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Western Sussex Hospitals
NHS Foundation Trust

Meeting of the Board of Directors

09:30 to 12:50 on Thursday 25 July 2019

Mickerson Hall, Chichester Medical Education Centre, St Richard’s Hospital,
Spitalfield Lane, Chichester, PO19 6SE

AGENDA — MEETING IN PUBLIC

Welcome and Apologies for Absence Verbal

To note

Declarations of Interests Verbal

To note

Minutes of Board Meeting held on 30 May 2019 Enclosure
To approve

Matters Arising from the Minutes Enclosure
To note

Report from Chief Executive Enclosure
To receive and note overview of the Trust’s activities

INTEGRATED PERFORMANCE REPORT

Introduction from Chief Executive Enclosure
To receive and note overview of the Trust’s activities

Quality Improvement Enclosure
To receive and agree any necessary actions

Systems and Partnerships Enclosure
To receive and agree any necessary actions

Sustainability Enclosure
To receive and agree any necessary actions

Our People Enclosure
To receive and agree any necessary actions

ASSURANCE REPORTS FROM COMMITTEES

Report from Finance and Performance Chair Enclosure
To receive assurance from Committee and recommendations

from the Committee

Report from Audit Committee Chair including Annual Enclosure
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To receive assurance from Committee and recommendations
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Report from Quality Assurance Committee Chair

To receive assurance from Committee and recommendations

from the Committee

Board Assurance Framework
To approve for publication on the web site

SERVICE PRESENTATION

A&E Service Presentation
To receive assurance over application of patient first
processes

Annual Organ Donation Report 2018/19
To receive

OUR PEOPLE

Annual Workforce Race Equality Survey Results
To approve

Annual Workforce Diversity Equality Survey Results
To approve

QUALITY

Annual Adults & Children’s Safeguarding Report **
To receive activity information for 2018/19

CNST Maternity Standards
To approve

WELL LED & COMPLIANCE

Annual Medical Appraisal and Revalidation Report
2018/19
To approve

Company Secretary Report
To note

OTHER

Any Other Business
To receive and action

Questions from the public

To receive and respond to questions submitted by the public

Date and time of next meeting:

The next meeting in private of the Board of Directors is
scheduled to take place at 10:30 on 26" September 2019 in
the John Bull Conference Room, WHEC, Worthing Hospital.
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To resolve to move to into private session

The Board now needs to move to a private session due to the
confidential nature of the business to be transacted

** Hard copies of these reports are available on request via email to tanya.humphrys@wsht.nhs.uk

Trust Board of Directors Quoracy

A meeting of the Board shall be quorate and shall not commence until it is quorate.

Quoracy is defined as meaning that at least half of the Board must be present, including one Non-executive
Director and one Executive Director. This means that at least 6 voting members must be present. A Director shall

be deemed as present if he joins the meeting by telephone or other means, provided that he can hear and be
heard by all other Directors present at the meeting
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NHS

Western Sussex Hospitals
NHS Foundation Trust

Minutes of the Board of Directors meeting held in Public at 10.30am on Thursday 30
May 2019, John Bull Conference Room, Worthing Health Education Centre, Worthing
Hospital, Lyndhurst Road, Worthing, BN11 2DH.

Present: Alan McCarthy Chairman
Patrick Boyle Non-Executive Director
Mike Rymer Non-Executive Director
Joanna Crane Non-Executive Director
Lizzie Peers Non-Executive Director
Jon Furmston Non-Executive Director
Martin Sinclair Non-Executive Director Adviser
Dame Marianne Griffiths  Chief Executive
George Findlay Chief Medical Officer & Deputy Chief Executive
Karen Geoghegan Chief Financial Officer
Denise Farmer Chief Workforce and OD Officer
Maggie Davies Chief Nurse
Amanda Fadero Managing Director
In Alison Ingoe Finance Director
Attendance: Jennie Shore Human Resources Director
Oliver Philips Group Director of Strategy and Planning (For
Item 6)
Rowena Remorino Chief of Service — Women and Children (For
ltem 14)
Lynn Woolley Head of Midwifery (For Item 14)
Lisa Ekinsmyth Quality Matron (For Item 17)
Glen Palethorpe Group Company Secretary [joined the meeting
from the end of the Integrated Performance Report]
Tanya Humphrys Board Administrator

TB/05/19/01 Welcome and Apologies
1.1 The Chair welcomed all those present to the meeting.
1.2 Apologies were received from Jon Furmston and Lizzie Peers.
TB/05/19/02 Declarations of Interests
2.1 There were no declarations of interest.
TB/05/19/03 Minutes of Board Meeting held on 28 March 2019
3.1 The Board received the minutes of the meeting held on 28 March 2019.
3.2 The Board resolved that the minutes of the Board meeting held on 28
March 2019, would be approved as a correct record of the meeting
and signed by the Chairman.
TB/05/19/04 Matters arising from Minutes

4.1 The Matters Arising from previous meetings were received.

4.2 All Matters Arising related to items on the agenda or were on a forward
agenda plan.

TB/05/19/05 Chief Executive’s Report



5.1 Dame Marianne Griffiths introducted the Chief Executives report and
highlighted the following key areas.

5.2 Celebrations

10 years of Western Sussex — The Trust celebrated a decade of
achievements and improvements on its 10" birthday in April, 10 years
after the Trust was formed on 1 April 2009. Within four years, Western
Sussex Hospitals won Foundation Trust status and in April 2016 it became
the first multi-site hospital trust to be rated “Outstanding” by the Care
Quality Commission. Marianne noted that the Trust had celebrated with
cake for staff at St Richard’s, Worthing and Southlands hospitals.

5.3 Patient First STAR Awards — Marianne explained that the Trust has just
launched its tenth annual event which is a real celebration of everything
that is great and good about the Trust and its staff. Last year there were
over 600 nominations, the Board was advsied that the deadline for
nominations was 31 May 2019.

5.4 Top 10 A&E performance & multi-million pound bonus — In 2018/19
WSHT had the ninth best type 1 A&E performance in England, the Trust
finished the year with 95% of A&E patients in Worthing and St Richard’s
seen, treated, admitted or discharged within four hours. In addition to this
the Trust delivered a surplus of £1.194m, which together earned the Trust
an additional £27million Sustainabilty Funding which the Trust is seeking
to use for capital investment. Marianne commended all those involved in
delivering this fantastic achievement.

5.5 Marianne went onto to advise the Board about a number of other
achievements that had taken place within the Trust in the previous
months, including the Multi-million pound radiology investment, £8.5
million endoscopy investment, Improving patient catering, Leadership
development programme for Matrons and Band 7's.

5.6 Marianne went on to draw the Boards attention to the following diary
highlights:
= Meetings with partner organisations
= Sustainability and Transformation Partnership
= Sharing our improvement story:
= |Lean Academic Conference
=  KPMG Improvement event
Clinical Director Induction Day
Consultant engagement meeting
Acute Network
Staff briefings

5.7 Looking ahead Marianne advised the Board that the Trust was starting to
prepare for the impending CQC inspection, it was noted that the Trust had
received notifcation that the CQC intended to inspect the Trust this
summer and that it was anticipated to take place some point before the
end of July.

TB/05/19/06 2019/20 Operational Plan

6.1 Oliver Philips introduced the Trusts 2019/20 Operational Plan explaining
that the Operational Plan is a key document which, for 2019/20
demonstrates how the Trust plans to sustain its outstanding CQC rating
and continue with its improvement journey.
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6.2

6.3

6.4

6.5

6.6

6.7

6.8

The revised Strategic Initiatives will ensure long term improvement in the
face of a range of complex demands across performance, productivity,
finance, quality and system development, this year's Corporate Projects
have been refreshed and include Western ‘Outstanding’, Clinical Strategy
Delivery, Delivery of Seven Day Services, Reducing Abusive Behaviours,
and the Facilities and Estates Response to the ‘6 Facet’ Survey

Oliver explained that the Operational Plan sets out how during 2019/20
the Trust will achieve its ambitions and was submitted to NHS
Improvement in April 2019.

Amanda Fadero advised the Board that looking back on the previous year,
whilst it was extremely busy but noted that the Trust had remained in the
top quartile nationally for its performance and went on to highlight the
Trusts target to be achieved in 2019/20:

= A&E less than 4 hour waits - 95%;

RTT — 92%;

RTT 52 week waits — 0;

Diagnostics more than 6 weeks — less than 1.0%;

Cancer - First treatment following GP referral < 62 days — 85%

George Findlay explained that WSHFT was already a Trust that was
proud of the high quality of care it provides to its patients with the best
outcomes for patients at the forefront of all it does but noted that this
needed to be maintained and as part of the Operational Plan the following
targets would support that ethos:

* Preventable Mortality target: HSMR Top 20%;

» Avoidable Harm target: 99% Harm Free Care;

= Patient Satisfaction target: >97%

Denise Farmer introduced the Workforce slide noting that the Trust has

previously performed well in the Annual Staff Survey but noted that the

Trust would like to be the best nationally when it comes to Staff

Engagement and supporting our staff. Denise explained that the following

areas were key to helping the Trust achieve that aspiration:

= Develop new roles and ways of working to support workforce supply
challenges;

= Align workforce plans and Clinical Strategy;

= Delivery of improvements in staff engagement, ability of staff to make
improvements, reduction in abusive behaviours and Patient First
Improvement System (PFIS) including — develop leadership skills to
deliver performance.

Karen Geoghegan explained that the Trust started the year in a positive
position after delivering a surplus position for the previous 3 years,
including the delivery of the efficiency programme in excess of 4% of the
cost base for the last 3 years. Karen noted the financial targets that the
Trust has set out as part of the 2019/20 Operational Plan:

= Deliver a control total (including Provider Sustainability Fund and
Marginal Rate Emergency Tariff ) of £14.062m surplus for 2019/20
and the efficiency requirement of £11.7m;

Improved Theatre and Outpatient Productivity;

Diagnostic demand management (incl. primary care);

Support the delivery of New Models of Care;

Deliver medical workforce redesign project;

Take an active part within the Integrated Care Provider Pathfinder
Development.

The Chairman thanked the Executive Team for all the hard work that had
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been put into developing the Operational Plan.
6.9 The Board NOTED the 2019/20 Operational Plan.
TB/05/19/07 Integrated Performance Report

7.1 Dame Marianne Griffiths introduced the Integrated Performance Report
explaining that Patient First is the Trust's methodology and how it aligns
its processes and governance, highlighting that there are three key
streams of work that feed into the Trust's Patient First True North;
Breakthrough Objectives, Corporate Projects and Strategic Initiatives.
Marianne explained that the new Integrated Performance Report
supported reporting to the Board in line with the patient first approach,
highlighting the Trust’'s True North for each of the 5 domains.

7.2 Quality
George Findlay noted the key messages from the Quality section of the
report noting that for HMSR the Trust has deteriorated to the 31%
percentile when compared nationally, due to the 12 month rolling figure
increasing to 92.5.

7.3 George explained that the change had been driven by the following
factors; coded case-mix has changed at a different rate than seen
nationally for Sepsis and Pneumonia with a greater fall in the proportion
and activity. Allied with an increase in zero day non-elective admissions
with a potential impact on the expected mortality rate, particularly at St
Richard'’s. George assured the Board that this was not a patient outcome
issue, purely coding.

7.4 Maggie Davies advised the Board that the Trust had experienced an
outbreak of Norovirus at both St Richard’'s and Worthing sites, it was
noted that in addition to this the Trust observed an increased incident of
vomiting and on 09 May and a D&V outbreak was promptly declared.
Maggie assured the Board that all corresponding risk mitigations were in
place and extra support for the clinical areas affected, including weekend
working by the IP&C team, was provided and the outbreak was formally
closed on 15 May 2019.

7.5 Jon Furmston asked if our coders were quicker to adopt the change of
coding for Sepsis and Pneumonia and did the Trust believe that the drop
in activity would correct itself. In response George explained that it was
expected to balance out but confirmed that it was absolutely the correct
change to make.

7.6 Operational Performance

Amanda Fadero drew out the following key points for the Trust's

Operational Performance for April 2019:

= A&E 4hr target performance April-19 was 91.9%, compared to 85.1%
National Average performance.

= RTT (Referral to Treatment) compliance was static at 83.3%,
compared to 86.7% National Average (March) with Zero patients
waiting over 52 weeks.

= Cancer provisional performance April-19 was 82.1 % of patients
treated within 62 days from referral as per the Trust's recovery plan
and was delivered in the context of continued significant increased
demand, compared to 79.75 National Average(March).

= Diagnostic performance was compliant (0.81% not achieved) for the
16th consecutive month despite demand pressures, compared to
National Average (March) of 2.5%
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7.7 Marianne reminded the Board that for 2018/19 activity was not
commissioned to meet the RTT target of 92%, but to show a reduction in
the total waiting list size for 2018/19 which was achieved. Marianne
confirmed that for 2019/20 the activity to deliver the RTT target has been
commissioned.

7.8 Amanda went on to explain that there was particular focus on Outpatient
and Theatre improvement programmes, with new plans in place to look at
different ways of scheduling theatre lists. George added that there had
been added focus on Ophthalmology to reduce waiting lists, noting that
there had been a significant reduction in the waiting list for Glaucoma
patients.

7.9 Financial Performance
Karen Geoghegan noted that the Trust is exactly in line with the plan it has
set itself. Karen explained that at the end of Quarter 1 the Trust needs to
deliver a surplus of £1.0m in order to earn £1.25m of Provider
Sustainability Fund (PSF) income. In 2019/20 there are no performance
or access targets associated with the payment of PSF income.

7.10 The Board was advised that the delivery of the control total will require the
close management of elective and non-elective capacity and control of the
Trust’s cost base, particularly in relation to medical pay, which is a break-
through objective for 2019/20.

7.11 Karen went on to note that the Trust has been able to identify Efficiency
opportunities to meet all of the £1.1m efficiency plan savings at the end of
Month 1 and that the Capital Programme is ambitious and as it is in
excess of the plan it will have to be closely managed.

7.12 Workforce
Denise Farmer highlighted the key areas from the Workforce section of
the integrated performance report, noting that the Trust remains on track
overall in relation to staff engagement.

7.13 It was noted that the Equality, Diversity and Inclusion strategy had been
developed and that there was a programme of work in relation to that and
how it is translated into changing behaviours of both staff and patients and
their visitors.

7.14 The Board was advised that there had been some changes to the Agenda
for Change contract, namely a change from manager led to employee led
appraisal and the phasing out of the Band 1 role.

7.15 Denise explained that the Finance and Performance Committee had
discussed workforce capacity in its earlier meeting with a particular focus
on the implementation of new medical roles, where it had been agreed the
Quiality Assurance Committee would provide oversight on the quality risk
of its implementation in particular with respect to changing junior doctor
roles.

ACTION: QAC to provide oversight and support on the DF
implementation of the new Junior Doctor roles.

7.16 The Board NOTED the Integrated Performance Report.

TB/05/19/08 Report from the Finance and Performance Committee Chair
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8.1 Lizzie Peers presented the report from the Finance and Performance
Committee and explained that the role of the Committee is to receive
assurance and scrutinise the data on behalf of the Board.

8.2 Lizzie noted that Marianne had already reflected on a very positive year-
end result, whilst at the same time delivering good outcomes in A&E,
Diagnostics, Capital Investments, and Cash Management. Lizzie went on
to highlight that the Committee had been greatly assured by the delivery of
the Efficiency Programme again last year.

8.3 The Board was advised that the Committee had discussed the 2019/20
Efficiency Programme noting that it was well matured but that it contained
some potentially very high risk schemes, due to it being more
transformational this year.

8.4 It was noted that the Committee had discussed the gaps in workforce and
new models of care and the implementation of new roles and as
mentioned earlier will be looking to the Quality Assurance Committee to
test out the quality assurance in relation to these changes

8.5 Lizzie summed up by advising that Operational Performance had largely
been within the set plan to deliver the constitutional targets.

8.6 The Board NOTED the Report from the Finance and Performance
Committee Chair.

TB/05/19/09 Report from the Audit Committee Chair

9.1 Jon Furmston presented the Chairs report from the Audit Committee and
highlighted the findings of an Internal Audit Advisory Report the
Committee had received in relation to Medical Workforce expenditure in
the Medical Division. Jon noted that there had been months where
finances weren’t as expected and as a result the Trust requested internal
audit (BDO) take a more in-depth look into the reasons for the overspend.
Jon explained that positively the auditors confirmed that the Trust was
already addressing the correct areas and that the action plan put together
by BDO, would be used to support the other Divisions not only Medicine.

9.2 The Board was advised that the Committee received the Annual Report
and Accounts for 2018/19; Ernst & Young commented that it had been a
much smoother process than in previous years and were able to deliver
their opinion on time.

9.3 The Committee received a post project evaluation on the Docman referral
system which provided a number of learning points that would be
beneficial for the delivery of future projects and business cases.

9.4 The Board NOTED the Report from the Audit Committee Chair.
TB/05/19/10 Women'’'s and Children’s Service Presentation

10.1 Rowena Remorino introduced the Women’'s and Children’s service
presentation and began by explaining to the Board that in 2018/19
WSHFT Maternity Service supported 4888 women to have their babies
and delivered 5012 babies.

10.2 The Board was advised that the Maternity Department was aiming to
maintain its Outstanding service rating as noted in the previous CQC
inspection and more recently from the feedback provided by the CQC in
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their engagement visit.

10.3 Rowena drew the Board’s attention to slide 4 of the presentation which
highlighted feedback from patients and family, noting that the departments
Family and Friends Test (FFT) recommend rate is 98%, which is
significantly better than the national average.

10.4 The Board heard about some of the areas where the team have worked
closely with families that have used the service, working to create the
Maple Suite for families that have suffered the loss of a baby, Baby basics
for mothers that have nothing, a local charity provides basic supplies to
help them get started.

10.5 Lynn Woolley highlighted to the Board some of the innovative projects
within the department, in particular balloon inductions which are midwifery
led, which have seen higher rates of patient satisfaction and reduced time
to delivery.

10.6 The Board heard about the co-design of Maternity services with the
women that use the service in particular with the Continuity of Carer
project, in addition that there had been the recent appointment of a Chair
and co-Chair of the Maternity Voices partnership, offering a sound forum
to discuss service improvements.

10.7 The Chair thanked Rowena and Lynn for their presentation and asked
what other challenges there were; within the service Rowena explained
that workforce sustainability continues to be a challenge but positively
added that recently they have had a period of stability.

10.8 The Board NOTED the Women'’s and Children’s Service Presentation on
Maternity.

TB/05/19/11 Equality, Diversity and Inclusion

11.1 Jennie Shore presented the Equality, Diversity and Inclusion paper and
drew out the following key points, explaining that the paper sets out the
Trusts strategy for improving equality, diversity and inclusion together with
an improvement plan that sets out measurable objectives that meet
WSHFT'’s legal and social responsibilities and continues to shift the Trusts
culture to one that embraces difference.

11.2 The Board was advised that the Trust has a number of schemes in place
to support the Trusts vision and drew the Boards attention to the current
position detailed in the paper.

11.3 The Trust's improvement plan and focus over the next two years was

explained noting the following actions:

* Embedding the strategy throughout the Trust

= Facilitating the ongoing conversations with the staff from differing
protected characteristic groups about their experience and satisfaction

= Continuing to support the staff networks to actively contribute to this
agenda and support the delivery of these priorities

= Providing training to enable staff to have productive conversations in
areas of race, disability, sexual orientation and bullying/harassment

» Increasing the number of staff providing full information on ESR,
especially for Disability, Sexual Orientation and Religion or Belief

= Carrying out a review of the recruitment and selection process to
determine the reason for the differences between White and BME
staff being shortlisted for positions
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= Reviewing the data provided in the annual reports such as the
Equality Annual Report, WRES, WDES and Gender Pay Gap to
enable the annual priorities to be determined

= Supporting the development of the team that supports the delivery of
the EDI agenda

= Ensuring that communication of the agenda and workstreams
supporting these plans are regularly shared across the organisation
and externally to ensure that staff and the community are aware of our
commitment to true equality and inclusion.

11.4 Dame Marianne Griffiths commented that one of the Trust’'s Corporate
Projects for 2019/20 was tackling Violence and Aggression towards staff
as it continues to be one of the biggest challenges that the hospitals
experience, so it is hoped that the actions as part of the improvement plan
will help to reduce the number of cases that are reported.

11.5 The Board ENDORSED the actions set out within the improvement plan in
the Equality, Diversity and Inclusion plan.

TB/05/19/12 Learning From Deaths Quarter 4

12.1 George Findlay presented the Quarter 4 Learning from Deaths report and
highlighted the following key areas; George noted that this report detailed
Quarter 3 data as the process for screening is limited, it looks at historic
data and this can lead to delays in the reporting. The Trust continues to
aspire to move toward a daily review process and will be piloting this
during Q1 2019-20.

12.2 It was noted that there had been some progress in the last Quarter and
that there had been an increase in capacity with the recruitment of the
new Learning from Deaths Manager, who was leading the review of the
current screening and structured judgement review process, which it is
hoped will enable the Board to be kept up to date in a more timely fashion.

12.3 George drew the Board’'s attention to Appendix 1 CQC Learning from
Deaths — Driving Improvement Report, highlighting the 5 key areas that
support Trusts putting the learning from Deaths guidance into practice,
noting that the Trust is meeting these recommendations within our
processes.

12.4 Mike Rymer commented that he had recently attended the End of Life
summit in May which had been very positive; in addition that he felt it was
the right decision to amalgamate the Mortality Steering Group with the
End of Life Board. George concurred explaining this was to ensure a
coordinated strategic plan is delivered and to broaden the membership of
both groups.

12.5 The Board NOTED the Quarter 4 Learning from Deaths Report.
TB/05/19/13 Annual Patient Experience Report

13.1 Maggie Davies introduced Lisa Ekinsmyth, Quality Matron who attended
the meeting to present the Patient Experience Annual Report.

13.2 The Board was advised that the report provided a review of the Patient
Experience data collected through the Friends and Family Test (FFT), the
real time survey system, National Surveys as well as themes from PALS
enquiries and formal complaints received the Trust for 2018/19.
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13.3 Lisa explained that at the beginning of the year the patient experience
strategy was launched and set out the Trusts improvement goals with the
top two being, to “Make feedback business as usual” and “Improve
timely responses to concerns and complaints”.

13.4 The Board was advised that in relation to FFT the Trust is performing well

in all areas:

»  A&E - WSHT was at 95% satisfaction compared to 87% nationally;

» |Inpatients — The Trust scored 97% satisfaction compared to 93%
nationally;

= Qutpatients — 96.8% satisfaction in comparison to a score of 93.5%
nationally;

= Maternity was the standout area for FFT scoring 97% satisfaction
compared to 96% nationally, with a response rate of 50.8% compared
to the national average of 20.9%.

13.5 Lisa advised the Board that the Trust gets lots of positive comments from
patients through FFT and highlighted some of these within the
presentation.

13.6 The Boards attention was drawn to the Real Time Surveys section of the
presentation highlighting that 6,730 patients were surveyed in 2018, with 3
key improvement themes being noted, reduction in the noise at night,
improved discussions regarding discharge and to improve inpatient food.

13.7 Lisa explained that the PALS and Complaints Service handled 11,588
cases in 2018/19, noting the trend of an increase in PALS cases which is
reflected in the reduction of patients and families having to formally raise
complaints.

13.8 Lizzie Peers reflected that the positive comments were all around
behaviours and the areas highlighted as needing improvement are
processes and environmental factors all things that the Trust can change
relatively easily which is a really encouraging position and a testament to
the Trust's staff.

13.9 The Board NOTED the Annual Patient Experience Report for 2018/19.
TB/05/19/14 Annual Provider Licence Self-Certifications

14.1 Glen Palethorpe presented the Annual Provider Licence Self-
Certifications, explaining that as part of the Trust's provider licence the
Trust is required to make a self-declaration against a number of the
licence specific conditions. The Trust's self-declarations must be
published on its website.

14.2 NHS improvement provide a template for these declarations where
explanations are required if the Trust cannot provide a compliant
declaration.

14.3 It was noted that the Trust is compliant for each element within the annual
required declarations, detailed within the report.

14.4 The Board APPROVED the Annual Provider Licence Self-Certifications for
submission to NHSI.

TB/05/19/15 Other Business

15.1 There was no other business to discuss.
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TB/05/19/16
TB/05/19/17

17.1

17.2

17.3

TB/05/19/18

18.1

TB/05/19/19

19.1

Tanya Humphrys

The Chair formally closed the meeting
Questions from Members of the Public

John Thompson commented that nominations for this year's STARS were
very important and that he hoped the Trust would draw on the positive
stories portrayed within many of the reports presented today.

John went on to acknowledge the new Integrated Performance Report and
complimented the style of reporting; in addition he noted that the Diversity
and Inclusion paper was a very interesting read.

Anita Mackenzie asked whether an OCT scan in Ophthalmology was part
of routine examinations. George Findlay explained that this was not
routine and was only used for specific conditions and routinely providing
such tests is not encouraged or clinically directed.

Resolution into Board Committee

The Board resolved to meet in private due to the confidential nature of the
business to be transacted.

Date of Next Meeting
It was noted that the next Board Meeting would take place on Thursday

25 July 2019 in Mickerson Hall, CMEC, St Richard’'s Hospital,
Chichester.

Board Administrator

May 2019

Signed as a correct record of the meeting
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Headlines

Sussex NHS unites for Pride

Staff and volunteers from Western Sussex joined colleagues from Sussex Partnership, Sussex
Community NHS trusts and Unite at Worthing Pride this month to celebrate the diversity of our
organisations and the people we serve.

July also saw the launch of Rainbow Warrior initiative at the trust enabling staff to show their
support for LGBTQ+ patients, carers, visitors and colleagues. The initiative originated at the
Evelina London Children’s Hospital and is now spreading across the NHS as other
organisations borrow the idea ‘with pride’! The aim is to make a positive difference by promoting
a message of inclusion to the LGBT+ community, with Rainbow Warriors prominently wearing
their rainbow lanyards or pin badges.

E&D conference: Day Two of our annual conferences
The second of our annual staff conferences took place on 13 June. The conference theme
this year is Diverse, Inclusive and Together and is part of a wider strategy of celebrating
diversity in our hospitals as we continue to improve the services we provide.

Successful Maternity voices group launched

More than 40 people have joined the Western Sussex Maternity Voices Partnership
mailing list following its successful launch on 10 June at St Richard'’s.

Led by practice development midwife, Anita Clarke, MVP chair Emma Johnson and
co-chair Nicky Sheppard, staff and members of the public shared ideas and their own
stories of maternity care.

WEbTERn susci 0
(m Maternity
Voices

ARE& ApS fE

The Western Sussex MVP is a maternity group that works with families to develop a
service that meets their needs, giving them the best possible care during pregnancy, birth
and beyond. If you are interested in joining the mailing list, contact them through their
social media channels on Twitter @WestSussexMVP and Facebook www.facebook.com/
westsussexMVP/. Or, you can email westsussexmvp@gmail.com.




Headlines

Frailty Intervention Teams working in A&E

New Frailty Intervention Teams (FIT) have been established to provide more
specialist support for older and more frail patients in the trust’'s emergency
departments.

The teams, which include a frailty practitioner, supported by a consultant geriatrician,
see patients in minors, majors, resus and the clinical decisions unit, depending on
patient need. They work alongside the A&E medics, nurses and occupational
therapists to provide specialist care for elderly patients who have been triaged in A&E
as being frail.

Top hospital award for Western Sussex

Western Sussex has been named as one of the country’s top hospitals at this year's CHKS Top Hospitals
Awards in London on Wednesday (12 June).

The trust was also ranked among the very best hospitals for the quality of experience our patients receive at
St Richard’s, Worthing and Southlands. .

Junior doctors win excellence awards

Junior doctors were recognised for their achievements at the trust’s inaugural Trainee Doctor Excellence
Awards in Arundel on 21 June. The event was held in conjunction with an educational conference which
focussed on wellbeing and resilience.

The event included the award of the Sophie Spooner Cup, presented by Laurel and Richard Spooner in

memory of their daughter, who was working at Western Sussex when she died in 2017.

The cup recognises the trainee who has contributed most to the culture of the organisation, through their
personal values, attitude and behaviour. The first winner was specialist registrar in Acute Medicine,

Dr Christopher Chandler. Chris’s achievement was all the more significant as nearly 170 nominations for
the award were received.




Headlines

Pharmacist’s plastic-cutting project

An improvement project led by pharmacy technician Sam Coombes will stop the
trust using nearly 70,000 single-use plastic bags a year. Sam’s vision for “a green
sustainable pharmacy” was showcased at the 2019 Clinical Pharmacy Congress in
London (7-8 June), where colleagues from around the country commended his
improvement project.

Using the Patient first approach, Sam used data to identify the causes of the waste
and used it to develop solutions. These include replacing throw-away fridge bags
with reusable canvas bags with an antimicrobial coating.

Wishing colleagues a happy retirement

Lead nurse for cancer and end-of-life care Tim Hutson (pictured) retired on May 31 after
40 years working for the trust.

Housekeeping senior supervisor Denise Darbinean has retired after 44 years
at Southlands.

Consultant rheumatologist Dr Mike Chard retired on 31 May after 29 years working at
Worthing and Southlands Hospitals.

Thanks and congratulations to our volunteers

Congratulations for The Friends of Chichester Hospitals as they celebrated
receiving the highest honour a voluntary group can be given. The Friends’
receipt of The Queen’s Award for Voluntary Service in recognition of their
outstanding charitable work at St Richard’s was applauded at a special lunch
held at CMEC as part of the trust’'s Volunteers Week celebrations.




Diary highlights

» Meetings with partner organisations » Clinical Director ‘s meeting

« Sustainability and Transformation « Consultant engagement meeting
Partnership « Staff Conference Day 2

» Acute Network * Nursing and Midwifery

» Healthcare Women Leaders Network Board Away Day

 NHS Providers Quality Conference « Staff briefings

 NHS Confederation Annual » Medical Education Conference
Conference * Volunteers Summer tea party

« Council of Governors meeting
 Band 7 leadership programme



Looking ahead

Care Quality Commission inspection

The inspection of our trust began in June with a review of our Use of Resources, carried out by NHS Improvement. Inspections are
now formed of three parts and our Well-led assessment and core, unannounced inspection are expected to take place before the end
of August.

We were last inspected in December 2015, which resulted in the publication of our “Outstanding” CQC report in April 2016. Patient

First was just beginning then and we have much to be proud of, using its approach to build on our rating, making significant
improvements across the organisation.

Our STAR awards _ Patient First

With more than 800 nominations for this year's STAR awards, s I A R
our judging panel meets on August 1 to decide on our shortlist.

The shortlist will be shared with the organisation as part of —=

preparations for the event on 26 September. Thank you again ' -

to all those who made nominations — both public and staff. S, Awa rds

2019

Western Sussex Hospitals

2009 - 2019
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Patient First Strategy Deployment

Framework

AR

“The key goals of the
organisation to achieve”
N by which we know we
would be delivering high

guality care, in a
sustainable way.

Breakthrough
Objectives 3-5 Years

Specific Metrics )
“Focus the “Must Do Can'’t Fail”

Strategic Initiatives

Organisational
Improvement Energy” to
turn the dial on delivery of

strategic programmes of
work to drive forward and
support delivery of True

True North. Corporate Projects North.
Horizon : 0-12 Month “Start and Finish Horizon : 1-3 Years
Specific Metrics organisational wide or Programmes of Work
complex projects” that
Changes delivered through need to deliver this year to Will Create sub-Projects
the Front Line help deliver True North and Improvement Efforts

Horizon : 0-18 Month
Task and Finish Projects

Central Oversight and
Support / Resources




Key Goals for the

Patient First True North ey © achieve

Patient Satisfaction

Target: Family &
Friends Recommend
Rate >96%

E=n

Financial Staff Engagement

Management Preventable Mortality Non Elective Care
| Target: Engagement Target: HSMR Top Target: A&E 95%
Target: Break Even Score Top in the 20% in the Country <4hrs
Country

Elective Care

Target: RTT 92%
<18wks

Avoidable Harm

Target: Patient Safety
Thermometer 99%
Harm Free Care




Quality Performance - Effectiveness

Preventable Mortality

Target: HSMR Top
20% in the Country

Avoidable Harm

Effectiveness: Mortality-Analysis of the rise in HMSR: the Trust rolling 12 month Target: Patient Safety
HMSR now includes data for March 2019 and has risen to 94.2. There has been Thermometer 99%
an accompanying deterioration to the 38" Percentile when compared nationally. Harm Free Care
The Trust remains statistically significantly low in terms of both the HSMR and
SMR with an increasing trend in the point value of the HSMR itself.

Key messages for Board

The causes for the rising HMSR have been investigated and the 12 month rolling number of observed deaths at
WSHT has been steadily reducing. The 1703 deaths in the 12 months up to and including March 2019
represents an 8.6% reduction in observed deaths when compared to the year before. However this coincided
with a larger 13.6% reduction in the numbers of expected deaths predicted by Dr Foster. The larger reduction in
expected deaths compared to observed deaths has resulted in a rising HMSR.

The cause of the larger reduction in expected deaths is primarily due to changing levels of coded activity for
sepsis. There were national changes to the way sepsis is coded in April 2017 increasing coded activity followed
by further changes in April 2018 reducing it. This has prompted a larger variation in coded sepsis at WSHT when
compared with other Trusts and a bigger reduction is sepsis coding that seen elsewhere.

Work is ongoing to understand the changing HSMR and is also focussing on levels of palliative care coding and
the capture of co-morbidities in patients who have died.



Quality Performance - Effectiveness

Observed and Expected Deaths

Diagnoses - HSMR | Mortality (in-hospital) | Mar-18 to most recent | Trend (rolling 12 months)
Period: Rolling 12 months Measure: Observed Additional measure: Expected
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Quality Performance - Effectiveness

Sepsis Deaths — Observed and Expected

Septicemia (except in labour) | Mortality (in-hospital) | Mar-18 to most recent | Trend (rolling 12 months)
Diagnosis group: Septicemia (exceptin labour)
Period: Rolling 12 months Measure: Observed Additional measure: Expected
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Quality Performance - Effectiveness

Observed & Expected Deaths excluding Sepsis

Diagnoses - HSMR | Mortality (in-hospital) | Mar-18 to most recent | Trend (rolling 12 months)
Diagnosis group: Acute myocardial infarction, Coronary atherosclerosis and other heart disease, Pulmonary heart disease, Cardiac dysrhythmias,
Period: Rolling 12 months  Measure: Observed Additional measure: Expected
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Quality Performance - Safety

Preventable Mortality
Target: HSMR Top
20% in the Country

Avoidable Harm

Target: Patient Safety
Thermometer 99%
Harm Free Care

The patient safety thermometer tool looks
at point prevalence of four key harms —
 Falls
 Pressure ulcers
e Urinary tract infections
e Deep vein thrombosis (DVT) and

pulmonary embolism (PE)

The actual number of patients who suffered
no new harm during their inpatient stay at
WSHFT was 98.7%.



Quality Performance - Experience

The Trust works closely with patients and families across
our services to ensure their views and experiences inform
our improvement work. It is therefore very pleasing to note
that our staff have:

 Embraced the duty of candour process so successfully
 Reformed how we respond when people raise concerns

e Our ward sisters and matrons pick up the phone as soon
as a complaint is raised and in so doing are often able to
solve problems directly

« Use of patient stories in our education programmes,
sharing at huddles(via the safety newsletter) and at key
trust meetings



Systems &
Partnerships

Non Elective Care
Target: A&E 95%

: : : : g : <4hrs
In line with the National picture the Trust saw significant increases Elective Care
in numbers of emergency patients attgndlng both A&ESs. Increase Target: RTT 92%
of 7.3% at Worthing and 4.3% at St Richards. <18wks

A&E 4hr performance for June 19 was 92.4%, compared to

86.4% National performance. There were no 12 hr breaches.
WSHFT sites were the 9t highest performing Type 1 A&Es
nationally.

RTT compliance in June 19 was 83.5% with no patients waiting over 52 weeks. The lower
number of working days in June and lower activity impacted but the Trust remains on track
to deliver the 92% target by the end of the year. The compliance against the RTT target for
patients on an outpatient pathway improved to 90%.

Cancer performance for June-19 is compliant against all of the targets, with 85.1% of
patients treated within 62 days. This is well ahead of the Trust's recovery plan and in the
context of continued significant increased demand. National average performance (May-19)
deteriorated further to 77.5%.

Diagnostic performance was non-compliant for the first time in June at 3%. This was directly
linked to the loss of 150 scopes due to the loss of WLIs. Action taken and Trust is currently
compliant again in July. National performance (May-19) was 4.5%.



