hospital NHS

Trust Chairman

Patient Governor (Lead Governor)
Appointed Governor

Patient Governor
Public Governor
Public Governor
Patient Governor
Patient Governor
Public Governor
Staff Governor
Public Governor
Public Governor
Patient Governor
Public Governor
Public Governor
Staff Governor
Public Governor

Board Governance Manager

NHS Foundation Trust

In addition to the Council of Governors Effectiveness Questionnaire (which was sent in advance with
resource documents), the Council of Governors, in private session, undertook a review of their
collective performance and the following points arose:

Achievements

1. Lead Governor had requested that Governors pay particular attention to reading all papers

ahead of meetings and this has occurred

2. Lead Governor and Governors pre-meet is effective and improved working relationships as a

group.

3. Non-Executive Director committee Chairs presenting to governors provides more assurance.

4. Informal meetings between governors and non-executive directors had been beneficial.

5. As aconsequence of the above points 1, 2 3 & 4 the Council of Governors believes it is

working more effectively.

Suggestions for improvements:

1. Non-Executives should provide the answers to written questions where possible.

2. More items should be taken as read wherever possible.
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3. More briefings about CQC, CCG and our own STP — a regular governor briefing regarding
regulatory/commissioning and provision of services would be welcomed and lead to
improved performance as a Council.

4. Answers provided to Governors’ Questions to be less ‘defensive’; where there are private
issues to be discussed/raised the public can be excluded; possibly by having a private session
after the meeting.

5. Timely paper distribution to governors to be maintained. Much improved but still occasional

lapses.

Board Private Session to be open to all governors.

Up to three governors be permitted to attend Board committees as observers only

Allow for questions to be asked immediately after each item at Board Public meetings.

To consider how Staff Governors can best be supported in their roles

O o N o

The Chair agreed to consider all of the above and revert. He did however express immediate concern
about including Governors in Board committees.

It was suggested by some Governors that this could be just one governor chosen by their peers, with
relevant knowledge and only if approved by the Chair of the committee. Governors recognised the
importance of total confidentiality in committees.

Any other business

Governor Philip Owen asked for detail on how long it would take until governors will join ward
accreditation and to know whether governors, with approval from the Lead Nurse, should be
permitted to talk to patients.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Council of Governors Meeting, 30 November 2017

AGENDA ITEM NO. 2.4/Nov/17

REPORT NAME Integrated Performance & Quality Report — September 2017

AUTHOR Robert Hodgkiss, Chief Operating Officer

LEAD Robert Hodgkiss, Chief Operating Officer

PURPOSE To report the combined Trust’s performance for September 2017 for both the

Chelsea & Westminster and West Middlesex sites, highlighting risk issues and
identifying key actions going forward.

SUMMARY OF The Integrated Performance Report shows the Trust performance for September
REPORT 2017.

Regulatory performance — The A&E Waiting Time figure for September was
93.7%. The Chelsea Site maintained the 95% target but there were significant
pressures at West Middlesex with a 9% increase in attendances against the same
period 2016/2017 which lowered the overall performance. Q2 overall was 94.8%
which secured the full release of STF linked to A&E.

The RTT incomplete target was not achieved in September for the Trust with a
performance of 90.93%. The Trust has seen significant deterioration in RTT
performance across a number of specialities on the West Middlesex site which has
affected both the Trust and aggregate positions. A comprehensive speciality-based
recovery plan has been developed and submitted to NHS England which is
monitored through our weekly elective access meetings. We are confident that we
will recover RTT compliance at the West Middlesex site by November 2017 and on
an aggregate Trust level by end January 2018.

There continues to be no reportable patients waiting over 52 weeks to be treated
on either site and this is expected to continue.

Performance for 31 day first and subsequent Cancer Treatments remained at
100% for September. The target for Breast Symptomatic was also achieved.

Previous challenges around 2 week referral to first appointment and 62 day GP
referral to first treatment were addressed in September with both metrics
surpassing the target.

There were three reported CDiff infections in September at West Middlesex.
Access

After previous issues with this metric, Trust achieved the 99% target for the six
week Diagnostic Waiting Time for the second consecutive month.
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KEY RISKS

There are continued risks to the achievement of a number of compliance

ASSOCIATED: indicators, including A&E performance, RTT incomplete waiting times while cancer
62 days waits remains a high priority.

FINANCIAL To be confirmed

IMPLICATIONS

QUALITY As outlined above.

IMPLICATIONS

EQUALITY & None

DIVERSITY

IMPLICATIONS

LINK TO OBJECTIVES

Improve patient safety and clinical effectiveness
Improve the patient experience
Ensure financial and environmental sustainability

DECISION/ ACTION

For noting.
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Final Version Chelsea and Westminster Hospital [\'/z~3
MHS Foundation Trust

TRUST PERFORMANCE & QUALITY REPORT
September 2017
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Final Version Chelsea and Westminster Hospital [\'/z~3

MHS Foundation Trust
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A&E waiting times

The Chelsea site maintained the 95% target in September making us one of the only sites in London to meet this target. The west Middlesex site had some very difficult days and ended the month at 92.6%. Whilst this performance did
not meet target, this also compared favourably across London. Various new initiatives continue to be rolled out with the aim of improving flow further

18 weeks RTT — Incomplete Pathways

The RTT Incomplete Target was not achieved in September for the Trust with a performance of 90.93%. The Chelsea Site maintained its month on month improvement, however significant deterioration across a number of specialities at
the West Middlesex site resulted in a drop in aggregate performance. A comprehensive speciality-based recovery plan has been developed and submitted to NHS England which is monitored through our weekly elective access
meetings. We are confident that we will recover RTT compliance at the West Middlesex site by November 2017 and on an aggregate Trust level by end January 2018, assuming the Elective programme isn’t adversely impacted by
non-elective bed pressures.

Cancer - 2 Weeks from referral to first appointment all urgent referrals

After continued focus across the Divisions the Trust is in a com pliant position for 2WW referrals.

2 weeks from referral to first appointment all Breast symptomatic referral

The Trust continues to achieve the Breast Symptomatic 2WW referral target.

Cancer - 62 days GP referral to first treatment

The Trust has achieved the 62 day target. Unvalidated position at 55 treatments and 3.5 breaches — 93.6%, putting the Trust into an overall compliant position for Q2 at 86.7%.
C-Difficile

There were 3 reportable C-Diff cases in September on the West Middlesex site. All have had thorough case reviews. Issues with sample collection have been highlighted and revised protocols for sample collection have been
implemented by the IC team
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Final Version Chelsea and Westminster Hospital [\'/z~3

MHS Foundation Trust

Safety Dashboard

Chelsea & Westminster West Middlesex L R Trust data
Hospital Site University Hospital Site Ells bt UL L e bt 13 months
: - 2017- 2017- 2017- 2017-
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Trust commentary
MRSA

The West Middlesex site had 2 reported MRSA bacteraemias in September. Both of these have had a full root cause analysis which identified clinical issues with the collection of samples. The Infection Control team have implemented and
are in the process of embedding, the sample collection protocol as in use of the Chelsea site.

Number of serious incidents
3 Serious Incidents were reported in September 2017; 2 at CWH and 1 at WMUH. Table 2 within the SI Report prepared for the Board reflects the number of incidents, by category reported on each site during the month.
Incident reporting rate per 100 admissions

Of the 958 patient safety incidents reported, 439 relate to incidents occurring on the CWH site, 498 on WMUH site, 21 in Community clinics.
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Medication-related (reported) safety incidents per 100,000 FCE Bed Days

The Trust has achieved an overall reporting rate of NRLS reportable medication-related incidents of 415/100,000 FCE bed days in September. This is considerably higher than the Trust target of 280/100,000. There were 491 and 338
medication-related incidents per 100,000 FCE bed days at CW and WM sites respectively. Reporting rates at CW site have reduced in September compared to July 2017.

Medication-related (reported) safety incidents % with harm

The Trust had 12% medication-related safety incidents with harm in September. This figure is similar to the previous month so continues to be above the latest Carter dashboard National Benchmark (9.7%). The year to date figure is
11.9%. Overall, there were 13 incidents resulting in low harm, 1 at WM and 12 at CW site. These mainly involved inappropriate prescribing, administration and dispensing of anti-infective therapies, therapeutic drug level monitoring and
medication dose omissions.

The Medication Safety Group aim to promote the timely investigation and learning from medication-related incidents resulting in harm. The group are working to improve reporting of no-harm and near-miss incidents so trends and themes of
potential risks can be identified, addressed and subsequently reduced.

Incidence of newly acquired category 3 & 4 pressure ulcers

Preventing Hospital Acquired Pressure Ulcers remain high priority for both Chelsea and Westminster and West Middlesex Sites. There were no newly acquired pressure ulcers categorised as 3 or 4 reported during September 2017. However,
one is showing in the table above at West Middlesex, occurring in September which has been reported in October

NEWS Compliance

Early warning scores continue to be audited weekly. We are now seeing 100% participation in audits & compliance is improving in the majority of areas. Training & support is given to areas not improving, escalation is a particular area of
focus.

Safeguarding Adults — number of referrals
The number of referrals from both sites is broadly at a consistent level when compared to previous reports. Domestic abuse referrals remain a significant proportion of referrals on both sites
Safety Thermometer

There has been a decline in the reported compliance for the WM site, which is currently under investigation and will be reported to Quality Committee once complete.
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Patient Experience Dashboard

Domsin Inficator
FFT: Inpatiert recommend % (Target: =90%)
FFT: Inpatiert not recommend 26 (Target: =10%:)
FFT: Inpatiert response rate (Target =309
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al:éiﬁ';?nﬂiw FFT: A2E not recommend % (Target =10%)

FFT:

FFT:

FFT:

FFT:

ASE responze rate (Target: =309
haternity recommend %6 (Target: =80%)
faternity not recommend %% (Target: =10%)

Maternity response rate (Target: =30%)

Experience Breach of zame zex accommadation (Target: 0]

Complairts formal Mumber of complaints received

Complaints formal: Mumber responded to = 25 days

Coamplaints Complaints (infarmal) through PALS

Complaints sent through to the Ombudsman

Complaints upheld by the Ombudsman (Target: 0

Pleaze note the folloswing

Trust commentary

Friends and Family Test - Inpatient recommend %

Final Version

Chelsea & Westminster West Middlesex . : Trust data
Hospital Site University Hospital Site Bl = UL L e 13 months
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cell

Jul-17

Aug-17
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Sep-17

An empty cell denotes those indicators currently under derveloprment

2017-
2015

354

Chelsea and Westminster Hospital INHS'

MHS Foundation Trust

2017- 2017-

omger | 21g | Jrendcharts

Jul-1y o Aug-1Y Sep-td

14 28 13 23 104 I -

164 174 123 456 92a I -

o Either Site or Trust overall performance red in each of the past three months

The Inpatients recommendation rate across the Trust is below the target by 0.4%. This is largely due to the low response rate, and whilst we are delivering above 30% at aggregate level, there are a number of wards where a change in
the data collection methods are required in order to improve their response rates

Friends and Family Test - A&E recommend %

The recommend rate improved from the previous month however remains below the 90%. Detailed work in underway with both ED teams, led by the Chief Nurse, to understand why the monthly FFT scores are not consistent with the
Nationally reported Patient experience Survey which places both sites in a positive benchmarked position.

Friends and Family Test - Maternity response rate

Maternity recommended rate consistently delivers >90% which is consistent with the national Maternity Patient Experience Survey findings. Work is on-going to improve response rates

Complaints

There were no complaints in September upheld by the Ombudsmen. The Director of Nursing (Chelsea site) is leading a QI project to improve our complaint response rates.
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Efficiency & Productivity Dashboard

Chelsea & Westminster West Middlesex . : Trust data
Hospital Site University Hospital Site Ll T D A L 13 months
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Please note the fallowing cell
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Trust commentary

Elective average LoS

Elective length of stay has improved across the Trust in September and this is largely driven by a significant reduction in the elective LoS across medicine.
The average pre-operative LoS for elective care is within expected limits in September across the Trust.

