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Executive Summary

Context

The Chief Executive’s monthly update report to the Trust Board for April 2019 is attached. It
includes:-

(a) the Quality and Performance Dashboard for February 2019 attached at appendix 1 (the full
month 11 quality and performance report is available on the Trust’s public website and is
hyperlinked within this report);

(b) key issues relating to our Strategic Objectives and Annual Priorities.

Questions

1. Does the Trust Board have any questions or comments about our performance and plans
on the matters set out in the report?

Conclusion

1. The Trust Board is asked to consider and comment upon the issues identified in the report.

Input Sought

We would welcome the Board’s input regarding the content of this month’s report to the Board.
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For Reference
Edit as appropriate:

1. The following objectives were considered when preparing this report:

Safe, high quality, patient centred healthcare [Yes]
Effective, integrated emergency care [Yes]
Consistently meeting national access standards [Yes]
Integrated care in partnership with others [Yes]
Enhanced delivery in research, innovation & ed’ [Yes]
A caring, professional, engaged workforce [Yes]
Clinically sustainable services with excellent facilities [Yes]
Financially sustainable NHS organisation [Yes]
Enabled by excellent IM&T [Yes]

2.This matter relates to the following governance initiatives:

a. Organisational Risk Register [Not applicable]

If YES please give details of risk ID, risk title and current / target risk ratings.
Datix Operational Risk Title(s) — add new line | Cutrent | Target | CMG
Risk ID | for each operational risk Rating Rating
XXXX There is a risk ... XX

If NO, why not? Eg. Current Risk Rating is LOW

b.Board Assurance Framework [Not applicable]
If YES please give details of risk No., risk title and cutrent / target risk ratings.
Principal Principal Risk Title Current | Target
Risk Rating Rating
No. There is a risk ...

3.Related Patient and Public Involvement actions taken, or to be taken: [N/A]

4.Results of any Equality Impact Assessment, relating to this matter: [N/A]
5.Scheduled date for the next paper on this topic:  [May 2019 Trust Board]
6. Executive Summaries should not exceed 1 page. [My paper does comply]

7.Papers should not exceed 7 pages. [My paper does comply]



UNIVERSITY HOSPITALS OF LEICESTER NHS TRUST

REPORT TO: TRUST BOARD

DATE: 4 APRIL 2019

REPORT BY: CHIEF EXECUTIVE

SUBJECT: MONTHLY UPDATE REPORT — APRIL 2019
1. Introduction

1.1 My monthly update report this month focuses on:-

1.2

2.1

2.2

2.3

2.4

(@ the Board Quality and Performance Dashboard attached at appendix 1;
(b)  the Board Assurance Framework (BAF) and Organisational Risk Register;
(c) key issues relating to our Annual Priorities, and

(d) a range of other issues which 1 think it is important to highlight to the Trust
Board.

| would welcome feedback on this report which will be taken into account in
preparing further such reports for future meetings of the Trust Board.

Quality and Performance Dashboard — February 2019

The Quality and Performance Dashboard for February 2019 is appended to this
report at appendix 1.

The Dashboard aims to ensure that Board members are able to see at a glance how
we are performing against a range of key measures.

The more comprehensive monthly Quality and Performance report continues to be
reviewed in depth at a joint meeting of the People, Process and Performance
Committee and Quality and Outcomes Committee. The month 11 quality and
performance report report is published on the Trust’'s website.

Good News:

Mortality — the latest published SHMI (period October 2017 to September 2018) is
99, slightly higher than previous SHMI however remains below expected.
Diagnostic 6 week wait — standard achieved for 6 consecutive months. 52+ weeks
wait — has been compliant for 8 consecutive months. Referral to Treatment — our
performance was below the national standard, however, we achieved the NHS
Improvement trajectory (which is the key performance measure for 2018/19).
Delayed transfers of care - remain within the tolerance. However, there are a range
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of other delays that do not appear in the count. 12 hour trolley wait 0 in February. C
DIFF — was below threshold this month. Pressure Ulcers - 0 Grade 4 and 1 Grade
3 reported during February. CAS alerts — compliant in February. Inpatient and Day
Case Patient Satisfaction (FFT) achieved the Quality Commitment of 97%.
Fractured NOF — remains compliant for the 7" consecutive month. Cancelled
operations and Patients rebooked within 28 days — we continue to show
improvement with our elective cancellations. 90% of Stay on a Stroke Unit — 84.2%
reported in January. Annual Appraisal is at 92.6% (rising trend).