1

Type 1 Attendances - WSHFT in Comparision to National Averages
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June 19 A&E performance was 92.4%

June 19 saw a 3.8% increase in ambulance conveyances, a
6.0% increase in A&E attendances and a resulting 2.4%
increase in subsequent emergency admissions compared to
June 18

There has been a 13.4% increase in the time in the dept for
Mental Health patients as a proportion of all patient time in
the department

Actions Underway:

Kaizen led early morning discharge programme.
Super Stranded improvement programme (LHE wide)
Additional medical staff deployed within A&E
Partnership programme of care for Mental Health with
successfully commissioning of CORE24 Mental Health
services agreed

GP Extended Hubs commencing 1stAugust

New Medical staffing model commences 15t August

Jun-19 RTT performance was 83.5% for all specialties
There were no patients waiting 52 weeks at end June 19
The overall size of the waiting list reduced by 87 from May to
June

Outpatient compliance improved to 90% in June 19

Key areas of pressure remain Orthopaedics,
Ophthalmology, OMFS services and Gastroenterology —
plans in place for all specialties

Actions Underway:

Continued improvement theatre and outpatient efficiency
programmes

Additional capacity both internally and from external partners
to mitigate loss of activity through WLI and pension concerns
Substantive recruitment plans to fill vacancies in context of
national shortages in some areas

Enhanced weekly speciality PTL reviews in place




Cancer Metrics

| Target 2019/20v1D | Jun-19
Maonthly and YTD
2wk GP to 1st OP 93.0% 5 93.9% : 93.1%
2wkGPtolstOP(Bresst) | 930% T 95.6%
31day subsequent treatment [surgery) 04.0% 98.1% 94.1%
31day subsequenttreatment [drug) | EIBS'?S ------------------ 1 Dﬂﬂ% ----------------- IDDD% -------
31day subsequent treatment (all) EIESI?S --------- EI' 3196 --------- .- -------- ‘3'?596 --------
E2day referral to treatment [screening) 90.0% 00.4% 91.5%
E2day referral to treatment [all Cancers) EES'?S --------- 34 296 --------- l- -------- 35196 --------

Diagnostic 6 Weeks

Diagnostic Waiting Times =6 weeks - WSHFT v Target
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» The Trust was compliant against 7 of 7 reportable cancer
metrics in June-19.

» 85.1% of patients were treated within the 62 day target in June
19, above the target and well above the National position of
77.5%

» Significant continued growth in cancer referrals - up a further
9.4% in 19/20, above the increased 18.2 % in 18/19

Diagnostic performance was non-compliant with the national
targetin June 19 at 3% (compared to National of 4.5%)

Short term capacity constraints in endoscopy have directly
affected the performance in June — all other diagnostic
modalities compliant

The overall diagnostic waiting list reduced by 271 compared to
May-18

Actions Underway:

« Implementation of Optimal Pathway project (for colorectal
patients) plus equivalent streamlined processes for prostate
cancers

« Additional specialist nursing for prostate cancers

»  Additional diagnostic capacity (imaging and histopathology).

«  Enhanced daily tracking for over 62 day waiters with clear
escalation rules , to expedite next steps for each patient.

* Review of MDT processes to ensure timely decision making.

*  Focus on reduction to 7 day for first outpatient appointment.

Actions Underway:

Additional locums have been engaged in July to clear the
backlog

Trust Nurse Endoscopists have backfilled additional sessions in
July to clear the backlog

Endoscopy forecast for July to have 0 patients waiting over 6
weeks and return to compliance with the target

Medium term innovations in pathways adopting FIT testing
proposed to support increases in recurrent capacity




Sustainability

Sustainability - Summary

Financial
Management

Target: Break Even

e The Trust is reporting a surplus £1.0m, excluding PSF and MRET, at
the end of quarter 1.

« Achievement of the plan has enabled the Trust to be eligible to receive
PSF income of £1.25m. The Trust will also receive payment of £0.8m of
MRET income.

e The Trust remains on trajectory to deliver an underlying surplus of
£2.5m at the end of the financial year. Delivery of this surplus will
enable receipt of an additional £11.6m of PSF and MRET income,
achieving the year-end control total of £14.1m

« Atthe end of Q2, the Trust must deliver a cumulative surplus of £2.28m
to be eligible for a further £1.67m of PSF income. Delivery will require
improved performance, primarily within elective activity and tight control
of the cost base, particularly in relation to medical pay, which is a
break-through objective for 2019/20.



Sustainability - Key Metrics

Actual/
Plan Forecast
Year to Date 1 1
Year End Forecast 1 1

At the end of June the aggregate finance ratingisa'l'.

Actual /
Plan Forecast
Year to Date (exc PSF*) £k 976 992
Year End Forecast (exc PSF) £k 2,459 2,459
Year to Date (inc PSF) £k 3,043 3,829
Year End Forecast (inc PSF) £k 14,062 14,832

The Trust is reporting a surplus of £0.99m, excluding PSF
and MRET funding at the end of June, delivering the plan
for the quarter.

Actual/
Plan Forecast
Year to Date £k 3,138 3,138
Year End Forecast £k 11,728 11,728

Savings of £3.1m have been achieved, delivering in full
against the plan for the quarter. Back office, procurement
and commercial efficiencies are delivering ahead of plan to
mitigate timing delays in some of the operational schemes.

Actual/
Plan Forecast
Year to Date £k 1,188 1,607
Year End Forecast £k 20,304 20,304

Year to date Capital Expenditure totals £1.6m. The forecast
is being reviewed and scrutinised by CIG to ensure the full
year programme value is not exceeded.

*PSF includes two funding streams - provider sustainability funds and MRET funding.



Sustainability - Key Metrics

Actual/
Plan Forecast

Year to Date £k 114,581,131 116,483,863
Year End Forecast 463,679 462,843

At the end of June, income is £ 1.9m ahead of plan due to
high levels of non-elective spells and A&E activity.
Daycase and elective income continues to be behind plan.
Outpatient income is also behind plan in June but is
favourable in the year to date.

Operating Costs £k A
Actual/
Plan Forecast
Year to Date £k (107,625) (109,492)
Year End Forecast £k (437,011)  (436,232)

At the end of June operating costs are £1.87m adverse to
plan. Pay is £1.0m above plan predominantly driven by
Medical expenditure. Non pay expenditure is £0.85m
above plan. High cost drugs and devices are £0.1m below
plan which is matched by income.

Actual/
Plan Forecast
Year to Date £k 3,603 2,757
Year End Forecast £k 14,969 2,757

Agency expenditure is £0.85m below the agency ceiling
Medical agency expenditure has increased in month.
Implementation of medical workforce models are
intended to reduce these costs in future months.

Actual/
Plan Forecast

Year to Date £k 16,540 11,520

Year End Forecast £k 28,620 28,620

At the end of June cash is behind plan by £5m as cash
reserves have been utilised in both May and June to
maintain our Creditor Days position (at < 40 days) for
operating expenses.




Sustainability - Action & Recommendations

There are no actions required of the Board.
The Board is asked to note the following:

* There has been a further distribution of Provider Sustainability Funding
(PSF) from 2018/19. The Trust will receive a further £0.77m of PSF. As this
adjustment was notified after the accounts were approved it will be reported
in the 2019/20 position but will not contribute towards delivery of the
2019/20 control total.

« Emergency activity pressures have impacted on full implementation of the
new models of care programme. Utilising the AIC, the Trust will be working
with system partners to manage the issues that are impacting on demand
and occupancy.

« The Trust is forecasting delivery in full of the £14.1m control total surplus
including PSF and MRET for 2019/20.



Staff Engagement

Target: Engagement
Score Top in the
Country

1.0 INTRODUCTION

» Pay — overall £42k favourable position , but medical pay £252k adverse.
YTD £1.12m adverse

» KPI's — overall performance favourable with exception of appraisal rates and
statutory and mandatory training for medics

» Engagement score — at 8.05 highest engagement score to date with
improvement across all divisions

= Breakthrough objective — 69.47% staff able to make improvements happen in
their area of work



Annual In Month Year to Date |
Budget Budget | Actual |Variance Budget | Actual [Variance|
£000s £000s | £000s | £000s £000s £000s | £000s
(83,760)  (7,192) (7,444)  (252) (21,191) (22,677) (1,486)
(115,735)  (9,558) (9,467) 91 (29,293) (29,538)  (245)
(41,994) (3513) (3,371) 142 (10,654) (10,389) 264
(44,784)  (3,716) (3,657) 59 (11,333) (11,016) 317
(16,663)  (1,378) (1,376) 2 (4,224)  (4,196) 28
(302,936) (25,356) (25,314) 42 (76,694)  (77,815) (1,121)

In June the Trust spent £25.3m on these workforce groups -
£0.3m lower than the previous month and now within in-month
budget. The most significant variance remains in Medical
staffing where despite an overspend of £720k in M1 this is
slowing to £252k in M3. This also follows a £200k budget uplift.
Overspends in medical staff are largely driving the staff group
being £1.5m above budget. All other staff groups spent within
their pay budget in Month 3

Despite a reduced budget requirement, contracted staff have increased to the highest WTE volume in the past 12 months.
This has also enabled a higher % worked to budget, with a further 47 WTE worked in M3 than M2. Temporary workforce has
increased by 0.3% WTE, however the overall cost of temporary staff has lowered.

Last Month This Month Variance
Budgeted Establishment wte 6785.4 6764 l
% Worked to Budget (wte) % 97.1% 98.1% 1
Temporary Workforce (WTE) % 9.9% 10.2% 1
Agency | % 1.4% 1.6% T
Bank | % 8.0% 8.1% 1




Rolling 12 Month Turnover Vacancy Rate
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e Turnover increased slightly in June to 7.6% but remains » Vacancy rate has decreased again in June down to 10.4%
significantly below the Trust ceiling of 8.5% * Vacancy rates in Medicine and Estates and Facilities
e Core and Corporate turnover remain above the Trust remain high
ceiling rate * Vacancies in Medicine mainly in nursing and medical staff
*  Core Division have completed an A3 on turnover and » Actions underway to improve medical staff recruitmentin
identified a number of actions to improve retention. The Medicine including refreshed adverts, improved recruitment
Division are ensuring that stay interviews are being packs, and increase in Clinical Fellow posts
carried out to minimise the number of leavers within the » Nursing recruitment day being held on 20 July
first 2 years. They are also engaging in joint working with » Refer a friend scheme for Band 5 nurses to be piloted from
local Trusts on workforce issues. August
Improvement Focus: | Improvement Focus: |
« Core Division to progress their work on retention focusing * To continue with focused initiatives to improve recruitment |
on hot spot areas |

| » Trustwide review of flexible working and retirement to be |
taken forward, utilising information from exit interviews




12 Month Sickness Absence Rate
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Sickness Absence Rate - Long Term
2.00%

1.80%
1.60%
1.40% \-

1.20%
1.00%
0.80%
0.60%
0.40%
0.20%
0.00%

Apr May  Jun Jul Aug  Sep Oct  Nov  Dec Jan Feb  Mar

—4—2018/19 Actual  —8—2019/20 Actual  —4&—2019/20 Plan

Monthly sickness absence rates during April and May
have been significantly lower than in April and May the
previous year (0.3% and 0.4% lower respectively)

All Divisions (other than Corporate) saw a decrease in
absence levels in May and were below their ceiling
percentage

This low level of sickness in the first 2 months of the year
is impacting on the 12 month rate which has reduced to
slightly above the rate at the same time last year

Long term absence fell quite significantly during April and
May and this makes up the majority of the reduction in
the overall absence level.

The Divisions are taking forward actions to reduce
sickness absence including:
*  Medicine Division have held away days including
health and wellbeing focus.
Women and Children are taking forward work to
understand their levels of mental health absence
*  Surgery are looking at junior doctor sickness
absence to address causes and issues
»  Estates and Facilities have completed an A3
which will be reported on through SDR

' Improvement Focus:
'+ To continue Divisionally led projects to improve sickness

absence rates




All Staff Appraisal Rate
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Resus Training Rate
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« Appraisal compliance reduced to 88.3% in June

» Medical appraisal remains compliant at 92%

» Deterioration in Medicine division to 82.6% following 111
staff out of date in last month

» 33% of appraisals out of date less than 1 month

* 90%+ compliance in all divisions except Medicine and
Surgery

Improvement Focus:
¢ Prioritising appraisals within A&E’s and Emergency Floors
and staff out of date by more than 3 months

* 8 out of 9 STAM modules remain above the Trust target of
90%

» With exception of Core division, overall medical staff
compliance is below 90%

* Resus training is slightly below the Trust target at 88.2%
but is continuing to show an improvement against last year

* Whilst the overall rate for Safeguarding Adults is 92.3%,
the compliance for level 2 (clinical staff) is 61.7%.

Improvement Focus:

. Continue to work with the Medical Director and medical

leaders to improve the attendance rates for medical staff
» Prioritise medical staff who are out of date by 1 training
module to improve overall compliance
» Continue to work with divisions to improve clinical staff’'s
attendance on Safeguarding Adults training through e-
learning or standalone sessions




Staff Engagement Score (Pulse Survey)
e 8.05in June with 100 participants
» Reflects staff conferences, STAR nominations, Patient First briefings, divisional engagement programmes and visits,
PFIS refresh
* 93% recommendation as place to work
* 97% recommendation as place to be treated

Breakthrough Objective (Pulse Survey)
* 69.5% of staff were able to make improvements happen in their area of work
e Compares to 61.01% in June 2018

» Reflects PFIS refresh and change of content and emphasis on Western Sussex Way module delivered on Health and
Safety days

Health and Wellbeing

» Health and wellbeing plans presented to Trust Executive Committee including pilot programmes of mental health

champion training, burnout prevention groups and work with Sussex Partnership Foundation Trust on suicide
prevention

» Flu campaign preparation and planning underway to achieve 80% target

Equalities and Inclusion
 WRES and WDES reports and improvement plans scheduled for Diversity Matters Group (22 July)
» Participation in Worthing Pride 13 July
» Rainbow Warriors launched with pledges from over 250 staff to sign up
« Engagement plan for works to multi-faith prayer room at Southlands
« Programme to improve quality of monitoring data commenced

Staff Conference
» The second Staff Conference was held at the Hilton Avisford Park on 13 June
» 191 staff attended on the day from across all professions in the Trust
e There were 32 DNAs on the day
« Feedback on both Staff Conferences very positive. The overall rating achieved a score of 4.6 (out of 5.0)



Recruitment and Retention

Fill-rate for medical training posts from August to October 2019 confirmed and local recruitment under way to fill
outstanding vacancies including the Clinical Fellows in Medicine and Emergency Medicine. Improved fill in most
specialties

Working days from offer to completion of recruitment checks has been within the agreed KPI for last 4 months for
external recruitment (<33 days) and last 2 months for internal recruitment (<20 days)

Overall time to hire is 81 days against a target of 72 days — this is impacted by long notice periods and aligning start
dates with training for some groups of staff. Work will be undertaken to identify ways to reduce this

Nursing recruitment day taking place on 20 July at St Richards Hospital

Widening Participation

The Trust Apprentice Levy digital account balance at end June 2019 was £2.4m
Apprentice awards ceremonies for 20 staff who completed an apprenticeship programme during 2018/19 held
13 work experience placements in June within physiotherapy, inpatient wards and medical imaging

Workforce Systems

Other

Programme of work to improve compliance and embed functionality of Safecare commenced
Roll-out of e-rostering for junior doctors completed in medicine at SRH. Lessons learned, including improving
engagement with doctors built into August rotation with roll out to junior doctors at Wg

Outcome of Junior Doctor contract review completed and BMA members voted in agreement of proposed deal.
Awaiting implementation timeline to review actions required locally and impact to rota patterns and exception reporting
process

Pension tax seminars in place during July and August. To date 80 staff registered to attend



Communications & Engagement

Patient First STAR Awards

« More than 800 nominations received for annual staff and volunteer recognition awards

 Significant year-on-year increase in nominations (476% over 5 years)

e 110 nominations from members of the public (400% increase)

« More than 80% of nominations endorsed by appropriate manager

« All nominated staff and volunteers will be receiving a personalised certificate of congratulations

« Judging panel convenes 1 August to determine shortlist

» Shortlisted nominees incited to Patient First STAR Awards dinner and prize ceremony at Worthing Assembly Hall on 26
September

Staff briefing / Q&A sessions with executive team

The communications team organises staff briefings and Q&A sessions with the executive team in each of the trust’s hospitals.
» Since 25 March, approximately 700 members of staff have attended 15 meetings

« A further 12 meetings are arranged and taking place in the coming weeks

Social Media

The communications team uses social media to communicate directly with thousands of people living locally, as well as our staff
and interested parties further afield. The number of followers our main social media channels attract continues to grow:

» Facebook (@westernsussexhospitals) — 4,856 followers (+9.3% since April)

« Twitter (@westernsussex) — 3,935 followers (+7.6% since April)

» Instagram (@westernsussexhospitals) — 1,664 followers (+15% since April)

» Social media reach for popular trust stories ranges from 50,000 to 100,000+

The communications team also provides support and guidance to other teams, specialties and departments to use social media
to improve staff engagement, as well as communication with patients, partners and stakeholders.

e The communications team regularly sets up new trust accounts

« Currently, the trust has more than 30 Twitter, Facebook and Instagram accounts

« Staff and public are encouraged to use the hashtag #WSHT to help people track the organisation on social media



External website & StaffNet
The communications team manages the trust’s external and internal websites, regularly publishing new information.
o www.westernsussexhospitals.nhs.uk = 41,000 users + 153,000 unique page views / month (+10% year-on year)

» StaffNet (trust intranet) = 418,000 page views / month (+20% year-on-year)

Media / press releases

The Communications team manages a number of media enquiries every week, issuing statements as appropriate.
The team also drafts news releases which are published on the trust website, promoted via social media and issued to
news organisations.

Recent news releases picked up by the media include:

» Hospital apprentices win Health Education awards

» 1200 more patients discharged in the morning

» Happy 10% Birthday #wesTENsussex

» Could you be a Western Sussex Hospitals governor?

* Western Sussex clinicians in world first for marathon research

* Multi-million pound investment in Radiology services

» Top 10 A&E performance secures multi-million pound investment

» Public invited to Trust Board meeting

* Mums invited to join exciting new partnership

» Expert advice on allergies available

* Invite to Council of Governors

* Western Sussex nhamed Top Hospital winner 2019

» Trainee Doctor Excellence Awards

» ReciteMe - new software makes our websites more accessible

* Invitation to Annual General Meeting


http://www.westernsussexhospitals.nhs.uk/
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Communication and Consultation:

Executive Summary:

The Finance and Performance Committee met on 4 July 2019 and was quorate as it was attended by five
Non-Executive Directors and the Chief Executive, Chief Delivery and Strategy Officer, Chief Medical Officer.
Attending the meeting were also the Finance Director, Managing Director, Director of Human Resources
and Director of Efficiency & Delivery.

The Committee received its planned items and debated these reports in accordance with its cycle of
business.

Key Recommendation(s):

The Board is asked to NOTE:

The Trust has been notified of a further £770k of Provider Sustainability Funding (PSF) from NHSI in
respect of 2018/19, taking the total amount received to £28.033m

The Committee gained assurance from the reports received and its review of the BAF. The Committee did
not refer any matters to the Executive for review.

The Committee reviewed and were assured over the two business cases for the Medicine Division relating
to the Implementation of New Models of Care and Medical Junior Doctors which are enablers to the delivery
of the Trust's efficiency programme.
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COMMITTEE HIGHLIGHTS REPORT TO BOARD

Meeting Meeting Date Chair Quorate

Finance and 4 July 2019 Lizzie Peers yes no
Performance v
Committee

Declarations of Interest Made

There were no interests declared in relation to the business of the Committee.

Assurance received at the Committee meeting

= The Committee RECEIVED the suite of financial performance reports. The Committee was assured
in respect of the Trust’s performance against the plan for Month 2, noting the higher than planned
contract activity linked to high attendances in A&E, although it was noted that these were not as high
as they had been in Month 1, an increase in non-elective spells and increased numbers of outpatient
attendances.

= The Committee RECEIVED an update on workforce performance and was assured over the Trust's
performance across the range of key areas for Month 2 including; appraisal compliance, statutory and
mandatory training compliance, sickness rates and staff turnover noting a pleasing reduction in staff
turnover.

= The Committee RECEIVED the Efficiency Programme update, noting that in Month 2 financial
savings of £1.01m had been achieved, and was assured over the plans for delivery of both in-month
planned savings and year-end forecasts.

= The suite of operational performance reports was RECEIVED by the Committee with additional
information in relation to the Trust's performance trajectories for 2019/20. The Committee noted that
the Trust was not compliant against the constitutional target for A&E; the Trust was compliant against
6 of the 7 Cancer metrics. Referral to Treatment compliance improved in May, and Diagnostic
performance remained compliant despite increased demand pressures. The Committee noted the
increased risk to these targets of the demand pressures.

» The Committee RECEIVED the presentations used as part of the Use of Resources assessment on
27 June 2019 and were advised that the information provided an uplifting showcase of the Trust at its
very best.

= The Committee RECEIVED and were assured over the two business cases for the Medicine Division
relating to the Implementation of New Models of Care which will provide a more ambulatory service to
those patients not requiring 24/7 nursing care and Medical Junior Doctors which looks to rebuild
junior doctor rotas to be delivered through substantive employment of Physician Associates and
Clinical Fellows. Both of these initiatives are enablers to the delivery of the Trust's efficiency
programme.

= The Committee RECIEVED the Board Assurance Framework and was assured through the reports at
the Committee meeting that there were no risks that were under-scored that needed referring back to
the Executive.

Actions taken by the Committee within its Terms of Reference

There were no specific actions that required a Committee decision at this meeting.




Iltems to come back to Committee (Items the Committee keeping an eye on)

= The Committee requested that an action plan in relation to performance against Time to Triage and
Time to Treatment be shared with Committee at a future meeting.

» The Committee requested that the Management Development Training Programme includes practical
training on key business processes and this links with the Leadership Programme in development at
present.

= The Committee requested that the process for reporting the implementation of the New Models of
Care business case to Board, be brought to the Committee for approval.

Iltems referred to the Board or another Committee for decision or action

ltem Referred to

The Committee did not have any items to refer to the Board or other
Sub-Committees of the Board.
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Communication and Consultation:

Executive Summary:

The Audit Committee met on the 08 July 2019 and was quorate as it was attended by two Non-
Executive Directors. Attending the meeting were also the Trust's External and Internal Auditors, the
Trust’s Local Counter Fraud Specialist, the Director of Finance and the Group Company Secretary.

The Committee received its planned items and debated these reports in accordance with its cycle of
business.

The Committee reviewed its effectiveness over the previous year and that of its key assurance
providers, external audit, internal audit and the local counter fraud specialist. This was encapsulated
in an annual report, which is included as an appendix to this report, and culminated in agreement that
there were no issues identified that required a change to the Committee’s terms of reference.

Key Recommendation(s):
The Board is asked to NOTE:

The Committee gained assurance from the reports received and its review of the BAF. The
Committee did not refer any matters to the Executive for review.

The Committee reviewed its activity over the last year (2018/19) and did not identify any issues that
would require a change to its terms of reference.




Date: 25 July 2019
To: Trust Board

From: Audit Committee Agenda Item: 12
COMMITTEE HIGHLIGHTS REPORT TO BOARD

Meeting Meeting Date Chair Quorate

Audit Committee 08 July 2019 Jon Furmston

Declarations of Interest Made

No interests were declared.
Assurance received at the Committee meeting

= The Committee RECEIVED the BAF and information on the supporting high scoring risks and agreed
that the BAF encapsulated the key strategic risks, that the assigned oversight committees for each
risk were appropriate and that the expected assurances were reasonable.

» The Committee RECEIVED assurance from the Internal Audit Strategic and Operational Plan for
2019/20, that it was aligned with the Trust's key risk areas.

» The Committee RECEIVED assurance from Internal Audit in relation to the Trust’s Medical Rostering
process notably that the Trust was making ongoing and continued progress in this area.

= The Committee RECEIVED assurance from the Local Counter Fraud Specialist that fraud risks were
being managed and that additional training within the Procurement Department was being provided.

= The Committee reviewed its effectiveness over the previous year and that of its key assurance
providers, external audit, internal audit and the local counter fraud specialist. This was encapsulated
in an annual report, which is included as an appendix to this report, and culminated in agreement that
there were no issues identified that required a change to the Committee’s terms of reference.

Actions taken by the Committee within its Terms of Reference

= The Committee APPROVED the Internal Audit Strategic and Operational Plan for 2019/20.

Items to come back to Committee / Group (Items Committee / Group keeping an eye on)

» The Committee agreed that it would receive Deep Dives on a regular basis, on the risks within the
BAF that are not specifically reported to any of the other Committees of the Board so that it could
assure itself that the level of risk is appropriate and being managed suitably.

Items referred to the Board or another Committee for decision or action

Item Referred to

The Committee did not have any actions to escalate to the Board or
refer to any other sub-committee of the Board.




To:  Audit Committee Date: July 2019
From: Chair of the Audit Committee Agenda Item: 12
FOR ENDORSEMENT

DRAFT - ANNUAL REPORT FROM THE AUDIT COMMITTEE TO THE BOARD
2018-19

1.00 INTRODUCTION

1.01 The purpose of this report is to formally report to the Board on the work of the Audit
Committee during the period 1 April 2018 to 31March 2019 and to set out how the
Committee has met its terms of reference and key priorities.

1.02 The Audit Committee’s Terms of Reference require it to report annually to the Board
outlining the work it has undertaken during the year and where necessary,
highlighting any areas of concern.

2.00 EXECUTIVE SUMMARY

2.01 The Audit Committee has the delegated authority to act on behalf of the Board in
accordance with the Constitution, Standing Orders, Standing Financial Instructions
and Scheme of Delegation. It follows best practice guidance as set out in the NHS
Audit Committee Handbook providing a form of independent check upon the
management of the Trust.

2.02 The Committee is responsible for providing assurance to the Board that appropriate
systems of internal control and risk management are in place covering all corporate
and clinical areas of the Trust. In carrying out this work the Audit Committee obtains
assurance from the work of the Internal Audit, External Audit and Counter Fraud
Services.

2.03 The Committee independently reviews, monitors and reports to the Board on the
attainment of effective control systems and financial reporting processes.

2.04 The Committee reviews the financial year-end Annual Report, Annual Accounts and
Annual Governance Statement with the External Auditor prior to Board approval and
sign off.

3.00 COMMITTEE MEMBERSHIP AND MEETINGS

3.01 The Committee comprises solely of independent Non-Executive Directors in line with
the Code of Governance for Foundation Trusts. There are three Non-Executive
Directors who are allocated to the Committee although all Non-Executive Directors,
except the Chair, can attend the meeting. Following the implementation of the
management contract with Brighton and Sussex University Hospitals NHS Trust in
2017/18 two Non-Executive Director advisers also regularly attend the Audit
Committee, which strengthens the oversight that the Committee is able to provide.

3.02 The Chief Financial Officer, Chief Workforce and Organisational Development
Officer, Finance Director, Company Secretary, Local Counter Fraud Services,
Internal and External Auditors are regular attendees at meetings of the Committee.
Other senior Trust officers also attend Committee meetings for specific items at the
Committee’s request.



3.03 The table below details the membership and attendance of Committee members in

respect of the period 1 April 2018 to 31March 2019.

Name Apr | May | Jul* | Oct | Jan | Total

Jon Furmston
(Non-Executive Director and Committee v v v v v | 50f5
Chair)

Lizzie Peers
. . v v
(Non-Executive Director)

x 4 v |40f5

Joanna Crane ™M v
(Non-Executive Director)

x x x v 20of 5

Martin Sinclair
(Associate non voting Non-Executive v v v v v | 50f5
Director)

Kirstin Baker
(Associate non voting Non-Executive v v v v x [ 40f5
Director)

* The July Committee was not quorate — items requiring agreement were circulated post
meeting for approval and ratified at next meeting.

M Joanna Crane joined the Committee after the start of the year and it was acknowledged
that Joanna had other commitments which would impact on her ability to attend some of the
meetings during the year.

3.05

4.00
4.01

4.02

4.03

4.04

In order to share learning and to ensure linkages are made across Trust Committees
the membership of the Audit Committee includes the Chair of the Quality and Risk
Committee (Joanna Crane) renamed for 2019/20 as the Quality Assurance
Committee and a member of the Finance and Investment Committee (Lizzie Peers)
now the Chair of the renamed Finance and Performance Committee.

CYCLE OF BUSINESS

The Audit Committee agenda is based upon an agreed forward work plan which is
reviewed and approved at the start of the financial year.

Audits are agreed jointly by both the Executive and the Non-Executive Committee
members at the start of the year and are focused on areas of perceived highest risk.
The Audit Committee receives the reports of those audits and tracks the
implementation of recommendations at each of its meetings.

In order to maintain independent channels of communication, the members of the
Audit Committee hold a private meeting collectively with External Audit, Internal Audit
and Counter Fraud ahead of each Audit Committee. This provides all parties the
opportunity to raise any issues without the presence of management.

The Committee followed its agreed annual work plan throughout the year and
received a series of post project reviews and executive presentations around internal
audit, external audit and Local Counter Fraud Services.



5.00
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5.02
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5.05

5.06

5.07

5.08

5.09

INTERNAL AUDIT

Internal audit provide an independent and objective opinion on the degree to which
risk management, control and governance support the achievement of the Trust's
objectives.

The Trust’s Internal Auditor is BDO LLP.

The Internal Audit plan for 2017/18 was approved by the Audit Committee in April
2018. The plan was based upon discussions held with management and the Audit
Committee and was constructed in such a way as to gain a level of assurance on the
main financial and management systems reviewed.

The Head of Internal Audit presents a progress report to each of the Committee’s
meetings. The report sets out progress against the agreed audit plan, and the
principal outcomes from audits completed in the period since the previous meeting.
The Committee also receives a summary of all reports together with the full report of
any audit with a Limited Assurance rating.

During the year the Audit Committee received 10 Internal Audit reports, with 4
reviews carried forward to 2019/20. Internal Audit Reports receive two Assurance
ratings; one relates to the Design of the system being reviewed while the other
relates to the Effectiveness of the system being reviewed. Internal Audit can provide
Assurance Levels of: ‘substantial’, ‘moderate’, ‘limited’ or ‘no’ assurance. Of the
audits relevant to this period all received assurance levels of either moderate or
limited and action plans are in place, and monitored, to ensure recommendations are
addressed. None of the audits received Limited Assurance for both ‘design’ and
‘Effectiveness’ of the system.

Based on work undertaken during the period of this report the Head of Internal Audit
has stated in his Head of Internal Audit Opinion that “Overall, we are able to provide
moderate assurance that there is a sound system of internal control, designed to
meet the Trust's objectives and that controls are being applied consistently”. This
level of opinion is the same as provided for the previous year, 2017/18.

In forming their opinion they took into account that, the Trust had delivered its control
total, that the majority of audits provided moderate assurance including the key audits
of key financial systems, divisional governance and data quality. Internal Audit
provided only one part limited assurance opinion in the year and this was over the
effectiveness of the well-designed controls. For this area specifically, as well as in
respect of all recommendations made, actions to address their findings were
confirmed by Internal Audit to be underway.

Internal Audit also reflected that the Trust has a good record in implementing internal
audit recommendations and through their testing they had confirmed closure of
nearly all prior year recommendations (94% having been confirmed as closed, with
all high grade recommendations confirmed as closed). Internal Audit confirmed that
for the 3 remaining recommendations action was in progress and these did not pose
any unaddressed significant risk.

At the end of 2018/19 the Audit Committee oversaw the tender process for the
appointment of the Trust's Internal Auditors and as part of this process the
Committee endorsed the approach to seek the ability through this procurement
process to have a consistent Internal Audit supplier across both Western Sussex
Hospitals NHS Foundation Trust and Brighton and Sussex Universities Hospital NHS
Trusts.
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LOCAL COUNTER FRAUD SERVICE (LCFS)

The Counter Fraud service is provided by RSM and reports quarterly to the
Committee. There is a dedicated team responsible for day to day awareness and
activities. The reports describe proactive work to prevent or deter fraud and also set
out the results of reactive work undertaken in response to referrals about suspected
fraud.

A work plan for 2018/19 was agreed with the Finance Director and approved at the
Audit Committee in April 2018. The work plan outlined the core Local Counter Fraud
Specialist (LCFS) activities to be undertaken during the financial year within the
agreed resources. Key activities undertaken during the financial year include areas of
strategic governance, inform and involve, prevent and deter and hold to account.

In addition the update report from LCFS included an organisational risk profile,
updated each meeting, which helps to provide a ‘tracker’ of where the Trust sits in
relation to key fraud risks.

During the year the LCFS participated in a number of proactive projects to prevent or
detect fraud. The LCFS also advised on improvements to policies and procedures, to
reduce the risk of fraud.

The Local Counter Fraud Specialist reports annually on behalf of the Trust to the
Counter Fraud Authority in relation to compliance against the Standard for Providers.
The Trust has again achieved an overall status of GREEN for the year 2018/19 as
shown below:

Strategic governance Green
Inform and involve Green
Prevent and deter Green
Hold to account Green
Overall rating Green

During the year the Audit Committee oversaw the tender process for the appointment
of the Trust's LCFS. This process saw RSM successfully reappointed.

YEAR END REPORTING

The Committee reviewed and approved the Annual Report (including the Quality
Account) and Accounts and the Annual Governance Statement allowing the Audit
Committee members to be appropriately engaged in the preparation of the Annual
Report and Accounts.

The Committee also received the assurance report to External Audit from the Chief
Financial Officer and Audit Committee chair and endorsed its content that there were
no matters that had not been disclosed to the Auditors.

The Committee received a report on the Trust's processes for registering
declarations of interest, the receipt of gifts, hospitality and sponsorship along with the
compliance with the fit and proper person’s regime. The Committee was informed of
the high return rate across the Trust.



8.00

8.01

8.02
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EXTERNAL AUDIT

External Audit report to the Trust on the findings from their audit work, in particular
their review of the financial statements and the Trust's economy, efficiency and

effectiveness in its use of resources.

The Trust’s external auditors are Ernst and Young.

Ernst Young reported quarterly to the Committee. These reports included approval of
the approach to the audit of the financial statements. The table below summarises
the key elements of external audit work undertaken during the year:

Area of Work

Conclusion

Opinion on the Trust’s:

Financial statements

Unqualified opinion - the financial statements give a
true and fair view of the financial position of the Trust
as at 31 March 2019 and of its expenditure and
income for the year then ended.

Parts of the remuneration and staff
report to be audited

There were no matters to report.

Consistency of the information in the
performance report and
accountability report with the
financial statements

Financial information in the performance report and
accountability report and published with the financial
statements was consistent with the Annual
Accounts.

Reports by exception:

Consistency of Annual Governance
Statement

The Governance Statement was consistent with
External Audit's understanding of the Trust.

Consistency of the Annual Report
within knowledge we have acquired
during the course of our audit

There were no matters to report.

Referrals to NHS Improvement
(formerly Monitor)

There were no matters to report.

Public interest report

There were no matters to report in the public
interest.

Value for money conclusion

There were no matters to report

Examining the contents of the
Trust’s Quality Report and testing of
two mandated performance
indicators and one indicator selected
by the Council of Governors

External audit issued an unqualified limited
assurance report.

Reporting to NHS Improvement
(formerly Monitor) on the Trust's
consolidation schedules

External audit concluded that the Trust's
consolidation schedules agreed to the Trust’s
audited financial statements.

Reporting to the National Audit
Office (NAOQ) in line with group
instructions

There were no matters to report.




9.00

9.01

10.00

10.01
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11.00

11.01

11.02

11.03

11.04

Reporting to the Trust Board

The Committee reported to the Trust Board after each meeting. A summary of the
key points of discussion at each meeting, for example highlights of the internal audit
reports or any formal recommendations were provided to the Board.

Engagement with the Council of Governors

The Chair of the Audit Committee continued to ensure the Governors were kept
informed of the work of the Committee and how the Committee discharged its
responsibilities.

On 20 September 2018, the Chair reported to the Council of Governors on the work
of the Audit Committee. The update also provided the Council of Governors with a
report on the performance of the External Auditor, Ernst & Young across the year
2018/19.

COMMITTEE SELF ASSESSMENT QUESTIONNAIRE

Committee members and regular Trust attendees completed a short committee
assessment questionnaire based on the questionnaire within HFMA NHS Audit
Committee handbook. The responders were able to provide comments to support
their answers where they felt they would be useful.

For each question the responder was asked to state if they would strongly agree,
agree, degree, strongly disagree or neither agree or disagree with the statement
made. For each question the responder was able to indicate that they didn't know,
as for some questions not every responder would be expected to know). The
guestionnaire was split over four areas, the operation of the committee in general,
external audit, internal audit and counter fraud delivery.

Summary of results

Audit Committee in general

Of the 11 questions, excluding “don’t know” responses, there was only one question
which had a response which was not “agreed” or “strongly agreed”. This one
guestion / statement was in relation to the assessment of plans. The Board has direct
oversight of the Trust's operational and financial plans and in respect of plans for
improvement then these are reviewed at QAC and F&P which most responders
appeared to reflect worked well. Other comments supplied show the Committee’s
drive for improvement through the use of the Trust's BAF to shape the work of the
Committee.

External Audit

All of the 10 questions had at least one response which was not a positive agreement
responses. For two of these, many of the responders reflected on the specific remit
that External Audit have and how this shapes their work, but they would still wish to
see more sharing of knowledge from their wider client base to help shape the debate
and work of the Audit Committee. The main areas flagged for improvement across
the remaining 8 questions related to communication and engagement with the Trust,
reporting of findings to get beyond the technical reporting and the investment needed
to maintain credibility with the turnover of more junior team members. Whilst many of
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the matters referred to will be for the management and auditors to work through, the
Committee will seek, through its receipt of information across the year, to see an
improvement in the working relationships between the audit team and the Trust and
where possible the language used within the reports is made less technical.

Internal Audit

There were 10 questions in this section and excluding “don’t know” responses only
one question did not receive positive responses from all responders. This related to
a desire for the HolA to share wider experiences in respect of adding value from their
wider client base in their wider reporting to the Committee and engagement with the
Trust.

Local Counter Fraud

There were 10 questions in this section and excluding “don’t know” responses, three
of the questions did not receive positive responses from all responders. The main
theme identified across these questions was a desire to see a clearer articulation of
the impact of recommended improvements.

Conclusion

The Audit Committee of Western Sussex Hospitals NHS Foundation Trust is of the
view that it has taken appropriate steps to perform its duties as delegated by the
Board and it has no cause to raise any issues of significant concern with the Board
arising from its work during 2018/19.