Non-Elective and Emergency Care LoS

Modest improvement at Chelsea site for NEL LOS, but a corresponding shifts at WM site. Monthly figures are subject to volatility and can be skewed by one or two very long stay patients leaving which adversely affects LOS in month.
Work to address the overall NEL LOS is focused work streams covering ‘home first’, discharge coordinators, R/G, 2b412 and out of borough long stay patients — all of which will see benefit between now and December. The
emergency care pathway shows a small increase in September but this should reverse as ECIST action plan delivers in Oct/Nov and Dec

Procedures carried out as Daycases - basket of 25 procedures

Performance remains consistent at Chelsea site, but there has been a decline in month at the WM site due to a loss of 7 lists for Clinical Governance ¥ day morning and an increase in complex cancer cases in colorectal.
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Clinical Effectiveness Dashboard

Chelsea & Westminster West Middlesex . : Trust data
Hospital Site University Hospital Site el fla)= TG L 13 months
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Trust commentary
#NoF Time to Theatre within 36hrs

At the West Middlesex site, 11 patients did not meet the 36h target in September 2017. 7 were delayed due to theatre availability, 3 due to being medical unfit and 1 patient where further clinical input was required to establish
diagnosis. Work is in progress to ensure sufficient capacity is in place to ensure patients are treated across a 7 day a week period.

At the Chelsea Site, one patient from a cohort of 22 medically fit patients was not in Surgery within the 36 hour target. This was due to an administrative delay which is being investigated

VTE Hospital-acquired

C&W site: Radiology reports are manually screened to identify positive VTE events. Retrospective data analysis in progress to identify hospital associated VTE events.

WMUH site: Data information team support required to develop a programme to identify hospital associated VTE events via radiology reports and relate to admission episode to allow reporting on Datix for root cause analysis
investigation (on hold due to other pressing priorities by information team). The Datix process is to be refined to improve reporting, investigation and feedback (awaiting meeting with Datix team).

VTE Risk assessments completed

C&W site: Target not achieved and performance highlighted to teams with low performance to address.

WMUH site: Target not achieved due to current IT infrastructure. There is ongoing collaboration with divisions to encourage staff to complete assessments on admission. There are proposed plans to improve reporting on
completion rates via RealTime/e-whiteboard (pending approval by PAS Implementation Group).
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Access Dashboard

Domain

RTT weaits
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Please note the following

Trust commentary

RTT Incomplete 52 Week Waits

There continues to be no patient waiting >52 weeks across the Trust

Diagnostic 6 week standard

Final Version

Chelsea and Westminster Hospital INHS'

MHS Foundation Trust

Chelsea & Westminster West Middlesex . : Trust data
Hospital Site Liniversity Hospital Site e 13 months
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The Trust achieved the 99% standard for the 2™ consecutive month with both sites delivering >99%.

London Ambulance Handovers
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o Either Site or Trust overall performance red in each of the past three months

The Trust continues to perform exceptionally well with LAS handovers with the Chelsea site being the 2" best performer in London and West Middlesex being 3. There continue to be no 60 minute handover breaches on either site.
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Maternity Dashboard
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Pleaze note the following

Trust commentary

Final Version Chelsea and Westminster Hospital

MHS Foundation Trust

Chelsea & Westminster West Middlesex . : Trust data
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The maternity unit had an extremely busy month especially at the Chelsea site where the team delivered 536 babies. The team worked extremely well to ensure that the level of service was maintained despite such high delivery

numbers

The C-section rates at both sites remain fairly static with the Chelsea site remaining above the target of 29%. The Trust continues to monitor this performance but doesn’t have concerns about the current rate

The Midwife to Birth ratio remains at a 1:30 ratio on both sites, continuing our commitment to ensure staffing levels are comparable at both sites.

The team continued to deliver a high level of 1:1 care in established labour despite the busy month. This was a combination of good resource utilisation by the team and an increased spend on Bank and Agency staffing to ensure

we maintained our ratios.
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Workforce Dashboard

Chelsea and Westminster Hospital INHS'
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Chelsea & Westminster West Middlesex . : Trust data
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Trust commentary

Workforce Commentary September 2017 figures

Staff in Post
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In September we employed 5223 whole time equivalent (WTE) people on substantive contracts, 31 more than last month. Taking into account bank and agency workers our WTE workforce was 6292.

Turnover
Our voluntary turnover rate was 15.5%, 0.2% lower than last month. Voluntary turnover is 18.0% at Chelsea and 10.9% at West Middlesex.

Vacancies

Our general vacancy rate for September was 13.2%, which is 1.2% lower than August. The vacancy rate is 14.9% at West Middlesex and 12.3% at Chelsea. Work to reconcile ESR to the financial ledger is now reaching

completion with divisions being asked to sign off each service area.

Core training (statutory and mandatory training) compliance

The Trust reports core training compliance based on the 10 Core Skills Training Framework (CSTF) topics to provide a consistent comparison with other London trusts. Our compliance rate stands at 85.6% against our target

of 90%. In November the trust will introduce a new electronic platform which will improve both user access and our ability to capture records of completion.

Performance and Development Reviews

From 1 April 2017 everyone is required to have their PDR in a set period, starting first with the most senior staff. At the end of September the PDR rate for staff in band 8c-9 roles was 99% and for band 7-8b was79%. 90% of

all staff in band 2-6 roles should have had their PDR by December.

The rolling annual appraisal rate for medical staff was 80.1%, 3.5% less than last month.
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Final Version

62 day Cancer referrals by tumour site Dashboard
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Trust commentary

All tumour sites, with the exception of Urology achieved the standard for September. Urology, whilst not compliant with the 85% standard, achieved the best performance all year with the recovery plans in place clearly delivering the
required actions.
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Final Version

QUALITY PRIORITIES DASHBOARD

Quarter 2 2017/2018

Patient Safety

QP .

No Description of Goal

1 Reduction in falls (Frailty Quality Plan)

5 Antibiotic administration in Sepsis (Sepsis
Plan)

3 National Early Warning Score (Sepsis Plan)

4 National Safety Standards for Invasive

Procedures (NatSSIPs) (Planned Care Plan)

Clinical Effectiveness

QP _
No Description of Goal
5 Reduction in still births (Maternity Plan)

Patient Experience

QP .

No Description of Goal

1 Focus on complaints and demonstrate
learning from complaints

2 FFT improvements with new FFT provider

Forecast

Responsible Executive
(role)

Q1 Q2 Q3 Q4

Director of Nursing

Medical Director

Medical Director

Divisional Medical
Director

Forecast

Responsible Executive

(rold) Q1 Q2 Q3 Q4

Director of Midwifery

Forecast

Responsible Executive
(role)

Q1 Q2 Q3 Q4

Director of Midwifery

Director of Midwifery
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1st Quarter Commentary

There has been an improvement in the falls with harm in Q1 compared
to Q1 last year. There has only been a slight reduction in falls with low
or no harm, however this could be due to raised awareness and as such
an increase in reporting.

56.8% achievement against CQUIN measures in Q1.

70.2% achievement against CQUIN measures in Q1

Further work is required to report on the WHO checklist compliance
across the organisation. In addition to this work is required to identify
guantify the number of LOCSIPS required in each speciality and the
implementation.

1st Quarter Commentary

C&W continues to remain below the national still birth rate.

1st Quarter Commentary

Complaints turnaround remains a concern however significant progress
has been made in reducing the number of overdue complaints. We
continue to aspire to the stretched target of 90%

Response rates remain low with only one area achieving the >30%.
Recommendation rates are above the 90% in all areas apart from ED
which is at 85%.
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Nursing Metrics Dashboard

Safe Nursing and Midwifery Staffing

Chelsea and Westminster Hospital Site

Ward Name

Maternity
Annie Zunz
Apollo

Jupiter
Mercury
Neptune
NICU

AAU

Nell Gwynn
David Erskine
Edgar Horne
Lord Wigram
St Mary Abbots
David Evans
Chelsea Wing
Burns Unit
Ron Johnson
ICU

Rainsford Mowlem

Average fill rate

Day

Nstges Care staff
91.1% 72.0%
95.6% 82.3%
82.1% 81.4%
96.3% 41.2%
91.5% 52.5%
89.2% 56.7%
91.4% -
109.5% 75.4%
123.4% 90.2%
121.0% 97.1%
114.8% 97.4%
105.9% 109.1%
119.1% 95.7%
74.7% 66.6%
100.8% 59.7%
95.3% 87.5%
112.1% 126.1%
100.4% -
84.2% 82.3%

Summary for September 2017

Night
Ns:asges Care staff
94.4% 81.9%
106.7% 86.7%
84.8% 100.0%
97.1% 16.7%
90.2% 13.3%
88.2% 6.7%
94.3% -
108.4% 135.2%
173.1% 125.6%
133.3% 93.3%
122.2% 96.7%
98.9% 122.2%
146.6% 188.2%
92.8% 108.5%
100.0% @ 159.9%
96.2% 169.7%
114.4% 123.3%
100.0% -
103.3% 92.4%

Reg

8.6
5.9
171
10.7
6.8
7.7
12.0
11.3
52
4.0
3.8
3.7
4.4
6.1
7.0
13.3
54
27.4
3.6

CHPPD

HCA

2.6
2.1
3.7
1.1
0.8
0.7
0.0
2.7
3.8
2.8
3.3
3.1
2.9
2.8
4.3
4.5
3.2
0.0
2.8

Final Version

Total

11.2
8.0
20.8
11.9
7.5
8.4
12.0
13.9
9.1
6.8
7.1
6.8
7.3
8.9
11.4
17.8
8.5
27.4
6.4

National
bench
mark

7-17.5
6.5-8

85-135

85-135
85-135

65-75

6-75

6-7.5
175-25

West Middlesex University Hospital Site

Ward Name

Maternity
Lampton
Richmond
Syon 1

Syon 2
Starlight
Kew

Crane
Osterley 1
Osterley 2
MAU

CCuU
Special Care Baby Unit
Marble Hill 1
Marble Hill 2
ITU

Average fill rate

Day
N:J?fsges Care staff
90.9% 73.1%
100.0% 109.1%
93.0% 99.0%
95.4% 117.8%
101.1% 152.3%
91.6% 98.8%
79.2% 114.8%
76.9% 104.3%
104.2% @ 133.2%
96.4% 121.6%
92.8% 90.5%
97.7% 110.6%
101.5% -
108.3% 92.2%
98.4% 129.0%
101.0% 0.0%

Chelsea and Westminster Hospital INHS'

Night

Nifsges Care staff
97.1% 94.3%
100.0% 113.1%
72.8% 65.0%
100.2% 103.4%
98.9% 170.0%
101.1% 70.0%
100.0% 208.3%
95.6% 193.3%
96.7% 171.7%
104.1% 161.7%
92.2% 90.2%
100.8% -
100.8% -
101.0% @ 138.3%
102.2% 168.3%
95.6% -

High fill rates on SMA due to the new staffing model for SAU. David Evans showing low fill rates as staffing levels were reduced when elective lists were not fully booked. Due to
workload and staff feedback extra HCA used on nights on AAU. David Erskine showing high fill rates due to high RMN usage. Nell Gwynn showing high fill rates to care for patient
with a tracheostomyin a side room and additional shifts for Kobler escalation were booked via Nell Gwynne. Low fill rates on the paediatric wards Neptune and Mercury as 12
Paediatric beds were closed for the majority of the month due to low activity.

CHPPD is showing an overly generous amount on Richmond due to bed census data being counted at midnight and therefore notaccounting for day surgery activity. Additional
HCAs booked to care for confused patients atrisk of falls on Kew, Crane, Osterley 1, Marble Hill 2 and Syon 2. High acuity due to increased numbers of patients with NIV on Osterley
2. Extra HCAbooked for a patient with mental health needs on Marble Hill 1.
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Reg

5.9
2.8
5.7
3.8
3.3
7.3
3.0
29
2.7
4.1
4.9
54
7.4
34
2.9
26.7

CHPPD
HCA | Total
1.6 75
2.2 5.1
3.2 8.9
1.8 5.6
3.2 6.5
1.0 8.3
4.3 7.3
3.9 6.9
3.6 6.3
3.7 7.8
2.5 75
0.9 6.2
0.0 7.4
2.3 5.7
35 6.5
0.0 26.7

MHS Foundation Trust

National
bench
mark

7-17.5
6-7.5
6—-75
6—-75
6—-7.5

85-135
6-8
6-7.5
6—-75
6—-75

42985.0
6.5-10

6-8
55-7
175-25
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Final Version
CQUIN Dashboard
September 2017
National CQUINs
No. Description of goal Responsible Executive (role) Forelé:;tisr:gRAG
Al Improvement of health and wellbeing of NHS staff Director of HR & OD
A2 Healthy food for NHS staff, visitors and patients Deputy Chief Executive
A3 Improving the uptake of flu vaccinations for front line staff within Providers Director of HR & OD
B.1 Sepsis (screening) - ED & Inpatient Medical Director
B.2 Sepsis (antibiotic administration and review) - ED & Inpatient Medical Director
B.3 Anti-microbial Resistance - review Medical Director
B.4 Anti-microbial Resistance - reduction in antibiotic consumption Medical Director
(o} Improving services for people with mental health needs who presentto A&E Chief Operating Officer
D.1 Offering Advice and guidance for GPs Medical Director
E.1 NHS e-Referrals Chief Operating Officer
F.1 Supporting safe & proactive discharge Chief Operating Officer
NHS England CQUINs
No. Description of goal Responsible Executive (role) Fore;:tisr:gRAG
N1.1 Enhanced Supportive Care Chief Operating Officer
N1.2 Nationally standardised Dose banding for Adult Intravenous Anticancer Therg Chief Operating Officer
N1.3 Optimising Palliative Chemotherapy Decision Making Chief Operating Officer
N1.4 Hospital Medicines Optimisation Chief Operating Officer
N1.5 Neonatal Community Outreach Chief Operating Officer
N1.6 Dental Schemes - recording of data, participation in referral management & g Chief Operating Officer
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Chelsea and Westminster Hospital INHS'

MHS Foundation Trust

2017/18 CQUIN Performance

The Trust has agreed 12 CQUIN schemes (6 national schemes for CCGs, 6 NHS England
schemes) for 2017/18. Most of these schemes are 2 year schemes across the 2017-19
contracts; with the exception of NHS e-referrals, which is a 2017/18 only scheme. Senior
Responsible Officers and operational leads have been established for all schemes.