Bad News:

UHL ED 4 hour performance — was 76.1% for February, system performance
(including LLR UCCs) was 82.6%. Ambulance Handover 60+ minutes (CAD+) —
performance at 4%. MRSA — 1 case reported this month. Grade 2 was above
threshold for the month. Single Sex Accommodation Breaches — 5 reported in
February. Moderate harms and above — January (reported 1 month in arrears) was
above threshold. Cancer Two Week Wait was 88.6% in January. Cancer 31 day
treatment was 91.4% in January. Cancer Symptomatic Breast was 64.5% in
January. Cancer 62 day treatment was not achieved in January — further detail of
recovery actions is in the cancer recovery report submitted to the People, Process
and Performance Committee. Statutory and Mandatory Training reported from
HELM is at 89%. TIA (high risk patients) — 57.5% reported in February.

Board Assurance Framework (BAF) and Organisational Risk Register

The Board Assurance Framework (BAF) and organisational risk register have been
kept under review and a detailed BAF and an extract from the risk register are
included in the integrated risk and assurance paper featuring elsewhere on today’s
Board agenda.

Board Assurance Framework

The BAF remains a dynamic document and all principal risks have been updated by
their lead Directors (to report performance for February) and have been reviewed by
their relevant Executive Boards during March 2019, where they have been
scrutinised ahead of the final version to Board today.

The highest rated principal risks on the BAF are described in the table below:

Risk Objective &
Principal Risk Description 2018/19 Rating Lead
(IxL) Director

PR2: If the Trust is unable to achieve and maintain the required workforce
capacity and capability standards, then it may result in widespread 5x4= | ourPeople
instances of poor clinical outcomes for patients and increased staff 20 DPOPp
workloads, impacting business (quality / finance) and reputation (regulatory
duty / adverse publicity).
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4.3

4.4

PR3: If the Trust is unable to achieve and maintain financial sustainability, _ Financial
L . . . ) ) . - . 4x5= -

then it will result in a failure to deliver the financial plan, impacting business 20 Stability

(finance & quality) and reputation (regulatory duty / adverse publicity). CFO

PRA4: If the Trust is unable to effectively manage the emergency care

pathway, then it may result in widespread instances of poor clinical 5x4= Organisation

outcomes for patients and sustained failure to achieve constitutional 20 of Care
standards, impacting business (quality & finance) and reputation (regulatory CoOo
duty / adverse publicity).

PR6: If the Trust does not adequately develop and maintain its estate, then it

may result in an increased risk of failure of critical plant, equipment and core 5x4= Strlg?g ic
critical services leading to compliance issues, risk of regulatory intervention, 20 . Enabl?er
impact upon business and patient critical infrastructure and adverse publicity. DEE

Organisational Risk Register

The Trust’s risk register has been kept under review by the Executive Performance
Board and across all CMGs during the reporting period and displays 258 risks:

88 163 7
High Moderate Low

Thematic analysis across the organisational risk register shows the common risk
causation theme is workforce shortages. Thematic findings from the risk register are
reflective of the highest rated themes captured on the BAF.

Emergency Care

In January 2019, 21,682 patients attended our Emergency Department (ED) and Eye
Casualty; a 9% increase in the numbers of patients who attended in January 2018.

We continue to perform well against our peers for ‘stranded’ patients, and delayed
transfers of care (DTOCSs) also remain low against national benchmarks.

In January, we struggled with timely ambulance handovers due to a combination of
extremely high numbers of ambulances (a number of days saw over 200
ambulances in 24 hours), many of which were arriving early evening, and poor flow
out of the Emergency Department due to the acuity of the patients. Our colleagues
at East Midlands Ambulance Service were very supportive and worked closely with
us to make improvements. Performance in February was markedly better.