In making this statement, the Committee members acknowledge the support given to
it by management, in particular the Chief Financial Officer, Trust Director of Finance,
Chief Workforce and Organisational Development Officer and the Company
Secretary, and that given by the internal and external auditors along with the local
counter fraud specialist.

During 2018-19, the Committee will keep under review its working arrangements and
ensure it continues to develop its own practice to improve its own effectiveness.

Recommendations

The Committee is asked to:

e Endorse that this Annual Report be provided to the Board

Jon Furmston
Chair of the Audit Committee
July 2019
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Purpose of the report:
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Review and Discussion v Approval / Agreement O
Reason for submission to Trust Board in Private only (where relevant):
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Communication and Consultation:

Executive Summary:

The Quality Assurance Committee met on the 6 June 2019 and was quorate as it was attended by
four Non-Executive Directors including the Chairman and the Chief Nurse, Chief Workforce &
Organisational Development Officer, Chief Medical Officer, the Trust Medical Director along with the
Chiefs of both Surgery and Medicine Division.

The Committee received its planned items and debated these reports in accordance with its cycle of
business.

Key Recommendation(s):
The Board is asked to NOTE:

The assurances received through the reports received and that the Committee through its review of
the BAF did not refer any matters to the executive for review

The Committee referred two maters to the Audit Committee for follow up as they referred to Internal
Audit report findings

The Committee received as expected the Annual Serious Incident Report whose revised format
enabled learning to be better highlighted and shared.
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To: Trust Board Date: 25 July 2019

From: Quality Assurance Committee Agenda Item: 13

COMMITTEE HIGHLIGHTS REPORT TO BOARD

Meeting Date Chair Quorate
Quality Assurance

Thursday 6 June 2019 | Joanna Crane yes no
Committee v/ | O

Declarations of Interest Made

None

Assurance received at the Committee meeting

= The Committee RECEIVED the Freedom to Speak Up Annual Report, presented by one of the
Freedom to Speak up Guardians and were assured from their work over the Trust's culture of
openness and learning.

= The Committee RECEIVED a presentation on a Deep Dive into End of Life Care, which highlighted
the successes notably that training is being rolled out for all staff to provide support on an annual
basis.

= The Committee RECEIVED an update on the 7 Day Services Board Assurance Framework and were
assured over the Trust's reported position. The Committee were assured the area of compliance
against the 7 Day Service framework was a corporate project for 2019/20 then executive attention to
this area would be given across the year.

= The Committee RECEIVED a comprehensive update on Employee Relations, noting this
complemented the assurance provided to the Finance and Performance Committee through the
Workforce and Capacity reporting to the Finance and Performance Committee.

= The Committee RECEIVED its six monthly Information Governance report, noting that the Trust had
submitted the required Data Security Toolkit for 2018/19 at the end of March 2019, The Committee
was assured over the submission through the receipt of the detailed self-assessment made by the IG
Team.

= The Committee RECEIVED an update on External Visits to the Trust in particular the Maternity
Screening visit in early June which recorded exemplary findings and a Fire Visit at St Richard’s which
had also been extremely positive.

= The Committee RECEIVED the Board Assurance Framework and was assured through the reports at
the Committee meeting that there were no risks that were under-scored that needing referring back to
the Executive. The Committee did recommend that the assurance provided by the Annual Serious
Incident Report to be added to the Board Assurance Framework as source of assurance.

Actions taken by the Committee within its Terms of Reference

There were no specific actions that required a Committee decision at this meeting.

Items to come back to Committee (Items Committee / Group keeping an eye on)

» The Committee requested a Deep Dive into Mental Health be presented at its next Committee
meeting in September.




Iltems referred to the Board or another Committee for decision or action

ltem Referred to

Assurance provided by Annual Sl Report to be shared with the Audit | Audit Committee — for information.
Committee in respect of the additional source of assurance this
provides.

Assurance that training workshops have been provided to the Audit Committee — to close down
Divisions in relation to Risk Management apart from one for which a | outstanding Internal Audit action

date has been set.
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Glen Palethorpe, Group Company Secretary

Author(s):

Glen Palethorpe, Group Company Secretary

Report previously considered by
and date:

QAC - 6 June 2019
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Audit Committee — 8 July 2019

Purpose of the report:
Information

Assurance

Review and Discussion
Reason for submission to Trust B
Commercial confidentiality

Approval / Agreement

Staff confidentiality

Patient confidentiality

Link to Trust Strategic Themes:
Patient Care

Other exceptional circumstances

Sustainability

Our People

Quality

AN

Systems and Partnerships
Any implications for:

v

Quality

Quality related strategic risks

Financial

Finance related strategic risks

Communication and Consultation:

Executive Summary:

Introduction

July.

paper.

BAF Summary

Workforce Workforce related strategic risks

Safe v Effective 4
Caring v Responsive v
Well-led v Use of Resources v

The Board Assurance Framework has been prepared in conjunction with each of the five Chief
Officers, focussing on respective strategic objectives and determining their associated strategic risks.

The Board approved the initial BAF in May and the BAF was then considered by the Quality
Assurance Committee in June, the Finance and Performance Committee and Audit Committee in

The review by the Board considered the target risk score against the Trust’s risk appetite which is
embedded within the Trust's Risk Management Strategy which was approved in April 2019. Noting
that there may be more than one component to be considered when determining the individual target
risk score. For ease of reference the Trust's agreed risk appetite is included as at Appendix A to this

The table overleaf shows by risk the Q1 score and the target risk score, noting that some of the risks
are at their target score and thus the BAF process for those risks will be about securing assurance
that this acceptable (target) level of risk is maintained
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BAF: Strateqgic Objectives and Strateqic Risks
(Key: | = Impact L = Likelihood T = Total)

Risk Scores

Opening
risk

Target

Ll L] T

L] T

1. Patient
Quality Assurance Committee

1.1 we are unable to deliver or demonstrate a continuous and sustained
improvement in patient experience resulting in adverse reputational impact
and loss of market share

2. Sustainability
Finance and Performance Committee

2.1 We are unable to align or invest in our workforce, finance, estate and
IM&T infrastructure effectively to support operational resilience, deliver our
strategic and operational plans and improve care for patients

2.2 We cannot continue to deliver ongoing efficiencies and flex our
resources in an agile way resulting in the Trust not being able to live within
its resources given the rising demands on our services

2.3 We are unable to meet high standards of financial stewardship meaning
we cannot sustain compliance with our statutory financial duties

3. People
Quality Assurance Committee

3.1 We are unable to appropriately develop cultural change and involve and
engage staff in a way that leads to continuous improvements in patient
experience, patient outcomes, and staff morale and wellbeing

3,2 We are unable to meet our workforce requirements through the effective
recruitment, development, training and retention of staff adversely
impacting on patient experience and the safety, quality and sustainability of
our services

4. Quality Improvement
Quality Assurance Committee

4.1 We are unable to deliver and demonstrate compliance with regulatory
requirements or clinical standards adversely impacting on patient safety
and our registration and accreditation by regulatory and supervisory bodies

4.2 We are unable to deliver service improvements and improve safety,
care quality and outcomes for our patients or demonstrate that our services
are clinically effective

5. Systems and Partnerships
Finance and Performance Committee

5.1 We are unable to develop and maintain collaborative relationships with
partner organisations based on shared aims, objectives, and timescales
leading to an adverse impact on our ability to operate efficiently and
effectively within our health economy in line with the NHS Long Term Plan

5.2 We are unable to define and deliver the strategic intentions, plans and
optimal configuration that will enable our services to be sustainable, leading
to an adverse impact on their future viability.

5.3 We are unable to deliver and demonstrate consistent compliance with
operational and NHS constitutional standards resulting in an adverse
impact on patient care and the reputation of the Trust

Committee review

Each BAF risk has an allocated lead oversight Committee, however, it is recognised that for some
risks other Committees will also receive assurance against elements of control with respect to that

risk.

Quality Assurance Committee

The Committee’s review of the risks to which they have allocated oversight and their receipt of

assurance at the meeting in June did not identify any negative assurance that required any risk to be
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referred back to the Executive for review for being under stated. The Committee received an annual
report on serious incidents which it felt should be referred to as a source of assurance within the BAF
for risk 1.1lalthough that assurance in itself the committee did not feel would generate a reduction in
the current risk from that of 6 but did provide assurance that the risk would not need to be scored
higher.

Finance and Performance Committee

The Committee’s review of the risks to which they have allocated oversight and their receipt of
assurance at the meeting at the beginning of July did not identify any negative assurance that
required any risk to be referred back to the Executive for review for being under stated. The
Committee however, did recognise the increase in demand as a pressure on risk 5.3 in relation to the
delivery of the the Trust operational targets. The Committee agreed that pressure did not warrant a
change in the score at that time and that their receipt of their expected reports and assurance would
enable them to recognise or endorse in the current score made the Executive over the next few
months if the service demands continue to exceed the Trust and wider health economy assumptions.

Audit Committee

The Audit Committee considered the BAF along with the key highly scoring risks that underpin the
BAF and felt its revised structure regarding having a direct mapping of the sources of assurance to
the key control was an improvement. The Committee agreed to consider which of the BAF risks it
intended to review in more detail over the year to complement the reviews undertaken by the Quality
Assurance and Finance and Performance Committees.

Key Recommendation(s):

The Board is recommended to consider the level of current risk recorded within the BAF against
reported assurances via the various Committees and assurances provided direct to the Board over
the first quarter of the year and agree that this represents a balanced view of assurance and its
impact on the key risks to the achievement of the Trust’'s stated objectives.
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Appendix A
Risk Appetite Statement

The Boards of NHS Trusts are accountable for ensuring the quality, safety and sustainability of
the services they provide to patients. Brighton and Sussex University Hospitals NHS Trust sets
clear expectations for the Trust through strategic objectives.

The Trust operates in a high risk environment and the day to day management of risk is an
expected and integral part of the business of any healthcare provider. Overall, the Board has a
moderate appetite for risk in relation to the achievement of its objectives and takes active and
ongoing actions as part of our daily operational management and strategic planning to reinforce
our risk controls in order to minimise risk to a tolerable level.

Our Board Assurance Framework and risk registers will continue to reflect material risks that
may prevent the Trust from fulfilling its role in delivering clinical services which meet regulatory
and NHS Constitutional standards and the expectations of our stakeholders and patients. We
have defined our appetite for risk in relation to our strategic objectives as follows:

Patient Care: We make delivering an excellent care experience for our patients our highest
priority. However, we will accept moderate risks to patient experience if this is required to
achieve patient safety and quality improvements.

We have a low risk appetite for actions and decisions that, whilst taken in the interests
of ensuring quality, safety and sustainability, may affect the reputation of the Trust or
of the wider NHS. Such actions and decisions would be subject to a rigorous risk
assessment and be signed off by the Board.

Safety: We will deliver safe, high quality clinical services and demonstrate they achieve optimal
clinical outcomes and deliver best practice for our patients whilst ensuring we meet regulatory
standards. Overall, our risk appetite for safety is low. Specifically:

We have a low appetite for risks that could result in poor quality care or unacceptable
clinical risk, non-compliance with standards or poor clinical or professional practice.

We have a low appetite for risks that may jeopardise patient safety.

We recognise that it can be in the best interests of patients to have a moderate
appetite for some individual patient care and treatment risks in order to achieve the
best outcomes. Therefore we support our staff to work in collaboration with the people
who use our services to develop appropriate and safe care and treatment plans based
on assessment of need and clinical risk.

We will apply strict safety protocols for all of clinical and non-clinical activity, when and
wherever possible. We will report, record and investigate our incidents and ensure that
we continue to learn lessons to improve the safety and quality of our services.
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Sustainability: We strive to use our resources efficiently and effectively for the benefit of our
patients and their care and ensure our services are clinically, operationally, and financially
sustainable. We will always aim to achieve this objective; however, overall we have a moderate
appetite for risk in this area. Specifically:

We have a moderate appetite for some financial risks where this is required to
mitigate risks to patient safety or quality of care. We will ensure that all such financial
responses deliver optimal value for money.

We are committed to providing patient care in a therapeutic environment and providing
staff with an environment and supporting infrastructure in which to perform their duties.
However, we have a moderate appetite for some risks related to our infrastructure
and estate except where these adversely impact on patient safety, care quality and
regulatory compliance

We will increase our appetite for financial risk to significant in some instances and
consider all potential delivery options to ensure the delivery of our objectives. Our
appetite for risk in this area recognises the financial environment in which NHS trusts
are operating, and the requirement to maintain regulatory and constitutional standards.
A decision to take this level of risk would be based on a rigorous risk assessment and
a review of the robustness of the controls and would require sign off by the Board.

We are prepared to support investments for return and minimise the possibility of
financial loss by managing associated risks to a tolerable level. Value and benefits will
be considered and resources allocated in order to capitalise on opportunities.

People: We value and respect all our staff equitably, involve them in decisions about the
services they provide and offer the training and development they need to fulfil their roles. We
will rarely accept risks that would limit our ability to achieve this objective and the Trust's overall
risk appetite for workforce related risks is low. Specifically:
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We have a low appetite for risks related to the recruitment, retention and training of
staff to deliver safe, high quality services and good patient experience.

We have no appetite for risks associated with unprofessional conduct, bullying, or an
individual’'s competence to perform roles or tasks safely nor any incidents or
circumstances which may compromise the safety of any staff members and patients or
contradict our values.

We have a moderate appetite for risks associated with the implementation of non-
NHS standard terms and conditions of employment, innovative resourcing, and staff
development models where these enhance or improve patient safety, care quality,
service delivery or financial sustainability.



We have no appetite for any risk that could result in staff being non-compliant with
legislation, or any frameworks provided by professional bodies.

We have no appetite for any risk that could result in us being in breach of our
contractual or statutory responsibilities in relation to our staff or in a breach of our
staff's employment rights.

Systems and Partnerships: We will collaborate with commissioners, local authorities, our other
partners and other care providers to prevent ill health, plan and deliver services that meet the
needs of our local population and deliver operational and NHS constitutional standards. Overall
we have a moderate appetite for risks to the achievement of this objective. Specifically:

We have a moderate appetite for risk where this results in improvements in the design
or delivery of healthcare services for our patients or the population we serve. Our
appetite for risk in this area recognises that the Trust operates in a complex
environment and is subject to very challenging economic conditions and changing
demographics with intense scrutiny. We consider the risks associated with innovation,
creativity and clinical research to be an essential part of the Trust’s risk profile. We
increase our appetite for risk in this area to significant in order to maximise the
opportunities to improve patient outcomes and the Trust’'s sustainability. . A decision to
take this level of risk would be based on a rigorous risk assessment and a review of
the robustness of the controls and would require support of the Board.

We will collaborate with commissioners, local authorities, our other partners and other
care providers to prevent ill health, plan and deliver services that meet the needs of
our local population and deliver operational and NHS constitutional standards.
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Executive Summary:

The Annual Organ Donation report details the performance of Western Sussex Hospitals NHS
Foundation Trust for 2018/19.

Key Recommendation(s):

The Board is asked to NOTE this report.
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Blood and Transplant

What We Do

» Over 3,500 lives are saved or improved annually by
organ donation

* Around 6,500 patients remain on the waiting list

* Nearly 10 patients a week will die whilst waiting for a
transplant

Western Sussex Hospitals NHS

NHS Foundation Trust
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Blood and Transplant

15t April 2018 — 315t March 2019

» 12 deceased solid organ donors

29 patients received a transplant as a result

Table 1.1 Donors, patients transplanted and organs per donor,
1 April 2018 - 31 March 2019 (1 April 2017 - 31 March 2018 for comparison)

Number of Average number of organs
Number of patients donated per donor
Donor type donors transplanted Trust UK

DBD 5 (3) 18 (7 33 (4.3) 35 (37)
DCD 13 (2 2.8
DBD and DCD 29 (9) 3.1

Western Sussex Hospitals NHS

NHS Foundation Trust
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Blood and Transplant

The Last 10 years

Figure 1.1 Number of donors and patients transplanted, 1 April 2009 - 31 March 2019
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Blood and Transplant

National Potential Donor Audit

 Audit of potential donation activity in UK hospitals

 Allows the performance of WSHT in key areas to be
compared to national performance and targets

Western Sussex Hospitals NHS

NHS Foundation Trust



Goal: The agreed 2018/19 national targets for DBD and DCD consent rates are 78% and 72%, respectively.
Figure 2.1 Key rates on the potential for organ donation including UK comparison, 1 April 2018 - 31 March 2019
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Figure 2.2 Trends in key rates on the potential for organ donation, 1 April 2014 - 31 March 2019
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Table 2.1 Key numbers, rates and comparison with national rates, Bl
' : ood and Transplant
1 April 2018 - 31 March 2019 P
DBD DCD Deceased donors
Trust UK Trust UK Trust UK
Patients meeting organ donation referral criteria’ 13 2004 30 5974 4 7728
Referred to Organ Donation Service 13 1982 30 5539 a4 7287
Referral rate % G 100% 99% © 100% 9% G 100% 94%
Neurological death tested 9 1715
Testing rate % - 86%
Eligible donors? 8 1635 26 4180 34 5815
Family approached 8 1493 9 1752 17 3245
Family approached and SNOD present 8 1423 9 1527 17 2050
% of approaches where SNOD present G 100% 95% G 100% 87% G 100% 91%
Consent ascertained 6 1082 7 1099 13 2181
Actual donors (PDA data) 6 970 6 612 12 1582
% of consented donars that became actual donors 100% 90% 86% 56% 92% 73%
1DBD - A patient with suspected neurclogical death
DCD - A patient in whom imminent death is anticipated, ie a patient receiving assisted ventilation, a clinical decision to
withdraw treatment has been made and death is anticipated within 4 hours
2DBD - Death confirmed by neurological tests and no absolute contraindications to solid organ donation
DCD - Imminent death anticipated and treatment withdrawn with no absolute contraindications to solid organ donation
Note that a patient that meets both the referral crteria for DBD and DCD organ donation is featured in both the DBD and DCD data but will
only be counted once in the deceased donors total

Gold Silver [Bronze! Amber [JIREE

Western Sussex Hospitals NHS

NHS Foundation Trust
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Blood and Transplant
Goal: neurological death tests are performed wherever possible.

Figure 3.1 Number of patients with suspected neurological death, 1 April 2014 - 31 March 2019
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NHS

Blood and Transplant

Goal: Every patient who meets the referral criteria should be identified and referred to the Organ Donation
Service, as per NICE CG135' and NHS Blood and Transplant (NHSBT) Best Practice Guidance on timely

identification and referral of potential organ donors?
Aim: There should be no purple on the following charts.

Figure 3.2 Number of patients meeting referral criteria, 1 April 2014 - 31 March 2019
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NHS

Blood and Transplant

Goal: A SNOD should be present during the formal family approach as per NICE CG135" and NHS Blood and
Transplant (NHSBT) Best Practice Guidance.®

Aim: There should be no purple on the following charts.
Figure 3.3 Number of families approached by SNOD presence, 1 April 2014 - 31 March 2019
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NHS

Blood and Transplant

Goal: The agreed 2018/19 national targets for DBD and DCD consent/authorisation rates are 78% and 72%,
respectively.

Figure 3.4 Number of families approached, 1 April 2014 - 31 March 2019

DBD DCcD
10 20

8 —
E E} = g E
E 8 6 E
= 4 _ =
= = 7

24 4 - 3

L e e s BN

201415 201516 2016017 2017/18  2018/19 201415 201516 2016117 201718 2018/19
M Consent not ascertained [ Consent ascertained B Consent not ascertained [ Consent ascertained

Western Sussex Hospitals NHS

NHS Foundation Trust



NHS

Blood and Transplant

Comparative Data

Goal: neurological death tests are performed wherever possible.

Figure 4.1 Funnel plot of neurological death testing rate, 1 April 2018 - 31 March 2019
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NHS

Goal: Every patient who meets the referral criteria should be identified and referred to NHSBT's Organ Donation Blood and TransPlant

Service, as per NICE CG135' and NHS Blood and Transplant (NHSBET) Best Practice Guidance on timely
identification and referral of potential organ donors>

Figure 4.2 Funnel plot of deceased donor referral rate, 1 April 2018 - 31 March 2019
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When compared with UK performance Western Sussex Hospitals NHS Foundation Trust was exceptional (gold) for
referral of potential crgan donors to NHS Blood and Transplant's Organ Donation Service.

Western Sussex Hospitals m

NHS Foundation Trust



Goal: A SNOD should be present during the formal family approach as per NICE CG135' and NHS Blood and m
Transplant (NHSBT) Best Practice Guidance.® Blood and Transplant

Figure 4.3 Funnel plot of SNOD presence rate, 1 April 2018 - 31 March 2019
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When compared with UK performance Western Sussex Hospitals NHS Foundation Trust was exceptional (gold) for
Specialist Nurse presence when approaching families to discuss organ donation.

Western Sussex Hospitals m

NHS Foundation Trust



Goal: The agreed 2018/19 national targets for DBD and DCD consent/authorisation rates are 78% and 72%, m
respectively.

) ) Blood and Transplant
Figure 4.4 Funnel plot of consent rate, 1 April 2018 - 31 March 2019
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When compared with UK performance the consent rate in Western Sussex Hospitals NHS Foundation Trust was
average (bronze).

Western Sussex Hospitals m
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Blood and Transplant

Emergency Department Data

Goal: No one dies in your ED meeting referral criteria and is not referred to NHSBT's Organ Donation Service.
Aim: There should be no blue on the following chart.

Figure 6.1 Number of patients meeting referral criteria that died in the ED, 1 April 2014 - 31 March 2019
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NHS
Blood and Transplant

Goal: No family is approached in ED regarding organ donation without a SNOD present.
Aim: There should be no red on the following chart.

Figure 6.2 Number of families approached in ED by SNOD presence, 1 April 2014 - 31 March 2019
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Blood and Transplant

Summary

 Our performance during 2018/19 has been excellent in
several key metrics

« Achieving 100% referral across both sites reflects the
efforts put in at all levels of the team

* Neurological death testing rates are a regional issue,
and are the next target in our sights

» Keep up the good work!

A special mention to our volunteers

Western Sussex Hospitals NHS

NHS Foundation Trust
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Blood and Transplant

Useful Links

o www.odt.nhs.uk

* www.nhsbt.nhs.uk

o www.organdonation.nhs.uk

Western Sussex Hospitals NHS

NHS Foundation Trust


http://www.odt.nhs.uk/
http://www.nhsbt.nhs.uk/tissuedonation/
http://www.nhsbt.nhs.uk/tissuedonation/
https://www.nice.org.uk/guidance/cg135
http://www.organdonation.nhs.uk/

Actual and Potential m
Deceased Organ Donation

1 April 2018 - 31 March 2019 Blood and Transplant

Western Sussex Hospitals NHS Foundation Trust

Taking Organ Transplantation to 2020

In 2018/19, from 13 consented donors the Trust facilitated 12 actual solid organ donors resulting in 29
patients receiving a life-saving or life-changing transplant. Data obtained from the UK Transplant Registry.

In addition to the 12 proceeding donors there was one consented donor that did not proceed.

Best quality of care in organ donation

Referral of potential deceased organ donors

Goal: Every patient who meets the referral criteria should be identified and referred to NHS
Blood and Transplant's Organ Donation Service

. Aim: The Trust (marked with a cross) should
Aim: There should be no purple on the chart fall within Bronze, Silver, or Gold
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The Trust referred 41 potential organ donors during 2018/19. There were no occasions where
potential organ donors were not referred.

When compared with UK performance, the Trust was exceptional (gold) for referral of potential
organ donors to NHS Blood and Transplant.



NHS

Goal: A Specialist Nurse for Organ Donation (SNOD) should be present during every organ
donation discussion with families

Presence of Specialist Nurse for Organ Donation

Aim: The Trust (marked with a cross) should

Aim: There should be no purple on the chart fall within Bronze, Silver, or Gold
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A SNOD was present for 17 organ donation discussions with families during 2018/19. There were no
occasions where a SNOD was not present.

When compared with UK performance, the Trust was exceptional (gold) for SNOD presence when
approaching families to discuss organ donation.

. If suitable patients are not referred, the patient's decision to be an organ donor is not honoured or
the family does not get the chance to support organ donation.

. The consent rate in the UK is much higher when a SNOD is present.

. The number of patients receiving a life-saving or life-changing solid organ transplant in the UK is
increasing but patients are still dying while waiting.

Regional donors, transplants, waiting list, and NHS Organ Donor Register (ODR) data

South East Coast* UK
1 April 2018 - 31 March 2019
Deceased donors 91 1,600
Transplants from deceased donors 236 3,943
Deaths on the transplant list 19 403
As at 31 March 2019
Active transplant list 267 6,083
Number of NHS ODR opt-in registrations (% registered)** 2,096,289 (45%) 26,496,220 (41%)

*Regions have been defined as per former Strategic Health Authorities
** % registered based on population of 4.63 million, based on ONS 2011 census data




Further information

Further information on potential donors after brain death (DBD) and potential donors after circulatory
death (DCD) at the Trust are shown below, including a UK comparison. Data obtained from the
Potential Donor Audit (PDA).

Key numbers, rates and comparison with UK data,
1 April 2018 - 31 March 2019

DBD DCD Deceased donors
Trust UK Trust UK Trust UK
Patients meeting organ donation referral criteria’ 13 2004 30 5974 41 7728
Referred to Organ Donation Service 13 1982 30 5539 41 7287
Referral rate % G 100% 9% G 100% 93% G 100%  94%
Neurological death tested 9 1715

Testing rate % - 86%

Eligible donors? 8 1635 26 4180 34 5815
Family approached 8 1493 9 1752 17 3245
Family approached and SNOD present 8 1423 9 1527 17 2950
% of approaches where SNOD present G 100% 95% G 100% 87% G 100% 91%
Consent ascertained 6 1082 7 1099 13 2181
Actual donors (PDA data) 6 970 6 612 12 1582
% of consented donors that became actual donors 100% 90% 86% 56% 92% 73%

"DBD - A patient with suspected neurological death
DCD - A patient in whom imminent death is anticipated, ie a patient receiving assisted ventilation, a clinical decision to
withdraw treatment has been made and death is anticipated within 4 hours

2DBD - Death confirmed by neurological tests and no absolute contraindications to solid organ donation
DCD - Imminent death anticipated and treatment withdrawn with no absolute contraindications to solid organ donation

Note that a patient that meets both the referral criteria for DBD and DCD organ donation is featured in both the DBD and DCD data but will
only be counted once in the deceased donors total

Gold Silver [Bronze! Amber RSN

For further information, including definitions, see the latest Potential Donor Audit report at
www.odt.nhs.uk/statistics-and-reports/potential-donor-audit/
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Workforce Race Equality Scheme

Introduced in the NHS to address the inequalities of black and minority
ethnic (BME) staff compared to their white colleagues

Requires NHS organisations to close the gap between BME and white staff
experience across nine key indicators

Mandated through the NHS Standard Contract in 2015/16

Published on the Trust website

Improvement against the WRES action plan is monitored through the
Diversity Matters Group



WRES indicators

Indicator 1 Indicator 2 m Indicator 4

ePercentage of staff in sRelative likelihood of eRelative likelihood of eRelative likelihood of
each of the AfC Bands BME staff being BME staff entering the BME staff accessing
1-9 or Medical and appointed from formal disciplinary non mandatory training
Dental subgroups and shortlisting compared process, compared to and CPD as compared
VSM compared with to that of white staff that of white staff to white staff
the percentage of staff being appointed from entering the formal
in the overall workforce shortlisting across all disciplinary process

posts

Indicator 6 Indicator 7 Indicator 8 Indicator 9
ePercentage of staff ePercentage of staff ePercentage believing e|n the last 12 months ePercentage difference
experiencing experiencing that trust provides have you personally between the
harassment, bullying or harassment, bullying or equal opportunities for experienced organisations’ Board
abuse from patients, abuse from staff in last career progression or discrimination at work? membership and its
relatives or the public 12 months promotion overall workforce

in last 12 months



WRES Metric Description
Indicator

2016 2017 2018 2019
Score Score Score Score

Peer
Median*

2 Relative likelihood of White applicants being appointed from 1.35 1.15 1.22 3.40 1.24
shortlisting compared to that of BME applicants

3 Relative likelihood of BME staff entering the formal disciplinary 1.56 2.09 1.74 0.07 1.74
process, compared to that of White staff entering the formal
disciplinary process

4 Relative likelihood of White staff accessing non mandatory training 0.89 1.03 0.91 0.90 0.93
and CPD compared to BME staff

5 Percentage of staff experiencing harassment, bullying or abuse BME 35.0% 32.2% 32.3% 36.1% 34.4%
from patients, relatives or the public in the last 12 months White 29.5% 29.0% 29.4% 29.2%

6 Percentage of staff experiencing harassment, bullying or abuse BME 23.5% 23.3% 25.5% 24.9% 26.7%
from staff in the last 12 months White 24.6% 23.7% 23.2% 22.9%

7 Percentage believing that the Trust provides equal opportunities BME 85.8% 84.3% 83.6% 82.7% 81.1%
for career progression or promotion White 89.4% 92.0% 90.3% 89.8%

8 In the last 12 months have you personally experienced BME 13.4% 11.5% 11.4% 14.3% 14.3%
discrimination at work? White 7.05% 6.3% 5.9% 6.3%

9 Percentage of BME Board membership 0.0% 0.0% 6.7% 6.7% 7.4%

Indicators 2-4 (source: trust data)
BME staff were relatively:

less likely to be appointed from shortlisting

less likely to enter the formal disciplinary process
more likely to access non mandatory training and
CPD

*across STP - Indicators 2-4 (source: 2018 WRES submission)
Indicators 5-8 (source: Staff Survey 2018)

Indicators 5-8 (source: Staff Survey)
BME staff reported a worse experience than white staff for all four

NHS staff survey questions

Indicator 9 (source: ESR)
BME representation on the board is lower than the 15.3% BME
representation in the organisation



Workforce Disability Equality Scheme

e Introduced to improve both the number of disabled people in
employment and their experience in the workplace compared to non
disabled people

* Includes people with a hidden disability

* Requires us to close the gap between disabled and non disabled staff
experience across ten metrics

e Mandated through the NHS Standard Contract from 1 April 2019
e Restricted for the first 2 years to NHS and Foundation Trusts
 Published on the Trust website

* Improvement against the WDES action plan will be monitored through the
Diversity Matters Group



WDES metrics
ez M veis W e B veies

ePercentage of staff in each eRelative likelihood of eRelative likelihood of ePercentage of Disabled staff ePercentage of Disabled staff
of the AfC Bands 1-9 or disabled staff being Disabled staff compared to compared to non-disabled compared to non-disabled
Medical and Dental appointed from shortlisting non-disabled staff entering staff experiencing staff saying that the last
subgroups and VSM compared to that of non the formal capability harassment, bullying or time they experienced
compared with the disabled staff being process, as measured by abuse from — patients, harassment, bullying or
percentage of staff in the appointed from shortlisting entry into the formal service users, their relatives abuse at work, they or a
overall workforce across all posts capability procedure or other members of the colleague reported it

public, managers and
colleagues

“

ePercentage of Disabled staff ePercentage of Disabled staff ePercentage of Disabled staff ePercentage of Disabled staff *The staff engagement score
compared to non-disabled compared to non-disabled compared to non-disabled saying that their employer for Disabled staff,
staff believing that the Trust staff saying that they have staff saying that they are has made adequate compared to non-disabled
provides equal felt pressure from their satisfied with the extent to adjustment(s) to enable staff and the overall
opportunities for career manager to come to work, which their organisation them to carry out their engagement score for the
progression or promotion despite not feeling well values their work work organisation

enough to perform their

duties

Metric 10

eHas your trust taken action
to facilitate the voices of
Disabled staff in your
organisation to be heard?

Percentage difference
between the organisation’s
board voting membership
and its organisation’s
overall workforce



WDES Metric Description

2019 Score Average Direction
Metric Acute compared to
peers

1 Percentage of staff in each of the AfC Bands 1-9 or Medical and Dental subgroups and 2.5% Not yet v

VSM compared with the percentage of staff in the overall workforce available
2 Relative likelihood of disabled staff being appointed from shortlisting compared to that 0.92 Not yet

of non disabled staff being appointed from shortlisting across all posts available
3 Relative likelihood of Disabled staff compared to non-disabled staff entering the formal No cases Not yet

capability process, as measured by entry into the formal capability procedure available

Monitoring data — 30% of staff have not declared their disability status

Metrics 1 — 3 (source: trust data)

Disabled staff were relatively:
* more likely to be appointed from shortlisting
e Unlikely to enter a capability process process




WDES Metric Description 2019 Score Average Direction
Metric Acute compared to
peers

4a Percentage of Disabled staff compared to non-disabled staff experiencing harassment, Disabled 36.2% 33.8%
bullying or abuse from — patients, service users, their relatives or other members of the Non disabled 29.0% 27.3% a
public

4a Percentage of Disabled staff compared to non-disabled staff experiencing harassment, Disabled 19.0% 20.8%
bullying or abuse from —managers Non disabled 9.6% 12.4%

4a Percentage of Disabled staff compared to non-disabled staff experiencing harassment, Disabled 29.3% 28.5% a
bullying or abuse from — colleagues Non disabled 15.7% 19.0%

4b Percentage of Disabled staff compared to non-disabled staff saying that the last time Disabled 49.4% 44.5%
they experienced harassment, bullying or abuse at work, they or a colleague reported it Non disabled 48.5% 44.4%

5 Percentage of Disabled staff compared to non-disabled staff believing that the Trust Disabled 83.5% 77.4%
provides equal opportunities for career progression or promotion Non disabled 89.6% 84.4%

6 Percentage of Disabled staff compared to non-disabled staff saying that they have felt Disabled 33.3% 34.1% v
pressure from their manager to come to work, despite not feeling well enough to Non disabled 24.1% 23.6%
perform their duties

7 Percentage of Disabled staff compared to non-disabled staff saying that they are satisfied Disabled 37.5% 46.8%
with the extent to which their organisation values their work Non disabled 52.2% 57.4%

8 Percentage of Disabled staff saying that their employer has made adequate 75.5% 72.1%
adjustment(s) to enable them to carry out their work

9a The staff engagement score for Disabled staff, compared to non-disabled staff and the Disabled 6.9% 6.6%
overall engagement score for the organisation Non disabled 7.3% 7.1%

9b Has your trust taken action to facilitate the voices of Disabled staff in your organisation
to be heard?

10 Percentage difference between the organisation’s board voting membership and its Disabled -2.5% Not yet
organisation’s overall workforce Non disabled available v

Metrics 4-9a (source: Staff Survey) Metric 10 (source: ESR)

Whilst the Trust is better than average for acute trusts across 6 areas, disabled
staff reported a worse experience than non-disabled staff across all relevant NHS
staff survey questions
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Introduction

Recent research on race equality in the NHS workforce makes challenging reading
for boards in provider organisations. Evidence shows that if you are from a black and
minority ethnic background (BME) you are less likely to be appointed once
shortlisted, less likely to be selected for training and development programmes, more
likely to experience harassment, bullying and abuse, and more likely to be
disciplined and dismissed.

Black and minority ethic staff are significantly underrepresented in senior
management positions and at board level. In 2012, just 1 per cent of NHS Chief
Executives came from a BME background, compared to 16 per cent BME
representation in the NHS workforce. Most worryingly, despite a multitude of race
equality initiatives and examples of provider good practice since the 2004 Race
Equality Action Plan, many of the key indicators are either static or actually getting
worse.

Leading by example: The race equality opportunity for NHS provider boards,
2014 — NHS Providers

This challenge is one that all NHS organisations need to meet because:

e It suggests talent is being wasted through unfairness in the appointment,
treatment and development of a large section of the NHS workforce

e It suggests precious resources are wasted through the impact of such
treatment on the morale, discretionary effort, and other consequences of such
treatment

e Research shows convincingly that such treatment adversely affects the care
and treatment of all patients

e Research shows that diverse teams and leaderships are more likely to show
the innovation and increase the organisational effectiveness the NHS needs

e Organisations whose leadership composition bears little relationship to that of
the communities served will be less likely to deliver the patient focussed care
that is needed

The NHS has responded by the introduction of the Workforce Race Equality
Standard, which requires all NHS providers to start to address these issues.



Background Information

£

1) Total number of staff:

2018-19

2017-18

7053 headcount 7104 headcount

Proportion of BME staff employed within this organisation at the date of this report:

2017-18 2018-19
Headcount % of Staff Headcount % of Staff
White 5627 79.8% 5588 78.7%
BME 1075 15.2% 1100 15.5%
Not Stated 351 5.0% 416 5.8%
Total 7053 100.0% 7104 100.0%
[0)
15.9% 5.0% 5.8% 15.5%
= White mBME
= BME mWhite

= Not Stated = Not Stated

79.8% 78.7%

2017-18 2018-19

2) Self-reporting

a) The proportion of total staff who have self-reported their ethnicity:

Headcount

2017-18
% of Staff

Headcount

2018-19
% of Staff

Ethnicity Declared 6702 95.0% 6688 94.1%
Ethnicity Not Declared 351 5.0% 416 5.9%
Total 7053 100.0% 7104 100.0%

b) Has any steps been taken in the last reporting period to improve the
level of self-reporting by ethnicity?




c) We collect information relating to staff ethnicity as part of the recruitment
process. Electronic Staff Records self-service has also been rolled out to all
staff in April 2019, which provides staff with the opportunity to update their

ethnicity confidentially.

d) Are any steps planned during the current reporting period to improve
the level of self-reporting by ethnicity?
A full review of the monitoring information documents took place. We collect
information relating to staff ethnicity as part of the recruitment process.

3) Workforce Data

a) What period does the organisation’s workforce data refer to?

April 2018 to March 20109.