Quarter 1 Performance

The quarter 1 reporis were submitted at the end of July and the Trust's performance has
been verbally confirmed at 100% for NHS England CQUIN schemes and 92% for CCG
schemes, subject to final ratification. The onlyscheme that did not achieve 100% in quarter 1
was the Sepsis CQUIN scheme, which reported partial achievement in line with forecast.
Quarter 2 submissions are due at the end of October.

National Schemes

The first two schemes are an extension from the 2016/17 schemes on improving the health
and wellbeing of staff, patients and visitors and reducing the impact of serious infections.
There is a continued risk to delivery of the Sepsis and anti-microbial resistance scheme, in
line with 2016/17 and Q1 delivery, and the Trustis forecasting partial achievement.

There are risks around some of the schemes, particularly where deliveryis required to be
undertaken jointly with other organisations, such as improving services for people with
Mental Health needs presenting at A&E, and with some of the systems and process changes
required, for example implementing and improving compliance with NHS e-Referrals and
implementation of the Emergency Care Data Set.

Discussions are being held at a North West London Sector level regarding standardising GP
advice and guidance systems and developing a roll-out programme across all acute
providers.

NHS England Schemes

Three of the schemes are expanded schemes from 2016/17, including the enhanced
supportive care, chemotherapy dose banding and dental CQUIN and therefore already have
a firm base for extension in 2017/18. There is a potential risk regarding the specification for
the neonatal community outreach scheme, which is being jointly developed between
commissioners and providers, to ensure that an agreed qualityimprovement scheme is in
place across all organisations in the neonatal network.

The risk to the dose banding scheme due to recent disruption to the Aria electronic
prescribing system for chemotherapy has now been resolved.

Date Time of Production: 25/10/2017 08:27
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Finance Dashboard
Month 6 2017/2018
Integrated Position

Financial Position (£000's)

£'000 Combined Trust

Plan to Date Actual to Date Variance to Date
Income 309,357 312,554 3,197
Expenditure (293,013) (296,166) (3,153)
Adjusted EBITDA 16,344 16,388 44
Adjusted EBITDA % 5.283% 5.243% -0.04%
Interest/Other (2,628) (2,592) 36
Depreciation (8,650) (8,398) 252
PDC Dividends (4,750) (4,750) o]
Other (o] (] 0]
Trust Deficit 317 649 332

Comments

The Trustis reporting a YTD surplus of £649k which is £332k favourable against
the internal plan.

Income is favourable by £3,197k YTD predominantly against NHS clinical income.
Activity has deteriorated in M6 however there was a non-recurrent benefit from prior
year income following final setttement with commissioners

Pay is adverse by £5,260k year to date, The Trust continues to use bank and
agency staff to cover vacancies. Temporary staffing is also used to cover sickness,
pressure shifts and additional activity, including unfunded beds in escalation areas
on both sites which remain open at month 6.

Under achievement against CIP targets has also contributed to this variance.

Non-payis £2,107k favourable YTD. Included in this position is an adverse
variance against clinical supplies which is mainly activity driven.

The Trust forecast outturn is a surplus of £7.16m which is adverse against plan
submitted to NHSI by £4.77m. This is predominantly as a result of slippage on the
NICU/ITU capital scheme as the element of planned expenditure to be funded from
donations has been deferred to 2018/19. As donations are excluded from the
calculation of outturn against control total, the Trustis forecasting a favourable
variance of £0.19m against yearend control total. The forecast UORR rating is “1”in
line with plan.

Final Version

Risk rating (year to date)

Chelsea and Westminster Hospital INHS'

MHS Foundation Trust

Cost Improvement Programme (CIPSs)

In Month Year to Date
MO3 Theme
Use of Resource Rating (UOR) (Before MO03 (After Plan| Actual Var Plan| Actual Var
. Override) £'000 £'000 £'000 £'000 £'000 £'000
Override)
Use of Resource Rating 2 2 Service Developments/Business Cases 35 (0] (35) 209 0] (209)
Targeted Specialities 564 487 77) 3310 2,833 “4a77)
Comments Residual % Based Savings 1,110 698 (412) 7,040 5,895 (1,145)
Unidentified 321 (o} (321) 918 0 (918)
. . . Trust Total 2,030 1,186 (844) 11478 8,728 (2,750)
Under the Use of Resources Rating (UORR) a “1” is the highest
score and a “4” the lowest. The overall score is a simple
average of the individual scores however, if any individual score .
J Y Comments RAG rating

is a “4”, an override is applied under which the best score
achievable is a “3”.

From July NHSI changed the calculation of the Capital Service
cover rating adjusting income for capital donations and grants.
NHSI adjusted plan for this change

£2.75m.

The Trust has achieved YTD CIPs of £8.73m against an internal target of £11.48m, an adverse variance of

The Trust has found it challenging maximising CIP plans within target speciality areas in relation to Care of

At the end of September, the Trustis performing in line with plan
for all areas of measurement except againstits agency rating,
where YTD expenditure was £10.14m against a ceiling of
£9.74m, an adverse variance of £0.40m. As the Trustdid not
score a “4” in any of its risk ratings, the override does not apply
and the Trust scores a UORR rating of “2” in line with plan.

Cash Flow

Comments RAG rating - 70
The cash balance at the end of month
6 is £50.11m which is £9.42m more 60

than plan of £40.69m. The main drivers

of this increase are receiptof £0.27m

of additional STF relating to the 50
2016/17 post accounts reallocation,

reduction in opening cash figure

compared to plan of £(1.15m), 40
decrease in capital expenditure on a
cash basis of £1.42m, cash generated
through movements in working capital 30
compared to plan of £14.6m, decrease

in PDC drawdown compared to plan

£M

£(3m), decrease in loan drawdown 20

compared to plan £(3.2m) and

decrease in PDC paid compared to 10

plan £0.67m

The Trustis forecasting to end the year 0

with a cash balance of £52.02m, an Mar-17 | Aor-17
adverse variance to plan of £1.15m Actual 49.45 56.54
representing the difference between = Forecast

the closing cash balance at 31st March a—Dlan 50.60 57.46

2017 and that assiimed as the
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Mav-17
55.99

51.31

Jun-17
48.03

45.16

the Elderly, Paediatrics, Obstetrics & Gynaecology and General Surgery. However new schemes totalling
£4.17m have been added to mitigate anyrisk of underachievement.

Through new schemes identified the Trust aims to close the gap on unidentified schemes and achieve the
target plan of £25.9m.

12 Month Cash Flow

Jul-17
56.40

50.51

Aua-17 | Sep-17 | Oct-17 | Nov-17 | Dec-17 @ Jan-18 @ Feb-18 @ Mar-18
47.18 50.11

52.66 43.06 53.21 55.11 54.03 52.02

42.34 40.69 46.04 39.89 51.54 55.19 56.03 53.17
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Council of Governors Meeting, 30 November 2017
AGENDA ITEM NO. 2.4.1/Nov/17
REPORT NAME Winter preparedness - Update
AUTHOR James Beckett, Divisional Director of Ops, WCHGD

Mark Titcomb, Divisional Director of Ops, EMIC
Bruno Botelho, Divisional Director of Ops, PC
Tina Benson, Hospital Director, WMUH

Robert Hodgkiss, Chief Operating Officer

LEAD Robert Hodgkiss, Chief Operating Officer

PURPOSE To provide visibility to the Quality Committee of priority actions being
undertaken for Winter 2017/18

SUMMARY OF REPORT | The Trust is expecting increased Emergency activity from October 2017
through to March 2018.

The Quality Committee received the system-wide Winter resilience plan last
month, following submission to NHSI via the A&E Delivery Board.

Within the CWFT specific winter resilience plan there are 97 actions which
will help support delivery of the emergency targets through winter. The
attached paper contains the top 15 priority actions which operationally, we
believe will have the greatest impact.

The delivery of the actions will be monitored through the bed productivity
programme and reported through the respective A&E Operational Group.
Divisional-specific actions will be monitored via divisional meetings.

KEY RISKS ASSOCIATED e Activity demand exceeding available capacity
e Staffing challenges
e Patient & Staff Experience

FINANCIAL 30% of the total STF funding is predicated on the delivery of the A&E 4hr
IMPLICATIONS 95% standard by March 2018.
QUALITY As identified above and within the paper
IMPLICATIONS
Page 1 of 2
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EQUALITY & DIVERSITY
IMPLICATIONS

None identified

LINK TO OBJECTIVES

e Excel in providing high quality, efficient clinical services
e Deliver financial sustainability

DECISION/ ACTION

For noting.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Winter Planning
1. Purpose.

The purpose of this paper is to describe the high priority actions which will
support the delivery of safe and effective care on the Emergency pathway
over winter 2017/18.

2. Background.

The Trusts performance during 2017/18 shows an improving trend overall
compared with recent years, however the achievement of the 4 hour
unscheduled care target (95%) remains challenging.

Winter is historically the most challenging time in terms of performance; it is
our expectation that we will continue to strive to deliver against all targets
expected of us including the A&E 4 hour target of 95%.

This challenge is set against a context of increasing patient activity and
demand, capacity short-falls, increasing number of delayed discharges, poor
patient flow, and the knock on impact on elective cancellations, alongside
well-rehearsed staffing challenges; all challenges that are not localised to our
trust. That said, there is a significant amount of work in admission avoidance
in both planned care and EMIC, changes to discharge teams and processes
as well as improved close relationships with our community colleagues.

3. Workforce and Staffing

Medical workforce challenges remain within a number of specialties within
Planned Care and EMIC. Difficulties in filling vacancies within both the trained
and training grade workforces require gaps to be covered by short term
staffing measures and the utilisation of external capacity.

Within nursing there has been a move to reduce the establishment gap
through filling more posts on a substantive basis and reducing reliance on
supplementary staffing. There has also been a continued investment made
within the clinical workforce, site management and discharge management to
help sustain and enhance capacity.
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4. Key Risks

Patient Safety

Evidence suggests that the longer patients wait in the emergency department
the greater risk there is to morbidity and mortality. Also boarding (patients
remaining in the Accident and Emergency and cared for in the department
whilst waiting for a suitable inpatient bed to become available) is likely to
increase length of stay, detract from overall patient experience and risk
breakdown in communications because of the number of hand offs/transfers
involved.

Delayed Discharge

Delayed Discharges result in poor experience and greater risk for the patients
concerned and prevents others accessing appropriate care settings for
treatment in a timely way. Despite investment, the issue of delayed discharge
has remained a key pressure and is likely to increase during the winter period,
especially with differing levels of intermediate and community care across the
8 CCG's in the STP footprint.

In addition processes and systems are different for each Trust site causing
significant delays to discharge.

Elective Capacity

There is a risk to Elective Care if a harsh winter results in increased numbers
of medical and trauma orthopaedic patients. Increased admissions currently
compromise patient flow and lead to boarding of patients and delayed
discharge. In extreme circumstances this may lead to the cancellation of
elective cases, especially at West Middlesex Hospital where the only physical
escalation space is day surgery.

In mitigation to this risk the Surgical assessment units on both sites have
been re-launched so that the pull of the surgical patients from A&E can
happen. There is further work to do to reduce the elective LoS to ensure the
flow out of SAU is maintained and close working relationships with site teams
cross site are being developed.