The expansion of the Clinical Decisions Unit (CDU) and opening of the new modular
ward (28 beds) at Glenfield Hospital was completed on the 28" January and this has
also helped support flow from the Emergency Department.
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On 4 March, we saw the introduction of a new model in ED, the Medical Front Door
Team. This is a team from Medicine who are operating 24/7 with 7 day, 9am-5pm
Consultant cover working in ED Majors. There will be at least a ST3/Senior decision
maker at all times, with one to two juniors. The team will clerk all patients referred
from primary care to medicine who are admitted via ED; provide ongoing care to
patients awaiting admission to medicine from the Emergency Department and, where
appropriate, identify patients who can be discharged from the Emergency
Department following medical review. To coincide with this very helpful
development, a unified medical clerking process has been introduced to reduce
duplication of work during the patient’s journey through out ED and assessment
units.

Details of the Trust's emergency care performance continue to be the subject of
report by the Chief Operating Officer monthly to the People, Process and
Performance Committee. Details of the Committee’s most recent consideration of
the position are set out in the summary of that meeting which features elsewhere on
this Board agenda.

Quality Strateqy

Following discussion at the February and March 2019 Board meetings, the Quality
Strategy has been finalised and the updated version is attached at appendix 2.

Over the course of the last month:

(a) the Executive Directors have agreed to establish a new post of Head of Quality
Improvement, who will be our in-house expert in quality improvement
methodology. In addition, a new post in Communications will increase capacity in
this key area. Discussions are continuing on a number of other investments;

(b) the Executive Directors and Clinical Directors have met and begun to discuss
how best to create the capacity for change in Clinical Management Groups;

(c) we have confirmed the Trust’'s quality and supporting priorities for 2019/20,
subject to their approval by the Trust Board at this meeting as part of the Annual
Operational Plan 2019/20;

(d) We have developed a “Becoming the Best” graphic which shows our priorities for
2019/20 and how these will be supported by our quality improvement approach
and Trust values, with a “golden thread” of patient and public involvement. The
graphic is attached at appendix 3.

(e) I have met with our Patient Partners to discuss how they can support Becoming
the Best. This was a very productive discussion during which it was agreed that
the Patient Partners would be aligned with each of our priorities and also
collectively act as an assurance group for the patient and public involvement
“tests” which are included in the Quality Strategy.

() we have commenced a review of our Executive reporting structures and
processes, to ensure that they are fit for purpose. This will most likely lead to a
restructuring of the Executive Boards from May;

(g9) we have commenced the recruitment of a large group of staff, drawn from across
the organisation, who will act as a ‘sounding board’ as we take forward the
Strategy; and
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(h) we have launched our leadership and culture survey across the Trust and to key
partners and stakeholders, with every member of staff invited to share their views
to help us in our ‘Becoming the Best’ journey.

| will continue to report to each meeting of the Board on the Quality Strategy as we
move forward.

Leicester, Leicestershire and Rutland health Sustainability and Transformation

Partnership — Better Care Together

The Better Care Together workstreams have been redefined for 2019/20, in line with
the NHS Long Term Plan, and details are set out below:

Core Programmes

Primary care

Cancer

Urgent and emergency care
Integrated community services
Mental health

Learning disability

Children and maternity
Prevention and health inequality

Enabling Programmes

Information management and technology
Workforce

Finance and contracting

Communication and engagement

In addition, an ‘End of Life Task Force’ has been established to bring a higher profile
across the health and social care system to this key area of work.

NHS England/NHS Improvement — Management Structure Changes

On 1% March 2019, changes were announced to the top structure of NHS England
and NHS Improvement.

The two Boards have decided to move to a single Chief Executive and single Chief
Operating Officer model. This means creating a single, combined post of Chief
Operating Officer covering both organisations. This role will report directly to Simon
Stevens as the Chief Executive of NHS England, who will lead both organisations.
The Chief Operating Officer will, for regulatory purposes, also be the identified Chief
Executive of NHS Improvement and, in that capacity, will report to the Chair of NHS
Improvement. The seven Regional Directors, the National Director of Emergency
and Elective Care and the National Director for Improvement will report directly to the
new Chief Operating Officer.
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At Midlands Region level, a series of senior appointments have been announced,
reporting to Dale Bywater, the Regional Director. These appointments include:

Chief Nurse: Siobhan Reilly

Medical Director: Nigel Sturrock

Workforce and OD: Stephen Morrison

Performance and Improvement: Jeff Worrall (includes both Trusts and CCGSs)
Finance: Remains vacant

Commissioning (specialised): Alison Tonge

Implementing the NHS Long Term Plan: Proposals for possible changes to leqgislation

On 1% March 2019, NHS England and NHS Improvement announced proposals for
possible changes to legislation.