4) Definition of BME under to WRES

In line with the categories taken from the 2001 Census:

BME Unknown White
D - Mixed white and black Caribbean Z - not stated A - White - British
E - Mixed white and black African NULL B - White - Irish

F - Mixed white and Asian

Unknown

C - Any other white background

G - Any other mixed background

H - Asian or Asian British - Indian

J - Asian or Asian British - Pakistani

K - Asian or Asian British - Bangladeshi

L - Any other Asian background

M - Black or black British - Caribbean

N - Black or black British - African

P - Any other black background

R - Chinese

S - Any other ethnic group

5) Population Demographic 2011 Census (Southeast England)

Census
2011
BME 9%
White 91%
Unknown 0%




Workforce Race Equality Indicators

For each of the indicators, the standard compares the metrics for white and
BME staff.

Indicator 1 - Percentage of staff in each of the AfC Bands 1-9 and VSM
(including executive Board members) compared with the percentage of staff in
the overall workforce

Note: Organisations should undertake this calculation separately for non-
clinical and for clinical staff.

Non-Clinical

White BME Unknown Total White % BME%

Band 1 235 49 3 287 81.88% 17.07%
Band 2 471 30 19 520 90.58% 577%
Band 3 355 15 10 380 93.42% 3.95%
Band 4 269 14 7 290 92.76% 4.83%
Band 5 117 6 5 128 91.41% 4.69%
Band 6 100 2 5 107 93.46% 1.87%
Band 7 52 4 3 59 88.14% 6.78%
Band 8a 46 3 3 52 88.46% 577%
Band 8b 33 2 35 94.29% 571%
Band 8c 20 20 100.00% 0.00%
Band 8d 5 2 7 71.43% 0.00%
Band 9 4 4 100.00% 0.00%
VSM 11 1 1 13 84.62% 7.69%
Other 10 7 17 58.82% 0.00%
Total 1728 126 65 1919 90.05% 6.57%

What the data tells us:

e The overall population of non-clinical BME staff in the majority of bands is
under represented compared to the overall population demographic statistics
in the 2011 Census (9%). Though there has been a marginal increase of non-
clinical BME staff of 0.11% when comparing to 2017-18.

e There appears to be a higher representation at 17.07% of BME staff in the
lowest paid roles at Band 1. In line with Agenda for Change Refresh, Band 1
positions will be phased out by March 2021.



e All other bands except VSM (very senior managers) appear to be
underrepresented by BME staff.

Clinical

White | BME | Unknown | Total | White % | BME%
Band 1 30 2 32 93.8% 6.3%
Band 2 841 188 78 1107 | 76.0% | 17.0%
Band 3 201 40 17 258 77.9% | 15.5%
Band 4 136 13 9 158 86.1% 8.2%
Band 5 743 | 331 96 1170 | 63.5% | 28.3%
Band 6 774 126 42 942 82.2% | 13.4%
Band 7 487 34 26 547 89.0% 6.2%
Band 8a 92 9 6 107 86.0% 8.4%
Band 8b 27 27 100.0% | 0.0%
Band 8c 10 10 100.0% | 0.0%
Band 8d 3 3 100.0% | 0.0%
Band 9 2 2 100.0% | 0.0%
VSM 8 2 10 80.0% 0.0%
Consultants 257 88 16 361 71.2% | 24.4%
Non-consultant career grade 42 34 8 84 50.0% | 40.5%
Trainee 207 109 50 366 56.6% | 29.8%
Other 1 1 0.0% 0.0%

3860 | 974

What the data tells us:

e The overall population of clinical BME staff is more than the overall population
statistics in the 2011 Census (9%). Though there has been an overall
decrease of the percentage (0.87%) of non-clinical BME staff when comparing
to 2017-18.

e There appears to be a higher representation of BME staff in clinical roles,
which can be attributed to the diverse nationalities employed and also follows
the national trend. The highest representation is at non-consultant career
grade at 40.5%.

e There appears to be a higher representation for non-medical clinical roles for
BME staff at Bands 5 (Staff Nurse) and Bands 2/3 (Healthcare Assistants).
This would suggest the need to investigate if there is a blockage to
progression.

e All other bands including VSM (very senior managers) is underrepresented by
BME staff.



Indicator 2 - Relative likelihood of staff being appointed from shortlisting
across all posts

Relative Likelihood of being

Shortlisted  Appointed

appointed
White 4313 446 0.1034083
BME 1253 38 0.0303272
Not Stated 156 24 0.1538461
Total 5722 511
5% 7%

uBME

m White

= Unknown

88%

The likelihood of white candidates being appointed from shortlisting:
446/ 4313 = 0.1034083

The likelihood of BME candidates being appointed from shortlisting:
38/1253 =0.0303272

The relative likelihood of white staff being appointed from shortlisting compared to
BME staff is: 0.1034083 (white candidates) / 0.0303272 (BME candidates) = 3.4
times.

BME Candidates [ 1.00
White Candidates [ 3.40

In this instance the data suggests BME candidates are less likely than white
candidates to be appointed from shortlisting.

In 2017-18 the relative likelihood was 1.2 (in favour of white candidates), compared
to this year this has now doubled.



Indicator 3 - Relative likelihood of staff entering the formal disciplinary
process, as measured by entry into a formal disciplinary investigation

Note: This indicator will be based on data from a two year rolling average of
the current year and the previous year

Relative
Disciplinary | Disciplinary Total Number in Likelihood
Procedures = Procedures number of Workforce of
2017/18 2018/19 procedures entering
procedure
White 12 S7 69 5588 0.0123478
BME 4 6 10 1100 0.0090909
Unknown 3 4 7 416 0.0168269
8%
® White
= BME
= Unknown

The likelihood of white staff entering the formal disciplinary process:
69 /5588 =0.0123478

The likelihood of BME staff entering the formal disciplinary process:
10/1100 = 0.0090909

The relative likelihood of BME staff entering the formal disciplinary process compared
to white staff is: 0.0090909 (BME Staff) / 0.0123478 (White Staff) = 0.07 times.

white staff N 1

BME Staff | 0.07

In this instance the data suggests that BME staff members are less likely than white
staff to enter into a formal disciplinary process.

The 2017/18 WRES report stated there was a likelihood of 1.75 of BME staff
entering into a formal disciplinary process over white staff. In this report we can see
there has been a significant decrease in likelihood of BME staff entering the formal
disciplinary process.



Indicator 4 - Relative likelihood of staff accessing non-mandatory training and
CPD.

: No. of staff accessing Relative likelihood of
Number in .
workforce non-mandqtory/CPD accessing non-
training mandatory/CPD training

BME 1100 853 0.6993557
White 5588 3908 0.7754545
Unknown 416 274 0.6586538
Total 7104 5035

5% 17%

mBME
m White
m Unknown

78%

The data supplied for 2018-19 related to applications for education funding submitted
by allied health professionals and nursing and midwifery staff.

Likelihood of white staff accessing non-mandatory/CPD training:
3908 / 5588 = 0.6993557

Likelihood of BME staff accessing non-mandatory/CPD training:
853 /1100 = 0.7754545

Relative likelihood of white staff accessing non-mandatory/CPD training compared
to BME staff: 0.6993557 (White Staff) / 0.7754545 (BME Staff) = 0.90 times.

BME Staff [INNEGEGN 1.00
White Staff [N 090

In this instance the data suggests white staff are less likely to have non-mandatory /
CPD training than BME staff.

In the 2017-18 report the relative likelihood was 0.91 (in favour of BME staff),
compared to this year the likelihood has remained about the same.



Indicator 5 - Percentage of staff experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 months — previously known as
KF25 from NHS Staff Survey

Staff Survey

White Staff

BME Staff

WSHFT staff

Acute
Average

WSHFT staff

Acute
Average

2017

29.4%

27.8%

32.3%

27.8%

2018

29.2%

28.2%

36.1%

29.8%
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% of staff experiencing harassment, bullying or abuse from patients,
relatives or the public in last 12 months

(=]

2017
White staff

BME staff

2018
White staff

BME staff

Organisation Benchmark |Organisation Benchmark Organisation Benchmark Organisation Benchmark

result group

median

result group

median

result group

median

result group

median

Both white and BME staff experience harassment, bullying or abuse from patients,
relatives or the public above the national average. It would appear from 2017-18 to
2018-19 the percentage of BME people experiencing harassment, bullying or abuse
from patients, relatives or the public has increased.




Indicator 6 - Percentage of staff experiencing harassment, bullying or abuse
from staff in last 12 months — previously known as KF26 from NHS Staff

Survey
White Staff BME Staff
Staff Survey | \wsHET staff Acute WSHFT staff Acute
Average Average
2017 23.2% 24.8% 25.5% 27.2%
2018 22.9% 26.4% 24.9% 28.6%
2017 2018
White staff BME staff White staff BME staff
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Organisation Benchmark Organisation Benchmark Organisation Benchmark Organisation Benchmark

result

group
median

result group

median

result group

median

result group

median

Over the last two financial years, the percentage of BME staff experiencing
harassment bullying or abuse from staff has been below the national average for

acute trusts.
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Indicator 7 - Percentage believing that trust provides equal opportunities for
career progression or promotion — previously known as KF21 from NHS Staff

Survey
White Staff BME Staff
Staff Survey | \vSHET staff AAC“te WSHFT staff Acute
verage Average
2017 90.3% 86.6% 83.6% 75.0%
2018 89.8% 86.5% 82.7% 72.3%
2017 2018
White staff BME staff White staff BME staff
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Organisation Benchmark |Organisation Benchmark Organisation Benchmark Organisation Benchmark

result group

median

result group

median

result group

median

result group

median

Whilst the percentage of BME staff believing that the trust provides equality
opportunities is consistently higher than the national average, it should be noted that
there has been a small decrease from 2017 to 2018.
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Indicator 8 -

discrimination at work? Q15(a&b) from the Staff Survey

In the last 12 months have you personally experienced

White Staff BME Staff
Staff Survey | \vsHET staff Acute WSHFT staff Acute
Average Average
2017 5.9% 6.7% 11.4% 15.5%
2018 6.3% 6.6% 14.3% 14.6%
2017 2018
White staff BME staff White staff BME staff
£ 100
';“ 90
ge
e 70
£
Eo 60
S
58 s
g‘g 30
IE._E 20
é

Organisation Benchmark Organisation Benchmark Organisation Benchmark Organisation Benchmark

result group

median

result group

median

result group

median

result group

median

Whilst the percentage of BME staff experiencing discrimination at work from your
Manager/team leader or other colleagues is below the average for acute trusts, there

has been a circa 3% increase from 2017 to 2018.

Driving improvements in indicator 8 the Trust has commissioned a corporate project
to ‘Reduce Abusive Behaviours’ throughout the workforce where the impact of
WRES will be addressed.
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Indicator 9 - compare the difference for white and BME staff: Percentage
difference between:

The organisation’s Board executive voting membership and its overall workforce

Overall Workforce Execul\t/:;/;Egrasrﬁi F\)/otlng
Number in % in Number on % of %
workforce workforce board board Difference
BME Staff 1100 15.5% 1 6.7% -8.8%
White Staff 5588 78.7% 12 80.0% 1.3%
Unknown 416 5.8% 2 13.3% 7.5%
Total 7104 100.0% 15 100.0%

6. Are there any other factors or data which should be taken into
consideration in assessing progress?

In 2018 the national NHS Staff Survey was open to all WSHFT Trust staff to
participate in which a potential sample of circa 6,500 were permitted. A total of 4,363
responses were received from staff.

The Trust's Annual Equality Report is also produced and the workforce data is
analysed for trends across recruitment, employee relations, training and
development and demographics. The report is scrutinised and approved by the
Trust’'s Senior Management Team, and the actions feed into the Trust's Equality
Objectives.

a. Any issues of completeness of data
This report is based on information presented to the Trust's Management Board
in July 2019.

b. Any matters relating to the reliability of comparisons with previous years
None.




Agreed by Diversity Matters Group October 2018 — updated July 2019

WRES ACTION PLAN - Priorities

NHS

Western Sussex Hospitals
NHS Foundation Trust

2018 — 2021

1. Issue BME applicants appear to be less successful through our recruitment processes than White applicants
What is already | Recruitment & Selection Policy, Shortlisting through TRAC requires scoring and recording for shortlisting,
in place? Interview assessment sheets require scoring, At least 2 people required to interview

Actions Outcome WRES Theme(s) Lead Timescale Progress Update
required Indicator(s)

1.1 | Promote the To achieve a fair 1,2,7 Recruitment Sarah Complete | Recruitment & Selection training
benefits and and e_qwtable Selection Read includes:
outcomes of recruitment . _ . _
employing a process Training Unconscious bias discussed in
diverse R&S training. Pre-employment
workforce checks in place to eliminate
through individuals progressing due to
Recruitment & immigration status.
Selection training

1.2 | Monitor, review To achieve a fair 2,7 Recruitment Nikki Kriel July 19 \Ij\;jobrllgg:aciaF?:cuealllfy ilarl]l(i:te é(t);r? d\g%the
and publish and equitable Trainin q y '
recruitment recruitment ° Medical HR and Recruitment provide
monitoring data | process and Abbi January 20 | detailed s 10 inf P h

ensure no Eastland / annual detailed reports to inform the

blockages in any

Trusts annual equality report.

Page 1




area

Mel Clay

Babs
Harris /
Nikki Kriel

On-going

Annual data is reviewed to
understand differences in the WRES
data and develop future actions to
improve BME experience

1.3

Offer BME staff
career
development
support and
interview skills
training

To develop
training
opportunities for
BME staff to aid
career
development

4,7

Education

Training

Val Fish

August 19

August 19

BME Leadership offered to all.
Opportunity shared with Practice
Development / Matrons to encourage
applications. Available programmes

- Stepping Up for band 5-7.
Applications from 9 July and will
close when full. Commence Oct 2019
through to March 2020

- Ready Now Programme for Band 8a
above. Residential hosted in Leeds.
Applications open late 2020.

Babs Harris attended WRES Expert
programme in 2018 and learning
being shared

Generic interview skills training
currently offered trust wide. Consider
options for specific session for BME
staff to attend

1.4

Recruitment
images and
internal
headlines
articles to be
representative of
population

To actively
encourage a
greater diversity
of applicants

2,7

Recruitment

Communication

Jonathan
Keeble /
Abbi
Eastland /
Mel Clay

Complete

Trust Communication Lead for
corporate images is Theo Cronin. In
all promotional and team
engagements events, we aim to
ensure a greater diversity of our
workforce are represented
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Develop information booklet

1.5 | Increase the To ensure we All indicators Recruitment Nikki Kriel ‘Monitoring data’ - Tell us about You
declaration rate understand the Communication To raise a?/vareness within the '
of BME staff ethnic make-up of organisation and for all new starters
within the our organisation Training 9
organisation Education

Appraisal
Selection
2. Issue Staff from BME groups appear more likely to be subject to formal processes than White staff, Disciplinary Policy,
Grievance & Fair treatment Policy
What is already | Employee Relations Tracker records all informal and formal processes
in place?
Actions Outcome WRES Theme(s) Lead Timescale Progress Update
required Indicator(s)

2.1 | Ensure Trust Fairness in the 3,8 Communication Babs April 19 g/loeltgvtltt)h d%%?gsapérﬁzfr%fggg Qr?dnl

policies are application of all o Harris : 1 p
. - Training quality assurance review to take
equally applied policies lace on a 6 monthly basis
to all staff regardless of race P y '
/ ethnicity August 19 | Guidance on how to complete an
Equality Impact Assessment being
developed to support those
undertaking an assessment

2.2 | Ensure staff in Greater 3,6,8 Communications Babs September | Diversity awareness sessions to be
leadership roles | understanding Appraisal Harris 19 rolled out to senior leaders to
throughout the and knowledge of PP understand the impact and
organisation are | the impact of race Education importance to equality in the
equipped to discrimination workplace
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understand the
complexities of
race equality

Reduction in
numbers of BME
staff progressing
to formal cases

3. Issue Through the staff survey BME staff report higher levels of bullying; harassment or abuse from
colleagues/managers than White staff
What is already | Dignity at Work Policy (Bullying & Harassment, Freedom to Speak Up Guardian, Raising Concerns/Freedom to
in place? Speak Up Policy, Staff Counselling, Pop Up Schwartz Rounds, Celebrating Cultures Network
Actions Outcome WRES Theme(s) Lead Timescale Progress Update
required Indicator(s)

3.1 | Deliver a session | Internal material 56,8 Communication David Complete Zr;i?grr? Itr? dﬁgﬁgg ;andiiiﬁ?r']ag has
in the "Western to be developed Education Clayton- safety training and continues to be at
Sussex Way’ for staff to better Evans man yTrust eg\]/en s
training. Initiate understand the Training y :

conversations to
include equalities
discrimination,
bullying
concerns, impact
of poor values &
behaviours. Set
expected
standard and
how to
challenge/de-

role of Freedom
to Speak Up
Guardian

Monthly pulse
check captured to
Division and
staffgroup level
to evidence
monthly feelings
towards V&A.
Questions to be

Efgﬂiig' added to the staff

engagement
Freedom To uestionnaire
Speak Up i

Equality & Diversity training promotes
discrimination against any of the
protected characteristics will not be
tolerated.

Page 4




Guardian

from Jan 2019

3.2 | Highlight what Educate through 5 Training Nikki Kriel August Violence & Aggression Policy merged

our Zero the Reducing Ed : 2019 with the Security Policy to form a

. ucation : .
Tolerance Abusive combined policy known as the
approach is Behaviours’ Communication Security Policy.
Trust-wide project The Reducing Abusive Behaviours

Steering group meets monthly and is
currently developing a set of tools
and co-ordinating a mandatory roll
out of Conflict Resolution Training
(CRT) to A&E and the Emergency
Floor.

4. Issue A higher percentage of BME staff report experiencing discrimination at work in the last 12 months
What is already | Equality & Diversity Policy; Equality and Diversity session at corporate Trust Induction and mandatory Health &
in place Safety training programme. Equality Impact Assessment within workforce policies, Freedom To Speak Up

Guardian, Raising Concerns/Freedom to Speak Up Policy, Celebrating Cultures Network
Actions Outcome WRES Theme(s) Lead Timescale Progress Update
required Indicator(s)

4.1 | Examples of An organisational 8 Education Nikki Kriel Complete | Hate crime included in the Equality,
hate crime understanding of Diversity & Inclusion Policy and
behaviours the impact Training included at Equality & Diversity
communicated at | discrimination can sessions.
mandatory have on PC Allen attended Inclusion staff
health & safety individuals conference and shared hate crime
training process to 380 attendees. Future
programme plans underway to incorporate hate

crime message to new practice
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development cohorts and team away
days

Policy updated and approved by

4.2 | Review and Current policy will 56 Training David Complete TEC. Policy now known as the
update the be updated to Communication McLaughlin SeCLiI’it Pglic All signposting on
Violence and ensure relevant to StaffNe){ for Vé'A olig %irectgto
Aggression current issues. . . policy,

: Security Policy. Policy live for 1 year
Policy T . :
in line with future Security
arrangements and CRT training

4.3 | Drive To be in the top 56,8 Education Nikki Kriel February | New reporting themes introduced in
improvements 20% of acute Traini 2020 2018 survey.
through the trusts for all raining Indicator 8 - 14.3% BME / 6.3%

- L I ndicator 8 - 14.3% .3%
Fg&?&?ﬁloned Sv?trﬁ?/;glseml;ed Communication White. Discrimination - 51.1% of all
AbUSIve 9 aoaression ' staff personally experienced

: , 99 ! discrimination at work on the grounds
Behaviours harassment and -

; C OO of Ethnicity.
Trust-wide discrimination in
project the 2019 national Reduce BME staff survey scores by
staff survey 2.9% (target 11.4%)
:jesu!ts.FRgsults Reduce Ethnic Background staff
23%” ebruary survey scores by 8.7% (target 42.4%)
5. Issue Percentage of organisations BME executive voting membership

What is already
in place

Equality & Diversity Policy, Equality Impact Assessment within workforce policies, Diversity Matters Group,
Celebrating Cultures Network

Actions
required

Outcome

WRES
Indicator(s)

Theme(s)

Lead

Timescale

Progress Update
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5.1 | Reach out and Improved BME Education Jonathan | December | Prior to  non-executive  director
engage with local | representation of Keeble / 2019 vacancies becoming available engage
communities to executive Culture Babs collaboratively with local community
encourage membership Harris groups to encourage ethic minority
applications from applications
BME citizens to
become a non-
executive
director when
vacancies arise

Reference:

Indicator 1 Percentage of staff in each of the Agenda for Change Bands 1-9 and VSM (including executive Board members) compared with the
percentage of staff in the overall workforce

Indicator 2 Relative likelihood of staff being appointed from shortlisting across all posts

Indicator 3 Relative likelihood of staff entering the formal disciplinary process, as measured by entry into a formal disciplinary investigation

Indicator 4 Relative likelihood of staff accessing non-mandatory training and CPD

Indicator 5 Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months - KF25 from
NHS Staff Survey

Indicator 6 Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months - KF26 from NHS Staff Survey

Indicator 7 Percentage believing that trust provides equal opportunities for career progression or promotion - KF21 from NHS Staff Survey

Indicator 8 In the last 12 months have you personally experienced discrimination at work from your Manager/team leader or other colleagues?
Q17(b) from the Staff Survey

Indicator 9 Compare the difference for white and BME staff: Percentage difference between:
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The organisation’s Board voting membership and its overall workforce
The organisation’s Board executive membership and its overall workforce
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NHS

Western Sussex Hospitals
NHS Foundation Trust

Agenda Item: Meeting: Trust Board Meeting Date: [EZIIDY
2019

Report Title: Workforce Disability Equality Standard (WDES) 2018-19

STelelsel e = CEPIINERBIIEleel i Denise Farmer, Chief Workforce and Organisational
Development Director

Author(s): Simon Anjoyeb, Deputy Head of Inclusion (BSUH/WSHFT)
Nikki Kriel, Organisational Development Manager

e elelm el =VTel S Ao (o (SRl ROl Diversity Matters Group (DMG) - virtually with membership
and date: 08/07/19 and DMG agenda 22/07/19

Purpose of the report:
Information

Assurance X
Approval / Agreement X
Reason for submission to Trust Board in Private only (where relevant):
Commercial confidentiality Staff confidentiality
Patient confidentiality Other exceptional circumstances
Link to Trust Strategic Themes:
Patient Care

Our People

Systems and Partnerships
Any implications for:
Quality Excellent care is far more likely to meet the needs of all patients when the
workforce is drawn from diverse communities which is reflective of the population
served, and when all our staff are themselves free from discrimination

o

Review and Discussion

o
o

Sustainability
Quality

x|

X | X

Financial Increase in staff engagement and satisfaction, therefore less time and finance
spent on employee relations issues and turnover

Workforce As described above

Safe Ll Effective U

Caring O Responsive X

Well-led X Use of Resources X

Communication and Consultation:

Recognising equality and celebrating diversity is an integral part of the Trusts core business, Patient
First improvement programme and ‘We Care’ vision. Data from the findings in this report feed into the
Trust's Equality objectives and annual equality report. The first submission of the WDES report is
mandatory in the 2018/19 Standard NHS Contract. The regulators, the Care Quality Commission
(CQC) and NHS Improvement, will use the report to help assess whether NHS organisations are well-
led. The Trust is required to publish annual WDES data on NHS Digital Strategic Data Collection
Service (SDCS) by 01/08/19 and WDES action plan developed and published on the Trusts website
by 30/09/19. The WDES action plan has been developed by the disability forum and is subject to
ratification at the Diversity Matters Group (DMG) on 22/07/19.

Executive Summary:

This report seeks to update the Trust Board on the annual WDES report (data is taken from ESR for
the period 01/04/18-31/03/19 and 2018 Staff Survey results) and actions to be taken as a result of this
analysis. The purpose of WDES is to improve the experience of Disabled staff working in, and
seeking employment in the NHS and aims to increase understanding of Disabled patients’ needs and
patient outcomes. The WDES compares the experience of disabled and non-disabled staff with the

objective of closing the gaps highlighted by ten metrics.
The Board is asked to APPROVE the report and make recommendations to the WDES action
plan which is in development following the introduction of the new standard

Final version 19.11.18 TH
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Introduction

There has been legal protection for workers with disabilities for many years, making
it unlawful to treat a worker with a disability less equally than workers without a
disability. The most recent legislation that offers this protection is the Equality Act
2010.

The act goes further than just banning unfair behaviour to workers with disabilities, it
also places public sector organisations under duty to seek opportunities to
proactively address areas of equality of opportunity and promoting good relations
between workers with disabilities and those without.

Whilst there have been improvements with societal attitudes towards people with
disabilities, they have not necessarily moved as quickly as the act (and its
predecessors) had intended. This being the case, there are still many inequalities
surrounding the employment of workers with disabilities. The employment rate of
people with disabilities is 51.3%, versus those without 81.4%, this means a
difference of 30.1%. This difference is often referred to as the disability employment
gap. Given that 22% of adults of working age have a disability, more needs to be
done to close this gap. *

Breaking down disability further the picture for people with mental ill health and
learning disabilities is far worse. 1 in 4 adults and 1 in 10 children experience mental
health illnesses in their lifetime # however; the stigma around mental health is still rife
within the UK. In the 2016 green paper Improving Lives: The Work, Health and
Disability Green Paper, states only 32% of people with mental illness were in work.
There are approximately 1.5 million people in the UK with some form of Learning
Disability, of which 17% of people of working age are in paid employment. It is
estimated that 28% of adults of working age with mild or moderate learning
disabilities, 10% of adults of working age with severe learning disabilities and 0% of
adults of working adults with profound learning disabilities are in employment. 3

The inequalities can be vast, and may include inflexible recruitment practices that do
not take the needs of the candidate’s disability, providing adequate reasonable
adjustments in the workplace, progression into more senior roles, overrepresentation
in employee relations procedures, poor attitudes to those with a disability and poor

1 Briefing Paper 7540, People with Disabilities in Employment, 30 November 2018, Andrew Powell: House of Commons

Library).

2 (Improving Lives: The work, Health and Disability Green Paper, NHS England)
3 (Emerson and Hatton, 2008)



access to development opportunities. These inequalities help to build a picture of
poor employment / retention rates and experiences of employment.

The Workforce Disability Equality Standard (WDES) was introduced in April 2019 by
NHS England; it was developed to demonstrate compliance with:

e UK Government’'s pledge to increase the number of disabled people in
employment - this was made in November 2017

e The NHS Constitution - relating to the rights of staff

e The ‘social model of disability’ - recognising the societal barriers that people
with disabilities face which is the disabling factor, not an individual’'s medical
condition or impairment

e The Equality Act 2010 - specific requirements not to discriminate against
workers with a disability, advancing equality and fostering good relations

e ‘Nothing about us without us’ - a phrase used by the disability movement to
denote a central principle of inclusion: that actions and decisions that affect or
are about people with disabilities should be taken with disabled peoplvce.

The standard allows NHS organisations to review the experiences and outcomes of
both staff with and without disabilities. The standard provides a framework for NHS
organisations to review their key employment cycle policies, practices and processes
to identify if inequalities (listed above) exist, and gives them an opportunity to
engage with disabled workers to put actions in place to address areas of inequality.

There are some specific issues that impact workers with disabilities and NHS
organisations, these include:

e Significant under reporting of the numbers of staff who declare themselves as
having a disability
e 15% difference between Electronic Staff Records (ESR) and Staff Survey
declaration rates. ESR is the integrated Human Resources and Payroll
system.
e Lack of representation of disabled staff at senior levels
e Disabled staff consistently report:
- higher levels of bullying and harassment
- less satisfaction with appraisals and career
- lack of development opportunities

Through this programme and with annual reporting it is hoped NHS Organisations
will see many benefits including, continuous improvement for workers with a
disability, better understanding of the needs of workers with a disability, improved
data (declaration rates), improvements to the culture, improved employment and
retention.



Background Information

1) Total number of staff:

‘ 7073 \

Proportion of staff with a disability employed within this organisation at the date of
this report:

AONK)
Headcount % of Staff
Disabled 180 2.5%
Not Disabled 4754 67.2%
Prefer not to say 803 11.4%
Unknown 1336 18.9%
Total 7073 100.0%
18.9% 2.5% m Disabled
11.4%
¥ m Not
Disabled
Prefer not
67.2% to say
m Unknown

2019

2) Self-reporting

a) The proportion of total staff who have self-reported their disability

status:
2019
Headcount % of Staff
Disability Status Declared 4934 69.8%
Disability Status Not Declared 2139 30.2%
Total 7073 100.0%




b) Have any steps been taken in the last reporting period to improve the
level of self-reporting by disability?
We collect information relating to disability as part of the recruitment process.
The Trust has launched the Electronic Staff Records self-service facility which
allows staff to update their disability status confidentially.

c) Are any steps planned during the current reporting period to improve
the level of self-reporting by disability?
The Trust is planning to undertake an exercise to improve the workforce
declaration of diversity monitoring data across all protected characteristics.

3) Workforce Data

a) What period does the organisation’s workforce data refer to?
1 April 2018 to 31 March 2019.

4) How is disability defined under the standard?

The standard uses the definition of disability found in the Equality Act 2010.
Under the act a person is considered as having a disability if they have a physical
or mental impairment that has a ‘substantial’ and ‘long-term’ negative effect on
their ability to do normal daily activities.

5) Population Demographic 2011 Census (Southeast England)

Census 2011

Activity limited a lot 6.9%
Activity limited a little* 8.8%

* Within this section there will be some (not all) people who would meet the test
under the Equality Act 2010 as being disabled, but it is impossible to say what
proportion.



Workforce Disability Equality Metrics

For each of the indicators, the standard compares the metrics for staff with a
disability and staff without a disability.

Metric 1 - Percentage of staff in AfC pay bands or medical and dental
subgroups and very senior managers (VSM) (including executive board
members) compared with the percentage of staff in the overall workforce.

Cluster 1: AfC Band 1, 2, 3and 4

Cluster 2: AfC Band 5, 6 and 7

Cluster 3: AfC Band 8a and 8b

Cluster 4: AfC Band 8c, 8d, 9 and VSM (including Executive Board members)
Cluster 5: Medical and Dental staff, Consultants

Cluster 6: Medical and Dental staff, Non consultant career grade

Cluster 7: Medical and Dental staff, Medical and dental trainee grades

Note: Organisations should undertake this calculation separately for non-
clinical and for clinical staff.

533

Non-Clinical
. N N Di I N
Disabled Disact))tled Kn:vtvn Total S?/E e Disab(I)éd %
Cluster 1 48 1000 422 1470 3.2% 68.0%
Cluster 2 4 207 84 295 1.4% 70.1%
Cluster 3 3 68 15 86 3.5% 79.1%
Cluster 4 38 0.0% 76.0%

2.9%

In the table above in the column labelled ‘Disabled %’ the green cells demonstrate
representation is either equal or more than the general representation of disabled
staff in the workforce (2.5%). The red cell details an underrepresentation when
compared to the general representation of disabled staff in the workforce.

What the data tells us:

e There is a higher than expected representation of staff with declared
disabilities in cluster 1 (bands 1-4) and cluster 3 (bands 8a and 8b).

e There is a lower than expected representation of staff with declared
disabilities in cluster 2 (bands 5-7) and cluster 4 (bands 8c-9 and VSM).



Clinical

. N
Disabled | Not Disabled | MO | Tota | PIooPled Disabled
nown Y% %
Cluster 1 43 1078 422 1543 2.8%
Cluster 2 65 1769 829 2663 2.4%
Cluster 3 4 95 36 135 3.0%
Cluster 4 0 14 11 25 0.0%
Cluster 5 7 189 119 315 2.2%
Cluster 6 4 241 121 366 )
Cluster 7 2 1.6%

1606 5172 2.4%

In the table above in the column labelled ‘Disabled %’ the green cells demonstrate
representation is either equal or more than the general representation of disabled
staff in the workforce (2.5%). The red cell details an underrepresentation when
compared to the general representation of disabled staff in the workforce.

What the data tells us:

e There is a higher than expected representation of staff with declared
disabilities in cluster 1 (bands 1-4) and cluster 3 (bands 8a and 8b).

e For all other grades there is a lower than expected representation of staff with
a declared disability.

e Staff with a declared disability are underrepresented in medical and dental
grades (clusters 5-7).



Metric 2 - Relative likelihood of Disabled staff compared to non-disabled staff
being appointed from shortlisting across all posts. This refers to both external
and internal posts.

Applicants Shortlisted Appointed Relative
3] ] ) Likelihood
£ % 2 % e % of being
3 3 2 appointed
Disabled
applicants 859 5.0% 525 4.9% 27 5.0% LS G A
Non-disabled 88.5
applicants 15088 | 92.7% | 9972 | 93.1% | 474 | % |[BRESGEEES
Not Stated /
Unknown 405 | 23% | 211 | 20% | 35 | 6.5% [Riieiiied
Total 17252 | 100% | 10708 | 100% 536 | 100%
100.00% -
90.00% -
80.00% - m Disabled applicants
70.00% -
60.00% -
50.00% - ® Non-disabled
40.00% - applicants
30.00% -
S Not Stated /
0 b Oo (=] Oo o OQ Q\
20.00% é S § S é B Unknown
10.00% 4 w 2 < N o ©
[aV]
0.00% T T T 1

Applicants Shortlisted Appointed

The likelihood of non-disabled candidates being appointed from shortlisting:
474 /9972 = 0.047533

The likelihood of disabled candidates being appointed from shortlisting:
27 /1525 = 0.0514285

The relative likelihood of non-disabled candidates being appointed from shortlisting
compared to disabled staff is: 0.047533 (non-disabled candidates) / 0.0514285
(disabled candidates) = 0.92 times.

Disabled applicants B 100

Non-disabled applicants . 0.92

In this instance the data suggests disabled candidates are slightly more likely than
non-disabled candidates to be appointed from shortlisting.




Metric 3 - Relative likelihood of Disabled staff compared to non-disabled staff
entering the formal capability process, as measured by entry into the formal
capability procedure.

Note: This indicator will be based on data from a two year rolling average of
the current year and the previous year

Number of

Capabilit Number in Relative Likelihood of
P y Workforce entering procedure
Procedures
Disabled staff 0 180 0.000000
Non-disabled 6 4754 0.001262
staff
Not known /
unspecified 3 2139 0.001403
0.0%

33.3% i = Disabled staff

m Non-disabled
staff

66.7%m Not known /
unspecified

The likelihood of non-disabled staff entering the formal disciplinary process:
6 /4754 =0.001262

The likelihood of disabled staff entering the formal disciplinary process:
0 /180 =0.000000

The relative likelihood of disabled staff entering the formal capability process
compared to non-disabled staff is: 0.000000 (Disabled Staff) / 0.001262 (non-
disabled Staff) = 0.0 times.

Disabled Staff 0.0

Non-disabled Staff | NN 10

In this instance the data suggests that non-disabled staff members are more likely
than disabled staff to enter into a formal capability process.




Metric 4a - Percentage of Disabled staff compared to non-disabled staff
experiencing harassment, bullying or abuse from:

e Patients / service users, their relatives or other members of the public
e Managers
e Other colleagues

Patients/service

users, their
relatives or other Managers Other colleagues
members of the
public
Disabled staff 36.2% 19.0% 29.3%
Non-disabled staff 29.0% 9.6% 15.7%

Indicator 4a: Harassment, bullying or abuse (gql3a-c)

Patients / service users, their

relatives or other members of th.. Managers Gtnericolleagues

100.0%"
g 90.0%-
& 80.0%-
‘s’
5 E 70.0%-
28 |
i3
s =i
"5 S0.0%
ﬁé 40.0%-
%E 30.0%-
2
J=N
= 20.0%-
ful
e
S 10.0%-
s 10.0%:
0.0%_

Disabled staff Nen-disable.. . Disabled staff Non-disable.. . Disabled staff Non-disable..

What the data tells us:

e Displayed as a likelihood:

- Disabled staff are 1.25 times more likely to experience harassment,
bullying or abuse from patients/service users, their relatives or other
members of the public than non-disabled staff.

- Disabled staff are 1.98 times more likely to experience harassment,
bullying or abuse from managers than non-disabled staff.

- Disabled staff are 1.87 times more likely to experience harassment,
bullying or abuse from other colleagues than non-disabled staff.



Metric 4b - Percentage of Disabled staff compared to non-disabled staff saying
that the last time they experienced harassment, bullying or abuse at work, they
or a colleague reported it.

Disabled staff
Non-disabled staff 48.5%

Indicator 4b: Reporting harassment, bullying or abuse (q13d)

100.0%

90.0%

80.0%

70.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

% of staff saying they, or a colleague, reported their last incident of
bullying, harassment or abuse

0.0%
Disabled staff Non-disabled staff

What the data tells us:
e Displayed as a likelihood:

- Disabled staff are 1.02 times more likely to report incidents of
harassment, bullying or abuse at work than non-disabled staff.
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Metric 5 - Percentage of Disabled staff compared to non-disabled staff
believing that the Trust provides equal opportunities for career progression or
promotion.

Disabled staff
Non-disabled staff 89.6%

ir;d_lt;atar 5_ _E_q l-jéT-c;B;;o-rt_l]n-ifi_e-é-for career progression/promotion (gl4)
100.0%

90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%

20.0%

% of staff who believe that their organisation provides equal
opportunities for career progression or promotion

10.0%

0.0%
Disabled staff Non-disabled staff

What the data tells us:

e Fewer disabled staff feel the Trust provides equal opportunities for career
progression or promotion than non-disabled staff.
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Metric 6 - Percentage of Disabled staff compared to non-disabled staff saying
that they have felt pressure from their manager to come to work, despite not
feeling well enough to perform their duties.