Infection Control

The West Middlesex site has already seen one significant, contained,
outbreak - this saw over 20 people affected on one ward. Recommendations
have been made during this outbreak around improved signage and
communication which will be carried forward into this winter.

Winter 2016/17 flu activity rates in England were among the lowest seen in
recent years — only rising above the baseline threshold for approximately 6
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weeks. The Trust has an Occupational Health Influenza Plan which sets out
the target and process for immunising front line health care workers and staff
who do not fall into this category.

Finance

There are a number of key risks which will present a major challenge to
achieving financial balance and delivering against the relevant performance
targets. These include:

Opening of incremental beds over and above the levels agreed in the
Winter Plan

There are two wards (Rainsford Mowlem and Marble Hill 1) that are
open and supported with non-recurring funding. Given that there is no
recurring funding source this represents a risk to the organisation.

STF funding is based on both streaming targets and delivery of 95%

Use of premium rate staffing solutions such as agency/bank, overtime,
to support core vacancies and to provide bridging support to workforce
investment plans.
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5. Priority Actions.

Acti
Area Action Site Lead ¢ :;r:edue RAG Update Evidence/Information
Deliver ECIST action plan Both Mark Titcomb Various
5th
Creati f a Clinical .
rea |o'n.o a 'f"ca WM Mark Titcomb October Works complete
Decisions Unit
2017
Reviewing junior doctors rota 30th
to improve substantive out of Both Mark Titcomb November
hours cover 2017
Explore ICRS in reach to . 1st HRCH and CWFT working on
WM Tina Benson December a plan to present to
A&E/AAU .
2017 commissioners
Support Home First model
with early identification of
) suitable patients. Band 7 or
s . . Throughout
b above regular review of all Mark Titcomb/ .
. . Both . winter
patients with stay of over 14 Tina Benson eriod
days. Senior therapy presence P
in ED to ensure early therapy
intervention
Weekly Top 20 long stay
meeting — hospital site . 2nd
e N Mark Tit b
specific. To monitor internal Both a?r ftcomb/ October Started at WM& CW
. Tina Benson
and external delivery of 2017
discharge
Hfor;e;;t Fi)::g:i?/ntotﬁg 1st Work with community
P o g. .. Both Mark Titcomb November partners capacity to deliver
numbers of patients utilising .
) . 2017 increased numbers
this according to plan
4
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Reduce length of stay for

1st

Both B Botelh D
HNOF patients post op ot runo Botelho ecember
2017
Reviewing CePOD Trauma 1st
w ‘prowsmn to supporta WM Bruno Botelho November
o discharge home to return
< 2017
o approach
g Work with therapies and NWL 1st
<Z( MSK to improve LOS of long cw Bruno Botelho November
= stay joint patients 2017
Implementation of the hand cw Bruno Botelho Sep-17
e-referral system
. . 31st Urgent and emergency
R tofh t
eview ofl:)r?mao?nrs capactty Both Bruno Botelho October capacity over OOH periods is
ging 2017 satisfactory
Significant improvement in 31t
recruitment of junior medical
Both James Beckett October
staff to populate both acute
2017
rotas
31st
o Shift tly bei
g Additional reg in PED WM James Beckett October I1is currently being
covered
< 2017
= ,
Recruitment challenges
Increase starlight 31st currently, division looking at
establishment to 20 (with WM James Beckett October options to encourage
B&A flex to 24) 2017 recruitment. New band 7

appointed.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Council of Governors Meeting, 30 November 2017
AGENDA ITEM NO. | 2.4.2/Nov/17
REPORT NAME Workforce Performance Report - Month 6 - 2017/18
AUTHOR Keith Loveridge. Director of human resources and organisational development
LEAD Keith Loveridge. Director of human resources and organisational development

The workforce performance report highlights current KPIs and trends in workforce related
PURPOSE metrics at the Trust.

SUMMARY OF RepoRT | Staffin Post

In September we employed 5223 whole time equivalent (WTE) people on substantive
contracts, 31 more than last month. Taking into account bank and agency workers our WTE
workforce was 6292.

Turnover

Our voluntary turnover rate was 15.5%, 0.2% lower than last month. Voluntary turnover,
which stood at 16.4% in April 2017, has dropped every month since. Voluntary turnover is
18.0% at Chelsea and 10.9% at West Middlesex.

Vacancies

Our general vacancy rate for September was 13.2%, which is 1.2% lower than August. The
vacancy rate is 14.9% at West Middlesex and 12.3% at Chelsea. Our professional group
with the highest vacancy rate is qualified nurses and midwives at 16.5%. Taking into
account leavers and starters the Trust made a net gain of nine qualified nurses and
midwives in September.

Sickness Absence

Sickness absence increased to 3.2%, up from 2.6% last month.

Core training (statutory and mandatory training) compliance

The Trust reports core training compliance based on the 10 Core Skills Training Framework
(CSTF) topics to provide a consistent comparison with other London trusts. Our compliance
rate stands at 85.6% against our target of 90%. A new electronic system that will improve
both staff access to our electronic core learning modules and our ability to capture and
report core training completion will be implemented in November.

Staff Career Development

In September 41 staff were promoted. In addition, 58 employees were acting up to a
higher grade. Over the last year 8.0% of current staff have been promoted to a higher
grade.

Performance and Development Reviews

From 1 April 2017 everyone is required to have their PDR in a set period, starting with the
most senior staff. 80% of people in bands 7-8a roles had received their PDRS by September
2017, compared to our 90% target. At least 90% of people in band 2-6 roles should have

Page 1 of 2
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had a PDR by the end of December 2017. The PDR compliance rate for all non-medical
staff since April 2017 increased by 14% in September and now stands at 33.3%

The rolling annual appraisal rate for medical staff was 80.1%.

KEY RISKS The need to reduce vacancy and retention rates.

ASSOCIATED

FINANCIAL Costs associated with high vacancy and retention rates and high reliance on agency
IMPLICATIONS workers.

QUALITY Risks associated workforce shortage and instability.

IMPLICATIONS

EQUALITY & We need to value all staff and create development opportunities for everyone who works
DIVERSITY for the trust, irrespective of protected characteristics.

IMPLICATIONS

LINK TO OBJECTIVES

e Excel in providing high quality, efficient clinical services

e Improve population health outcomes and develop integrated care
e Deliver financial sustainability

e Create an environment for learning, discovery and innovation

DECISION/ ACTION

For noting.
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Chelsea and Westminster Hospital m
NHS Foundation Trust

Workforce Performance Report

to the Workforce Development
Committee

Month 6 - September 2017
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Performance Summary

Summary of overall performance is set out below

Page Area.s of Key Highlights Previous Year Previous Month In Month Target Change
Review
5 Vacancy Vacancy rate has decreased by 1.2% ]
6 Turnover Turnover has decreased by 0.2% 2
Voluntary
7 Voluntary turnover has decreased by 0.2% A2
Turnover
10  |Sickness Sickness has increased by 0.5% 2.8% 2.7% 3.2% 3.3% ?
Temporary . o) thi
15 Staffing Usage Temporary Staffing % usage has decreased by 0.5% this 17.5% 17.0% .
month
(FTE)
17  |Core Training Core Training compliance has decreased by 0.6% 87.0% 86.2% 85.6% 90.0% 2
The percentage of staff who have had a PDR since 1st o
18 |Staff PDR April has increased by 13.5% 90.0% 7

In addition to the information in this report, the trust monitors its workforce data by protected characteristics as defined by the Equality Act. To
view the most recent annual workforce equality report please click this link http://connect/departments-and-mini-sites/equality-diversity/
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Current Staffing Profile

The data below displays the current staffing profile of the Trust

Scientific & Technical

Other Additional (Qualified), 264.11

Clinical Staff, 146.32

Administrative &
Clerical, 1023.18

Nursing & Midwifery
(Unqualified), 581.55

Allied Health
Professionals, 273.22

Medical & Dental,
1037.69

Nursing & Midwifery
(Qualified), 1897.37

WTE by Professional Group

6,200
6,100
6000 T
5,900 71/.\-/
5,800
5,700
W 5600
T 5500
E 5400
5,300

®

5,200 /N
5,100 ._/

5,000
4,900

4,800 T T T T T T T T T )
Dec'l6 Jan'l7 Feb'l7 Mar'l7 Apr'l7 May'l7 Jun'l7 Jul'l7  Aug'l? Sep'l7

=== WTE in Post === Establishment WTE

B Clinical B Non-Clinical

2100

1800

1500

1200

900

600

300 -

COR Corporate EIC Emergency & PDC Planned Care ~ WCH Women's, Children's
Integrated Care & Sexual Health

COMMENTARY

The Trust currently employs 5715 people working a
whole time equivalent of 5223 which is 31 WTE more
than August.

There were 1777 WTE staff assigned to the West
Middlesex site and 3447 WTE to Chelsea.

The largest professional group at the Trust is Qualified
Nursing & Midwifery employing 1897 WTE.
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~Section 1: Vacancy Rates

N
16% Vacancy Rate
20%
14%
18%
12%
10% - 16%
n Yo //\‘ /_‘_\\
6% -
12%
4% -
10%
2%
8% . .
0% - ‘ ‘ I TN TG WY WG WA, W WG WA W S
WS W WS KN KN W) kS W) \ W J W)
COR Corporate EIC Emergency & PDC Planned Care WCH Women's, Children's & S & L » A D) & R S &R
Integrated Care & Sexual Health © < Q S « \ VQ ) S S S
e=f==\/acancy Rate e===Target
N\ )
Vacancies by Division Jun "7 Jul 17 Aug "17 Sep "7 Trend
COR Corporate 17.7% 11.4% 11.2% 9.9% 8 COMMENTARY
EIC Emergency & Integrated Care 18.4% 19.3% 16.6% 14.0% A .
0,
BDC Planned Care o o o o 3 The vacancy rate has decreased by 1.2% in September.
WCH Women's, Children's & Sexual Health 13.2% 14.6% 14.3% 14.6% ?
Whole Trust 14.4% 14.4% 14.4% 13.2% N Work to reconcile ESR to the ledger is nearing completion
pol el U Ui Ui VA 3 with Divisions now in the process of signing off their ESR
Chelsea Site 13.2% 12.8% 13.1% 12.3% . . . .
. . . . Establishments as final adjustments are made.
Vacancies by Professional Group Jun 17 Jul 17 Aug '17 Sep "17 Trend
Administrative & Clerical 16.3% 102% | 16.0% | 11.8% 3 The vacancy rate is currently highest in Qualified Nursing &
Allied Health Professionals 16.4% 19.1% 11.9% 10.8% A Midwifery professional group at 16.5%
Medical & Dental 9.4% 14.2% 11.0% 8.8% . R
Nursing & Midwifery (Qualified) 13.9% 15.5% 16.8% 16.5% .
Nursing & Midwifery (Unqualified) 20.0% 17.6% 16.1% 16.0% 3 The Women'’s, Children’s & Sexual Health Division has the
Other Additional Clinical Staff 20.5% 16.1% 10.9% 7.5% L] highest vacancy rate at 14.6%
Scientific & Technical (Qualified) 9.6% 8.9% 2.4% 8.1% ? ’ ’
Total 14.4% 14.4% 14.4% 13.2% N
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Section 2a: Gross Turnover

The chart below shows turnover trends. Tables by Division and Staff Group are below:

COMMENTARY

The total trust turnover rate has decreased by 0.2% to
20.7% this month. In the last 12 months there have been
1047 leavers.

The Trust has received initial data from the responses to
the new exit surveys, this information will enable more
focused work on retention.