The engagement document, Implementing the NHS Long Term Plan: Proposals for
Possible Changes to Legislation, elaborates on the proposals listed in the NHS Long
Term Plan.

The NHS Long Term Plan sets out NHS England’s and NHS Improvement’s view
that the current policy direction towards collaboration and integration within local
systems can “generally” be achieved within the current statutory framework, but that
“legislative change would support more rapid progress”.

NHS England and NHS Improvement are consulting on the proposals until 25" April
2019. Once all responses have been received and considered, NHS England and
NHS Improvement will publish a report which will set out the views received and
make firm recommendations to the Secretary of State for Health and Social Care.

The proposals may be summarised as follows:

removing the Competition and Markets Authority’s duty to review NHS Foundation
Trust mergers,

removing NHS Improvement’'s competition powers and duty to prevent anti-
competitive behaviour,

removing the requirement for NHS Improvement to refer contested licence conditions
or national tariff provisions to the Competition and Markets Authority,

procurement regulations made under section 75 of the Health and Social Care Act
2012 should be revoked and the powers in primary legislation under which they were
made should be repealed and replaced by a best value test,

removing NHS Commissioners and NHS Providers from the scope of the Public
Contracts Regulations, and instead making NHS Commissioners subject to a best
value test, supported by statutory guidance,

on the tariff: (a) national prices to be set as a formula rather than a fixed value; (b) a
power for national prices to be applied only in specified circumstances; (c) allow in-
year adjustments without consultation to some treatments within the tariff,

once Integrated Care Systems are fully developed, the power to apply to NHS
Improvement to make local modification to tariff prices should be removed,

national tariff can include prices for section 7a public health services,
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Secretary of State to be able to set up new Integrated Care Trusts,

NHS Improvement to have targeted powers to direct mergers or acquisitions
involving NHS Foundation Trusts, in specific circumstances only, where a clear
patient benefit has been shown,

NHS Improvement to have powers to set annual capital spending limits for NHS
Foundation Trusts,

NHS Providers and Clinical Commissioning Groups to be able to create joint
Committees,

NHS England to be able to publish guidance on joint Committee governance and
appropriate delegation,

allowing Clinical Commissioning Groups more freedom to have governing body
members who work as clinicians for local providers,

making it easier for Clinical Commissioning Groups and NHS Providers to make joint
appointments,

a shared duty for Clinical Commissioning Groups and NHS Providers to promote the
triple aim of better health for everyone, better care for all patients, and efficient use
of NHS resources, both for their local systems and for the wider NHS,

removing the barriers that limit the ability of Clinical Commissioning Groups, Local
Authorities and NHS England to work together and take decisions jointly,

NHS England can allow groups of Clinical Commissioning Groups to collaborate to
arrange services for their combined populations,

Clinical Commissioning Groups can carry out delegated functions as if they were
their own,

groups of Clinical Commissioning Groups in joint and lead commissioner
arrangements can make decisions and pool funds across their functions,

NHS England can commission, or jointly commission, or delegate to groups of
Clinical Commissioning Groups, section 7a public health functions

NHS England can enter into formal joint commissioning arrangements with Clinical
Commissioning Groups,

NHS England and NHS Improvement should be brought together more closely
beyond the limits of the current legislation, whilst clarifying the accountability to the
Secretary of State and Parliament,

closer working should be achieved by: either (a) creating a single organisation which
combines all the relevant functions of NHS England and NHS Improvement; or (b)
leaving the existing bodies as they are, but provide more flexibility to work together,
including powers to carry out functions jointly or to delegate or transfer functions to
each other, and the flexibility to have Non-Executive Board members in common,
enable wider collaboration between Arms Length Bodies by establishing new powers
for the Secretary of State to transfer, or require delegation of, Arms Length Body
functions to other Arms Length Bodies, and create new functions of Arm Lengths
Bodies.