Disabled staff

Non-disabled staff 24.1%

Indicator 6: Experiencing pressure from your manager to attend work when unwell (ql1e)
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40.0%

30.0%

20.0%

despite not feeling well enough to perform their duties

10.0%

% of staff who have felt pressure from their manager to come to work,

0.0%
Disabled staff Non-disabled staff

What the data tells us:

e Displayed as a likelihood:
- Disabled staff are 1.38 times more likely to have felt pressure from their
manager to come to work, despite not feeling well enough to perform
their duties than non-disabled staff.
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Metric 7 - Percentage of Disabled staff compared to non-disabled staff saying
that they are satisfied with the extent to which their organisation values their
work.

Disabled staff 37.5%
Non-disabled staff 52.2%

Indicator 7: Staff satisfaction with extent work is valued by organisation (g5f)
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10.0%

% of staff satisfied with the extent to which their organisation values th..

0.0%

Disabled staff Non-disabled staff

What the data tells us:
e Fewer disabled staff feel they are satisfied with the extent to which their

organisation values their work than non-disabled staff. However, the overall
scores for disabled staff is quite low.
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Metric 8 - Percentage of Disabled staff saying that their employer has made
adequate adjustment(s) to enable them to carry out their work.

Disabled staff 75.5%

Indicator 8: Adequate adjustments made for disabled staff (q28b)
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Metric 9a - The staff engagement score for Disabled staff, compared to non-
disabled staff and the overall engagement score for the organisation.

Disabled staff 6.9

Non-disabled staff

7.3

WSHFT average

7.2

Indicator 9a: Staff Engagement
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5.0
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5.0

4.0

Staff Engagement score (0-10)

3.0

2.0

1.0

0.0

Organisation average Disabled staff

Non-disabled staff

Metric 9b - Has your trust taken action to facilitate the voices of disabled staff

in your organisation to be heard?

Yes - The Trust has a disability staff network. The aim of the network is to provide an
avenue for staff to discuss disability related issues, the WDES outcomes and action
plan was discussed with the network. The network reports to the Diversity Matters
Steering Group, which is chaired by the Chief Executive and the Chief Workforce

and Organisational Development Officer.



Metric 10 - Percentage difference between the organisation’s board voting
membership and its organisation’s overall workforce, disaggregated:

(i)

The organisation’s Board voting membership and its overall workforce

Overall Workforce

Voting Board

Membership

Number in % in Number on % of )

workforce workforce board board Difference
Disabled 180 2.5% 0 0.0% -2.5%
Non-
disabled 4754 67.2% 7 46.7% -20.5%
Not
known 2139 30.3% 8 53.3% 23.0%
Total 7073 100.0% 15 100.0%

(i) The organisation’s Board executive membership and its overall workforce
Overall Workforce Ex'\e/:lcutlve Bo_ard
embership

Number in % in Number on % of %

workforce workforce board board Difference
Disabled 180 2.5% 0 0.0% -2.5%
Non-
disabled 4754 67.2% 7 46.7% -20.5%
Not
known 2139 30.3% 8 53.3% 23.0%
Total 7073 100.0% 15 100.0%




Are there any other factors or data which should be taken into consideration in
assessing progress?

In 2018 the NHS Staff Survey was open to all Western Sussex Hospitals NHS
Foundation Trust staff to participate in which a potential sample of circa 6,500 were
permitted to participate. A total of 4,363 responses were received from staff.

The Trust's Annual Equality Report is also produced and the workforce data is
analysed for trends across recruitment, employee relations, training and
development and demographics. The report is scrutinised and approved by the
Trust’'s Senior Management Team, and the actions feed into the Trust's Equality
Objectives.

The system used to provide recruitment data, picks up all recruitment activity across
a user specified period, in this instance 1 April 2018 to 31 March 2019. The system
does not differentiate recruitment campaigns that start and finish within this period.

Any issues of completeness of data

a. Any matters relating to the reliability of comparisons with previous years
Not applicable - this is the launch report for the Workforce Disability Equality
Standard.

b. Any issues of completeness of data
This report is based on information presented to the Trust's Management Board
in July 2019.



WDES ACTION PLAN - Priorities
To Be Agreed by Diversity Matters Group - July 2019

(INHS |

2019 — 2021 Western Sussex Hospitals
HS Foundation Trust
# Actions required Outcome WDES Theme(s) Lead Timescale Progress Update
Metric(s)
Develop information booklet ‘Monitoring data
Nikki Kriel Sep-19 ‘what’s is got to do with you'’ to raise
awareness within organisation / new starters.
Develop Quick Reference Guides (QRC) to
Gemma Leach Aug-19 promote ESR self-service facility so individuals
can update personal information directly online
This will enable the Trust to Review information provided to new starters to
| the declarati have a clearer and more Abbi Eastland Aug-19 encourage declaration during employment
nerease the decaralion 1.6, rate picture of the application process
11 rate of the disability status . 1,2, Process
of the workforce workforce and how policies Shereen Revi " dHR/OH ‘
and procedures impact Robinson / €view scope fo expand H process to
disabled staff Jo Fanning Aug-19 penodlcqlly a_s_k employee if they wan? to
update disability status when appropriate?
Host visual engagement stands for disability
. forum / HR to share information / raise
David Clayton- I
September |awareness and promote disabilities.
Evans
Demonstrate how to update personal
information via ESR self-service facility
Ralse awareness or
Identify and profile visible dlsabl_llty _throughout the Culture David Clayton- Approach Dlsaplllty forum _for case studies and
1.2 organisation to help 1 Aug-19 arrange promotional storyline through
disability champions . ) Education Evans - .
improve confidence among communications / headlines
taff to declare their
Review information available on recruitment
Provide a structure for Culture pages to ensure candidates are informed .
. where to go if further support is needed during
Continue with the addressing HR / the employement application process
13 |Disability Confident Recrultment issues around |, , Abbi Eastiand | Sep-19
providing appropriate
Scheme ) . N
support to disabled staff Increase knowledge with recruiting managers
and candidates . that if a candidate declares a disability, they
Education - - . P
meet the minimum criteria an interview is
guaranteed
Promote declaration of
_health condltlon§ _a_nd Review OH documentation for new starters.
improve accessibility to OH
. . Culture . Review guidance for managers supporting
14 Review OH process services aswell as support 1,6 . Jo Fanning Sep-19
o Education employees through management of bardford
and training for managers
scores
to manage and support
individuals
Review content of training materials to ensure
Sarah Read Sep-19 appropriate content of disabilty considered
. . What is not acceptable to . _—
15 Rewev_v Recr‘u!tment & ask a disabled person at 1 Process Promote Access to Work guidance with line
Selection training interview Nikki Kriel managers and ER Team. Promote and
. Sep-19 increase undertsanding of reasonable
Abbi Eastland " s
adjustments made to support individual
attending interviews with line managers
Promote structures that  |Raise awareness of . -
16 provide support for disability and how support 15,6 Egslt;tin Dawgvcalnazton- Oct-19 ;Zr:jg‘e disability forum and host awareness
disabled staff should and could be offered
Link in with Reducing Abusive Behaviuors
. . Ensure process enables L e . project. Review data and yearly trends of
17 Review hate crime reporting of disablity hate 4a, 4b Process Nikki Kriel Delia Sep-19 numbers of staff reporting. Ensure Freedom to
process y Read o
crime Speak up Guardian is promoted and
signposted
Trust Communication Lead for corporate
. images is Theo Cronin. In all promotional and
Promote disabled people .
. A Support and boost team engagements events, we aim to ensure a
in the organisations N . Culture Jonathan 1 .
18 . ) recruitment and retention of | 1, 4a, 7 . Sep-19 greater diversity of our workforce are
commuincations / . Education Keeble P
) disabled staff represented. Approach Disability forum for
advertisment N . .
case studies and arrange promotional storyline
through communications / headlines
Reference:
centage of staff in AfC pay bands or medical and dental subgroups and very senior managers (VSM) (including executive board members) compared with the
Metric 1 percentage of staff in the overall workforce.
Metric2  Relative likelihood of Disabled staff compared to non-disabled staff being appointed from shortlisting across all posts. This refers to both external and internal posts.
Metric 3 Relative likelihood of Disabled staff compared to non-disabled staff entering the formal capability process, as measured by entry into the formal capability procedure.
Metric 4a  Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or abuse from:
* Patients / service users, their relatives or other members of the public
e Managers
e Other colleagues
Percentage of Disabled staff compared to non-disabled staff saying that the last time they experienced harassment, bullying or abuse at work, they or a colleague
Metric 4b  reported it.
Metric5  Percentage of Disabled staff compared to non-disabled staff belieiving that the Trust provides equal opportunities for career progression or promotion
Percentage of Disabled staff compared to non-disabled staff saying that they have felt pressure from their manager to come to work, despite not feeling well enough to
Metric 6  perform their duties.
Metric 7 Percentage of Disabled staff compared to non-disabled staff saying that they are satisfied with the extent to which their organisation values their work.
Metric 8  Percentage of Disabled staff saying that tjier employer has made adequate adjustment(s) to enable them to carry out thier work
Metrica  The staff engagement score for Disabled staff, compared to non-disabled staff and the overall engagement score for the organisation.
Metric 9b  Has your trust taken action to facilitate the voices of disabled staff in your organisation to be heard?
Metric 10 Percentage difference between the organisation’s board votingh membership and its organisation's overall workforce, disaggregated:

(i) The organisation’s Board voting membership and its overall workforce
(i) The organisation’'s Board executive membership and its overall workforce
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28,303 children’s A&E « Partnership working
attendances reviewed e |Information Sharing

1010 social care . Serious case reviews
referrals e Improvement work
2315 safeguarding 550

concerns ] / |

6 MHA detainments ol / e
71% increase in o — e

500

safeguarding activity
Total staff training 96%
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Safeguarding Adults Activity

In 2018/19

441 Safeguarding
Concerns raised

18 Requests for
Information (under
Care Act)

425 DoLS
authorisation requests

71 Detentions under
the MHA
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WSHFT Safeguarding Adults
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2015-2018
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Deprivation of Liberty Safeguards (DoLS) Activity

+ In 2018/19
= 425 requests 2018/19 DolS Activity by month
compared with 424 for and site
2017/18

= 5 patients (1%) were
assessed by the DoLS
Team from the local
authority




Challenges

 Small specialist team

e Rising demand and increasing activity

* Increasingly complex cases



e 2nd Multi-Agency
Conference

 New ways of sharing
learning from
Safeguarding Adults
Reviews

 Intercollegiate
Document introduced
new safeguarding
training levels




Priorities for 2019-20

 Development of a Safeguarding Adults
Strategy

e Development of a safeguarding dashboard
« Audit quality of safeguarding referrals
* Re-audit Section 5(2) paperwork



Thank You
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1. Introduction and Executive Summary

Safeguarding adults is fundamental to the care delivered within the Trust, and
continues to be “everyone’s business”.

The annual safeguarding adults report provides an update on safeguarding adults’
activity within Western Sussex Hospitals Foundation Trust from 1% April 2018 - 31°%
March 2019 and compares this with the available activity data from the local authority.

This report defines the structures and processes of the safeguarding adults services
within the Trust and how these relate to wider safeguarding arrangements.

The report will also include an update on training provision and on activity in relation to
the Mental Capacity Act (Deprivation of Liberty Safeguards requests) and Mental
Health Act detentions.

The Care Act 2014 delivered the legislation which governs safeguarding activity.
Safeguarding duties apply to an adult aged 18 or over who:

e has needs for care and support (whether or not the local authority is meeting any
of those needs) and;

e is experiencing, or at risk of, abuse or neglect; and

e as a result of those care and support needs is unable to protect themselves from
either the risk of, or the experience of abuse or neglect.

2. Governance and Accountability Arrangements

2.1 The Safeguarding Adults Team at WSHFT

The safeguarding adults team consists of an executive lead and a small team.

Maggie Davies Executive Lead, Chief Nurse

Annie Blackwell Trust Senior Lead for Safeguarding Adults (1.0 WTE)
Monique Devlin Safeguarding Nurse Specialist (0.8 WTE)

Recruited Mental Capacity Act Lead (0.9 WTE)

Marianna Wilmott Team Administrator (0.44 WTE)

From 1% April 2018, the Trust Senior Lead for Safeguarding Adults assumed line
management responsibility for the Dementia Matron.

This year the safeguarding adults team have faced a number of staffing changes and
challenges. The MCA Lead was on long term sick leave which left only one full-time
member of staff in the team. In April an experienced member of the team retired and a
new colleague joined, just as the MCA Lead returned from sick leave. In January the
team were left shocked and stunned with the sudden death of Nikki Mardell the MCA
Lead. Despite these difficulties, the team have risen to the challenges and have
continued to meet the core needs of the service. However, the loss of a full time member
of staff combined with increasing levels of activity has adversely affected the team’s
ability to deliver the level quality service we strive for.

Safeguarding Adults Annual Report 2018/19 Page 3 of 17



2.2 Role & Responsibility of the West Sussex Safeguarding Adults Board
(WSSAB)

The main objective of a Safeguarding Adults Board is to assure itself that local
safeguarding arrangements and partners act to help and protect adults in its area who
meet the criteria set out in the Act.

The Care Act states that a Safeguarding Adults Board has three core duties:

e It must publish a strategic plan for each financial year that sets out how it will meet
its main objective and what the members will do to achieve this. The plan must be
developed with local community involvement, and the SAB must consult the local
Healthwatch organisation. The plan should be evidence based and make use of all
available evidence and intelligence from partners to form and develop its plan.

e It must publish an annual report detailing what the SAB has done during the year to
achieve its main objective and implement its strategic plan, and what each member
has done to implement the strategy as well as detailing the findings of any
Safeguarding Adults Reviews and subsequent action.

e It must conduct any Safeguarding Adults Review in accordance with Section 44 of the
Act.

In addition to the statutory requirements, the WSSAB has the following aims:

e The Board strives to make sure that the voices of adults with care and
support needs, their families and their carers are heard

e The Board sets the strategic direction for safeguarding

e To have effective processes in place to prevent and respond to abuse and
neglect

e To raise awareness of the importance of safeguarding through publicity
campaigns

The WSSAB has a number of sub-groups. The safeguarding adults team attend the
Learning and Development (formerly called the Training) sub-group and the Quality and
Performance sub group.

The West Sussex Safeguarding Adults Board (WSSAB) receives assurance of each
organisations performance through an assurance document.

Western Sussex Hospitals Foundation Trust is represented on this Board by Nursing
Director, Dr Maggie Davies and Annie Blackwell, Trust Senior Lead for Safeguarding
Adults.

2.3 NHS Professionals Forum

This forum has been in operation since 2007 in a variety of formats. Currently this is a
meeting open to all safeguarding adults professionals within the NHS across Sussex.

Meetings are quarterly and are informal in nature, enabling safeguarding professionals to
recommend practice changes or improvements to the Safeguarding Adults Boards,
discuss cases, issues and share knowledge and experience.

Western Sussex Hospitals Foundation Trust is represented at these meetings by the
Trust Senior Lead for Safeguarding Adults, Annie Blackwell.

2.4 The Adult Safeguarding Operational Group (WSHFT)
The Adult Safeguarding Operational Group meets quarterly.

The purpose of the group is as follows:
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e To ensure that safeguarding adults procedures are in place across the Trust
and they are adhered to.

e To act as a link between WSHFT and the West Sussex Safeguarding Adults
Board and its sub-groups, and to disseminate information between these
groups.

e To recommend to the Quality Board those policy changes that are required
as the result of local or national developments.

e To recommend to the Quality Board those policy & practice changes that are
required as a result of learning from safeguarding enquiries.

e To monitor the implementation of the Care Act 2014 within WSHFT.

Attendance at this meeting has been low; and so the format has been reviewed with the
aim to focus more on learning from safeguarding cases.

2.5 Adults & Children’s Safeguarding Strategy Committee
The Safeguarding Strategy Committee meets quarterly.
The purpose of the Committee is as follows:

e Ensure there are mechanisms in place to alert staff to safeguarding policies and
procedures.

e Ensure relevant staff have appropriate training in relation to national
safeguarding requirements for both adults and children (i.e. Intercollegiate
Guidance 2014) and the clinical divisions are able to demonstrate compliance.

e Scrutiny of the training strategy in line with local and national learning
opportunities available.

e To consider progression of annual report development.

e Ensure dissemination of information from local Safeguarding Children’s Board and
Safeguarding Adults Board.

e Review any new guidance and set the direction for safeguarding strategy.

e Identify, monitor and ratify guidelines and procedures, making recommendations
on changes aligned to national best practice. These will then be deemed ready for
ratification at the Quality and Risk Committee, and onward cascade into the
organisation.

e To consider audit recommendations, taking forward any action points through
relevant fora e.g. Patient Safety.

The Executive Lead is the Nursing Director Dr Maggie Davies and the Non-Executive
Director was Joanna Crane. Both have attended the meetings, which are also attended
by the Safeguarding Leads for Adults and Children and by the Adults and Children’s
safeguarding doctors. From March 2019, non-executive director representation at these
meetings will end. The safeguarding leads have been advised that sufficient assurance
has been received regarding the governance of the committee and the escalation of any
outstanding concerns.

3. Review of the Year

3.1 Safeguarding Adults Board Developments (2017-18)

The Safeguarding Adults Board has recently published their annual report for the
period 2017-18. This included the following local developments:

e The launch of safeguarding training standards in the private, voluntary and
independent sectors
e Challenge events held across agencies to improve practice
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e Benchmarking the West Sussex Safeguarding Adults Board against
Safeguarding Adults Boards from other localities

e The development of a customer feedback form, development of new
information leaflets and events to enhance engagement and share learning

e Review of referral routes for safeguarding concerns to ensure quality issues
are separated from genuine safeguarding concerns, to enable timely
responses across the partnership

¢ Increased raising of awareness of safeguarding issues via the media,
training and roadshows throughout West Sussex.

3.2 CQC Regulation 13-Safeguarding Service Users from Abuse and Improper
Treatment

The CQC regulations introduced the “Fundamental Standards of Care”. As part of the
Fundamental Standards the CQC introduced Regulation 13-Safeguarding Service Users
from Abuse and Improper Treatment. The regulation sets out the clear requirements for
providers to ensure the safety of their service users by ensuring adherence to the
following:

e Systems and processes must be established and operated effectively to prevent
abuse of service users.

e Systems and processes must be established and operated effectively to
investigate, immediately upon becoming aware of any allegation or evidence of
such abuse.

e Care or treatment of the service users is provided in the way set out in the
regulation.

e A service user is not deprived of their liberty for the purpose of receiving care or
treatment without lawful authority.

e Restraint of the service user is only undertaken in accordance with the
requirements of the regulations.

The safeguarding adults team have continued to provide evidence to the Compliance
Team on a regular basis to demonstrate our compliance with these regulations. The data
supplied includes policies, as well as data on safeguarding cases, the number of DolLs
authorisation requests and numbers approved and the number of people detained under
the Mental Health Act.

3.3 West Sussex Safeguarding Adults Policy and Procedures

A review of the Sussex Safeguarding Adults Policy and Procedures was finally completed
and the new, electronic policy and procedures were published in June 2018. For the first
time, this is only available electronically, to facilitate regular updates. The Trust's
safeguarding policy has been updated to reflect the changes to the Sussex Safeguarding
Adults Policy and Procedures.

3.4 West Sussex County Council Safeguarding Activity

West Sussex County Council is the lead agency for safeguarding and has a duty to
record all safeguarding activity on behalf of the multi-agency partnership and the West
Sussex Safeguarding Adults Board. Concerns from agencies are usually raised using the
online form and are screened by West Sussex Adult’s Care Point and decisions are made
regarding action required. The local authority extracts data from the West Sussex
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County Council’s ‘Mosaic’ system and this is included in the Department of Health
returns.

Previous years have seen the Department of Health making amendments to the way
data is recorded and reported in West Sussex. This change, together with the additional
categories of abuse introduced by the Care Act (self-neglect, modern slavery and
domestic abuse) has meant that it has been difficult to make direct year on year
comparisons.

The data given below is taken from the West Sussex Safeguarding Adults Board’s Annual
Report 2017-18, which is the most recent data available currently.

The Safeguarding Adult’s Board annual report contains data on both the total number of
safeguarding concerns and the number of concerns which become safeguarding
enquiries (also known as Section 42 enquiries).

Table 1 illustrates the total number of safeguarding concerns received by West Sussex
County Council, and the number of concerns which became safeguarding enquiries in the
last three years.

Table 1: Safeguarding activity within WSCC

WSCC Safeguarding Activity
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The WSSAB has also commissioned a number of Safeguarding Adults Reviews; details of
these can be found in section 4.4 of this report.

4. Trust Safeguarding Adults Activity
4.1 Trust Safeguarding Adults Team Activity

The Safeguarding Adults Team’s activities include safeguarding casework, Safeguarding
Adults Reviews (SARs), monitoring and logging all Deprivation of Liberty Safeguards
(DoLs) and informing the Care Quality Commission (CQC) of the outcomes, as well as
the recording of those patients detained to WSHFT under the Mental Health Act.
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The current position in terms of reporting safeguarding concerns for women with children
remains through Child Access Point, in the interest of “Think Family”. However, should
there be an adult concern, without a child interface, which could be the case in
gynaecology or sexual health then it is likely that the referral would be made to adult
social care via the usual referral process.

Table 2 details the WSHFT Safeguarding Adults Team’s main areas of activity over the
last four years. This includes data on all safeguarding concerns: external (community-
based) concerns raised by Trust staff; concerns raised about Trust care, Safeguarding
Adults Reviews (SARs) and “Requests for Information” (RFI) to inform external
safeguarding enquiries. Under the Care Act, the Trust is required to respond to such
requests for information to inform safeguarding enquiries. Data on the non-safeguarding
aspects of the team’s work (the number of Deprivation of Liberty Safeguards (DolLS)
authorisation requests and data on Mental Health Act detentions to WSHFT) is also
included.

Table 2: Comparison of all Safeguarding activity within WSHFT 2015-2018.

WSHFT Safeguarding Adults Activity
2015-2018
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This table clearly demonstrates that year on year, activity has continued to increase.

Last year, the total activity across all aspects of safeguarding work has increased by 7%.
This is on a background of lengthy staff shortages for most of the year. Activity will be
continually reviewed to determine what activity is essential and what aspects are no
longer able to be supported within current staffing levels.

4.2 Trust Safeguarding S42 Enquiries

In 2017/18, the total number of concerns raised during the year was 410; of these, only
72 (18%) were related to Trust care and of these, 66 (16% of total concerns) became
Section 42 enquiries. In last year’s annual report, it was predicted that the number of
Section 42 enquiries relating to Trust care would increase. Despite the total number of
safeguarding concerns raised during the year increasing, the total number of
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safeguarding concerns that progressed to a full safeguarding enquiry actually remained
the same.

This year, the total number of concerns raised was 441. Of these, 95 were related to
Trust care and 71 (16% of total concerns) became Section 42 enquiries. This figure is
very similar to the data from the previous year. The remaining cases were either
deemed for information gathering only and did not progress to full enquiries or were
logged as quality.

During previous years, the safeguarding adults team had challenged some of the Section
42 enquiries, stating that they were not safeguarding issues, but issues related to
quality, and so should be managed outside of the safeguarding process.

It is worth noting that the local authority has now reviewed the process by which the
safeguarding concerns are managed, and those cases which relate to quality, are now
removed from the safeguarding process.

Table 3 shows the data for the last 4 years on the number of safeguarding concerns
received by WSHFT and includes both concerns about issues related to care in the
community (external cases) and Trust care.

Table 3: Trust safeguarding concerns progressing to S42 enquiries

Safeguarding Concerns, Trust cases & Trust
cases progressing to S42 Enquiries 2015-2018
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4.3 Types of harm in Trust cases

The Care Act cites 10 categories of abuse or harm, and trust concerns are logged as
being one of these categories. Analysis of the detail for Trust safeguarding concerns
indicates that the top two concerns were the same as last year: Neglect was the largest
category, with Physical the second largest. Psychological harm and sexual abuse were in
joint third place.

Chart 1 illustrates the Trust concerns by category type.
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Chart 1: Trust concerns by category of abuse:

Trust Cases - Top 4 Categories of harm

4%

M Neglect
H Physical
Psychological

m Sexual

The “neglect” category covers a wide range of concerns, from pressure damage to poor
discharges and issues with medication.

The physical cases include bruising noted after the patients were discharged, and two
patient on patient assaults.

The psychological cases included staff interactions where staff were believed to have
been speaking inappropriately to patients.

The sexual abuse cases included the actions of a patient’s partner whilst visiting and the
actions of a staff member whilst undertaking personal care which were reported as
possibly inappropriate. The Police were informed but have taken no action.

4.4 Safeguarding Adults Reviews

The Safeguarding Adults Team received 9 requests in relation to Safeguarding Adults
Reviews (SARs) and Domestic Homicide reviews. Of the six “Summary of Information”
requests received, none became a full SAR; one became a learning review.

Two SARs from 2017-18, which the safeguarding adults team contributed to, were
published this year.

Learning from future SARs will be shared with the Heads of Nursing via the monthly
updates and then shared within the divisions.

4.5 Domestic Violence Referrals

The change in the delivery of domestic violence support within West Sussex continues to
be a challenge, and there continues to be no domestic violence advisor on site.

Work has continued to develop a business case for a Harm Reduction Worker, who would
work with those experiencing domestic abuse, but also frequent users of A&E services
and the homeless, for example. However, to date, this case has not been successful. The
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concerns in relation to a lack of access to specialist support on site have been added to
the Risk Register this year.

The safeguarding adults team are unable to attend the MARAC (Multi-Agency Risk
Assessment Conference) meetings, and have previously supported the work of MARAC
by supplying related health information on specific individuals to the meetings in each
area. However, with the loss of a team member in January, there has been no capacity
to be able to continue with this.

4.6 Prevent Agenda

Prevent is the government’s anti-radicalisation strategy, and Prevent continues to sit
within safeguarding. Although WSHFT is deemed to be a low risk area, in the last year
we have been required to submit data on Prevent referrals and training to NHS England.

There remains a requirement for Prevent Level 3 training (previously referred to as
WRAP -Workshop Raising Awareness of Prevent) to be completed by specific staff
groups, with the data being reported to NHS England on a quarterly basis.

This year, the Level 3 training has been available online as e-learning, and this has been
encouraged as WSHFT does not have an accredited WRAP trainer. There have been no
Prevent referrals this year.

5. Safeguarding Adults Training

This year has seen a significant change in safeguarding adults training requirements. In
August the intercollegiate document on Adult Safeguarding: Roles and Competencies for
Health Care Staff was published. This sets out 5 levels of safeguarding training; the
required level is determined by the job role.

All WSHFT job roles and safeguarding adults training requirements have been reviewed
and the new levels identified. Work continues to ensure that the workforce reports
accurately reflect the training level required for each staff member. The intercollegiate
document confirms that the expectation is that all staff will have met their required
training level by 2021. The last year has seen the E-learning for Health safeguarding
adults modules available to staff via ESR for the first time.

The staffing issues in the safeguarding adults team has meant that delivering face to
face training more than twice a week has not been possible and this is reflected in the
training figures, which are down on last year’s figures. However, a booklet has been
developed for Level 1, safeguarding training e-learning is now available for levels 1 and
2, and staff have been encouraged to make use of this resource. Following the
appointment of a part-time Bank staff member, face to face training was re-launched in
March 2019. The expectation is that the training figures will increase as more staff
complete the e-learning.

The challenge around the safeguarding team having the capacity to deliver an increased
number of training sessions continues. In the coming year, the safeguarding leads for
adults and children will be preparing a business case for a safeguarding
trainer/practitioner to assist with meeting the training delivery requirements.
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6. Mental Capacity Act Activity

As was seen in Table 2, there has been a steady increase in the number of Deprivation
of Liberty Safeguards (DoLs) authorisation requests being made over the last 4 years.
The number of referrals made this year was the same as last year.

The actual number of patients being assessed by the DoLS team to determine whether
the detention is lawful and the least restrictive remains low. Of the 425 authorisation
requests, only 5 patients (1%) were seen and assessed by the WSCC team and 3
standard authorisations were granted. This is due to the large number of DolLS
authorisation requests being received by the DolLs team from across the county. The
DoLS team have reviewed their processes but acute hospitals are not seen as a priority
area.

The low rate of assessments by the DolLS Team has been raised at the NHS
Safeguarding Professionals meeting as an area of risk and is also on the Trust’s Risk
Register.

In order to mitigate the risk of patients being detained unlawfully, the MCA Lead has
developed a “Weekly DoLS Review” sticker. This is a coloured sticker which documents
whether the patient still lacks capacity to consent to care and treatment, whether the
patient is still being treated in their best interests and in the least restrictive way and
whether the DoLS team have been updated. The stickers are used as evidence that the
need for a DoLS has been reviewed, even though the DoLS team have not been out to
assess.

Table 4 illustrates the DoLS referrals by month and site.

Table 4: WSHFT DolLS Referrals

2018/19 DolS Activity by month and site
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36
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Prior to the death of the MCA lead, work had continued to deliver training on undertaking
capacity assessments to enable staff to feel more confident in doing so.
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The MCA Lead also completed two audits in August 2018; one was a Mental Capacity
Audit of DoLS requests and the other examined the number of IMCA (Independent
Mental Capacity Advocate) referrals.

The MCA audit examined Patients flagged on Sema with a diagnosis of dementia,
delirium or a learning disability. It would be expected that in this cohort of patients the
consideration and documentation of issues of mental capacity, including appropriate
assessments and referrals, would be recorded in the patient notes.

Capacity to consent to be in hospital for care and treatment was documented for none of
the patients admitted to Worthing Hospital or St Richard’s Hospital.

Nineteen patients with a low MMSE (or similar) were identified in the audit, none had a
capacity assessment undertaken. This audit clearly demonstrates that further work is
required to ensure accurate assessment and documentation of capacity in relation to
consent to care and treatment.

Further capacity audits continue and are being undertaken by the medical staff.

The second audit examined how many patients with a diagnosis of dementia or delirium
were unbefriended. This means that if they were then deemed to lack capacity and a
decision was needed regarding their treatment, there was nobody with whom it was
appropriate to consult. In such cases, if the treatment is deemed “serious medical
treatment” then a referral to an IMCA is required.

The results from the IMCA audit indicated that of the patients admitted to St Richard’s
Hospital 46 (98%) had documented involvement of family or friends, in comparison this
was 47 (90%) for those patients admitted to Worthing Hospital.

6.1 The future of DoLS

The Law Commission has reviewed the Deprivation of Liberty Safeguards and in March
2017, it produced their proposal on a replacement for the Deprivation of Liberty
Safeguards (DolLS), and suggested amendments to the Mental Capacity Act itself. The
changes to the act are to incorporate the new scheme, called the Liberty Protection
Safeguards (LiPS), and to strengthen people’s rights in areas such as best interest
decisions.

The proposed scheme would result in “the responsible body” (i.e. WSHFT) would conduct
a capacity assessment, a medical assessment and an assessment of whether the
planned care arrangements are “necessary and proportionate”.

If implemented, this change would have a significant impact on processes, frontline staff
and the safeguarding team. Currently there is a concern that the Trust would not have
sufficient suitably trained staff that would be able to undertake the relevant
assessments.

A final decision in relation to the future of DoLs is still awaited.

7. Mental Health Activity

WSHFT has a contract with Sussex Partnership Foundation Trust for the administration of
the Mental Health Act (MHA) process. This includes the management of the legal papers
associated with those patients detained to the Trust under the MHA, as well as admin
support when patients appeal to a Tribunal against their detention. In addition, the
contract includes the delivery of training to staff on the mental health act.

Work has continued this year to improve the process by which detentions are reported
and to facilitate the correct completion of the section papers. The guidance and
flowcharts on the MHA process has been updated and the Mental Health Act folders,
which are held in certain wards/departments been reviewed and updated, with new
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reference files being produced for the children’s wards, due to the continued increase in
under 18’s being detained to the Trust under a section.

Table 5 shows the increase in the number of patients detained to WSHFT under the MHA
between 2015-2018.

Table 5: MHA Activity

Mental Health Activity 2015-2018
(Detained to WSHFT)
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7.1 MHA Section 5(2) Audit

In the autumn of 2018, an audit of compliance with the Section 5(2) policy was
undertaken by three Foundation Year 1 doctors employed by SPFT.

The results of this audit showed that, for the most part, the section 5(2) forms were
completed correctly for each patient. With regards to documentation in the notes, it was
clear with all patients the reason for the section 5(2) ending. There were some gaps in
relation to documentation and awareness of roles and responsibilities and this highlights
the potential need for more training required.

8. Learning Disability Activity

The Learning Disability Peer Reviews took place in November 2018. This was the sixth
year that the Peer Review had been undertaken.

The feedback from the reviewers was in the main very positive. The review report
recognised that each year Trust staff have worked hard to achieve the goals set in the
action plans from the previous years. The review identified that there have been
improvements in the support that people with learning disabilities are receiving and staff
generally want to provide a good service.
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The findings are summarised below:
Positive Findings:

e A wide range of tools are available to support patients with a learning disability
(e.g. This is Me: My Care Passport, hospital communication book, pictorial
menus)

e Awareness of the LD Nurse and those that had used the LD nurse had found the
service useful

e Quiet spaces available in some areas for families/carers to use

e Improved signage at Worthing Hospital

e Awareness of the Mental Capacity Act, but some staff still reported lacking
confidence in undertaking assessments of capacity
Good admission and discharge processes
Patients with a learning disability were found to be being treated with dignity and
respect

Areas for improvement:

e Although many resources have been provided over the years, the use of these
resources and access to these resources remains a challenge

e Some resources could not be located, and may have been borrowed and not
returned.

e Some wards/departments were unable to locate the poster advertising the details
of the LD Nurse service

e An adult changing area is still not available on any of the Trust sites

e Lack of knowledge around the use of LD magnets

e Many staff were unaware of the LD Action Plan-it was felt that this was something
which more senior staff would be aware of

e Obtaining patient feedback using the “Kinda Magic” tool could be improved

The report recognised the large workforce, with many staff working shifts, and an
increasing workload made the challenge of ensuring the information on LD resources was
appropriately cascaded. The report recommended that the Trust look at ways of ensuring
the resources the Trust does have to support patients with learning disabilities are used
effectively.

8.1 Learning Disability Meetings

The Learning Disability Improvement Standards have been reviewed by the Matron for
Safer Care, and this work will guide developments over the coming year.

The purpose and function of Learning Disability Steering Group meetings has been
reviewed. It is proposed that from April 2019, a new LD Strategy Group be created, to
deliver the LD Strategy as follows:

e To monitor the implementation of the Learning Disability Improvement Standards
from NHSI.

e To monitor the action plan developed following the Learning Disability Peer
Reviews.

e To receive updates and recommendations from the Learning Disability reviews
undertaken as part of the LeDeR programme.

e To recommend areas for service development to the Safeguarding Strategy
Committee by exception reporting.

e To plan and monitor actions to deliver LD relevant areas of the NICE guidelines
for mental capacity (NG108).
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A separate meeting involving the service users and professionals will also continue to be
held. This will be more operational in nature.

8.2 Learning Disability Reviews (LeDeR)

The Trust is actively supporting the nation-wide LeDeR review programme. Although
WSHFT does not have any LeDeR reviewers, trust staff have provided assistance to
external reviewers in their review of cases. Under this programme, the death of anyone
with a learning disability is referred for a possible review. The reviews can be very time
consuming and there is a challenge for staff to find the time to assist with the reviews, in
addition to their usual job role. Although a number of notifications to the LeDeR
programme have been made, to date the Trust has not received a completed final report
on any cases. This concern has been escalated with the CCG.

O. Review of this year’s priorities
The priorities set for this year were as follows:

PRIORITY 1: To hold the second multi-agency safeguarding conference in May
2018

Outcome:

e This event was held in May 2018 and was attended by over 100 staff from
across the health economy

e The topics included the role of the Coroner’s Office in safeguarding issues, a
barrister on capacity issues, the role of the Fire & Rescue Service in
safeguarding work and an Independent Mental Capacity Advocate and the
role IMCAs play in supporting people who lack capacity.

e The event also included an opportunity to visit the “Gift Box” and learn
more about modern slavery

PRIORITY 2: To review and improve the mechanism of monitoring the learning
from Safeguarding Adults Reviews

Outcome:

e There were no full Safeguarding Adults Reviews undertaken in 2018, which
involved the safeguarding adults team

e In the future, briefing on learning from SARs will be included in the monthly
safeguarding update sent to the Heads of Nursing

e The use of the Safety and Learning newsletter to share this learning is also
being explored

PRIORITY 3: To launch the new Level 3 safeguarding adults training

Outcome:

e Level 3 training was developed and was due to be rolled out during
safeguarding month in November

e The planned training was to include guest speakers including the Police and
IMCA, however, due to very low numbers, the training was cancelled

e Further dates are planned from April-May 2019

PRIORITY 4: To continue to work with the medical teams to increase awareness
of the mental capacity act
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Outcome:

e Work with medical colleagues remains ongoing
e NICE guidance on capacity has been reviewed and an assessment of the
Trust’s compliance with the recommendations has been made

10. Conclusions and priorities for 2019-20

Conclusions

The past year has been a challenging one for the Safeguarding Adults Team, due to
staff numbers being significantly reduced for a period of months.

The year has seen an increase in reporting, both of safeguarding concerns and
requests for DolLS authorisations, which is evidence of increased awareness of the
issues. This is despite a reduction in training numbers.

The focus in the coming year will be on the quality of the safeguarding concern
referrals and the DoLS requests. Although improvements have been noted, a formal
audit on the quality of these documents will guide the development of future training
programmes.

The ability to respond to the increase in safeguarding activity has been a challenge
this year to the staffing issues previously stated. Recruitment for a replacement
Mental Capacity Lead is underway. Once the team is up to full establishment, it is
anticipated that planned projects can begin.