4 N

25%

20% Retirements

15% = |nvoluntary

Turnover
10% mmm Voluntary
Turnover
5% = \/oluntary Target
0%
Apr-16 Jun-16 Aug-16 Oct-16 Dec-16 Feb-17 Apr-17 Jun-17 Aug-17
G J
Gross Turnover
Division Jun 17 Jul 17 Aug "17 Sep "17 Trend
COR Corporate 24.3% 24.4% 23.5% 23.4% a
EIC Emergency & Integrated Care 22.2% 21.7% 20.3% 19.8% %
PDC Planned Care 22.0% 21.5% 21.9% 21.7% )
WCH Women's, Children’'s & Sexual Health 19.4% 19.7% 19.7% 19.8% P
Whole Trust 21.4% 21.2% 20.9% 20.7% a
Gross Turnover

Professional Group Jun "17 Jul "17 Aug "7 Sep '"17 Trend
Administrative & Clerical 22.0% 21.8% 21.5% 20.9% a
Allied Health Professionals 18.2% 18.8% 20.1% 21.0% )
Medical & Dental 16.3% 16.2% 14.3% 14.3% -
Nursing & Midwifery (Qualified) 20.2% 20.0% 20.3% 20.4% P
Nursing & Midwifery (Unqualified) 28.3% 21.8% 20.2% 19.6% a
Other Additional Clinical Staff 15.1% 27.4% 26.4% 27.7% ]
Scientific & Technical (Qualified) 38.1% 35.3% 34.9% 33.7% N
Whole Trust 21.4% 21.2% 20.9% 20.7% N
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Section 2b: Voluntary Turnover

Voluntary Turnover Other Turnover Sep 2017
Division Jun 17 Jul "17 Aug "17 Sep 17 Trend Leavers HC In-voluntary Retirement
COR Corporate 19.9% 20.4% 19.6% 19.0% 8 9% 3.2% 1.2%
EIC Emergency & Integrated Care 18.9% 18.3% 17.6% 16.9% 2 214 2.3% 0.6%
PDC Planned Care 14.0% 13.4% 13.7% 13.5% 8 223 6.3% 1.9%
WCH Women's, Children's & Sexual Health 15.4% 15.3% 15.1% 15.5% 7, 253 2.5% 1.7%
Whole Trust 16.3% 16.0% 15.7% 15.5% A 784 3.8% 1.4%
West Mid Site 12.5% 12.1% 12.3% 10.9% 2 190 :
Chelsea Site 18.3% 18.0% 17.5% 18.0% ) 594

Voluntary Turnover Other Turnover Sep 2017
Professional Group Jun 17 Jul 17 Aug 17 Sep 17 Trend Leavers HC In-voluntary Retirement
Administrative & Clerical 16.0% 15.9% 15.5% 15.0% ) 155 4.1% 1.8%
Allied Health Professionals 15.9% 16.6% 18.2% 19.0% P 59 1.9% 0.0%
Medical & Dental 5.7% 5.3% 4.1% 4.2% P 24 8.4% 1.7%
Nursing & Midwifery (Qualified) 17.9% 17.6% 18.0% 17.9% ) 371 0.9% 1.6%
Nursing & Midwifery (Unqualified) 24.9% 18.7% 17.2% 16.9% 2 102 1.8% 0.8%
Other Additional Clinical Staff 10.7% 19.9% 18.9% 18.9% - 30 7.5% 1.3%
Scientific & Technical (Qualified) 19.0% 16.3% 15.0% 14.5% R\ 43 17.9% 1.3%
Whole Trust 16.3% 16.0% 15.7% 15.5% ') 784 3.8% 1.4%
Service Average Staff in Post HC Leavers HC Voluntary Turnover Rate
John Hunter Clinic - CW 42 18 43.4%
Oncology - CW 21 9 42.9%
Paediatric Starlight Unit - WM 44 17 38.6%
Osterley 1 - WM 29 10 34.5%
Acute Assessment Unit - CW 71 23 32.4%
COMMENTARY

The 5 services with more than 20 staff with the highest voluntary turnover rates are shown in the bottom table. Divisional HR
Business Partners are working within divisions to tackle any issues within these areas.
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Section 3: Sickness

The chart below shows performance over the last 10 months, the tables by Division and Staff Group are below.

4.5% COMMENTARY
0% The monthly sickness absence rate is at 3.2% in September which is an
o (] . .
increase of 0.5% on the previous month.
3.5% ) )
A new process for collecting sickness data for staff not on HealthRoster
0 Pra / has been implemented. As the new process becomes embedded the
3.0% /
/ sickness rate is expected to increase further as accuracy improves.
2.5%
\ //—\/ The table below lists the services with the highest sickness absence
2.0% \g percentage during September 2017. Below that is a breakdown of the
top 5 reasons for absence, both by the number of episodes and the
1.5% number of days lost.
1.0%
Dec'l6 Jan'l7 Feb'l7 Mar'l7 Apr'l7 May'l7 Jun'l7 Jul'l7 Aug'l7 Sep'l7
==SicknessRate =~ ====Target
. Staff in Post o .
Sickness by Division Jun "17 Jul 117 Aug'17 | Sep'7 Trend Sendce WI-T-E 9% | sickness WTE Days Lost | Sickness %
COR Corporate 1.0% 7% 2.2% 2.7% 2 ;‘;:: S e 2GR o i 122;
- . B . o
EIC Emergency & Integrated Care 2.0% 2.2% 2.0% 2.6% ) Saint Mary Abbots - CW 26.11 62,07 8.5%
PDC Planned Care 2.6% 2.7% 2.8% 3.4% ) Nell Gwynne - CW 34.15 83.56 8.5%
WCH Women's, Children's & Sexual Health 2.3% 2.8% 3.2% 3.5% r.J Pharmacy - CW 97.48 191.73 6.5%
Whole Trust Monthly % 2.2% 2.5% 2.6% 3.2% )
Whole Trust Annual Rolling % 2.6% 2.5% 2.6% 8
Top 5 Sickness Reasons by Number of Episodes % of all Episodes
Sickness by Professional Group Jun 17 Jul 17 Aug '17 Sep 17 Trend $13 Cold, Foughj Flu - Influenza 26.76%
$25 Gastrointestinal problems 18.12%
Administrative & Clerical 2.2% 3.0% 3.6% 3.9% P $12 Other musculoskeletal problems 7.88%
Allied Health Professionals 3.2% 1.6% 1.7% 1.8% 2 $10 Anxietylstress{dep.resionlother psychiatric illnesses 7.47:&
Medical & Dental 0.5% 0.4% 0.5% 0.7% 2 $16 Headache | migraine 6.24%
Nursing & Midwifery (Qualified) 24% 3.0% 2.7% 3.5% . Top 5 Sickness Reasons by Number of WTE Days Lost % of all WTE Days Lost
H i R i 0, 0, 0, 0,
Nursing & Midwifery (Unqualified) 3.7% 4.2% 4.8% 5.4% 2 $10 Anxiety/stress/depression/other psychiatric illnesses 16.26%
Other Additional Clinical Staff 2.1% 1.6% 3.2% 3.6% 2 S12 Other musculoskeletal problems 5%
Scientific & Technical (Qualified) 2.7% 2.8% 2.8% 3.8% ] $25 Gastrointestinal problems 11.17%
Total 2.2% 2.5% 2.6% 3.2% ’ S13 Cold-, COflgh, Flu - Inﬂuenza. i 11.05%
$26 Genitourinary & gynaecological disorders 7.25%
8
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Section 4: Staff Career Development

The chart below shows the percentage of current staff promoted in each staff group over the last 12 months.

14% COMMENTARY
12%
In September 41 staff were promoted, there were 121 new starters to the Trust
9 - . . .. e .
10% (excluding Doctors in Training). In addition, 58 employees were acting up to a
8% - higher grade.
6% - .
’ Over the last year 8.0% of current Trust staff have been promoted to a higher
4% - grade. The highest promotion rate can be seen in the Corporate Directorates.
2% . i . . .
° I The Scientific & Technical staff group have the highest promotion rate at 11.5%
0% - ; — B : ; followed by at Admin & Clerical 11.2%.
&
(\"’b\ . 0&}6 Q}\"b\ ,v\@b\ .s'\&b\ c}%’& Ag\\@b
¥ S < = & & &
@ & NG & & & &
N ¢ e‘,\‘? QA N \© &
=B & I & & & N
é\"‘\b e;z@% & = S <&
& <& Ll N Ra <&
D TS g <& &
& % o &
< é\)k o
Monthly No. of Promotions . .| No. of Staff Promoted | % of Staff | Currently
— Staff in Post + 1yrs Service .
Division Jun'17 | Jul'17 | Aug'17 | Sep'17 | Trend Division (12 Months) Promoted | Acting Up
COR Corporate 10 7 0 6 ? COR Corporate 377 34 9.0% 7
EIC Emergency & Integrated Care 9 13 6 10 ? EIC Emergency & Integrated Care 985 89 9.0% 16
PDC Planned Care 9 10 15 12 ] PDC Planned Care 1351 95 7.0% 21
WCH Women's, Children's & Sexual Health 18 14 1 13 » :V;T“:Nme"'s' Children's & Sexual 1309 104 7.9% 14
Whole Trust Promotions 46 44 32 a4 ? Whole Trust 4022 322 8.0% 58
New Starters (Excludes Doctors in Training) 81 98 72 121 2 N e (ExtugeS Dectorsin 1145
Training)
No. of Promotions . | No. of Staff Promoted | % of Staff | Currently
- - Staff in Post + 1yrs Service .
Professional Group Jun'17 | Jul"7 | Aug'17 | Sep'17 | Trend Professional Group (12 Months) Promoted | Acting Up
Administrative & Clerical 21 13 10 11 ? Administrative & Clerical 798 89 11.2% 21
Allied Health Professionals 1 1 2 0 L] Allied Health Professionals 246 10 4.1% 12
Medical & Dental 1 0 3 3 - Medical & Dental 487 3 0.6% 1
Nursing & Midwifery (Qualified) 15 21 10 14 ? Nursing & Midwifery (Qualified) 1677 147 8.8% 18
Nursing & Midwifery (Unqualified) 6 6 4 8 ? Nursing & Midwifery (Unqualified) 476 38 8.0% 0
Other Additional Clinical Staff 1 2 1 1 - Other Additional Clinical Staff 111 9 8.1% 1
Scientific & Technical (Qualified) 1 1 2 4 ? Scientific & Technical (Qualified) 227 26 11.5% 5
Whole Trust 46 44 32 41 ? Whole Trust 4022 322 8.0% 58

9
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Section 5: Workforce Benchmarking

4.0%

3.5%

3.0%

2.5%

2.0%

1.5%

1.0%

0.5%

0.0%

Sickness Rate %

COMMENTARY

This benchmarking information comes from iView the Information Centre data
warehouse tool.

Sickness data shown is from Jun'17 which is the most recent available on
iView. Compared to other Acute teaching trusts in London, Chelwest had a
rate lower than average at 2.3%. In the top graph, Trusts A-G are the
anonymised figures for this group. The Trust's sickness rate was lower than
the national rate for acute teaching hospitals in June.

The bottom graph shows the comparison of turnover rates for the same group
of London teaching trusts (excluding junior medical staff). This is the total
turnover rate including all types of leavers (voluntary resignations, retirements,
end of fixed term contracts etc.). Chelwest currently has the highest turnover
in the group (12 months to end July). Stability is lower than average. High

Tusth - TrstB o TwstCo TrustD o TstE o TmustE o TmustG o Chelsea® | Average  National turnover is more of an issue in London trusts than it is nationally which is
estminster London Acute A ) A X
Teaching  Teaching reflected in the national average rate which is 9% lower than Chelwest.
**As with all benchmarking information, this should be used with caution.
Gross Turnover % Trusts will use ESR differently depending on their own local processes and
25% may not consistently apply the approaches. Figures come direct from the ESR
data warehouse and are not subject to the usual Trust department exclusions
and so on.
20%
Reference Group Gross Turnover Rate % | Stability Rate % Sickness Rate %
15% 1 Trust A 14.89% 84.60% 3.25%
Trust B 16.22% 83.35% 2.41%
Trust C 17.90% 81.82% 2.94%
Trust D 17.29% 82.64% 3.00%
10% - TrustE 16.42% 83.48% 2.98%
Trust F 16.54% 83.21% 3.28%
Trust G 15.70% 84.05% 3.00%
Chelsea & Westminster 20.06% 79.70% 2.28%
59% - Average London Teaching 16.88% 82.86% 2.89%
B National Acute Teaching 11.26% 88.56% 3.64%
0% - T T T T T T T T T
Trust A TrustB TrustC TrustD TrustE Trust F TrustG Chelsea & Average National
Westminster London Acute
Teaching Teaching
10
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Section 6: Nursing Workforce Profile/KPls

Nursing Establishment WTE

Division Jun'17 Jul '17 Aug'17  Sep'17 Trend
COR Corporate 104.9 80.5 86.1 84.1 .|
EIC Emergency & Integrated Care 978.3 1006.7 1003.7 1004.7 ?
PDC Planned Care 690.6 703.5 713.1 708.5 2
WCH Women's, Children's & Sexual Health 1159.1 1160.5 1155.4 1168.8 2
Total 2933.0 2951.3 2958.3 2966.0 ?
Nursing Staff in Post WTE

Division Jun'17 Jul '17 Aug '17  Sep'17 Trend
COR Corporate 71.6 73.3 75.6 75.1 .|
EIC Emergency & Integrated Care 788.5 790.7 797.2 810.6 ?
PDC Planned Care 615.1 606.1 602.2 614.0 £
WCH Women's, Children's & Sexual Health 1007.9 1009.2 990.2 979.2 .
Total 2483.1 2479.3 2465.2 2478.9 L4

Nursing Vacancy Rate

Division Jun 17 Jul'17  Aug'17 Sep'17 Trend
COR Corporate 31.8% 9.0% 12.2% 10.7% 3
EIC Emergency & Integrated Care 19.4% 21.5% 20.6% 19.3% ]
PDC Planned Care 10.9% 13.8% 15.5% 13.3% 2
WCH Women's, Children's & Sexual Health 13.0% 13.0% 14.3% 16.2% ?
Total 15.3% 16.0% 16.7% 16.4% 2
Nursing Sickness Rates

Division Jun'17 Jul '17 Aug '17  Sep'17 Trend
COR Corporate 0.8% 2.2% 1.7% 2.3% ?
EIC Emergency & Integrated Care 2.3% 2.9% 2.6% 3.7% ?
PDC Planned Care 3.1% 3.3% 2.9% 3.9% £
WCH Women's, Children's & Sexual Health 2.9% 3.6% 4.0% 4.4% ?
Total 2.7% 3.3% 3.2% 4.0% L4
Nursing Voluntary Turnover

Division Jun 17 Jul'17  Aug'17 Sep'17 Trend
COR Corporate 16.27% 18.80% 17.89% 19.23% ?
EIC Emergency & Integrated Care 22.22% 20.00% 19.09% 17.54% A
PDC Planned Care 17.67% 16.53% 17.26% 17.03% |
WCH Women's, Children's & Sexual Health 18.31% 17.09% 16.90% 17.95% ?
Total 19.3% 17.9% 17.7% 17.6% 2
West Mid Site 14.7% ?
Chelsea Site 23.0% P ]

COMMENTARY

This data shows a more in-depth view of our nursing workforce
(both qualified and unqualified).

The nursing workforce has increased by 14 WTE in
September.

20%

18%

16%
14%
12%
10%
8%
6%
4%
2%

0%

Jul-17

Jun-17 Aug-17

B Vacancy Rate M SicknessRate ™ Voluntary Turnover
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Section 7: Qualified Nursing & Midwifery Recruitment Pipeline

Jan '17 Feb '17 Apr '17 Jun'17 Jul'l7 Aug'l7 Sep'l7 Oct'l7 Nov'l7 Dec'l7 Jan'l18 Feb'l8 Mar'18

ESR Establishment WTE 2255.5 | 2256.4 | 2257.5 | 2258.6 | 2223.7 | 2227.0 | 2255.0 | 2266.1 | 2273.5
Substantive Staff in Post WTE 1894.3 | 1896.8 | 1900.4 | 1907.3 | 1904.0 | 1918.1 | 1905.6 | 1884.5 | 1897.4
Contractual Vacancies WTE 361.1 359.6 357.1 351.2 319.7 309.0 | 349.4 381.6 376.1
Vacancy Rate % 16.01% | 15.94% | 15.82% | 15.55% | 14.38% | 13.87% | 15.49% | 16.84% | 16.54%
Actual/Planned Leavers Per Month* 25 20 28 41 36 29 31 44 31 32 32 32 32 32 32
Actual/Planned New Starters** 26 23 33 58 32 38 19 19 39 57 57 57 57 57 57
Pipeline: Agreed Start Dates 47 18 4 6 2 2
Pipeline: WTE No Agreed Start Date 144 - with no agreed start date
* Based on Gross Turnover of 20%

Qualified Nursing WTE Trends COMMENTARY

2400

2300
~— \_/

2200

2100

2000

1900 — e ——

1800 T T T T T T T T T T T T T T T T T )
Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
16 '16 '16 '17 ‘'17 ‘'17 '17 '17 '17 '17 '17 ‘'17 '17 '17 '17 '18 '18 '18

= ESR Establishment WTE

= Substantive Staff in Post WTE

This information tracks the current number of qualified
nurses & midwives at the Trust and projects forward a
pipeline based on starters already in the recruitment
process.

The planned leavers is based on the current qualified
nursing turnover rate of 20% and planned starters takes
into account the need to reduce the nursing and
midwifery vacancy rate down to 10% by March 2018.

NB Starters & Leavers do not always add up to the change in
staff in post due to existing staff changing their hours

12
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Section 8: All Staff Recruitment Pipeline

Jan'17 Feb'17 Mar'17 Apr'l7 May'17 Jun'17 Jul'l? Aug'l7 Sep'l7 Oct'l7 Nov'l7 Dec'l7 Jan'l8 Feb'l8 Mar'18

ESR Establishment WTE® 5901.5 | 5963.8 | 5905.0 [ 5940.6 | 5975.5 | 6051.6 | 6035.3 | 6067.5 | 6016.5

Substantive Staff in Post WTE 5028.8 | 5054.8 | 5080.2 | 5125.6 | 5156.2 | 5180.3 | 5165.7 | 5193.0 | 5223.4

Contractual Vacancies WTE 872.7 909.0 824.8 814.9 819.2 871.3 869.5 874.5 793.1

Vacancy Rate % 14.79% | 15.24% | 13.97% | 13.72% | 13.71% | 14.40% | 14.41% | 14.41% | 13.18%

Actual/Planned Leavers Per Month? 76 56 67 90 95 63 96 280 128 87 87 87 87 87 87
Actual/Planned New Sta rters’ 118 120 127 151 130 86 94 252 179 125 125 125 125 125 125
Pipeline: Agreed Start Dates 81 37 9 8 3 2
Pipeline: WTE No Agreed Start Date 365 - with no agreed start date

! Doctors in Training are included in the Establishment, Staff in Post and Actual Starters/Leavers figures
*Based on Gross Turnover of 20%

® Number of WTE New Starters required per month to achieve a 10% Vacancy Rate by March 2018

All staff WTE Trends COMMENTARY
6200
6000 e This information tracks the current number staff at the
5800 _/\/ Trust and projects forward a pipeline based on starters
already in the recruitment process.
5600
<400 The planned leavers is based on the current qualified

nursing turnover rate of 20% and planned starters takes
5200 N into account the need to reduce the vacancy rate down

/ to 10% by March 2018.

5000

4800 . . . . . . . . . . . . . . . . . . NB Starters & Leavers do not always add up to the change in
Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar staff in _pOSt due to _eX’Stmg staff changing their hours. Staff
16 16 16 '17 17 17 17 17 17 17 '17 17 17 '17 '17 18 '18 '18 becoming substantive from Bank may also not be reflected

= ESR Establishment WTE = Substantive Staff in Post WTE

13

Overall Page 121 of 140



Section 9: Agency Spend

Actual Spend vs. Target Spend YTD

£5,000,000
COR Corporate £4,500,000
£4,000,000
Corporate Jun "17 Jul 17 Aug '17 Sep 17 YTD £3,500,000
Actual Spend £279,295 £128,916 £181,449 £175,460 | £1,181,590 £3,000,000
Target Spend £241308 | £241,308 | £241,308 | £241,308 | £1,447,848| ‘o000
P — £37,987 | -£112,392 | £59,859 | -£65,848 | -£266,258 | | £1500000 I— |
Variance % 15.7% -46.6% -24.8% -27.3% -18.4% £1,000,000 +— | —
£500,000 - —
£0 ; . .
EIC Emergency & Integrated Care COR Corporate  EIC Emergency & PDC Planned Care  WCH Women's
Integrated Care Children's & Sexual
Emergency & Integrated Care Jun 17 Jul 17 Aug 17 Sep 17 YTD Health
Target Spend £ Actual Spend £
Actual Spend £759,878 £751,397 £715,007 £708,043 | £4,323,208
Target Spend £583,420 £583,420 £583,420 £583,420 | £3,500,520 £2.050.000
Variance £176,458 £167,977 £131,587 £124,623 £822,688 T
£1,950,000 A
Variance % 30.2% 28.8% 22.6% 21.4% 23.5% £1850.000 /\
PDC Planned Care £1,750,000 / AN
£1,650,000 \\// \
—
£1,550,000
Actual Spend £586,530 £398,385 £539,858 £349,986 | £2,786,238 £1.450.000
Target Spend £392,436 £392,436 £392,436 £392,436 | £2,354,616 £1350,000
Variance £194,094 £5,949 £147,422 | -£42,450 £431,622 Apr'l7  May'l7  Jun'l7 Jul'17 Aug'l7  Sep'l7
Variance % 49.5% 1.5% 37.6% -10.8% 18.3% —#—Target Spend === Actual Spend
WCH Women's, Children's & Sexual Health COMMENTARY
These figures show the Trust agency spend by Division
Actual Spend £332,285 | £370,971 | £194,186 | £348,533 | £1,828,727 compared to the spend ceilings which have been set
Target Spend £285,918 £285,918 £285,918 £285,918 | £1,715,508 for 17/18.
Variance £46,367 £85,053 -£91,732 £62,615 £113,219
Variance % 16.2% 20.7% 32.1% 21.9% 6.6% In Month 6, the Emergency & Integrated Care Division
spent 21.4% more than the target for the month.
Clinical Divisions and Corporate Areas o ) ]
Overall, the only Division below it’s YTD target is
Trust Jun 17 Jul 17 Aug "17 Sep 17 YTD Corporate, by 18.4%.
Actual Spend £1,957,988 | £1,649,669 [£1,630,500| £1,582,022 |£10,119,763
e £1,503,082 | £1,503,082 |£1.503,082| £1,503,082 | £9,018,492 please note that the agebncy cap plan figures are phased d/ff?rently in the
: NHSI monthly returns. This summary shows performance against the
Variance £454,906 £146,587 £127,418 £78,940 £240,387 equally phased plan.
Variance % 30.3% 9.8% 8.5% 5.3% 12.2%
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Section 10: Temporary Staff Fill Rates for N&M

100%
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Temporary Staffing Fill Rates by Division

mmm Agency Fill

m Bank Fill
Rate

e Qverall Fill
Rate Target

PDC PIanned WCH Trust Total =====Bank Fill
Corporate Emergency Care Women's, Rate Target
& Integrated Children's &
Care Sexual
Health

Reasons for Booking

COMMENTARY

The “Overall Fill Rate” measures our success in meeting temporary staffing
requests, by getting cover from either bank or agency staff. The remainder
of requests which could not be covered by either group are recorded as
being unfilled. The "Bank Fill Rate" describes requests that were filled by
bank staff only, not agency.

The Overall Fill Rate was 83.5% this month which 1.5% lower than August.
The Bank Fill Rate was reported at 55.7% which is 3.5% lower than the
previous month.

The EIC Division is currently meeting the demand for temporary staff most
effectively.

The Bank to Agency ratio for filled shifts was 67:33. The Trust target is
80:20.

The pie chart shows a breakdown of the reasons given for requesting bank
shifts in September. This is very much dominated by covering existing
vacancies, workload and other leave.

This data only shows activity requested through the Trust's bank office that
has been recorded on HealthRoster

W Vacancy
Overall Fill Rate % by Division Jun "17 Jul 17 Aug 17 Sep 17 Trend
® Work Load COR Corporate 86.0% 89.3% 98.5% 39.4% .
EIC Emergency & Integrated Care 84.1% 87.2% 86.6% 87.1% ?
PDC Planned Care 88.8% 88.3% 85.6% 86.8% P
m Sickness Cover WCH Women's, Children's & Sexual Health 85.0% 85.3% 81.6% 77.1% |
Whole Trust 85.5% 87.0% 85.0% 83.5% L]
M Specialling - Mental Bank Fill Rate % by Division Jun "7 Jul 17 Aug '17 Sep "7 Trend
Health COR Corporate 86.0% 89.3% 98.5% 39.4% L'
EIC Emergency & Integrated Care 50.7% 52.8% 53.4% 51.2% 28
B Specialling - Other PDC Planned Care 62.8% 63.4% 63.1% 62.6% .
WCH Women's, Children's & Sexual Health 64.9% 64.3% 62.9% 56.6% N
Whole Trust 57.7% 58.9% 59.2% 55.7% L]
M Leave - Other
15
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Section 11: Core Training

COMMENTARY
Core Training Topic Aug '17 Sep '17 Trend At the end of September compliance at 86% was maintained,

— however in some subject areas there was a dip in the compliance
Basic Life Support _ 82.0 ? figures. This is where staff lose their compliance and then take time
Equality, Diversity and Human Rights 87.0 87.0 o to redo the eLearning or book on to training.