Throughout the very difficult past few months, the Safeguarding Adults Team has
continued to meet any new challenges as they are presented, and strive to actively
embed safeguarding practice throughout the whole Trust.

Priorities for 2019-20

The priorities for the Safeguarding Adults team for the coming year are:

PRIORITY 1: To develop a safeguarding adults strategy, in line with the
Safeguarding Adults Board Strategy

PRIORITY 2: To develop a safeguarding dashboard in line with the dashboards
produced by the Safeguarding Adults Board

PRIORITY 3: To undertake an audit of quality of the safeguarding adults concern
forms and the DoLS authorisation request forms

PRIORITY 4: To repeat the audit of the Section 5(2) documentation and detention
process

PRIORITY 5: To undertake an audit of the completion of Section 132 reading of
rights documentation

11. Appendix A-Link to West Sussex Safeguarding Board
Annual Report 2017-18

http://www.westsussexsab.orqg.uk/wp-
content/uploads/2019/02/SAB-Annual-Report-2017-18.pdf
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Executive Summary:

e The Trust bi-annual Section 11 (Children Act 2004) audit, completed in 2018 demonstrates a
safe service whilst acknowledging and addressing the challenges relating to safeguarding
children. The subsequent improvement plan has also been completed. (Appendix 1)

e Activity for this year is almost 50% higher on the Worthing site compared to the St Richards
site and referrals to children’s social care have increased by 24%. Overall, since 2012 there
has been a 71% increase in overall safeguarding activity.

e There are significant local and national challenges which need to be considered for
safeguarding children.

e Serious case review (SCR) activity has increased; WSHFT are currently involved with two
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serious care reviews; SCR V and SCR W. There are however a number of historical serious
case reviews in West Sussex which WSHFT have ongoing involvement with Table

e There is a significant volume of information sharing involved when safeguarding children. The
safeguarding team continue to focus on improving the process and quality of information
sharing and supporting and encouraging practitioners to use their professional curiosity.

e The child protection policy was updated in June 2019 to include changes in legislation.

e The overall training figures remain above the WSHFT target of 95% however there are
pockets and for those particular groups who fall under the target, in particular medical staff;
they are being directed to the e-learning for health training modules and an improved
recording process is being developed with the support of Learning and development.

e Adverse Childhood Experiences (ACE’s) and caring for ‘crying babies’ have been the key
training themes delivered, during the year.

e Arrangements for Liberty Protection Safeguards being introduced from 2020 will need to be
considered for children aged 16 years

¢ Children presenting to hospital with self-harm and suicidal ideation and detainments under the
Mental Health Act children have all increased.

o Safeguarding arrangements for the unborn baby have been strengthened. Maternity
safeguarding team at Worthing have increased their establishment (0.4 wte). West Sussex
Children’s Social Care, have introduced two new; pre-assessment social worker posts.

o This report also identifies improvement work and the wider challenges faced within the system.
Key Recommendation(s):

The child safeguarding priorities for Western Sussex Hospitals NHS Foundation Trust for the
following year are shown as follows;

1. Neglect- recognition and response

2. Implementing the abusive head trauma prevention programme; ICON- caring
for ‘crying babies’.

3. Safeguarding children training compliance for all staff to be greater than 95%
Improving the quality and processes for Information sharing across the system;

4.1 Safeguarding notifications on the patient administrative system (Sema helix) need to
include MARAC (multi agency risk assessment conference) domestic abuse alerts. .

4.2 An Integrated solution for linking the patient administrative system (Sema helix) with
CP-IS at WSHFT.

4.3 Processes for information sharing with healthy child programme
4.4 Quality of referrals

5. Implement, once agreed, the newly commissioned child death and child
protection medical arrangements.

Improving the quality of medical photography
Domestic abuse support within WSHFT
8. Audit
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1. INTRODUCTION AND EXECUTIVE SUMMARY

The welfare of children is paramount’ as defined by The Children Act 1989 and 2004 and guided
by the following principles, safeguarding children should be;

e achild centred approach
a coordinated approach; safeguarding children is everyone’s responsibility;
o early help is beneficial and it is better to offer early help to children and families as early as
possible, before issues escalate and become more damaging
o effective information sharing between practitioners and local organisations and agencies
enables the safeguarding of children
(Working Together 2018)

This report defines the structures and processes for safeguarding children and how these relate
to wider safeguarding children arrangements within the Trust. The report also reviews WSHFT
children’s safeguarding activity and improvement plans and outlines relevant safeguarding
children guidance and policy.

As required by Section 11 of The Children Act 2004, WSHFT addresses the statutory duty to
promote a culture where safeguarding is everyone’s business and poor practice is identified and
tackled by having effective safeguarding arrangements in place to safeguard vulnerable children.
These arrangements include:

= Senior management commitment to safeguarding children

» |dentification of a Named Doctor, Named Nurse & Named midwife for Safeguarding
Children.

»= Sound governance & accountability

=  Safe recruitment,

= Effective training for staff & learning from serious case reviews and research,

= Supervision arrangements,

= Listening to the ‘voice of the children’ when considering developments

= Working in partnership with other agencies

The Department for Education (DfE) is responsible for child protection and sets out policy,
legislation and statutory guidance on how the children’s safeguarding system should work.

It is also important to be aware of the role of external regulators such as CQC and JTAI (Joint
Targeted area inspections) in monitoring safeguarding systems within organisations. WSHFT
safeguarding team, continue to lead and support the trust in the continuous improvement of
children’s safeguarding. Quarterly reports are provided to the safeguarding strategic committee,
W&C Division, CCG and West Sussex Safeguarding Children Board Partnership (WSSCP),
formerly known as West Sussex Safeguarding Children’s Board (WSSCB).

Key messages for the Board:
This report demonstrates that:
e The Trust bi-annual Section 11 (Children Act 2004) audit, completed in 2018
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demonstrates a safe service whilst acknowledging and addressing the challenges
relating to safeguarding children. The subsequent improvement plan has also been
completed. (Appendix 1)

o Activity for this year is almost 50% higher on the Worthing site compared to the St
Richards site. Referrals to children’s social care have increased by 24%. Overall, since
2012 there has been an increase of 71%.

e There are significant local and national challenges which need to be considered for
safeguarding children.

e Serious case review (SCR) activity has increased; WSHFT are currently involved with
two serious care reviews; SCR V and SCR W. There are however a number of historical
serious case reviews in West Sussex which WSHFT have ongoing involvement with
Table

e There is a significant volume of information sharing involved when safeguarding children.
The safeguarding team continue to focus on improving the process and quality of
information sharing and supporting and encouraging practitioners to use their
professional curiosity.

e The child protection policy was updated in June 2019 to include changes in legislation.

e The overall training figures remain above the WSHFT target of 95% however there are
pockets and for those particular groups who fall under the target, in particular medical
staff; they are being directed to the e-learning for health training modules and an
improved recording process is being developed with the support of Learning and
development.

o Adverse Childhood Experiences (ACE’s) and caring for ‘crying babies’ have been the key
training themes delivered, during the year.

e Arrangements for Liberty Protection Safeguards being introduced from 2020 will need to
be considered for children aged 16 years

e Children presenting to hospital with self harm and suicidal ideation and detainments
under the Mental Health Act children have all increased.

e Safeguarding arrangements for the unborn baby have been strengthened. Maternity
safeguarding team at Worthing have increased their establishment (0.4 wte). West
Sussex Children’s Social Care, have introduced two new; pre-assessment social worker
posts.

e This report also identifies improvement work and the wider challenges faced within the
system.
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2. GOVERNANCE AND ACCOUNTABILITY ARRANGEMENTS

In compliance with The Children Act 2004 (section 11) WSHFT has statutory responsibilities to
co-ordinate and ensure the effectiveness of what is done for the purposes of safeguarding and
promoting the welfare of children. It remains the responsibility of organisations to develop and
maintain quality standards and assurance, to ensure appropriate systems and processes are in
place and to embed a safeguarding culture within the organisation through mechanisms such as
safe recruitment processes including use of vetting and barring, staff induction, effective training
and education, patient experience and feedback, critical incident analysis, risk assessments and
risk registers, cyclical and other reviews and audits, annual staff appraisal and revalidation of
professional staff. It is also important to be aware of the role of external regulators such as CQC
in monitoring safeguarding systems within organisations. WSHFT safeguarding team continue to
lead and support the trust in the continuous improvement of children’s safeguarding processes;
training, guidelines, information sharing, auditing and performance. Quarterly reports are
provided to the safeguarding strategic committee, W&C Division, CCG and WSSCB. The
updated section 11 audit which outlines WSHFT compliance to our statutory obligations is
included in appendix 1.

2.1WSHFT Safequarding Children Team

The Children’s Act 2004 placed ‘a requirement on each acute trust to appoint named
professionals to take the professional lead for safeguarding children within the Trust and to
advise all staff employed by the Trust on awareness and processes related to child protection
and safeguarding children.’

Nicola Ranger/Maggie Davies Chief Nurse & Executive Lead and (Prevent Lead)
Catherine Coppard Lead Nurse & Named nurse Safeguarding Children
Rowena Remorino (SRH)

& Pauline Shute (WH): Named Doctors

Gail Addison Named Midwife and (FGM lead)

Joan Davidson Safeguarding Nurse

Clare Hosking & Sarah Barwick Safeguarding Midwives

Kathy Walker, Susannah Hutchby &

Julie-Ann Harper Safeguarding and liaison nurses

Helen McCutchan Sexual Health Matron & (CSE Lead)

Rachel Lee Sexual Health Lead Safeguarding Doctor

Helen Milne ED Consultant (WH)

Katie Manning ED Consultant (SRH)

Designated Doctor and Nurse

NHS West Sussex Designated Nurse: vacant since April 2019

NHS Sussex Designated Doctor: Dr Jamie Carter

2.2 WSHET Safequarding Children Structure
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2.3 Role and Responsibility of the West Sussex Safequarding Children’s
Partnership (WSSCP)

In June 2019 West Sussex Safeguarding Children Board (WSSCB) was replaced with the West
Sussex Safeguarding Children Partnership (WSSCP). WSSCP is a partnership of all the
different organisations working together to safeguard and promote the welfare of children and
young people across the county. The Children Act 2004, as amended by the Children and Social
Work Act 2017, strengthens this relationship by placing new duties on key local agencies;
Police, CCG and the local authority. (Working Together to Safeguard Children, 2018)

West Sussex are using this opportunity to reshape multi-agency safeguarding arrangements to
improve services to children, young people and their families. It is clear from recent local
developments that a strong and purposeful multi-agency approach to child protection is essential
to drive swift and sustainable improvements to practice in key areas of child abuse, such as
neglect.

WSSCP Business Plan Priorities for 2018/19 focused on four priorities:
 Prevention and protection of children at risk of or experiencing Neglect
* Prevention and protection of children from exploitation and abuse

« Children’s emotional wellbeing and mental health

* Provision of Early Help to children, including scrutiny of MASH functions
Fig 1

WSSCP core structure and key partner agencies
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In addition to the work of the sub groups, outlined in this report, the WSSCP also continues to
monitor, contribute and learn from national and regional serious case reviews and other Local
Safeguarding Children’s Partnership strategic priorities. The named professionals are active
members of the WSSCP.

24  WSSCP Sub groups
The following subgroups are attended by WSHFT safeguarding team;

2.4.1 Improving Quality of Practice and Assurance

The Improving Quality of Practice and Assurance Group;

¢ Monitor and evaluate selected key data and information to measure the effectiveness of
how partners (referred to as Safeguarding Partners) are fulfilling their responsibilities to
safeguard, promote and improve outcomes for the welfare of children and young people
in the county.

o Report to West Sussex Safeguarding Partners Board areas of risk or performance
emerging trends, which may in turn require action by the Board or one of its’ sub-groups.

o Hold strategic oversight of the multi-agency training programme ensuring national and
local improvements are included within practice.

¢ Identify responses and action required to practice improvement needs in order to
improve outcomes for children.

2.4.2 NHS Professionals Forum

This quarterly forum is open to all safeguarding children professionals working within the NHS in
West Sussex. Meetings are informal in nature enabling safeguarding professionals to discuss
cases, issues and share experience. Its key terms of references are:

e To coordinate child protection and safeguarding developments for NHS staff within West
Sussex.

e To provide professional advice and support to the WSSCP.

e To develop a safeguarding clinical network across West Sussex that supports senior
practitioners in undertaking their role.

e To consider and review the findings and recommendations from Serious Case Reviews
in respect to practice and training implications.

e To share learning and promote and support audit.

2.4.3 Multi agency Child Exploitation (MACE)
Safeguarding children’s team and sexual health, contribute relevant information. The sexual
health matron attends on behalf of WSHFT.

2.4.4 Multi agency safeguarding hub (MASH) Operational Groups

The MASH is a single point of contact for all safeguarding concerns regarding children and
young people in West Sussex and includes Early Help and brings together expert professionals,
from services that have contact with children, young people and families, and makes the best
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possible use of their combined knowledge and resources to keep children safe from harm and
promote these and their families wellbeing.

The children’s safeguarding team feed into this group through the health contacts in MASH.

2.4.5 Perplexing cases reflective practice group

The aim of this group is to facilitate a multi-agency consultation forum to discuss perplexing
cases of abnormal illness behaviour which may not strictly meet the definition of FIl but which is
nevertheless a cause of professional concern. Consultation with peers named or designated
Professionals and colleagues in other agencies form an important part of the process of making
sense of the underlying reasons for the signs of abnormal iliness behaviour.

The Terms of reference of this group are currently under review.

2.5 WSHFT Safequarding Children Meetings

2.5.1 Safeguarding children case discussion meetings;
o Weekly Meeting Paediatric & A&E Safeguarding at WH & SRH
¢ Monthly maternity meeting
e Monthly sexual health meeting

These well attended weekly multi-disciplinary meetings provide an invaluable forum for case
discussion, information sharing, decision making, resolution, group supervision and learning.
Furthermore, partnership working and relationships are positively developed through the
attendance of CAMHS A&E liaison and for the antenatal meetings; perinatal mental health
practitioners, health visitors, are also invited. In order to strengthen safeguarding arrangements
pre- birth it is planned for the newly appointed pre-birth assessment social workers within West
Sussex, to also be invited.

2.5.2 Peer Review: Monthly Medical Supervision Meeting at WH &SRH
Chaired by the named doctor on each site, these are well attended by consultant pediatricians
and named nurse. The purpose of these meetings, are to;

o Promote a culture of learning and professional support, drawing on the existing evidence
base relevant to child abuse.

e Provide assurance that practitioners meet a measure of standard and are therefore more
reliable in their practice.

e To reduce professional isolation and improve sharing of best practice with discussion of
complex patients in a challenging but supportive way.

e To provide a regular documented review of practice as expected by the judiciary, GMC
and RCPCH; evidence of involvement should be provided for consultant appraisal and
revalidation.
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253

Safeguarding Children’s Operational Group

The Group meet quarterly and are responsible for the effective operational implementation and
performance of the safeguarding children framework within the Trust. More specifically the

group;

254

Ensure there are mechanisms in place to alert staff to safeguarding policies and
procedures.

Ensure there is sufficient safeguarding training to enable staff to carry out their duties to
safeguard children.

Communicate and disseminate WSSCP and sub group information and guidance,
including relevant serious case reviews through existing divisional structures.

Ensure dissemination of relevant national information and guidance

Monitor and identify when guidelines require updating, making recommendations on
changes aligned to national best practice. These will then be deemed ready for divisional
ratification at the divisional governance meeting and onward cascade through divisions
and the WSHFT safeguarding strategic group

To consider the annual audit plan and recommendations, taking forward any actions
through relevant forums.

Track progress on any serious case reviews or action plans.

Monitor additional actions and learning needs identifying learning events as required.

Safeguarding Committee (Strategic Group)

This integrated adults and children’s safeguarding group meet quarterly and is responsible for
assuring the effective implementation and performance monitoring of the safeguarding
framework within the Trust, adhering to statutory requirements; Section 11 of the Children Act

2004

and 2010 and The Care Act 2014 and national frameworks; Safeguarding Vulnerable

People in the NHS — Accountability and Assurance Framework (NHS England, July 2015).

More specifically the purpose is to;

Report mechanisms are in place and to provide assurance to the CCG through the
annual assurance and quarterly exception reports.

Ensure there are mechanisms in place to alert staff to Safeguarding policies and local
procedures.

Monitor training compliance, ensuring relevant staff have appropriate training in
accordance with the Intercollegiate guidance (RCN 2019)

Monitor the quality of training and safeguarding practice

Scrutiny of safeguarding processes; including training and information sharing

Oversee the provision and development of the annual safeguarding report.

Monitor the dissemination of information from the WSSCB and subgroups, including
relevant serious case reviews.

Review any new guidance and set the direction for the safeguarding strategy.

Identify, monitor and ratify safeguarding policy, making recommendations on changes
aligned to national best practice. These will then be deemed ready for ratification at the
Quality and Risk Committee, and onward cascade into the organisation.

To consider audit recommendations, taking forward any actions through relevant forum
e.g. Patient Safety.

Review of safeguarding team structures and ability to discharge statutory responsibilities

Page |10



3 REVIEW OF THE YEAR:

3.1 Quality improvements and evaluation of progress against priorities set in the
annual report 2018;

3.1.1 Safeguarding notifications on the patient administrative system (Sema helix) need to
include MARAC (multi agency risk assessment conference) domestic abuse alerts. .

There has been minimal change with this improvement work; therefore the following will be
carried forward into 2019/20.

Not all relevant domestic abuse information, received from MARAC, is shared within the trust.
Currently, only high risk alerts are shared with A&E for domestic abuse and children known to
have been discussed at MARAC are inputted into the safeguarding folder onto a child’s
electronic patient records (EVOLVE). Administrative funding support is required to input and
manage the information shared from MARAC onto the trust patient administrative system (Sema
helix).

3.1.2 A solution for integrating the patient administration system Sema helix with the Child
protection Information sharing (CP-IS) system is required at WSHFT.

There has been no change with this improvement work. WSHFT has not introduced the
integrated IT solution to link CP-IS and Sema helix (patient administrative system) therefore this
issue remains on the trust risk register (ID 1255). Currently CP-IS access remains a manual
process and is open to human error. This remains an ongoing challenge for emergency
departments and a potential risk to children. This risk is being actively managed between A&E
and the safeguarding children team and funding for the IT solution at WSHFT is still awaited.

3.1.3 The quality of safeguarding and Information sharing processes, within WSHFT and with
partner agencies.

This remains a focus of ongoing improvement work. Information sharing is a key element of
safeguarding and continues to remain a central focus for improvement. Within WSHFT,
improvements have been made with the establishment of electronic patient records (EVOLVE)
and a secure safeguarding folder which allows practitioners.to access relevant information. The
internal safeguarding information sharing form has also been updated. Safeguarding
professionals in WSHFT now have access to relevant safeguarding information held by the local
authority and we have gone live with the national FGM-IS.

Challenges do however remain with securing an efficient and sustainable solution for information
sharing external to WSHFT. These challenges have been raised at the NHS professional’s
forum and with partner agencies and are being shared with the WSSCP improving practice and
quality assurance group.
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3.1.4 Section 11 audit improvement plan actioned & updated (Appendix 1)

The improvement plan has been completed and shared with WSSCP.

3.1.5 Safeguarding children training compliance for all staff groups to be greater than 95%

Improvements have been made with training compliance in W&C division. However, compliance
remains low and below target for medical staff within medicine who require level 2 or 3 training,
depending where they work and with surgery level 2 training.

The safeguarding team are actively seeking a solution with the WSHFT learning and
development team and medical education teams. The safeguarding training strategy was
updated December 2018 and a business case is being submitted for additional funding to
support the delivery of safeguarding training.

Currently due to the limited capacity for the safeguarding teams to deliver the level 2 training
programmes, staff are being directed to e-learning via NLMS and some additional face to face
level 2 sessions have been offered, however there has been poor uptake.

It is envisaged, with additional resourcing for the purposes of delivering safeguarding training,

the safeguarding teams could deliver the following training session (table 1) alongside adult
safeguarding.

Table 1. Proposed; Level 2 safeguarding training programme for 2020

Time Duration Subject Speaker
09-10:00 60 mins Review of MCA, capacity assessments & DoLS | MCA Lead
10-11:00 60 mins Safeguarding adults process & Prevent Adults
11-11.20 20 mins Coffee Break
11.20-12:20 | 60 mins Safeguarding Children Children’s
12:20-13:00 | 40 mins Learning Disabilities L&D

Training guidance has also been shared with the medical education for the purposes of sharing
with new trainees at induction, so that they are clear which training they are required to
undertake.

3.1.5 Serious case reviews; Improvement plans completed and learning from serious case
shared.

For 2018/19 Learning has been shared for SCR U, T and V through learning events and training
events. The following table outlines outstanding actions following recent serious case reviews.
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Table 2 SCR — outstanding actions from improvement programme

Outcome Action Lead Progress Update

Preventative Include in safeguarding training for GA/CC | June 2019;

advice and staff

guidance for Included at all level 3

coping with Share with new parents trgir_ling se§|siglns and .

(v e advice available on sta

Crying baples Information to be made available via Net

to be provided Staffnet and Family assist

to all staff and _ Included in the antenatal

new parents A&E and CAU/CYPDU to share with and postnatal period and

neV\( parents during attendance of on the NNU’s
‘crying baby’

Funding for ICON (led by
WSSCP) to be agreed for
roll out within West Sussex

E‘;T;I);rind Electronic Discharge Summaries sent | All June 2019

V -
_ to the GP also to be sent electronically ;

Information to | to the Healthy Child Programme M.er(]atlng to Ipe arranged

be shared with | (HCP) and community services in with IT applications

community SCFT who are working with the child.

health partner

organisations

Domestic Hospitals to have an independent MD/ June 2019

abuse support AB/CC

for hospitals

domestic abuse support advisor
(IDVA)

STP to review domestic
abuse support within
health.

Pilot agreed for an IDVA to
be based initially at
Worthing, managed by
WSCC and funded by the
police crime
commissioners (PCC).
Start date to be agreed

3.1.6 A review of the safeguarding arrangements for the unborn baby

Safeguarding arrangements for the unborn baby have been strengthened through an increase of
0.4wte within the maternity safeguarding team establishment at Worthing and the introduction of
two pre-assessment social workers employed by West Sussex County Council.
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3.1.7 New and updated WSHFT Safeguarding Children Policy and guidance

Safeguarding children’s training Strategy

Safeguarding Children Policy

Female Genital Mutilation (FGM) Guideline

Abusive Head Trauma (AHT) pathway

Unexpected Child death/ Joint agency response (JAR) pathway

3.1 National and Local including; context: quidance, reviews and policy change.

3.2.1 National Context

Local safeguarding needs to be seen in the context of national reports, serious case reviews and
the political arena. The danger of online sexual abuse needs to be recognised and understood
as social media and the internet are an everyday factor in the lives of children and young people.
Furthermore, the complexity of safeguarding; FGM, modern slavery and Exploitation; including
Child sexual exploitation and county lines drugs networks which are increasingly recruiting
children in provincial towns to sell drugs rather than trafficking children and young people from
London and other major cities.

Online abuse: How safe are our children? (NSPCC 2019) report from an overview of the last
five years of data on child abuse online;
e year on year increases in the numbers and rates of police-recorded online child sexual
offences

e increases in police-recorded offences of obscene publications or indecent photos in all
four UK nations over the last five years

e increases in the number of URLs confirmed by the Internet Watch Foundation (IWF) as
containing child sexual abuse imagery since 2015

e less than half of children aged 12 to 15 say they know how to change their settings to
control who can view their social media

o the majority of parents, carers and members of the public agree that social networks
should have a legal responsibility to keep children safe on their platforms.

(NSPCC 2019)

Child Poverty: is reported to be rising;
¢ 4.1 million children are living in poverty, a rise of 500,000 in the last five years;

e Four million workers are living in poverty —a rise of more than half a million over five
years; and

o In-work poverty has been rising even faster than employment, driven almost entirely by
increasing poverty among working parents. (Joseph Rowntree Foundation 2018)
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Childhood Vulnerability:

It is reported that 2.4 million children are growing up with a vulnerable background and 829,000
are ‘invisible to children’s services (Children’s commissioner for England 2019)
Fig 2.

Across a typical class of 30,

Includi 2 children livi Or 4 children living in a
. iod 9 . household where domestic violence,
in a household where domestic .
. . substance misuse and/or severe mental
violence or abuse is present

health problems are present

Thdvidd AARAA

Across a typical class of 30,

Across a typical class of 30,

(Children’s Commissioner for England 2019)

Adverse childhood experiences (ACE’s); healthy attachment and preventing or mitigating the
impact of stressful or traumatic experiences in childhood depends on involving the whole family.
Exposure to stresses or adversity in the first 1000 days of a child’s life has an adverse effect on
a child’'s development. The House of Commons Health and Social Care Committee (HC
2019)report * First 1000 days of life’; calls for a national long term plan to be considered for
England that seeks to reduce adverse childhood experiences by focussing on issues such as
child poverty, improving school readiness and reducing infant mortality rates.
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3.2.2 Local Context

In 2017 there were 190,400 children in West Sussex. Although West Sussex remains one of the
least deprived areas in the country, there are areas of deprivation in Arun, which rank in the
poorest 10% of neighbourhoods in England.

Fig 3

The Children in Need (CiN)[29] rate (per10,000) increased in 2017 to 279.6,
this is lower than England but broadly in line with compaoarable authorities. As
at March 2017 there were 4,802 children in nead, although DfE note that data
supplied by West Sussex is likely to have contained some duplicate cases.

The rate (per 10,000) of referrals to social services has increased year on
year from 2014, In 2017 the rate was S0B per 10,000. This is higher than
comparable local authorities, lower than England.

Section 47 enquires [30] {started within 'raur) increased in 2017, to 126.3 per
10,000. This is similar to comparable authorities, lower than England.

Children subject to a Child Protection Plan (CPP) increased in 2017, a rate
per 10,000 of 32, lower than England and comparable authorities.

The percentage of children who became subject to a CPP for a second
time held steady at approximately 22.7%. This is in line with comparable
authorities but higher than England (18.7%).

As at 21 March there were 665 children looked after, the rate has increased
slightly to 39 per 10,000 in 2017 from 37 per 10,000 in 2016. The rate in West
Sussex remains lower than comparable authorities and England. There was
an increase in the number of unaccompanied asylum seeking children, 75
(as at March 2017), compared with 65 in 2016.

First time entrants to criminal justice system declined in the county, down
to 168 per 1,000 10-17 year olds in 2017, this is now amongst the lowest of
CIPFA comparable local authorities.

West Sussex Joint Strategic Needs Assessment: Summary 2018

West Sussex Children’s services were inspected by Ofsted and the report published 8" May
2019 found services to be ‘inadequate’. This provides a number of serious challenges. In
particular the Ofsted report (2019) highlights there are; ‘Critical weaknesses in how agencies
identify and respond to neglect are evident across the service’/. The report also highlights;
‘Accumulating concerns about the neglect children have experienced are not always recognised
or understood, resulting in a lack of assertive action and to some children experiencing profound
and potentially long-term consequences’.

WSHFT are actively engaging with children’s social care and relevant partners with a Neglect
improvement programme.

Table 3. Hospital attendances with Self Harm
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Self-harm is a public health priority in West Sussex. There are many complex factors that contribute to
self-harm however the possibility that self-harm, including serious eating disorder, has been caused or
triggered by any form of abuse or chronic neglect cannot be overlooked.

1/5

X

There were 1,743 emergency hospital
admissions for self-harm in West Sussex in
2017/18

The rate of emergency admissions for self-
harm in West Sussex continues to exceed
England

Within West Sussex, Adur, Arun,
Chichester and Worthing had a
significantly higher rate of self-harm
admissions than England

68.5% of emergency admissions for self-
harm in West Sussex were among females

Q- QB

Young people aged 15-19 accounted for a
fifth of all emergency admissions for self-
harm in the county in 2017/18

There has been little change in the trend in
admissions for self-harm at county level,
although variation does exist across the
districts and boroughs.

The rate of emergency admissions for self
harm in West Sussex is far higher than the
national rate 220.3 per 100,000 (1743
admissions) in 2016/17 (England 185.3).
Although this relates to all ages, self-harming
is high amongst young women aged 15-24
years. Provisional data 2017/18 suggests no
change locally.

The rate of emergency admissions for
intentional self-harm for 10-24 year olds was
499.9 per 100,000 (637 admissions). This was
significantly higher than the national rate.

In total, children and young people
aged 10-24 account for 39% of all
admissions for self-harm in West
Sussex.

Source: NHS Digital - Hospital Episode Statistics (local acces

West Sussex Joint Strategic Needs Assessment: Summary 2018

Preventing Abusive Head Trauma and coping with ‘Crying babies’

There has been a rise in the number of infants with significant head injuries and West Sussex
has a higher number of incidents than East Sussex or Brighton and Hove. Most incidents are a
result of a momentary loss of control and better preventative advice and guidance is needed.

Research from www.iconcope.org suggests that persistent crying in babies is a potential trigger
for some parents/care givers to lose control and shake a baby. It also shows that around 70% of
babies are shaken by men. A prevention programme therefore should include male caregivers
and take the best opportunities to reach them, as well as support all parents/caregivers, with
information about crying and how to cope with a crying baby. In particular, the hospital based
intervention has been shown in previous studies to be crucial in engaging with male caregivers.

It has been agreed by WSSCP for ICON, an evidence based preventative programme consisting
of a series of brief interventions that reinforce a simple message, is rolled out across West
Sussex, once funding for this programme has been agreed.

Fig 3 Prevention Programme against abusive head trauma (AHT)
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http://www.iconcope.org/
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3.2.3 National New Guidance:

Suzanne Smith (2016) www.iconcope.orq

e Working Together to Safeguard Children: a guide to interagency working to safeguard
and promote the welfare of children ( HM Government 2018)

Key changes to this guidance are as follows;

Early Help; practitioners should be alert to the potential nheed for early help

New partnership arrangements replacing the local safeguarding children’s boards. Multi-
agency safeguarding arrangements; under new legislation three safeguarding partners
(local authorities, police and the clinical commissioning groups) must make new
partnership arrangements to work together with relevant agencies to safeguard and
protect children in their local area

A new process for national and local Child safeguarding Practice Reviews, which will
replace serious case reviews
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¢ New arrangements for Child death reviews

¢ Child death Review Statutory and Operational Guidance (England) (HM Government
October 2018)

This guidance sets out key features of what a good child death process looks like and
combines best practice and statutory requirements. A child death review must be carried out
for all children regardless of the cause of death. This includes the death of any live-born
baby. The purpose of the guidance is to;

e improve the experience of bereaved families and professionals after the death of a child,
and;

e ensure that information from the child death review process is systematically captured to
enable local learning through the national child mortality database, to identify learning at
the national level, and inform changes in policy and practice.

Liberty Protection Safeguards (LPS)

As from 1* October 2020 LPS will replace the current deprivation of liberty standards (dols) and
will apply to children from the age of 16 years. This will have implications for hospitals.

Safeguarding Children and Young People: Roles and Competencies for Healthcare staff:
intercollegiate document (4™ edition) (RCN 2019) updated guidance includes changes to
legislation and statutory guidance in England and education and learning logs to enable
individuals to record their learning and form a ‘passport’ for those who move on to new jobs or
other organisations.

3.2.4 Local Serious Case Reviews

When a child dies or is seriously harmed, including death by suspected suicide, and abuse or
neglect is known or suspected to be a factor in the death, the LSCB is required to conduct a
Serious Case Review into the involvement of organisations and professionals in the lives of the
child and the family. The purpose of a Serious Case Review is to establish whether there are
lessons to be learned from the case about the way in which local professionals and
organisations work together to safeguard children, identify what needs to be changed and, as a
consequence, improve multi-agency working to better safeguard and promote the welfare of
children.
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Table 4 Local Serious Case reviews (SCR)

Recent SCR Themes; abusive head trauma, ‘crying babies’, neglect, concealed pregnancy,
fabricated induced illness, information sharing, parental mental health, domestic abuse and
parental prescribed drug misuse. www.westsussexsch.org.uk/reviews/west-sussex/

Child Date TOR agreed | Review Type Status

SCRW 26.06.19 TBC New

SCRV 07.03.18 SILP (serious incident WSHFT Involvement and contribution
learning review) Publication awaited

SCR U 20.04.18 SILP WSHFT Involvement and contribution

Publication awaited

SCRT 17.10.17 Learning review type WSHFT Involvement and contribution
SCR Publication awaited

WSHFT Involvement and contribution

SCRN 07.09.16 SILP Publication awaited

The volume of SCR work has had a significant impact on the safeguarding team and the
individual practitioners who were involved. Key themes from the serious case reviews include;
Neglect, Concealed pregnancies, ‘Crying babies’, Abusive head trauma and fabricated illness
(FI. Actions are being monitored by WSSCP and WSHFT Safeguarding committee. There has
been a significant increase in the number of serious case reviews and associated activity over
the last there years which WSHFT have contributed and participated in as outlined in Table 5.
The publication of some of these reviews is delayed due to court proceedings; however
improvement plans and shared learning, related to these serious case reviews, are in progress
or have been completed.

3.2.5 Joint targeted area inspections (JTAI):

JTAIs are an evaluation of the multi-agency ‘front door’ for child protection, when children at risk
of harm first become known to local services. They also include a ‘deep dive’ investigation and
evaluation of the experiences of children and young people at risk of a specific type (or types) of
harm, or the support and care of children looked after and/or care leavers. The theme of a JTAI
will periodically change and over the past few years WSHFT have participated in preparing for
an inspection for the following JTAI's; children living with neglect, exploitation, domestic
abuse, child sexual abuse.
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3.3 Safequarding Children Activity:

There continues to be an annual rise in safeguarding & liaison activity;
o 28,303 A&E attendance s were reviewed by the safeguarding & liaison team
e 1010 referrals were made to children’s social care
e 2315 safeguarding concerns raised
e Activity is significantly higher on the Worthing Hospital site.

Fig 4 Summary of WSHFT Safeguarding Yearly Activity 2012-2019
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Attendance to hospital with mental health issues and self-harm remain a concerns and continue to increase

on an annual basis. Referrals to social care increased by 24%. Mental Health Act detainments increased to 6.
Staff are reminded to follow the Sussex child protection procedures for these attendances and share information,
including with social care.

Children’s safeguarding team work in partnership with both the children’s and adult mental health liaison teams
for individual cases and continue to develop partnership working arrangements. .During the year there were
concerns raised regarding the capacity of the CAMHS A&E liaison service in meeting the volume of need. These
issues were escalated and are being managed with additional resources within the team.

Children who present in crisis to hospital with challenging behaviour also remain a concern. These
attendances, are reviewed on an individual basis and learning shared at WSHFT and with partner agencies.

There has also been is an increase in the numbers of complex safeguarding cases and perplexing cases
this can be particularly challenging and resource intensive.

Safeguarding concerns due to household dysfunction including domestic abuse, remains high.

Child protection medical work, due to resource issues, is currently on the WSHFT trust risk register and
currently being reviewed by the commissioners. Child protection medical photography is also is an area of
work for quality improvement. It is envisaged that an adequately resourced service on both sites for Child
Protection work will provide an improved experience for children and the family and practitioners involved.
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Table 5 Summary of WSHFT Safeguarding Activity by Principle Concern (Aprl8 to Mar19)

( NB: this does not include maternity safeguarding data)

Principal Concern SRH | WH Crawley (sexual health)
THINK FAMILY -Household Dysfunction & Adult 174 358 <5
Issues: drug/alcohol misuse/ domestic/poverty
/mental health/ Housing/

Child mental health & emotional health; anxiety, <5
challenging behaviour, anger management, bullying, 261 533

self-harm, mental health, eating disorders

Child physical: including perplexing cases, Fll 117 218

Child sexual abuse; CSA, CSE, FGM 10 23 <5
Risky behaviour: Drug/alcohol problems, vulnerable, 118 341 59
exploitation

Neglect concerns; parenting concerns/ DNA 207 362
/attachment/supervision/preventable accident/NEET

Child death 1 1

Child Protection medical 24 86

Fig 5 Maternity: Summary of Safeguarding Activity by Principle concern (2018)

Worthing

St Richards Hospital

® Mental Health

H Known to Social Care
u Substance Misuse

H Domestic Abuse

B Concealed / Late

H Age /CLA

Other

Mental health- 164

Known to social care- 79

Domestic Abuse- 63

Concealed and late booking- 32

Age/CLA - 38

Substance misuse- 41

Other- 23

85 babies were placed onto Child Protection or Child
& Family Plan

u Mental Health

¥ Known to Social Care
1 Substance Misuse

B Domestic Abuse

B Concealed / Late

u Age /CLA

Other

Mental health - 58

Known to social care - 64

Domestic Abuse- 42

Concealed and late booking- 13

Age/CLA - 21

Substance misuse- 13

Other- 11

64 babies were placed onto Child Protection or
Child & Family Plan
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3.4 Unexpected Child Death 18/19
There were sadly 2 unexpected child deaths during this time. The unexpected child death
process was followed and both deaths are being reviewed by the West Sussex Child death

overview panel (CDOP).
The child death review process arrangements are currently being reviewed in accordance with

national guidance. New arrangements will need to be in place from September 2019.