Fire 88.0 86.0 Rl Reports are sent to managers fortnightly when staff are expired
Health & Safet 87.0 86.0 . and when due to expire (in the following three months) and we are
ca atety : . working to enable reminders on the Qlikview reports so managers
Inanimate Loads (M&H L1) 89.0 89.0 o are aware of when they are due to expire. All managers are asked to

ensure staff undertake their refreshers before they expire.
Infection Control (Hand Hyg) 88.0 87.0 a2
Information Governance 86.0 84.0 2 Our new elearning portal will go live in November, which will

: ) enable staff to access from trust and personal computers as well as

Patient Handling (M&H L2) 83.0 83.0 o tablet and mobile devices.
Safeguarding Adults Level 1 89.0 89.0 s
Safeguarding Children Level 1 89.0 88.0 A
Safeguarding Children Level 2 81.0 81.0 g
Safeguarding Children Level 3 86.0 84.0 3 Current vs. Planned Core Training Compliance

95%
Core Training Compliance % by Division Jun "17 Jul "17 Aug "17 Sep "17 Trend
COR Corporate 82.0% 86.0% 88.0% 89.0% ? 90%
EIC Emergency & Integrated Care 85.0% 83.0% 84.0% 83.0% A"
PDC Planned Care 85.0% 83.0% 84.0% | 85.0% » 85% W
WCH Women's Children's & Sexual Health 84.0% 86.0% 87.0% 86.0% A"
Whole Trust 84.0% 85.0% 86.0% 86.0% o 80%

75%

70%

65% T T T T T T

Sep-16 Nov-16 Jan-17 Mar-17 May-17 Jul-17 Sep-17
e Core Training Target % e Actual Rate %
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Section 12: Performance & Development Reviews
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Division Band Group % Division Band Group %
Band 2-6 25.4% Band 2-6 20.3%
COR Band 7-8b 75.0% PDC |Band 7-8b 76.6%
Band 8c + 100.0% Band 8c + 100.0%
Corporate 49.2% PDC Planned Care 29.1%
Band 2-6 23.9% Band 2-6 15.4%
EIC Band 7-8b 83.5% WCH |Band 7-8b 78.5%
Band 8c + 83.3% Band 8c + 100.0%
EIC Emergency & Integrated Care| 38.0% WCH Women's, Children's & SH| 28.3%
- +
Band Totals Band 2-6 Band 7-8b Band 8c
20.08% 78.8% 98.6%
Trust Total 33.3%
Medical Appraisals
Medical Appraisals by Division Jun '17 Jul "7 Aug '17 Sep '17 Trend
COR Corporate 100.0% 100.0% - - -
EIC Emergency & Integrated Care 86.9% 89.8% 84.4% 80.8% L]
PDC Planned Care 85.9% 83.8% 85.9% 80.2% kY
WCH Women's, Children's & Sexual Health 83.3% 84.4% 81.0% 79.6% |
Whole Trust 85.2% 85.6% 83.7% 80.1% 2

Non-Medical Commentary

From 1 April 2017 everyone is required to have their PDR in a set
period, starting first with the most senior staff. Staff in bands 7 and

above should all have had a PDR by the end of September and those
in bands 2-6 are due to be completed by the end of December. The
PDR compliance rate has increased by 13.5% in September.

Medical Commentary

The appraisal rate for medical staff was 80.1%, 3.6% less than last
month.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Council of Governors Meeting, 30 November 2017
AGENDA ITEM 2.5/Nov/17
NO.
REPORT NAME *Governors’ Questions
AUTHOR Various
LEAD Lesley Watts, Chief Executive Officer
PURPOSE To note.
SUMMARY OF 1. The question raised by Governor Philip Owen:
REPORT 1.1 | would like an update on the involvement of C&W with STP NW London

e  Will this still include a finance group?

e Will this involve NHS managed private equity investment for large assets e.g
MRI diagnostic systems and buildings especially on the West Mid campus?

e Will the STP management of a PFl be done by professionals hired by the NHS in
the STP community or by a special department established by the NHS
England?

Response from Karl-Munslow-Ong, Deputy Chief Executive:

There is an existing finance group which Sandra Easton our Chief Financial Officer is a
member of.

The second point refers to the management of PFls. Management of PFls will remain
the domain of individual organisations although this will of course be factored in to any
site development plans under the SaHF programme.

Please see response above. The Trust does have in place specialist advisors to support
the management of the PFI contract

1.2. I would like an update on the position of nurses accommodation
e Average distance covered by nurses on duty
e Opportunities to live in accommodation
e Addressing affordable housing with the local borough council

Response from Pippa Nightingale, Chief Nurse:

On the first point, we do not have data.

On the second point, the Trust offers nursing accommodation all new recruits are on
both main sites. However, most choose to find shared housing outside of the Trust. In
addition, the Deputy Chief Executive and Director of Strategy have a meeting shortly
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with the London Borough of Hounslow which will include the issue of support for our
staff in housing, as part of an initiative which will be progressed with other local
authorities.

2. The question raised by Governor Paul Harrington:
2.1 Could we have an update on where we are with exit interviews: How many have
been conducted, by whom and have any trends been identified?

Response from Keith Loveridge, Director of HR & OD:

We use an external provider to conduct online exit questionnaires. In July, August and
September we received 49 responses from 124 staff approached. Processes are being
improved to increase the reach of the exit questionnaires. At exit, 89% of staff agreed
patient care was the top priority and 73% said they would consider working at the Trust
again. Development areas include that 63% felt valued and recognised and 58% felt
they had received constructive feedback. However, in terms of trends, 90% at exit were
proud to have worked at the Trust, which is a high result. As the process matures,
benchmarking will be possible to identify further trends and themes. In addition to
online questionnaires we also offer exit interviews to staff who want to discuss
particular problems.

2.2 What are the staffing levels for wards with patients needing additional personal
care in the Marjory Warren wing at WMUH? What is the minimum cover during staff
rest periods?

Response from Pippa Nightingale, Chief Nurse and Keith Loveridge, Director of HR &
OD:

There are 5 different wards in the Marjory Warren Wing. Each have “safe staffing
establishments” set. These are set using the twice yearly acuity and dependency audit
data. The acuity audit data captures the needs of all patients on the ward. We monitor
our compliance in staffing to these set levels by submitting national care hours per
patient data (“CHPPD”) monthly, which is then benchmarked nationally. All Marjory
Warren Wards are in the safe benchmark for safe staffing. The CHPPD monitors
compliance with safe staffing establishment as it calculates how many hours of care a
patient actually receives in a 24 hour period, which is a much more accurate indicator
of safe staffing. It allows for staff breaks and increases in patient care needs.

3. The question raised by Governor Sonia Samuels:

Attracting temporary employees to permanent positions: The last Open day in
September at West Middlesex it was identified that many temporary staff were keen to
be able to apply for permanent posts within the trust, but were not encouraged or
given access on how to do so. Is there a reason for this? And if so what method has
now been put in place to attract and retain temporary staff into permanent roles within
the trust?

Response from Keith Loveridge, Director of HR & OD:

The Open Day at the West Middlesex site included a recruitment stand which was
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successful in attracting applications to qualified and unqualified nursing roles. In
addition we interviewed and offered jobs for a number of qualified nursing posts on the
day. This question rightfully focuses on the opportunity to recruit temporary workers
to permanent posts and to this end the Trust is currently targeting agency nurses who
have been working for the trust for eight weeks or more.

KEY RISKS None.
ASSOCIATED

FINANCIAL None.
IMPLICATIONS

QUALITY None.
IMPLICATIONS

EQUALITY & None.
DIVERSITY

IMPLICATIONS

LINK TO NA
OBIJECTIVES

DECISION/ For information.
ACTION
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust
Council of Governors Meeting, 30 November 2017
AGENDA ITEM NO. 2.6/Nov/17
REPORT NAME *Draft Minutes of the Council of Governors Quality Sub-Committee
meeting held on 16 November 2017
AUTHOR Vida Djelic, Board Governance Manager
LEAD Simon Dyer, Deputy Chair
PURPOSE To provide a record of any actions and decisions made at the meeting.

SUMMARY OF REPORT | This paper outlines a record of the proceedings of the Council of
Governors Quality Sub-Committee meetings held on 16 November 2017.

KEY RISKS ASSOCIATED | None.

FINANCIAL None.
IMPLICATIONS
QUALITY None.
IMPLICATIONS

EQUALITY & DIVERSITY | None.
IMPLICATIONS

LINK TO OBJECTIVES NA

DECISION/ ACTION The draft minutes are enclosed for information.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Minutes of a meeting of the Council of Governors Quality Sub-Committee
Held at 10am on 16 November 2017
UMO Meeting Room, Chelsea and Westminster Hospital

Attendees Simon Dyer Deputy Chair (Patient Governor) SD
Anna Hodson-Pressinger Patient Governor AHP
Guy Pascoe Public Governor — London Borough of GP
Hammersmith and Fulham
Susan Maxwell Patient Governor SM
Sonia Richardson Patient Representative on the West London SR
CCG
In attendance Priscilla Gyewu Membership Officer PG
Vida Djelic (Minutes) Board Governance Manager VD
Nathan Askew Director of Nursing NA
Shan Jones Director of Quality Improvement SJ
Christine Catlin (in part) Assistant Director of Learning & CC
Organisational Development
Sarah Holland (in part) CW+ SH
Apologies Nigel Davies Chair (Public Governor — Ealing) ND
Nowell Anderson Public Governor NA
Kush Kanodia Patient Governor KK
Lynne McEvoy Staff Governor — Nursing and Midwifery LM
Chisha McDonald Staff Governor — Allied Health Professionals, CMD
Scientific and Technical
Sonia Samuels Public Governor — City of Westminster SS
Laura Wareing Public Governor — London Borough of LW
Hounslow
1. | Welcome and Apologies
a. The Deputy Chair welcomed members to the meeting.
b. | Apologies received were noted.
2. Minutes of previous meeting held on 15 September 2017
a. Minutes of the previous meeting were accepted as a true and accurate record of the
meeting.
2.1 | Matters Arising
a. The sub-committee reviewed the action log and noted that most of actions were
complete.
b. Re action 2.1 — the Deputy Chair noted that Kobler Unit call center regarding
appointments will remain open action since this is still under review.
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Re action 2.1 — an update on deep dive into categories of complaints will be provided
later in the meeting by Nathan Askew.

COG Quality Awards Autumn Results

SM noted that the Quality Awards Judging Panel met earlier in the morning to agree
winners for the Autumn round of Quality Awards. The winners were as follows:

1. Specialist Palliative Care Team, West Middlesex Hospital (AHP Governor Rep)
2. Timely review of all acute diabetes and endocrinology referrals (SD Governor Rep)
3. Maternity gentle C section (GP Governor Rep)

There were two highly commended categories:

1. Hydration Wheel — David Erskine Ward — highlight a good partnership working
2. Deputy Director of Estates and Facilities

In response to SR’s query SM confirmed that one of criteria’s for winning quality award is
transferability within the service nationally and internationally and community links.

SM concluded by saying that the winners will receive their Quality Awards at the 30
November Council of Governors meeting.

Staff Awards

Sarah Holland and Christine Catlin attended for this item.

CC noted that staff awards area is led by the Learning and Development Department and
added the aim of the paper was to improving coordination and differentiation of Staff
Awards across the Trust. The Staff awards are generously funded by the CW+ Charity.

The Trust offers a diverse range of awards in recognition of outstanding staff
performance. These include:

e CW+ Staff Awards — Annual Trust-wide celebration event

e Monthly CW+ PROUD Awards

e Long service awards (launching in next year)

e Christmas Cheer Awards — Supported at CWH by the Friends charity

e Governor’s Quality Awards

e Educational Achievement Awards (to be reviewed as a possibility for next year)

CC said that the objective is to work together with governors in relation to the timing and
value of awards. She proposed for a governor award on quality and innovation subject to
agreement. This will be brought back to the sub-committee.

SM noted that since she will retire from the Trust in late November the Council of
Governors awards will be taken over by leads Simon Dyer and Nigel Davies.

Governor feedback on patient contacts
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The Deputy Chair reported on a patient who was full of praise for the hospital except for
the appointments system.

It was agreed that the cross site lead should be invited to the sub-committee to provide
an update of appointments system.

Action: VD to invite Anna Letchworth and Angela Dunmall to the next sub-committee | VD
meeting.