3.5 Staff Training

3.5.1 Training Compliance

Table 6. Safeguarding Children Training by Division (02.05.2019)

ALL WSHT STAFF
(Excluding Bank)

MEDICS ONLY

NON MEDICS

Division Total
Heads | Up To
Date
Core Services 1527 | 1478
Corporate 800 773
Facilities & Estates | 552 543
Medicine 2014 | 1905
Surgery 1370 | 1293
Women &
Children 801 786
Total 7064 | 6778

Table 7 Safeguarding Children Training by Level Required (02.05.2019)

ALL WSHT STAFF

(Excluding Bank) MEDICS ONLY NON MEDICS
Level Required Total . Total Total

% Up Up % Up % Up
AEEES l'IJDpa;LO To Date AEEES To To Date e UDpa;I;o To Date
Date

Level 1 2046 | 2002 0 0 - 2046 | 2002
Level 2 4098 | 3884 619 | 465 3479 | 3419
Level 3 920 892 185 | 162 735 730
Total 7064 | 6778 804 | 627 6260 | 6151

RAG Rating

B 95%+

90%-94%

B <00%

Safeguarding training is defined in accordance with the Intercollegiate Guidance (RCN 2019). A
summary of the notable changes outlined in this guidance is as follows;

e Annual appraisal is crucial in determining an individual's attainment and maintenance of
required knowledge, skills and competence. (Currently compliance assurance is provided
by training figures through L&D)
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o Employers need to be assured that appraisers have the necessary knowledge, skills and
competence to undertake appraisals and for medical and nursing staff to oversee
revalidation. (RCN 2019)

e The guidance emphasises a blended approach to learning which maximises learning
opportunities and includes multiagency training for staff requiring level 3 training
All levels have explicit learning outcomes and a recommended length of time

o Safeguarding specialist staff, excluding named professionals who, require a more
detailed specialist level 3 training programme.

o Named professionals require level 4 training and are currently compliant against
standards.

The Performance for safeguarding training compliance for medical staff remains below the
WSHFT target of 95% and is significantly below target for medical staff and for some staff
groups who require level 2. Discussions have been held with learning and development (L&D)
and medical education. The training strategy was revised December 2018 and staff, who do not
attend face to face training sessions, are advised to undertake the e-learning training.

A business case is being submitted to resource the delivery of safeguarding training across the
trust. The Foundation Trainees (F1s and F2s) have access to a range of safeguarding NLMS
modules through their Horus e-portfolios which is monitored through post graduate medical
education. All other training is monitored through WSHFT Learning and development.

3.5.2 Evaluation and Audit of training
Recent staff feedback from Level 3 safeguarding children training:

Very useful session, Good discussion
especially the session on around SCRs
where to find information on Paediatric Nurse
StaffNet & pan-Sussex

procedures - specific

guidance A&E Doctor

Possibly the best session so
far for safeguarding children

Paediatric Nurse

Excellent update, well Very informative & Very relevant session on
explained and useful useful case reviews ‘Crying babies’ and

discussing relevant cases abusive head trauma —

we have been involved in Paediatric Nurse very interesting and well
explained Paediatric Nurse

Paediatric Nurse

Excellent session useful for Insightful presentation ....video

A&E. Good delivery & timing about ‘Adverse childhood

& discussion A&E Doctor
A&E Nurse
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Improvements have been made to integrate adult and children’s safeguarding at level 1 trust
induction and for the volunteers training. Work is currently underway with L&D to review level 2
training delivery in order to ensure it meets service need and is continues to remain compliant
with the intercollegiate national standards. (RCN 2019)

Overall evaluation of the level 3 training is reported as good - excellent and well regarded by our
internal and external stakeholders and staff report that they have a good understanding of their
role and responsibilities. Audit of feedback of level 3 training delivered at WSHFT, outlined in
appendix 2, is being further explored and forms part of our continuous improvement plan.

3.6 Supervision

Supervision is provided in accordance with the framework outlined in the Safeguarding
policy. Group supervision is available for practitioners at the safeguarding case
discussion meetings or peer review. Supervision is also available on a 1:1 basis. Named
professionals receive supervision quarterly by designated safeguarding professionals.
Supervision is now also offered at the WSHFT specialist children’s nurses’ forum.

3.7 Information Sharing and Communication

The Child Protection Information Sharing (CP-IS) Project sponsored by NHS Digital supports
the sharing of information between health and social care for children that are subject to Child
Protection Plan (CPP) and for Looked after Children (LAC). It makes available, to health
professionals working in unscheduled healthcare, CPP/ LAC information, held in social care
systems in order to support child protection decision making and support more collaborative
working.

WSHFT went live in both A&E departments in May 2016 as phase 1 using a manual process via
the Summary Care Record Application (SCRa). Unfortunately the manual process has
generated problems as it is open to user error and is subject to risk when not used for every
child’s attendance. It was planned when CP-IS was introduced for an integrated IT solution
(phase 2) between CP-IS and SemaHelix to be implemented by IT within WSHFT, however
there has been no progress with this as yet. This problem currently sits on the WSFHT risk
register.

Some progress has been made with information sharing; maternity. Following learning from SCR
U, now have access to Read only care information (ROCI) for access to relevant health
information from GP records, for their clients. FGM-IS went live in WSHFT in January 2019.
Safeguarding information is now available via the electronic patient records (EVOLVE)
safeguarding folder. This came as a recommendation from SCR V ensuring relevant information
is made available to support health professionals’ decision making.

It is noted however that a workable solution is still required to ensure relevant email
correspondence and information from other sources is easily electronically transferred into the
child’s safeguarding folder on EVOLVE.

The following are also an area for improvement; information sharing process between WSHFT
and the healthy child programme (HCP) and the quality of discharge summaries to the GP.
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A Monthly newsletter developed and issued by the safeguarding children’s team, includes
partnership news, guidance, learning from serious case reviews and training opportunities and is
shared with safeguarding leads, Heads of Nursing, A&E, sexual health, paediatric staff, and also
available on StaffNet.

3.8 Audit

The quality of referrals and record keeping and completed safeguarding flow charts in
A&E are continuously monitored and audited across site. All are included in our quality
improvement plan. The safeguarding children’s team have also participated in WSSCB
multi-agency safeguarding audits which have included the following; child sexual abuse,
attendance at strategy meetings and child exploitation.

Audit Plan for the forthcoming year will include an audit of the safeguarding standards
for children in emergency care, Children’s Safeguarding Policy and also the recognition
and response to neglect.

4. CONCLUSIONS AND PRIORITIES FOR THE FORTHCOMING YEAR

Safeguarding practice at WSHFT continues to be challenged due to the increasing
safeguarding activity, each year and the effects of the local and national context we are
working within. The resourcing of this activity, particularly in relation to the delivery of
safeguarding training, child protection medicals needs to be closely monitored and
reviewed.

Other areas of challenge and concern highlighted in the report include; meeting the
needs of the increasing numbers of children and young people frequently attending
hospital seeking help and support, in particular for those who attend with mental health
issues and self-harm. Also, maintaining effective communication and information sharing
across the safeguarding system when there are multiple agencies and IT systems
involved, in an environment which is complex and dynamic, remains challenging.
Effective partnership working with children, families and partner agencies in addition to
prevention and early help support are essential and continue to be the focus of
improvement.

Overall, improving processes, effective partnership working and a supportive culture,
with staff clear of their safeguarding responsibilities, supports the safeguarding of
children. Progress continues in the development of training, communication and
information sharing processes within WSHFT and between partner agencies.
Furthermore, the safeguarding team continue to share learning and endeavour to embed
effective safeguarding practice throughout the whole Trust. The team also actively
contributes and participates to the collaborative work of the WSSCP in order to find new
ways of working and continually improve the quality of the safeguarding service.

Page |26




4.1 Priorities

The child safeguarding priorities for Western Sussex Hospitals NHS Foundation Trust
for the following year are shown as follows;

1. Neglect
2. Implementing; ICON- caring for ‘crying babies’

3. Safeguarding children training compliance for all staff to be greater than
95%

4. Improving the quality and processes for Information sharing across the
system;

4.1 Safeguarding notifications on the patient administrative system (Sema helix)
need to include MARAC (multi agency risk assessment conference) domestic
abuse alerts. .

4.2 An Integrated solution for linking the patient administrative system (Sema helix)
with CP-IS at WSHFT.

4.3 Processes for information sharing with healthy child programme
4.4 Quality of referrals

5. Implementing, once agreed, the newly commissioned child death and child
protection medical arrangements.

6. Improving the quality of medical photography
7. Domestic abuse support within WSHFT

8. Audit
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5. GLOSSARY OF TERMS

CCG
CP-IS

cQcC

CSE

DFE

EPR (EVOLVE)
FGM
FGM-IS
HCP

JTAI

LSCB
MACSE
MARAC
NAHI

NICE

ROCI

SCR

STP
WSHFT

WSSCB

WSSCP
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Clinical Commissioning Group

Child Protection information sharing system
Care Quality Commission

Child Sexual Exploitation

Department for Education

Electronic Patient Records

Female Genital Mutilation

Female Genital Information Sharing System
Healthy Child Programme (health visitors & school nurses)
Joint targeted area inspection

Local Safeguarding Children’s Board

Multi agency Child sexual exploitation
Multi-agency risk assessment conference
Non-accidental head injury

National institute of clinical effectiveness
Read only care information

Serious case review

Sustainable transformation plan
Western Sussex Hospitals NHS Foundation Trust

West Sussex Safeguarding Children Board

West Sussex Safeguarding Children Partnership




Appendix 1

Section 11 Audit:

Improvement Plan

Name of agency

Western Sussex Hospital NHS Foundation Trust

No

Reference | Standard

Number

RAG rating

Action needed

Timescale

Lead
officer

1.3

Green

Arrangements for safeguarding in maternity need to be strengthened.
Named midwife role requires a job description and supervision
arrangements with the designated nurse to be organised.

Action taken; supervision arrangements in place with deputy
designated nurses. JD being presented to WSHFT job evaluation

July 18

LM/GA

6.2

Green

Process for ensuring compliance with recruitment policy- ensuring
one member of the panel has undertaken the safer recruitment
training. Audit conducted July 2018- the compliance rate was lower
than expected.

Actions taken- Recruitment &Selection Policy updated to the following
statement; ‘every panel must comprise at least two assessors and the
Trust expects that as a minimum, one panel member on each
interview will have attended the Trust’s in-house recruitment training.”
This will be communicated within the trust through normal
communication channels.

May 19

JF/ISR

8.8

Green

Patient related information needs to be kept in one central location;
this includes emails related to patient care.

Action taken: Safeguarding information now stored in the
safeguarding folder on electronic patient records (Evolve) and is trust
policy

Dec 18

VT/CC
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Appendix 2
25
CHILD PROTECTION TRAINING LEVEL 3 TRAINING SEPTEMBER 2018 - FEBRUARY 2019
41 FORMS COMPLETED 20 7
Strongly Agree Agree Neutral Disagree Strongly Disagree H strongly Agree
Value to yourrole 20 18 2 0 1 41 15 7
Information was clear 19 20 2 0 0 41 M Agree
Session length correct 14 19 4 4 0 41 10 - " Neutral
Objectives were met 18 20 2 0 1 41 M Disagree
TOTAL 71 77 10 4 2 " 164 5 = Strongly Disagree
43.29% 46.95%  6.10% 2.44% 1.22% 100.00%
0 -
Value to your Information Session Obijectives
role was clear length correct were met
41 FORMS COMPLETED
Strongly Agree Agree Neutral Disagree Strongly Disagree
Value to your role 48.8% 43.9% 4.9% 0.0% 2.4% 60%
Information was clear 46.3% 48.8% 4.9% 0.0% 0.0% 50%
Session length correct 34.1% 46.3% 9.8% 9.8% 0.0%
Objectives were met 43.9% 488%  49%  0.0% 2.4% 40% 1 = Strongly Agree
TOTAL 43.3% 47.0% 6.1% 2.4% 1.2% 30% - B Agree
20% - W Neutral
10% - M Disagree
0% - m Strongly Disagree
Value to your Information  Session Objectives
role was clear length were met
correct
41 FORMS COMPLETED
Strongly Agree Agree Neutral Disagree Strongly Disagree 90
1. Your overall impression of the course / study day was that %0 B 1. Your overall impression
it was of value to your role 20 18 2 0 1 41 of the course / study day
2. Information given by speakers was clear and easy to 70 was that it was of value to
understand 19 20 2 0 0 41 60 your role
3. Presenters' sessions were the right length for the amount 50 ¥ 2. Information given by
of material covered 14 19 4 4 0 41 0 Se‘;:;tzrj :‘;ae‘c’rg::ja nd
4. Your aims and objectives were met 18 20 2 0 1 41
TOTAL 71 77 10 4 2 " 164 30 . L
4329%  4695%  6.10%  2.44% 1.22% 100.00% 20 ettt ot for
10 A the amount of material
o | covered
Strongly Agree Neutral Disagree Strongly B 4.Youraims and
Agree Disagree objectives were met
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Appendix 3

Safequarding Children Activity 2018-2019

The following data details safeguarding activity per area within WSHFT and is based on the
number of safeguarding concerns raised and referrals to children’s social care.

St Richards Hospital (SRH) Children’s Social Care Referral: 2018/19
Department Total Referrals | Q1 Apr - Jun Q2 Jul - Sept Q3O0ct-Dec | Q4 Jan - | Total
2017/18 Mar Referrals
2018/19
Maternity 129 34 44 40 43 161
Paediatrics 36 17 9 12 17 55
A&E 79 43 25 49 80 197
Sexual Health 12 1 3 1 2 7
Other 14 5 4 1 5 15
270 TOTAL Referrals 435
St Richards Hospital (SRH) Safeguarding Concern: 2018/19
Department Total Concerns Q1Apr - Jun Q2 Jul - Sept Q3 Oct - Dec Q4 Jan - | Total
2017/18 Mar Concerns
2018/19
Maternity 66 15 15 16 30 76
Paediatrics 149 35 40 23 43 141
A&E 411 122 107 101 107 437
Sexual Health 6 0 4 0 2 6
Other 30 9 4 5 9 27
662 TOTAL Concerns 687
Worthing Hospital (WH) Social Services Referral: 2018/19

Maternity 152 45 40 44 56 185
Paediatrics 60 23 29 32 16 100
A&E 207 63 55 48 32 198
Sexual Health 38 12 16 13 17 58
Other 36 10 3 7 5 25

493 TOTAL Referrals 566
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Worthing Hospital (WH) Safeguarding Concern: 2018/19

Maternity 280 66 73 58 81 278
Paediatrics 468 120 142 144 69 475
A&E 571 132 152 160 228 672
Sexual Health 110 23 16 13 25 77
Other 66 7 21 25 20 73
1,495 TOTAL Concerns 1,575

Crawley Safeguarding Forms Completed: 2018/19

Dept. Crawley Cotal 2017/18 Q1Apr - Jun Q2 Jul - Sept Q3 Oct - Dec 32r\]an - Total
Sexual Health 2018/19
Referrals 5 3 0 4 2 9
Concerns 26 14 8 16 15 53
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NHS

Western Sussex Hospitals
NHS Foundation Trust

Agenda ltem: VIEETEET Trust Board VEETEIREIERT 25 July 19
Report Title: CNST Self Certification Declaration

Sjelelgleldlale ==l FIINEA Il ol i Maggie Davies, Chief Nurse

Author(s): Lynn Woolley, Head of Midwifery

SCRRIECRIEIVASLEIEIEE R VA The Head of Midwifery has liaised with the Clinical Director for
and date: Obs & Gynae, Chief Nurse, Head of Nursing, Midwifery Teams
across sites, Maternity Information Analyst/Clerical Manager,
Consultant Anesthetist and Legal Services Manager when
reviewing the evidence required to demonstrate compliance
against the ten standards.

Updates on progress have also taken place with Executive
Directors at Efficiency Steering Group Meetings and as part of
the fortnightly W&C PMO Assurance meetings.

Purpose of the report:

Information Assurance

Approval / Agreement

Reason for submission to Trust Board in Private only (where relevant):
Commercial confidentiality ] Staff confidentiality
O

Patient confidentiality Other exceptional circumstances

Link to Trust Strategic Themes:

Patient Care Sustainability
Our People Quality
Systems and Partnerships

Any implications for:

Quality The aim is to incentivise the implementation of good practice across all maternity
units. By meeting the 10 criteria, Trusts are likely to deliver safer maternity
services and may be expected to have fewer cases of injuries leading to
negligence claims.

Financial The DoH is incentivising the delivery of best practice to improve safety in maternity
services by providing a discount on Clinical Negligence Scheme for Trusts (CNST)
maternity premia. 10% discount on the Maternity incentive contribution for WSHT
equates to £625k.

e
NIl

Review and Discussion

O

AN

o

Workforce

Safe Effective

Caring D Responsive D
Well-led O Use of Resources O

Communication and Consultation:

Executive Summary:

This report provides assurance that the Trust has sufficient evidence to meet the Safer Standards for
Maternity Care as, reviewed and approved by the Head of Midwifery and Chief Nurse. The Board of
Directors is asked to self-certify the Trust is compliant to the ten standards based on the Safer
Standards for Maternity Care in order to achieve the 10% discount on maternity insurance premiums.
Key Recommendation(s):

The Board/Committee is asked to APPROVE the paper and evidence to meet the Safer Standards for
Maternity Care as put forward, reviewed and approved by the Head of Midwifery, Clinical Director and
Chief Nurse. The Board of Directors is asked to self-certify the Trust is compliant to the ten standards
based on the Safer Standards for Maternity Care.

Final version 19.11.18 TH



Maternity incentive scheme - Guidance ReSOIUtlon

Trust Name Western Sussex Hospitals NHS Trust |

Trust Code T673

This document must be used to complete your trust self certification for the maternity incentive scheme safety actions and a completed action plan must be submitted for actions which have not been met.
Please select your trust name from the drop down menu above. Your trust name will populate each tab. If the trust name box is coloured pink please update it.

Guidance Tab - This has useful information to support you to complete the maternity incentive scheme safety actions excel spreadsheet. Please read the guidance carefully. There are three additional tabs
within this document:

Tab A - Safety actions entry sheet - Please select 'Yes' or 'No' to demonstrate compliance with each maternity incentive scheme safety action. Note, entering 'Yes' denotes full compliance with the safety action
as detailed within the condition of the scheme. The information which has been populated in this tab, will automatically populate onto tab C which is the board declaration form

Tab B - Action plan entry sheet - This must be completed for each maternity incentive scheme safety action which has not been met. If you are not requesting any funding to support implementation of your
action plan - Please enter 0. If cells are coloured pink then please update them.

Tab C - Board declaration form - This is where you can track your overall progress against compliance with the maternity incentive scheme safety actions. This sheet will be protected and fields cannot be
altered manually. If there are anomalies with the data entered, then comments will appear in the validations column (Column I) this will support you in checking and verifying data before it is discussed with the
trust board, commissioners and before submission to NHS Resolution. Once the submission has been discussed and approved at trust board, please add an electronic signature into the document. If you are
unable to add an electronic signature, the board declaration form can be printed, signed then scanned to be included within the submission.

Any queries regarding the maternity incentive scheme and or action plans should be directed to MIS@resolution.nhs.uk

Technical guidance and frequently asked questions can be accessed here :
https://resolution.nhs.uk/resources/maternity-incentive-scheme-year-two

Submissions for the maternity incentive scheme must be received no later than 12 noon on Thursday 15 August 2019 to MIS@resolution.nhs.uk

You are required to submit this document (and a signed copy of the board declaration form, if there is no electronic signature added). Please do not send evidence to NHS Resolution.


https://resolution.nhs.uk/resources/maternity-incentive-scheme-year-two

NHS

Resolution

Section A : Maternity safety actions - Western Sussex Hospitals
NHS Trust

Action Maternity safety action Action
met?
(Y/N)
1 Are you using the National Perinatal Mortality Review Tool to review and report perinatal deaths to the Yes
required standard?
2 Are you submitting data to the Maternity Services Data Set to the required standard? Yes
3 Can you demonstrate that you have transitional care services to support the Avoiding Term Admissions Into Yes
Neonatal units Programme?
4 Can you demonstrate an effective system of medical workforce planning to the required standard? Yes
5 Can you demonstrate an effective system of midwifery workforce planning to the required standard? Yes
6 Can you demonstrate compliance with all four elements of the Saving Babies' Lives care bundle? Yes
7 Can you demonstrate that you have a patient feedback mechanism for maternity services and that you Yes

regularly act on feedback?

8 Can you evidence that 90% of each maternity unit staff group have attended an ‘'in-house' multi-professional Yes
maternity emergencies training session within the last training year?

9 Can you demonstrate that the trust safety champions (obstetrician and midwife) are meeting bi-monthly with Yes
Board level champions to escalate locally identified issues?

10 Have you reported 100% of qualifying 2018/19 incidents under NHS Resolution's Early Notification scheme? Yes




NHS

Resolution

Section B : Action plan details for Western Sussex Hospitals NHS Trust

An action plan should be completed for each safety action that has not been met

Action plan 1

Safety action Q8 In-house training To be met by

Q1 2020/21

Work to meet action Although we were able to meet the standard, we would aim to expand current provision of MDT PROMPT training. This is high fidelity simulation
that maximises the opportunities for learning - from a clinical perspective but also in relation to identifying Human Factors that may increase the
level of risk when dealing with obstetric emergencies. PROMPT is gold standard training and increasing access to the training would contribute to
recruitment and retention as well as safety. This will require a robust business case for the resource to implement and there is support from the
Chief Nurse as Board level Maternity Safety Champion to begin exploring this for 2020/21.

We currently run only 3 PROMPT sessions in total across both sites. This is insufficient to get all of our team through this type of training each
year so the remainder of the team undertake more traditional low fidelity MDT training. We would propose increasing the PROMPT provision to
10-12 sessions per year to ensure that the majority of the MDT undertake this annually.

Does this action plan have executive level sign off Yes Action plan agreed by head of midwifery/clinical director? Yes
Action plan owner [Lynn Woolley Head of Midwifery |
Lead executive director [Maggie Davies |

Amount requested from the incentive fund, if required | - |

Reason for not meeting action Action met. This is an additional and enhanced approach to training and will ensure that the theatre staff that are now scrubbing for caesarean at
SRH are included in the training for next year.

Rationale This training will ensure that all of our MDT's are able to traing together with high fidelity simulation, enhancing and embedding learning. This is
crucial given the increasing risk factors that women present with.




Benefits

Risk assessment

Real time simulation to help develop the systems and process for emergencies by identifying the system and Human Factors elements that when
they occur in real emergencies can have a direct effect on the outcome form women and babies.

This type of training develops the leadership and team skills of the MDT who work regularly in high risk obstetrics.

We have an in-house group of enthusiastic and skilled clinicians (anaesthetists, obstetricians, midwives) who are willing to participate as faculty
in running the training regularly.

The low fidelity training session is acceptable in terms of meeting the CNST standard but there is enormous added value for safety in
encouraging teams to undertake the accredited, high quality PROMPT training.
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Maternity incentive scheme - Board declaration Form

Trust name |Weslem Sussex Hospitals NHS Trust
Trust code T673

An electronic signature must also be uploaded. Documents which have not been signed will not be accepted.

Safety actions Action plan Funds requested Validations
Q1 NPMRT Yes -
Q2 MSDS Yes -
Q3 Transitional care Yes -
Q4 Medical workforce planning Yes -
Q5 Midwifery workforce planning Yes -
Q6 SBL care bundle Yes -
Q7 Patient feedback Yes -
Q8 In-house training Yes Yes - You have met the action as well as submitting an action plan, please check
Q9 Safety Champions Yes -
Q10 EN scheme Yes -

. You have a validation on 1 safety action. Please recheck tab A (Safety actions) and/or B (Action plan
Total safety actions 10 1 entry) before discussing with your board and commissioners before submitting this form to NHS
Resolution.

Total sum requested -

Sign-off process:

Electronic signature

For and on behalf of the board of |Westem Sussex Hospitals NHS Trust

Confirming that:

The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity safety actions meets standards as set out in the safety actions and technical guidance document and that the self-certification is accurate.
The content of this form has been discussed with the commissioner(s) of the trust's maternity services
If applicable, the Board agrees that any reimbursement of maternity incentive scheme funds will be used to deliver the action(s) referred to in Section B (Action plan entry sheet)

We expect trust Boards to self-certify the trust’s declarations following consideration of the evidence provided. Where subsequent verification checks demonstrate an incorrect declaration has been made, this may indicate a failure of board governance which the Steering group will
escalate to the appropriate arm'’s length body/NHS System leader.

Name:
Position:
Date:
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Report Title: Annual Board Report for Appraisal and Revalidation
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Purpose of the report:
Information

Assurance

Review and Discussion Approval / Ag

Reason for submission to Trust Board in Private only (where relevant):

Commercial confidentiality ] Staff confidentiality [
Patient confidentiality O Other exceptional circumstances L]

Link to Trust Strategic Themes:

Patient Care v Sustainability v

Our People v Quality v

Systems and Partnerships v

Quality Revalidation is the process for determining whether doctors are fit to practice. It
drives quality improvement and patient safety through medical appraisal.

Financial The Trust has a statutory obligation to provide the resources required to support

the successful implementation of revalidation.

Additional licence requirements

Workforce The duties of the Responsible Officer have considerable overlap with HR
processes. Areas where HR need to support the RO include, systems and
processes, advice on employee relations and employment law, resources for case

management and case investigation and training and induction.
Link to CQC Domains

Safe 4 Effective 4
Caring v Responsive v
Well-led v Use of Resources v

Communication and Consultation:

Executive Summary:

This report is to update the Trust Board on revalidation and medical appraisal. The report provides
the necessary assurance to allow a positive Statement of Compliance to be made to the higher-level
Responsible Officer.

Key Recommendation(s):

(a) The Board is asked to accept this report as evidence of progress implementing revalidation and
medical appraisal. The annual report is to be shared with the higher-level responsible officer

(b) The Board is asked to approve the ‘Statement of Compliance’ confirming that the organisation, as
a designated body, is in compliance with the regulations




Western Sussex Hospitals NHS

NHS Foundation Trust

To:  Trust Board Date: 25" July 2019
From: Christopher Smith Agenda Item: 20
Assistant Medical Director for Appraisal and Revalidation

FOR DECISION & INFORMATION

ANNUAL BOARD REPORT FOR APPRAISAL AND REVALIDATION

1.0 INTRODUCTION

1.01 Medical Appraisal and Revalidation is well established in the Trust. The second cycle of GMC
revalidation is underway. An Independent Verification visit from NHSE took place in 2015 and
found good evidence of high standards throughout and we are due a follow up review later this
year. The electronic platform, Healthmedics by Allocate Software introduced in October 2016,
has bedded in and is used by all doctors during Trust appraisal. All appraisal activity is
supported and reviewed by the Revalidation Team and the Medical Workforce and Appraisal
Governance group.

The purpose of this paper is to update the Trust Board on revalidation and medical appraisal
and to give the necessary assurance to allow a positive Statement of Compliance to be made
to the Higher Level Responsible Officer.

2.00 SUMMARY OF PROPOSAL

2.01 This paper updates the Trust Board on revalidation and medical appraisal for the 2018/19
reporting year, 1% April 2018 to 31* March 2019. It provides the supporting information to
enable completion of the Statement of Compliance required for the Higher Level Responsible
Officer.

Reviewing the Trust's revalidation and appraisal performance from April 1% 2018 to March 31*
2019 shows that on the 31% March 2019, the Trust had a prescribed connection with 497
doctors (466 in 2018 and 431 in 2017). This includes permanent and fixed term consultants,
staff and associate specialist grade (SASG), medical bank and medical training initiative (MTI)
doctors.

Trainee doctors have a connection with Health Education England, eg HEKSS, rather than the
Trust.

Regarding the 497 medical staff with a prescribed connection to WSHFT:
451 had a completed appraisal which is 90.7% for 2019
399 completed in 2018 which was 85.6%
347 completed in 2017 which was 80.5%

This represents a continued improvement in appraisal engagement, particularly by permanent
staff whose appraisal return rate is 96% (91% in 2017/18).

Within the 497 medical staff, there are 155 Locally Employed Doctors, (LEDs). These doctors
are short term, temporary or bank doctors and they represent a further increase on the 128
LEDs linked last year.
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2.02

3.00

4.00
4.01

123 (79.4%) LEDs had an appraisal during the 2018/19 reporting year, at WSHFT or before
starting at the Trust, an increase on the 74% appraised last year.

31 LEDs were not due to have an appraisal in the reporting period, being new to the NHS or
having started at WSHT late in the year. LEDs present the most challenging to support and
engage with appraisal and revalidation, due to the temporary nature of their work.

A high proportion of WSHT doctors are in their second revalidation cycle, 104 revalidation
submissions were made to the GMC in the reporting year 2018/19, compared to 35 in the
previous year. 6 were deferred due to insufficient information 2 of which were subsequently
revalidated within the reporting year. No doctors were declared ‘non-engaged’, although one
REV 6 submission was made. A REV6 is a request to the GMC to send a ‘non-engagement
concern’ letter to a doctor.

The Trust has a statutory duty to support the Responsible Officer in discharging their duties
under the Medical Professional (Responsible Officer) Regulations® and it is expected that
provider boards will continue to oversee compliance by:

¢ Monitoring the frequency and quality of medical appraisals in their organisations

e Checking there are effective systems in place for monitoring the conduct and performance
of their doctors

¢ Confirming that feedback from patients is sought periodically so that their views can inform
the appraisal and revalidation process for their doctors

e Ensuring that appropriate pre-employment background checks (including pre-engagement
for Locums) are carried out to ensure that medical practitioners have qualifications and
experience appropriate to the work performed

RECOMMENDATIONS

(@) The Board is asked to accept this report as evidence of progress implementing
revalidation and medical appraisal. The annual report is to be shared with the higher-level
responsible officer

(b) The Board is asked to approve the ‘Statement of Compliance’ confirming that the
organisation, as a designated body, is in compliance with the regulations

GOVERNANCE ARRANGEMENTS
Responsible Officer (RO)

Dr George Findlay

Assistant Medical Director for Revalidation and Appraisal (AMD)

Dr Christopher Smith

Senior Appraisers (SA)

Core: Dr Sean McHale

Medicine: Dr Mike Chard (retired March 2019)
Surgery: Mr David Beattie

Women and Children: Dr Emma Rutland

! The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General
Medical Council (Licence to Practice and Revalidation) Regulations Order of Council 2012’
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Radiology: Dr Nick Ashford (retired March 2019)
Hospices Dr Emma Rutland (since April 2019)

Following the retirement of Nick Ashford at the end of March, Sean McHale has taken on the
role of SA for Radiology. Two new senior appraisers have been appointed to replace Mike
Chard

Nick Pegge - will take responsibility for doctors working in Emergency Medicine, Acute
Medicine and Care of the Elderly

Khurrum Baig - will take responsibility for the remaining doctors within the Medicine Division.
Emma Rutland has expanded her role to include doctors working at St Barnabas and St
Wilfrid’s Hospices for whom Chris Smith acts as Responsible Officer.

Medical HR Lead

Mrs Mandi Atkinson

Revalidation Manager

Ms Lynn Helyer

Revalidation Administrator

Ms Rebecca Downer

The Medical Workforce Governance and Appraisal Group

This group is chaired by the RO and is held quarterly. It is attended by the MD, AMD,
revalidation manager and representation from Employee Relations Team/HR. The group
oversees GMC concerns, local concerns, and any appraisal or revalidation issues, policy and
procedures.

The Medical Appraisal and Revalidation Group (MARG)

This Group oversees the implementation of revalidation and appraisal and is chaired by the
AMD and attended by the Senior Appraisers, SASG lead, the revalidation team, Hospice Leads
and Lay Representative, (Roger Hammond, retired March 2019 - the new Lay Representative
is Jonathan Todd, Governor, WSHFT). The committee meet quarterly and work to terms of
reference defined within the appraisal policy.

Maintaining the list of doctors with a prescribed connection to WSHFT

The Revalidation Manager updates the list of doctors with a prescribed connection to WSHFT
as their designated body, by adding or removing them from GMC Connect. The GMC Connect
list of doctors is validated against Electronic Staff Record (ESR) data on a monthly basis.

Internal Assurance

Internal assurance follows the recommendations of the NHS England Framework for Quality
Assurance for Responsible Officers and Revalidation (2014).

Policy and Guidance

The NHSE Medical Appraisal Policy (NHS England 2015)
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5.01

In accordance with the NHSE Medical Appraisal Policy, the doctors’ appraiser is allocated by
the Revalidation Team. The allocations are based on the appraisees’ previous appraiser
history, appraiser availability, specialty and location. Obvious conflicts of interest are avoided
and where possible, doctors will keep the same appraiser for three consecutive years. These
recommendations are facilitated by the introduction of the Allocate appraisal software in
October 2016.

There are additional ROANs (Responsible Officer Appraisal Network) information sheets
relating to proportionate submission of evidence at appraisal and tracking scope of work for
trainees.

The Trust Appraisal and Revalidation policy was revised and updated in March 2019 to reflect
the use of the new Allocate e-appraisal software, the NHSE policy, to align with BSUH and
clarify “due by” dates.

Improving the Inputs to Medical Appraisal (NHS England 2016)

This document provides guidance on the necessary supporting information for doctors
undertaking their appraisal and includes templates and checklists and recommendations for
those having annual reviews outside their designated body. Further guidance is provided on
supporting information in the context of those undertaking low volumes of work and obtaining
patient feedback in non-standard situations.

Information Flows to Support Medical Governance and Responsible Officer Statutory Function
(NHS England 2016)

This guidance sets out the main channels along which information about a doctor’s medical
practice may need to flow, in support of good medical governance and the statutory duties of
the responsible officer and in support of patient safety and quality of care. This guidance
includes a pre-employment checklist with which WSHFT complies.

MEDICAL APPRAISAL

The Trust's medical appraisal rate for doctors with a prescribed connection to WSHT, as
reported in the AOA (Annual Organisational Audit) to NHS England, has continued to improve
and in the 2018/19 reporting period was 90.7%. This represents a rise of 10% in two years
against a backdrop of an additional 66 doctors in the same period.

2016/17 2017/18 2018/19
Number of doctors 431 466 497
Number of completed appraisals 347 (80.5%) | 399 (85.6%) | 451 (90.7%)
Approved incomplete or missed appraisals 57 (13.2%) 45 (9.7%) 41 (8.2%)
Unapproved incomplete or missed appraisals 27 (6.3%) 22 (4.7%) 5 (1.1%)

Missed and incomplete appraisals

There were 41 approved incomplete appraisals, 31 were LEDS (Locally Employed Doctors)
whose appraisals have not been completed as they were not due or they had been in the Trust
less than 3 months. The remaining 10 have acceptable reasons for missing an appraisal, such
as long tern sickness, maternity or paternity leave.

This year, 5 doctors failed to complete an appraisal in the reporting year. One was issued a
REV 6, one retrospectively informed the Revalidation Team of complex family issues, one was
catching up from previous delayed appraisals, due to long term appraiser sickness, the
remaining two were delayed without explanation. All have since had their appraisal.

As in previous years, time, work and life pressures affecting appraisees and appraisers were a
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5.03

contributory factor to appraisals being missed or incomplete. Examples include reasons
mentioned above, retirement and recent return to work of appraisees or recent appointment to
post. Variations in speeds of uptake, familiarity and understanding of the Allocate system for
doctors new to the Trust continue to generate delays, but this is improving.

The recent BDO audit highlighted the appraisal “due date” was open to significant variation in
interpretation, which in some cases lead to delays in appraisal completion and sign off. This
has been addressed in the Trust Policy.

Appraiser Numbers

There are currently 67 active appraisers, including the Medical Director, AMD, 5 Senior
Appraisers, 8 Clinical Directors and all 4 Chiefs of Service. Since April 2018 seven doctors
have attended new appraiser training and have been initiated into the role. A further 7
attended new appraiser training on 1% April 2019. Each appraiser is awarded 0.5 SPA towards
their job plan. To maintain and develop their skills, appraisers are expected to undertake
between 8 and 10 appraisals a year.

The Trust continues to provide appraisals for the two local hospices under a Service Level
Agreement.

The revalidation team complies with the NHSE Medical Appraisal Policy (NHS England 2015)
in that appraisers are allocated to appraisees. This helps even out the workload for appraisers.

Quality Assurance

The number of completed appraisals for 2018/2019 has increased from 399 in 2017/18 to 451.
The number of linked doctors has risen from 466 to 497. The percentage appraised has
increase to 90.7% from 85.6%.

Consultant and SASG doctor numbers are similar to last year and the return rate for appraisals
in this group is 95%.

The temporary/short term contract holder numbers continues to increase from 92 in 2016/17,
128 in March 2018 to 155 in March 2019, of these 79% had an appraisal in the reporting
period.

The Trust's quality assurance follows the NHS England Quality Assurance Framework.

Quarterly Reporting

Data on the appraisal rate is reported quarterly to NHS England by the Revalidation Manager.

Annual Organisational Audit

The 2018/19 Annual Organisational Audit (AOA) was submitted in May 2019 to NHS England.
It enables benchmarking against other comparable organisations. The full report is not out yet
for comparison purposes. Trend data to 2017 is available below, with a different format of trend
data presented by NHSE up to 2018
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. . . England
Annual Organisational Audit 2016/17
South data
-
Responses 155 (100%) 157 (100%) 167 (100%)
Connected doctors 31,722 33,308 34,081 Q
Appraisal rate 88.5% 87.5% 91.6% 4

www_england.nhs_uk

NHS|

AOA 2016/17: Appraisal rates (South) "

Previous year comparison

I N T 201617

Doctors % Doctors %
Complete 20128 87.5% 31,210 91.6% 4
Incomplete or missing 2915 8.8% 2031 6%
(approved) ; o : ? *
Incomplete or missing 1263 3.8% 840 259 *
(unapproved) ' ' '
Totals 33,306 100% 34,081 100%

www.england.nhs.uk
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AOA 2016/17: Appraisal rates En%

South performance against national rates

2016/17

Connected doctors

Consultants 91.7% 916% o
SAS 87.0% 89.6% 4¢
Performers List 95.2% 96.2% Q
Practising Privileges 87.4% 100% Q
Temporary/short term 78.8% 79.2% *
Other 91.2% 93% *
Totals 90.7% 91.6% *

www_england.nhs_uk
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Acute trusts with appraisal rate less than 91.6%
England
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Last year (2017/18) WHSFT was below the national and regional average when compared to
2017. The 2017 graphs outline acute Trusts performance, with 14 being above the national
average and 22 (including WSHFT) falling below. The organisations missing from the data set
are smaller organisations such as hospices and smaller care groups, whose appraisal return is
often 100%, tending to slightly skew results to larger Trusts disadvantage.