SM reported on a former governor who raised an issue of time delay on the day of
appointment in pain clinic due to patient’s notes not being made available to a
consultant timely which resulted in patient waiting to be seen longer than expected. She
passed the matter to Pippa Nightingale who should have taken this forward.

Action: Pippa Nightingale to provide an update on this to the sub-committee. PN

The Deputy Chair reported on a patient who had an appointment for MRI scan but on the
day was turned down as patient record was not available and the appointment had to be
rearranged. He encouraged the patient to log a complaint with PALS office. The case
highlights the importance of administrative system functioning effectively and asked for
an update to the sub-committee.

Action: VD to invite a colleague to provide an update on the administrative system to | VD
the next sub-committee.

NA noted that CERNER will help with all patient information being available on one
platform and easy to access.

Care Quality Programme — update

SJ noted that the focus of CQP is on the pending CQC visit. The CQC focus groups were
held with staff today and the following day. The announced visit is planned for the first
week of December and 40 inspectors are expected to attend. They will be looking at
every service of the hospital. The Trust has undertaken lot of preparations and the
quality rounds have been excellent.

In response to a question from SM if ward accreditation scheme have helped improve
services, SJ said that it did and that it encouraged healthy competition between wards. It
joined up all work we do under the remit of quality and most of areas achieved most of
given targets.

The Deputy Chair noted that some governors were part of mock up inspection; he found
it interesting and hoped that wards find feedback useful.

The Deputy Chair queried if CQC inspectors have planned to see the Trust’s Governors
and if so a notice needs to be given. SJ responded that to date a request has not been
made , however, we might be asked for it at a later stage. It was noted that if there is a
meet a governor session planned in the week commencing 4 December the timetable
needs to be updated.

Action: SM to update the meeting a governor timetable. SM

Patient Experience Review

NA noted that the Q2 Patient Experience Group report provided with the papers was
presented to the October Quality Committee (a Board Committee). A summary of
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changes that took place in the last three months were noted.

NA noted that although the Friends and Family Test (FFT) appears to be red in the paper
the targets are met; some work has been planned to be undertaken in emergency
department and maternity.

In response to a question from the Deputy Chair why would patients in Emergency
Department want to complete the FFT and how the Trust compares against other
foundation trusts, NA said that the target is 30% and the Trust has set high response rate;
this is often not met due to high volume of patient in Emergency department. SM felt
that the FFT should be given to patients on discharge. NA noted that the FFT will be
better managed once it has been brought back in-house with staff on each site to support
the data collection and work with areas to improve their FFT scores.

SJ noted that the next Group’s report will provide a breakdown of top three complaints
by sub-categories and then within the sub-categories there will be 10 sub sub-categories.

In response to a question regarding plans for change of PALS office location, NA replied
that the ground floor space has been looked at; working in coordination with estates and
facilities on this. Once the progress has been made the sub-committee will be updated.

In response to SM’s question regarding a space for governors, NA said that more
prominent and private space for governors will be considered.

In response to a question form GP, NA clarified that PALS assist the patient and public to
make a formal complaint or raise a concern. NA highlighted that some changes will need
to take place in order to improve Trust’s response to formal complaints.

SR said that from CCG point of view the complaints response time and quality of
response have been an issue. NA said that a small number of cases referred to
Ombudsmen get upheld which provides some assurance on the quality of complaints.

NA noted that the Trust has recently established a Patient Voices Group and Sian Nelson
is the lead and it will formally report to Patient Experience Group. This is in trial and its
effectives will be reviewed at a later stage.

In response to a question from GP, NA confirmed that there is financial penalty for having
patient wait longer than 4hrs in A&E. There is a proposal that divisions pay a penalty and
money can be used for patient experience. This may be implemented if a sustained
improvement in performance is not achieved

NA clarified that Disney customer care programme has been superseded by the
apprenticeship programme - customer service.

*Questions or clarification on Quality Issues arising from Integrated Performance
Report

The Deputy Chair invited questions on quality issues arising from the report.

GP queried the RTT significant deterioration across a number of specialities at the West
Middlesex site detailed on p.3. SJ explained that a comprehensive speciality based
recovery plan was developed and submitted to NHS England and the position is which is
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monitored through our weekly elective access meetings. She added that the RTT position
improved in October.

c. GP queried position of medication related safety incidents which resulted in harm. SJ
clarified that 12% of the medication incidents resulted in harm but not overall incidents.
She added that reporting of incidents should be encouraged regardless whether they
result in harm or not.
d. The sub-committee asked for clarification about % of harm and needed to understand
what it compare against.
Action: Chisha McDonald to get clarification from Medication Safety Group re % of | CM
harm.
9. Forward Plan
a. The sub-committee reviewed the forward plan and the following points were agreed:
e AddQl & Q2 incidents report (as for Patient Safety Group)
e Add an update on appointment system to the February agenda and remove from the
outstanding matters list
e Add CQCinspection feedback to the February agenda
e Remove the following outstanding matters: staff attitude/ behavior — reception area &
wards and FFT response rate since regular updates will be provided via the Patient
Experience Report
e Add Quality priorities to the February agenda
e Marie Courtney to provide a brief summary on quality of private patient environment
from PLACE audit to the sub-committee
e Reception area — differed innovation to go on the forward plan for April
e Remove embedding trust values — appraisal performance since regular updates are
provided via the workforce report as part of the Performance & Quality Report.
Action: VD to update the forwards plan. VD
9.1 | Actions taken to reduce the use of urinary catheters at West Middlesex site
a. NA noted that the action stems from the past and that the present situation is very
different; all catheterisation is reviewed regularly and where possible removed; wards
are regularly asked about patients who have been catheterized; the Infection and
Prevention control Team advised NA that there is a low number of urinary catheters
infections recorded on the site.
b. It was noted that some catheterisation is necessary, however some is not and that the
policy will detail that it is challenged on daily basis and when appropriate removed.
10. | Any other business
a. The Deputy Chair expressed his gratitude to SM for her long commitment to the Trust

and to the sub-committee. He wished her best for the future.
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| 11. | Date of next meeting—9 February 2017, Boardroom, Chelsea and Westminster Hospital

The meeting closed at 12.00.
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Chelsea and Westminster Hospital NHS

Council of Governors Meeting, 30 November 2017

NHS Foundation Trust

AGENDA ITEM NO.

2.7/Nov/17

REPORT NAME *Draft Minutes of the Council of Governors Membership Sub-Committee
meeting held on 9 November 2017

AUTHOR Vida Djelic, Board Governance Manager

LEAD Phillip Owen, Chair

PURPOSE To provide a record of any actions and decisions made at the meeting.

SUMMARY OF REPORT

This paper outlines a record of the proceedings of the Council of
Governors Membership Sub-Committee meeting held on 9 November

2017.
KEY RISKS ASSOCIATED | None.
FINANCIAL None.
IMPLICATIONS
QUALITY None.
IMPLICATIONS
EQUALITY & DIVERSITY | None.
IMPLICATIONS
LINK TO OBJECTIVES NA

DECISION/ ACTION

The draft minutes are enclosed for information.
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Chelsea and Westminster Hospital NHS

NHS Foundation Trust

Minutes of Council of Governors Membership & Engagement Sub-Committee
Held at 10.00am on 9 November 2017 in Boardroom, Chelsea and Westminster Hospital

Attendees Philip Owen Chair PO
Anna Hodson-Pressinger Patient Governor AHP
Elaine Hutton Public Governor EH
David Phillips Patient Governor DP
Susan Maxwell Lead Governor SM
Matthew Shotliff Staff Governor MS

In attendance Gillian Holmes Director of Communications GH
Izzo Jaudan GP Liaison Manager
Rachael Allsop Head of Volunteer Services RA
Priscilla Gyewu Membership Officer PG
Vida Djelic Board Governance Manager VD

Apologies /fabsence  Tom Pollak Public Governor TP
lan Bryant Staff Governor IB
Nowell Anderson Public Governor — Hounslow NA

1. Welcome & Apologies

a. The Chair welcomed all to the meeting. In particular, he welcomed Gillian Holmes, new
Director of Communication, to the sub-committee.

b. The Chair also welcomed lzzo Jaudan, GP Liaison Manager and Rachael Allsop, Head of
Volunteer Services, to the meeting.

C. Apologies for absence were noted.

2. Minutes of previous meeting held on 14 September 2017

a. Minutes of the previous meeting were approved as a true and accurate record of meeting.

3. Matters Arising & Action Log

a. The sub-committee reviewed a list of actions and the following points were noted:

In response to the action 3.c PO clarified the sub-committee’s expectations for assistance
with obtaining a list of GP Practice Managers so that the sub-committee members can get in
touch and publicise the work of the Council of Governors and the sub-committee and in
return hopefully recruiting new members. IJ felt that the best way forward would be to
approach Patient Participation Groups. Action: IJ to develop a plan of approaching Patient
Participation Groups.

In addition 1) offered to assist the sub-committee with an introduction to the CCG in
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Wandsworth.

In response to action 3.i it was confirmed that the Raising Concerns (Whistleblowing) Policy
has been shared.

In response to the action 5.1.1.c RA noted that this action would be taken forward.

In response to the action 5.2.f PO noted that the TV screen in the Governor Information
Zone was not working for some time. GH said that the review will be undertaken of all
hospital screens by IT with a view of improving communication to members and public and
that the issue with the particular screen was not having an easy access to power cable.
Communication aspect of the hospital screens will remain responsibility of the
communication department. Once the review has been concluded an update will be
provided to the sub-committee.

In response to the action 7.b SM noted that she has devised the Christmas Event rota
covering both hospitals. The paper was tabled. She asked for governor volunteers to help
with on Chelsea site; AHP volunteered to help. SM also asked for some help with presents
for children. EH offered to assist with this. It was agreed that AHP would invite LW and PO
to invite TP to assist with grotto duties.

4, Chairman’s remarks
The following points were noted under the Chairman’s remarks:

e The Chair outlined the remit of the sub-committee and its objectives and
highlighted his aspiration to have more governor representatives on the sub-
committee so that communication and engagement with members can be more
effective.

e The Chair emphasised his aspiration for engaging with multi-cultural communities
and its ambition to recruit more members from those communities and therefore
improve the profile of members of the Trust.

e The Chair noted that the Editorial Board has been introduced recently in order to
review and provide ideas for the content of the Members E-News (a monthly
communication to Trust members). Its first meeting was held in October and future
monthly meetings will be organised by the Membership Officer.

e The Chair outlined other aspirations for close working High School and Academy in
order to inspire more young people undertaking medical studies and also
encouraging young people to join the Trust membership, become a volunteer and
gain some experience of NHS.

5.0 | Guest Speakers
5.1 | Volunteers

RA explained her role, the department structure and noted the progress made with
developing the volunteering strategy over the last 6 months and the future focus.

RA noted that the prime location has been identified within new ‘Community Hubs’ on the
two main hospital sites.
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She added that some clarity was required in relation to members automatically becoming
volunteers. RA noted that this will be looked into outside the meeting. DP said the Trust
employees are automatically opted-in as Staff Members of the Foundation Trust unless they
opted-out.

The Char thanked RA for attending the meeting and said that he was looking forward to
working with her together.

5.2 | Communications update
GH tabled the communication strategy and noted they key drivers under the following
headings: goal, focus, approach and tactics.
She highlighted the key objective to deliver and support Trust priorities, clinical strategy and
Trust values (PROUD).
The sub-committee noted that further update on the communications strategy will be
provided at the next meeting.

6. Membership Report

a. This item and the report were noted.

7. Membership Engagement & Communications Calendar of
Events, including Christmas Events

a. The calendar of events paper was noted.

8. Council of Governors Election — update

a. VD noted that the Returning Officer, Electoral Reform Services, distributed ballot papers to
the members in constituencies in which election was taking place on Monday 6 November.
The election will be held in the following constituencies: Patient Constituency (1 seat);
Public Constituency—City of Westminster (1 seat); Public Constituency—Royal Borough of
Kensington and Chelsea (1 seat); Staff Constituency—Contracted Class (1 seat) and Staff
Constituency—Medical and Dental Class (1 seat). No nomination was received in the Public
Constituency—-London Borough of Richmond upon Thames.
VD highlighted that the deadline for completed voting papers to be received by the
Returning Officer is 5pm on 24 November and the results will be published on the Trust
website on 27 November and shared with all candidates and the Council of Governors.

9. Feedback from members

a. None noted.

10. | Council of Governors funding report

a. This item and the report were noted.
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11. | Any other business
a. None.
12. | Date of next meeting — 8 February 2018, 10.00-12.00 (Room A, West Middlesex)

The meeting closed at 12.00.
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