The 2018 AOA trend data is reported below.

Ups and downs - what do the numbers tell us?

Number of Designated Bodies in the South at 31 March 2018 by sector type

. Acute hospitabsecondary cane foundation trust
@ Acute hospital
@ Mertal health foundation trust

care non-f trust

Mertal health non-foundation trust

NHS England (local office)

Dithar KHE fr trust, trust, ete )

Othver NHS non-foundation ust (care trust, ambulance trust, etc)

Epecial health autorities

) 20080

MNHS sector, heakheare previder

MNHS sector, charity

@ Independent/non-NHS sector, hospie
@ Independent/non-NHS sector, other non-NHS
Independent/non-HHS sector, locum agency

Independent/non-NHS sector, faculty

NHS seclor, academic

Independent/non-NHS sector, armed forces

P NHS sector, s
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2014115 2015/16 2016/17 2017118

Doctors % Doctors % Doctors % Doctors %
Complete 27,187 8850% 29,128 8750% 31210 9160% 32453 90.90%

_ Incompleteor g 7% 2915 880% 2,031 6% 2317  650%
missing (approved)

_ . Incompleteor 4599 4600 1263 380% 840  250% 913  2.60%
missing (unapproved)

Totals 30,722 100% 33,306 100% 34,081 100% 35,683 100%

Appraisal rates in the South region

100.00%
90.00% S —
80.00% — Camplete
T0.00%
il —Incomplete or miming
50.00% (approved)
20.00%
- Incomplete or misting
ol {unapprovad)
W0.00%
1000% -
0.00%
2014/15 015/16 2016/17 2017/18

Appraisal rates by doctor type

100.00%

98.10%

90.00%

B0.00%

77.10%

70.00%

G0.00%
. south

50.00%

40.00%

30.00%

2000%

10.00%

0.00%

Consultants SAS Performers List Practising Privileges  Temporary/short term Other
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South Region Appraisal rates by organisation type 2017/18
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Responsible Officer and Appraisal Leads network attendance 2017/18

o Canral

QL Jwne B Juby 2017

W [
W West

W South East
B outh West

QF; Sertd Ot 2017

G February 2018

Thee table oo dzcuszions with colleagues
Jbews the apars
experi and idea:

GP revalidation
and helpful

Fhia the thres wise “cecpis”
il Ui gl Whell e,
ST A i e oo

Nansivery s sl e,

arining rro amcury. TEE R
FUREl iMpaTTARe UGt Anc was

G SPEOTILA B 10 Pt peatle afd Kiteh 15
e il aom manaped alawters and in
diflerert crpansetiors. Hel s ban
whate we wa. | bud the discaakon abeut

Parfoimas assaismerd ond how that cas femd
e bl seunl aesd @i caraldaring &

At 15 N

onmanaging o

des n sppreical

Take home messape: Alaays
ross refercnce your RO decisions

The pisce And wariety of the meeting is
uz=hal. Buch of tne interesting work
octus during the cace iscussions,
Either in plamsry or smail growps.

Page 11 of 19



The Higher Level Responsible Officer Quality Reviews ensure compliance and understanding of the RO
regulations and are an excellent forum for sharing good practice, identifying challenges and discussing
areas for improvement. Feedback is sought from the organisations, review teams and lay
representatives - some of which is reflected below:

HLROQRs started in 2015 (originally as Independent Verification Visits).
To date 151 Designated Bodies have had a review.

The purpase of o

SUFIng itwas 3

worthehile

“Spme food for Ehought for our
Organ saton’.

Pawr ED

Of that number 44 organisations joined one of 11 ‘Small Designated Bodies’ HLROQRs
for those who had a small number of prescribed connections.

e the craanisasiens’, i demnel viom wsmn o by Condd
Thae yisiing team wns sery o raupn vim mepw e ol ke g with eeime
andl relinble, seranging phone cals Sl eas Sy prni s wite barm alnrachy wniisddad

with appmises and Trustzes in provmcss was ey beipll. Carsiniy
advance. Their approach was open mlﬂlleﬂ--n'rlnn- walthin casr
ana inchusiver. "

Sl Dewigrted Gady

In the 2018/19 reporting year, the WSHFT appraisal rate has improved to 90.7% with 96% for
all permanent staff. There is further room for improvement, but this is mainly the short term
and temporary LEDs. Our data compares favourably with appraisal rates for other acute
hospitals in the region.

In two years, the number of completed appraisals has increased from 347 in 2016/17 to 451 in
2018/19

Future efforts will attempt to address temporary doctors’ appraisal needs as part of improving
the appraisal processes in general (see below)

Quality assurance of appraisals

The BDO audit of WSHFT appraisal processes in April 2018 highlighted that processes and
quality of appraisal and appraisal processes were good in some areas with some
recommendations for improvement. The full audit report is part of last year's AAR.

The WSHFT revalidation team introduced the concept of a “due by date” to encourage more
timely completion of appraisal meetings, with some evidence of success. Improvements to the
adequate completion of appraisal summaries, with improved PDP and reflection has been
highlighted in appraisal update meetings, bulletins and supported by Senior Appraiser
feedback using the ASPAT scoring tool where appropriate. This will be reviewed in a higher
Level Responsible Officer Quality Review due in the autumn 2019
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Complaints and Serious Incidents

There have been no complaints or serious incidents arising from appraisal or revalidation.

Quality assurance of Appraisers

Quality assurance is embedded during the recruitment and training processes for appraisers
and senior appraisers. There are appraiser development updates, feedback to appraisers from
appraisees and seniors appraisers as part of appraisers’ scope of practice and at final sign off.

Recruitment

Appraisers are recruited using a job description and person specification. New appraisers
discuss the role with the divisional senior appraiser and are required to attend an approved
training course. New appraisers have an experienced appraiser sitting in for their first one or
two appraisals, offering feedback and support in line with NHSE recommendations.

Appraiser development

There are two development workshops for appraisers each year. These include updates and
information sharing from national appraisal updates and RO network meetings, presented by
the AMD, senior appraisers or invited outside speakers.

Appraisal for Appraisers

The appraiser role is considered during appraiser’s annual appraisal and forms part of these
doctors’ scope of practice. This includes a review of their appraisees’ feedback.

Quality Assurance of appraisals

The senior appraisers review all appraisals for completeness and quality. They provide
support and feedback to appraisers as part of the final sign off process (see below). This area
of feedback was surveyed this year and appraisers and appraisees reported that senior
appraisal advice to be helpful.

Final sign off

Final sign off continues to be a key role for senior appraisers who review each appraisal to
ensure appropriate supporting information has been included and that appraisals reach the
standards required for revalidation. The need for feedback is at the discretion of the senior
appraiser, guided by the ASPAT tool and always given if the appraisal is returned for any
reason or needs further work, which is a feature in built into the allocate system.

Following a successful appraisal completion or second/final sign off, it is possible to provide
qualitative feedback via individual e-mail, but currently this has to be uploaded by hand into
allocate. This limitation on the positive feedback loop element is something the revalidation
team continues to discuss with Allocate Software. QA reference tools, provided by NHSE, help
standardise and support this process.

Doctor’s feedback on the guality of their appraisals

Appraisees are obliged to provide feedback about the organisation of the appraisal, the
appraisal process and their appraiser. The Revalidation Team review the feedback and share
/action as appropriate. Responses indicate continued high levels of satisfaction of the
appraisal process by those being appraised.
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Access, security and confidentiality

Information is held securely in the Allocate web-based appraisal folders and only accessible to
appraisers, the relevant senior appraiser, AMD for revalidation and appraisal, responsible
officer and revalidation administrators.

Clinical Governance

The Trust provides data for doctors undergoing their appraisal as a consultant data pack from
the IT department. Other information available includes mandatory training status, declaration
of interest and datix summary. Triangulation of employment HR details, Chief of Service and
Line manager review, outstanding investigations and GMC notices occur via the RO checklist
prior to a revalidation recommendation.

REVALIDATION RECOMMENDATIONS

2017/18 | 2018/19
Number of recommendations made 35 104
Recommendations completed on time 34 103
Positive recommendations 21 98
Deferral requests 14 6
Non-engagement notifications 0 0
Late recommendations 1 1
REV 6 submissions 0 1
Number of formal investigations carried out under MHPS 4 ?

In 2017/18 3 deferrals were subsequently revalidated and in 2018/19, 2 deferrals were
subsequently revalidated.

RECRUITMENT AND ENGAGEMENT BACKGROUND CHECKS

The TRAC system provides a robust and auditable process for all recruitment including
Medical Bank, fixed term and substantive posts (excluding Agency locums) for pre-employment
and ID checks including Revalidation and RO references. As per guidance, transfer of RO to
RO information is not requested until the new incumbent starts at the Trust.

Locum doctors

Locum doctors arranged through the Temporary Staffing team are sourced via NHS CPP
National Clinical Staffing Framework and Crown Commercial Solutions (CCS) Framework
Agencies, which are NHSi compliant and have responsibility for ensuring Locums comply with
pre-employment requirements/checks.

If it is not possible to source a locum through either Framework Agency, the Division
authorises the use of a non-framework agency, the Temporary Staffing Team will ask the
Agency to complete a RO type reference and checklist to confirm that all the necessary checks
have been fulfilled.

MONITORING PERFORMANCE

Doctor’s performance is monitored at Clinical Lead, Divisional and Executive levels.
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At divisional level, performance of individuals, teams and specialities are monitored through the
monthly divisional operational and governance meetings and at the quarterly divisional
governance reviews. These meetings incorporate service line management, complaints and
litigation, risk reporting and mortality and morbidity data.

At executive level the medical director monitors Clinical Outcome Benchmarking data from Dr
Foster including relevant alerts and handles any concerns that arise according to the Raising
Concerns Policy.

Performance concerns can also be raised through the appraisal process and the process for
this is defined in the Remediation and Re-skilling Policy. No serious concerns arose about
performance at appraisal in the 2018/19 appraisal year.

RESPONDING TO CONCERNS AND REMEDIATION

For the period April 2018 to March 2019 there were 2 formal investigations carried out under
Maintaining High Professional Standards (MHPS). One of these led to no formal action and
one is still in progress.

No members of medical staff were excluded from work or had formal restrictions on their
practice imposed.

The Employee Relations team continue to support the informal management of concerns
wherever appropriate, ensuring that advice is also sought from NHS Resolution and our GMC
Liaison.

RISKS AND ISSUES
Medical Appraisal Rates

The overall medical appraisal rate remains below the National target of 95%. The rate is better
than previous years at 90.7% (up from 80% and 85.6%) and compares favourably with acute
trust hospitals in the region.

The impact of increasing numbers of temporary/short term doctor numbers and not being able
to discount doctors whose appraisal does not fall due, reduces the documented overall
appraisal completion rate. The completion rate for permanent doctors is 96%, which may be
hard to improve upon.

WSHFT overall completion rate has picked up following further clarification of the “due by
date”. Moving “due by dates” away from the end of the reporting year has helped reduce late
appraisals becoming missed appraisals and this process continues to be modified.

Using escalation processes, for delays in completion has, to date, been a rare intervention.
For repeat offenders, it may become a necessary tool to use under the direction of the Medical
Workforce Governance and Appraisal Group. In 2018/19, WSHFT sanctioned one REV6
(notice to the GMC of non engagement with appraisal). The issue is being resolved, does not
involve patient safety concerns and is under review.

Since April 2017, monthly Strategy Deployment Review (SDR) meetings have taken place
within each division. Appraisal is a key metric in the SDR scorecard, raising the profile of
appraisal engagement with Clinical Leads. Counter measures are put place if the metric is red
flagged. This process is helpful, but it does not directly correlate with the AOA metric
requested by NHSE for completed and fully signed off appraisals related to due date.
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EXECUTIVE TEAM REFLECTIONS (draft suggestions)

The number of doctors linked to WSHFT and the number of medical appraisals undertaken at
the Trust has increased. It is noted on the Allocate software system; there is an increase in
total number of linked doctors to WSHFT with a disproportionate increase in temporary/short
term doctors including a higher proportion of overseas doctors working in the UK for the first
time. Many of these doctors are encountering the GMC’s enhanced appraisal process for the
first time. Howard Lewis, from the GMC and Dr Adrian Richardson (SASG lead) have been
looking at further support for this group of doctors.

This year's improved appraisal rate is anticipated to continue in the next reporting year by
concentrating efforts to supporting the Locally Employed (short term and temporary) Doctors
(LEDs)

Year on year increases 6.5% (18/19) 8.1% (17/18) and 3.5% (16/17) of doctors with a
prescribed connection to the Trust, as the Designated Body, has been observed.

The overall Trust appraisal rate will be compared to the 2018/19 national average when the
report becomes available, but at 90.7%% it is not far from desired target level of 95% and last
year’s national level of 90.9%.

Work will continue to raise the appraisal rate towards the desired level of 95%. We will
continue to identify reasons for late appraisals and develop support for those doctors who need
it.

The new Allocate system sends out reminders and facilitates identifying, chasing and
supporting those falling behind. Timely reminders from the revalidation team follow.
Subsequent escalation will be through the Medical Workforce Governance and Appraisal
Group, set up in March 2018.

Over the last year appraisers have continued to meet the increase in demand and while
significant progress has been made with doctors on temporary and short-term contracts there
is more to do. ldentifying a doctors appraisal needs after time away, working irregular hours on
the bank, dipping in and out of training posts or returning from abroad continue to present a
variety of challenges.

Corrective Actions, Improvement Plan and Next Steps

Actions for the Trust in 2019/20 are shown below:

o Provide Designated Body Statement of Compliance to NHS England

o Continue to liaise with Allocate Software team regarding system developments to
improve and streamline the e-appraisal system.

o Prepare for up coming HLROQR visit (Autumn 2019)

) Continue work to raise the appraisal rate towards 95%, particularly focusing on Locally
Employed Doctors (LEDs) and maintain the 96% appraisal rate achieved by permanent
staff

o Ratify the Trust Appraisal Policy, updated March 2019

o Continue to develop the role of the Medical Workforce Governance and Appraisal Group
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Continue to develop and support the role of Senior Appraisers
Continue the appraiser updates and bulletins

Continue to disseminate RO network advice, updates
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Appendix 1
Designated Body Statement of Compliance
The board of Western Sussex Hospitals NHS Foundation Trust has carried out and submitted an

annual organisational audit (AOA) of its compliance with The Medical Profession (Responsible
Officers) Regulations 2010 (as amended in 2013) and can confirm that:

1. A licensed medical practitioner with appropriate training and suitable capacity has been
nominated or appointed as a responsible officer;

‘ Requirement satisfied

2. An accurate record of all licensed medical practitioners with a prescribed connection to the
designated body is maintained;

‘ Requirement satisfied

3. There are sufficient numbers of trained appraisers to carry out annual medical appraisals for all
licensed medical practitioners;

‘ Requirement satisfied

4. Medical appraisers participate in on-going performance review and training / development
activities, to include peer review and calibration of professional judgements (Quality Assurance
of Medical Appraisers or equivalent);

Requirement satisfied

5. All licensed medical practitioners? either have an annual appraisal in keeping with GMC
requirements (MAG or equivalent) or, where this does not occur, there is full understanding of
the reasons why and suitable action taken;

Requirement satisfied

6. There are effective systems in place for monitoring the conduct and performance of all licensed
medical practitioners®, which includes [but is not limited to] monitoring: in-house training,
clinical outcomes data, significant events, complaints, and feedback from patients and
colleagues, ensuring that information about these is provided for doctors to include at their
appraisal;

‘ Requirement satisfied

7. There is a process established for responding to concerns about any licensed medical
practitioners' fitness to practise;

‘ Requirement satisfied

8. There is a process for obtaining and sharing information of note about any licensed medical
practitioners’ fitness to practise between this organisation’s responsible officer and other

? Doctors with a prescribed connection to the designated body on the date of reporting.



responsible officers (or persons with appropriate governance responsibility) in other places
where licensed medical practitioners work;

Requirement satisfied ‘

9. The appropriate pre-employment background checks (including pre-engagement for Locums)
are carried out to ensure that all licenced medical practitioners® have qualifications and
experience appropriate to the work performed; and

‘ Requirement satisfied ‘

10. A development plan is in place that addresses any identified weaknesses or gaps in
compliance to the regulations.

‘ Requirement satisfied ‘

Signed on behalf of the designated body

® Doctors with a prescribed connection to the designated body on the date of reporting.
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Communication and Consultation:

Executive Summary:

This report provides the Board with a report on matters for which the Trust has complied with a NHS |
or other regularly requirement. This report does not seek to duplicate matters that are subject to
separate agenda items at today’s board meeting.

Annual report, quality account and financial statement

The Trust was required to submit its audited annual report, quality account and financial statements to
NHS | by noon on the 29 May. A further submission is required by the Trust to submit these as one
combined file to NHS | by the 19 July. The Trust achieved these requirements.

The Trust has published its annual report and accounts on its web site at
(https://www.westernsussexhospitals.nhs.uk/your-trust/about/annual-report/). The annual report will be
presented to the public, members and governors at the Council of Governors meeting which is part of
the Trust’s Annual General Meeting on the 25 July.

Quality Account

The Trust was required to submit its audited quality account to NHS Choices by the 30 June and
place this on the Trust’'s website. The Trust complied with this requirement and the quality account
can be found on the their web site

at https://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=1715).
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Learning from deaths report and annual report (both are attached as an appendix to this report)

The Trust is required to receive reports on learning from deaths. The Board is reminded that the detail
of this report has been scrutinised by the Quality Assurance Committee especially in respect of the
Trust’'s processes for learning from the review of deaths. The focus for learning is to improve the
Trust’'s processes. The outcome of this learning manifests itself in the Trust’'s mortality indices; these
are tracked within the routine report to the Board as part of the Integrated Performance Report.

Key Recommendation(s):

The Board is recommended to

NOTE the Trust has complied with the requirements to submit the Trust’s annual report and accounts
to NHS | and has published these documents on its website.

NOTE the Trust has complied with the requirement to submit the Trust’'s Quality Account and
published this on the NHS Choices web site and as part of the Trust’'s annual report it has been
published on the Trust's website.

NOTE the Trust's learning from deaths report and note the learning identified from the structured
judgement review process.
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Author(s): Tim Taylor Medical Director, Simon Higgs Clinical Effectiveness

Report previously considered by

and date:

Purpose of the report:

Information d Assurance v

Review and Discussion v Approval / Agreement Ul

Reason for submission to Trust Board in Private only (where relevant):

Commercial confidentiality ] Staff confidentiality O

Patient confidentiality O Other exceptional circumstances O
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Any implications for:

Quality Learning and quality improvement from the review of deaths

Financial Nil

Workforce Training requirements and time for individuals to undertake and respond to learning

Link to CQC Domains:

Safe v Effective v

Caring v Responsive v
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Communication and Consultation:

A plan for communication is being developed

Executive Summary:

The purpose of the briefing is to update the Board of progress in the implementation of the
structured approach for reviewing the deaths of patients to provide assurance on care and
identify areas where it could have been improved

Key Recommendation(s):

The Board is asked to receive this report and note the learning identified from the structured
judgement review process.
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Learning from Deaths

Screening of Deaths

The Trust currently screens deaths at consultant level using a set of prompts designed to cover

broad areas where problems in care may occur with referral for Structured Judgement Review
where appropriate.

In Quarter 475.5% of deaths were screened through this process at the time of this report.

In addition deaths occurring in categories as defined in the ‘Learning from Deaths Policy’ are
automatically identified for SIR

It is recognised that the current process for screening is can lead to delays in identifying cases
for full review. The Trust continues to aspire to move toward a daily review process. This has
been delayed due to operational pressures and will take place in Quarter 2

Outcomes from Structured Judgement Reviews

Table 1 (LD refers to patients with learning difficulties)

Total
Deaths
(not LD)

Total
Deaths
Reviewed

Avoidable
Deaths*
(not LD)

LD
Deaths

LD Deaths
Reviewed
internally

LD Deaths
Completed
Reviews by

Avoidable
LD Deaths*

LeDeR
process

(not LD)

Total %
of deaths
reviewed

Jan 2019

210 14 0 2 2 0 0

6.6%

Feb 19

161 28 0 0 0 0 0

17.4%

March 19

191 20 *1 2 2 0 0

10.5%

Total (Q4
18/19)

562 64 0 4 4 0 0

9.7%

2.1

2.2

2.3

*Death more likely than not due to problems in the care of the patients

There has been one death identified in the SJR process in Q4 that was considered more likely
than not due to problems in the care of the patient. *It should be noted that this case continues
to be under investigation. It should also be noted that at the time of publication of this report
there are still a number of other Q4 cases where preliminary review raised concerns about the
quality of care undergoing further investigation and these will be included in future reporting.

The Department of Health provides a dashboard for Trusts to use to publish data on the
number of deaths that have been reviewed in their organisations. See Table 1. All deaths
occurring in Quarter 4 referred for SJR have been reviewed.

The table above shows the Q4 18/19 data for WSHFT. LD refers to deaths in patients with
learning disabilities. Note that ‘LD deaths reviewed' refers to the external LeDeR process. All
LD deaths have been reviewed internally. There are no completed LeDeR reviews for deaths
occurring in Q4.

The SJRs review 6 discreet areas of care. Table 2 shows the level of care that the patients
have been recorded as receiving across the reviews of deaths in quarter 4.




2.4 The SJRs also categorises problems into broad themes where issues identified. Table 3 shows
these for deaths in quarter 4

Table 2: Data labels show the number of responses for the criteria

Overall assessment

End of life care

Peri-op care

Care during a procedure

Ongoing care

Adm & initial man

0 10 20 30 40 50 60 70

B S1Verypoor MS2Poor [MS3Adequate MS4Good WS5Excellent

Table 3: Data labels show the number of responses for the criteria

Catergorisation of Problems

Problem in resuscitation following cardiac or respiratory arrest
Problem in clinical monitoring

Problem related to operation/invasive procedure

Problem with infection management

Problem related to treatment and management plan

Problem with medication/IV fluids/electrolytes/oxygen

Problem in assessment or diagnosis

o
[
~
<)
co
=

12

Structured Judgement Reviews Q4 - Learning

Overall Learning Themes Actions

Care Score

Excellent Examples of excellent best Feedback to relevant

Care interest discussions, clinical teams. Use as
multidisciplinary teamwork and examples in training
family/carer involvement in and to triangulation
planning developing and committee
implementing end of life plans.




Overall Learning Themes Actions
Care Score
Examples of the timely
recognition of deterioration and
treatment of sepsis
Good Care Examples of very well managed fractured | Feedback to relevant
neck of femur pathways in the very clinical teams
complex frail elderly patient
Examples of very good multidisciplinary
working and communication
Example of good management of delirium
and identification of cause in a very
complex patient
Good example of best interest and end of
life discussion related to learning disability
Examples of very clear escalation plans
Adequate Late best interest discussions related to | Ongoing feedback to
Care learning disability patients at end of life and liaison with the
Learning Disability
Strategy Group as part
of the broader work
Feeding into the End
of Life strategy
Over intervention and unclear ceilings of | development. Mortality
treatment related to end of life. Steering Group has
now merged with End
of Life Board.
Examples of delays in medical review | Use to inform work
post deterioration programme of the
deteriorating patient
group
Poor Care Examples of late recognition and Use to inform work

escalation in the deteriorating patient with
particular emphasis on changing blood
picture

Lack of monitoring of patients medically fit
for discharge. Limited consultant review
post fractured neck of femur and lack of
documented pre-operative risk
assessment

Lack of consultant review in the frail
elderly surgical patient

programme of the
deteriorating patient
group Feedback to
clinical teams. Raise
issue through
triangulation/ learning
forums

Feed back to fractured
neck of femur clinical
groups. Progress
standard reporting to
groups from SJR
process

Feedback to clinical
teams. Raise issue
through triangulation/




Overall Learning Themes Actions
Care Score
learning forums
Very Poor Delay in recognition and This refers to a single
Care treatment of deteriorating patient. case that is currently
undergoing further
Problems with inter-departmental review as a root cause
communication analysis and will be
presented at
Management of post procedural triangulation group and
complication other learning forums
once complete
3. Capacity and Risk
3.1 For reviews of deaths occurring in Q4 capacity has remained an issue as a slightly revised way
of working is established and new reviewers gain experience.
3.2 The newly appointed learning from deaths manager has been reviewing processes and the
Trust will be piloting a daily review process Quarter 2 2019
4, Summary Hospital-level Mortality Indicator (SHMI) and Hospital Standardised
Mortality Ratio (HSMR)
4.1 For the 12 months to March 2019 performance using HSMR is 94.9 (with 100 being the
expected). There have been no mortality outliers reported for WSHFT from the CQC or the Dr
Foster Unit at Imperial College.
Diagneses - HSMR | Mortality (in-hespital) | Apr 2018 - Mar 2018 | Trend (rolling 12 months)
Progress and Next Steps
51 The newly appointed Learning from Deaths Manager has reviewed and mapped the current

processes which is informing both changes to the review process and operational
management.




5.2

53

54

5.5

Learning from Death case presentations are now a standing item on the Triangulation
Committee agenda

A change in the current screening process to a ‘daily’ review process will be tested early in
Quarter 2 2019 with view to rolling out across the organisation

Learning from review activity continues to be presented in a number of internal and external
forums.

The newly amalgamated End of Life Board/Mortality Steering Group has met and has is
establishing new terms of reference

Recommendation

The Board is asked to receive this report and note the learning identified from the structured
judgement review process.
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Executive Summary:

The purpose of this report is to provide an annual overview of key themes, and outcomes arising from
the Learning from Deaths process at Western Sussex Hospitals NHS Foundation Trust (the Trust)
from the period of time beginning 01/04/18 until 31/03/19 (Q1-Q4).

Key Recommendation(s):

The Board is asked to note the contents of this report
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ANNUAL LEARNING FROM DEATHS SUMMARY REPORT 2018-19

INTRODUCTION

In December 2016, the Care Quality Commission report Learning, candour and
accountability* detailed concerns about the way NHS trusts investigate and learn
from the deaths of people in their care, and the extent to which families and carers
are involved in the investigations process.

Following the publication of the report, the Department of Health and Social Care
established the Learning from Deaths Programme Board, overseen by the National
Quality Board, to implement the report’s recommendations. In March 2017, the
National Quality Board issued national guidance for NHS trusts on learning from
deaths**. The purpose of the national guidance was to initiate a standardised
approach on learning from deaths in NHS trusts providing acute, mental health and
community health services. It included:

¢ The need to ensure governance arrangements and processes facilitate and
give due focus to the review, investigation and reporting of deaths,
including those deaths that are determined more likely than not to have
resulted from problems in care

e The appointment of an executive director and non-executive director to take
responsibility for oversight of progress

e Having a clear policy in place for engaging with bereaved families and
carers

When death is the outcome of illness it brings great challenge for families and carers.
Expected or not; the effect of losing a loved one and their experience of the care
provided leading up to death will have a lasting effect. We therefore have a duty to
families and carers to be advocates of their loved one who is no longer able to speak
by being open, transparent and willing to learn the lessons that emerge from their
clinical journey.

Western Sussex Hospitals NHS Foundation Trust (the Trust) is required to
demonstrate accountability for effective governance and learning from deaths of
patients not only whilst in their care but, in collaboration with other healthcare
providers where actions or omissions may have contributed to death. The Trust is
committed to making Learning from Deaths central to learning culture and
governance processes

The learning from deaths work is clearly closely linked with the process of learning,
candour and accountability related to the serious incident process. This report should
therefore be considered with both the trusts patient safety strategy and the annual
serious incident report 2018-19

Annual Learning from Deaths Report 2018-19
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1.6 The purpose of this report is to provide an annual overview of the activity, key themes
and outcomes arising from the learning from deaths process from the period of time
beginning 01/04/18 until 31/03/19 (Q1-Q4).

1.7 In 2018-19 the quality and governance process in relation to Sl investigation,
including management of the Duty of Candour (DoC) was reviewed. New policies
were written, the methodology of investigation refreshed and improved, and a
comprehensive accredited training programme implemented.

1.8  This report provides a summary of progress; providing assurance that appropriate
clinical governance arrangements are in place and acknowledging that improvements
are required in order to maximise the benefits of this learning process and imbed it as
central to our learning and quality improvement processes

*Learning, Candour and Accountability- A review of the way NHS trusts review and investigate the deaths of
patients in England, December 2016

**National Guidance on Learning from Deaths — National Quality Board March 2017

2.0 LEARNING FROM DEATHS METHODOLOGY

{ Patient Death ‘

}

( Consider referral to Coroner ]
¥

Screening

Screening review online by Consultant

i

Concerns raised/in a high risk category/

No concerns

referral through governance processes™®

L Random sampling

{ Structured Judgement Review J

Annual Learning from Deaths Report 2018-19
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‘ SIR Outcomes J

v
‘ All SRJs feedback to Consultant responsible J

Excellent—Good—Adequate ] ‘ Poor—Very Poor I
. v
Email feedback from ‘ 2nd review ’

mortality reviewer

. . ¥
Serious Incident ]
«----4 Panel review
Process /

[Individual practice } [System problems I
' '
[Face to face feedback J Feedback to Clinical
l leaders and governance

‘ Inclusion within appraisal ‘

Patient Inclusion/Methodology
group
Adult Structured Judgement Review is undertaken for
inpatient
Any death where independent review has been requested as a result of screening
o All deaths where bereaved families and carers, or staff, have raised a significant
concern about the quality of care provision that has not been addressed
¢ All deaths of those with significant mental illness or learning disability
NB a modified SJR is being developed nationally for severe mental illness
deaths which the Trust will adopt for appropriate cases once available
¢ All deaths in a speciality, particular diagnosis or treatment group where an ‘alarm’
has been raised either internally or via Dr Foster, CQC or any other external
source
e Any death within 24 hours of surgery
¢ Any death where death would be unexpected eg following elective surgery or in
low risk diagnostic groups
e Any death where any member of staff has raised a concern about care
Child Reviews of these deaths are mandatory and will be undertaken in accordance
(under 18) | with Working together to safeguard children * (2015) and the current child death

overview panel processes which is reflected in local policy for the management of

Annual Learning from Deaths Report 2018-19
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Inclusion/Methodology

sudden unexpected death in an infant or child
http://nww.westernsussexhospitals.nhs.uk/assets/Unexpected-Child-Death-JAR-Pathway-2019.pdf

Learning
disability

All deaths related to individuals with learning disabilities will be subject to a
Structured Judgement Review. Additionally the Trust will also support the external
LeDeR z2reviews and actively participate as members of the Sussex LeDeR
Steering Group.

Perinatal
and
maternity

All perinatal. deaths will be reviewed, using the new national perinatal mortality
review tool . All maternal and perinatal deaths are will meet the definition of a
Serious Incident and will be investigated accordingly in line with the local guideline
on maternal death http:/nww.westernsussexhospitals.nhs.uk/assets/cg1190-maternal-death-guideline-
v4.pdf

3.0

3.1

3.2

3.3

4.0

4.1

4.2

4.3

SCREENING OF DEATHS

The Trust currently screens deaths at consultant level using a set of prompts
designed to cover broad areas where problems in care may occur and referral for
Structured Judgement Review may occur through this process.

Between April 2018 and March 2019 a total of 885 of the 1113 (79.5%) adult
inpatient deaths were screened by consultants using the electronic screening
system.

The delays inherent in the current screening methodology are acknowledged and the
Trust is planning to implement a daily review process with a view to rolling this out
across the Trust in 2019-20. This will ensure that all deaths are screened in a timely
way.

STRUCTURED JUDGEMENT REVIEW ACTIVITY AND OUTCOMES

The Department of Health provides a dashboard for Trusts to use to publish data on
the number of deaths that have been reviewed in their organisations. See Table 1.

The table shows the Q4 18/19 data for WSHFT. LD refers to deaths in patients with
learning disabilities. Note that ‘LD deaths reviewed’ refers to the external LeDeR
process. All LD deaths have been reviewed internally. There are no completed
LeDeR reviews for deaths occurring in Q4.

The SJRs review 6 discreet areas of care. Table 2 shows the level of care that the
patients have been recorded as receiving across the reviews of deaths in 2018-19.
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4.5 It should also be noted that at the time of publication of this report there are still a
number of Q4 cases where preliminary review raised concerns about the quality of
care undergoing further investigation and these will be included in future reporting.
4.6 Table 1: (LD refers to patients with learning difficulties)
Total Total Avoidable LD LD Deaths LD Deaths Avoidable | Total % of
Deaths | Deaths Deaths* (not | Deaths Reviewed Completed LD deaths
(not Reviewed | LD) internally Reviews by Deaths* reviewed
LD) (not LD) LeDeR process
%‘arter 12018- 453 63 1 2 2 0 0 14.3%
Quarter 2 2016 427 71 0 1 1 0 0 16.8%
Quarter 3 2016- 530 79 1 3 3 0 0 15.5%
%‘arter 42018- 562 62 *1 2 2 0 0 11.4%
Total 2018/19 1972 275 3 8 8 0 0 14.0%
There has been one death identified in the SIR process in Q4 that was considered more
likely than not due to problems in the care of the patient. *It should be noted that this case
continues to be under investigation. It should also be noted that at the time of publication of
this report there are still a number of other Q4 cases where preliminary review raised
concerns about the quality of care undergoing further investigation and these will be included
in future reporting.
4.7 Table 2: Data labels show the scores for each phase of care
|
Overall assessment
End of life care
Peri-op care _
Care during a procedure
Ongoing care
Adm & initial man
|
0 50 100 150 200 250 300
M S1 Very poor MS2 Poor S3 Adequate M S4 Good W S5 Excellent
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LEARNING THEMES
Whilst the thematic learning highlighted in this report is focused on cases where poor
care has been identified it is important to note that the review process also
demonstrates that good and excellent care is also identified as part of this process. It
is important that this good and excellent care is also acknowledged and the Trust is
in the process of developing better ways of communicating this to staff and patients
as part of the learning from deaths process
Below are the main learning themes from review activity together with the broad
areas of action. These will be explored further in the full annual report
End of Life Care
e Late recognition of end of life
e Over intervention, lack of consideration of ceilings of treatment and unclear
ceilings of treatment plans at end of life
Actions:
e Merging of the mortality steering group and end of life board to support the
end of life strategy
e The Trust organised a collaborative end of life summit which agreed health
economy wide priorities for improvement. These include the implementation
of the national RESPECT tool
e Working with commissioners, primary care and academic partners to
establish a research programme focused on over intervention at the end of
life
Deteriorating Patients
e Late recognition of deterioration and delayed escalation
¢ Recognition and treatment of acute kidney injury and sepsis
Actions:
e Escalation prompts built into the Trusts track and trigger system (Patientrack)
from next upgrade in Q2 2019
e Alerting using mobile technology has been successfully piloted and will be
rolled out in Q2
e Programme of education has continued, led by the Trusts outreach teams
which has included study days, themed weeks, simulation and the use of
sepsis and AKI champions (AKI angels)
e Refresh of sepsis programme with a focus on emergency floors.
Senior Review
o Issues related to a lack of senior review

Actions:
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o Part of a broader action plan as part of the work on 7 day services strategy
5.6 Learning Disabilities

The Trust has proactively supported the LeDeR review process both through regular
attendance at the steering group hosted by Brighton and Hove CCG and supporting
reviewers should information be required related to our contact with the individual.

o Delayed best interest and end of life discussions
e Communication
e Family/carer involvement in care

Actions:

o Establishment of a learning disability strategy group and lead
e Learning from reviews is informing the development of strategy

6.0 SHARING LEARNING

6.1 There is close liaison between the clinical effectiveness team who manage the
learning from deaths process and the patient safety team. With the exception of the
individual feedback given post reviews, the broader sharing of learning follows the
process outlined in the serious incident annual report highlighted in figure 1 below.

6.2 It is recognised that there have been some limitations in sharing the learning from
mortality review and the further development of this through standard speciality
reporting closer liaison with speciality mortality and morbidity processes is a priority
area for development in 2019-20

Figure 1: Process for shared learning:

Triangulation Committee
Presentation PatientStony- =
Learning from Sericus Incident Monthly Peer Review -assess
investization how learning is cascaded and

. - . sharedvia safetyhuddles
|Exception report to Cual ity

Care and published in monthhy
Theme of the Wesak *

Divisions share leaming and T
feedback to Triangulation Patient Story published in
Committes atnext mesting- Trust Patient Safery Newsletter
each division presents laaming via Huddle Headlines, Trust
and recommendations Brief and on intranet

. e,
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6.3 The Trust has proactively shared learning from both the process and reviews across
a wider number of forums including:

e Commissioners as part of routine performance monitoring forum
e Primary care through GP education forum

o Kent, Surrey and Sussex AHSN through various networking events

7.0 PRIORITIES FOR THE LEARNING FROM DEATHS PROCESS 2019-20
¢ Pilot and staged implementation of a daily mortality review process in order to:
o Reduce time between death and identification of problems in care
0 Better targeting of structured judgement review activity
o Provide greater support for junior doctors
o Support the bereavement team process

e Continue to develop better ways of sharing learning with staff at all levels

8.0 RECOMMENDATION

The Trust Board is asked to NOTE the contents of this report.

Simon Higgs
Head of Clinical Effectiveness

July 2019
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