Clinically-Led Review of NHS Access Standards

In June 2018, Professor Stephen Powis, NHS England National Medical Director,
was asked by the Prime Minister to review the core set of NHS access standards, in
the context of the model of service described in the NHS Long Term Plan, and
informed by the latest clinical and operational evidence, and recommend any
required updates and improvements to ensure that NHS standards:
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promote safety and outcomes;

drive improvements in patients’ experience;

are clinically meaningful, accurate and practically achievable;
ensure the sickest and most urgent patients are given priority;
ensure patients get the right service in the right place;

are simple and easy to understand for patients and the public;
do not worsen inequalities.

The review is being undertaken in three phases:

1. consider what is already known about how current targets operate and
influence behaviour

2. map the current standards against the NHS Long Term Plan to examine
how performance measures can help transform the Health Service and
deliver better care and treatment

3. test and evaluate proposals to ensure that they deliver the expected
change in behaviour and experience for patients, prior to making final
recommendations for wider implementation.

To support this work, a Clinical Oversight Group was established, which includes
members from the Academy of Medical Royal Colleges, The Royal College of
Surgeons, The Royal College of Physicians, The Royal College of Nursing,
Healthwatch and senior members of NHS England and NHS Improvement clinical
teams. The Group met regularly during the initial two phases of the Review, and will
continue to meet and input during phase 3. On 12" March 2019, Professor Powis
published his interim report setting out the initial proposals for testing changes to
access standards in Mental Health Services, Cancer Care, Elective Care and Urgent
and Emergency Care. Further details are set out in the NHS Providers’ On the day
briefing attached at appendix 4.

The proposals are due to be tested in pilot sites across the country over the next 6
months before being rolled out across the NHS beginning Spring 2020.

Conclusion

10.1 The Trust Board is invited to consider and comment upon this report and the

attached appendices.

John Adler
Chief Executive

28" March 2019



YTD Feb-19 Compliant

Quallty & Performance Plan Actual Plan Actual  Trend* Trend Line by?

S1: Reduction for moderate harm and above (1 month in arrears) 142 215 <=12 @ ey Mar19
S2: Serious Incidents <37 3 ® vAr.. Compliant
$10: Never events 0 n 0 n ® e~ Compliant
S11: Clostridium Difficile 61 5 Kl e -~~~ Compliant
S12 MRSA - Unavoidable or Assigned to 3rd party 0 “ 0 n o Compliant
safe S$13: MRSA (Avoidable) 0 0 o _nhas Mo
$14: MRSA (All) 0 0 o nnlay Maris
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C3: Inpatient and Day Case friends & family - % positive 97% 97% ® /W Ma  Compliant
Caring C6: A&E friends and family - % positive 97% 95% 97% 94% ® A= SseeNotel
C10: Single Sex Accommodation Breaches (patients affected) 0 0 () \H____,f'l,\,_.,_,ﬂ See Note 1
W13: % of Staff with Annual Appraisal 95% 92.6% 95% 92.6% ® T /T Mar19
Tl W14: Statutory and Mandatory Training 95% 95% ® o~ /%W Mar19
W16 BME % - Leadership (8A — Including Medical Consultants) - Qtr 3 28% 28% () e Compliant
W17: BME % - Leadership (8A — Excluding Medical Consultants) - Qtr 3 28% 28% () T Dec-23
E1: 30 day readmissions (1 month in arrears) <8.5% <8.5% ® U T SeeNotel
Effective | F2: Mortality Published SHMI (Oct 17 - Sep 18) © HEE > BBl ¢ ——— compln
E6: # Neck Femurs operated on 0-35hrs 72% 72% ® ™  Compliant
E7: Stroke - 90% of Stay on a Stroke Unit (1 month in arrears) 80% 80% ® ~M_ma, Compliant
R1: ED 4hr Waits UHL 95% 95% o v, SeeNotel
R2: ED 4 Hour Waits UHL + LLR UCC (Type 3) 95% 95% ° WL SeeNotel
R4: RTT waiting Times - Incompletes (UHL+Alliance) 92% | 85.1% | 92% 85.1% ® Mo SeeNotel
R6: 6 week — Diagnostics Test Waiting Times (UHL+Alliance) <1% <1% ® ____M_  compliant
Responsive R12: Operations cancelled (UHL + Alliance) 1.0% 1.0% ® rpr Jun19
R14: Delayed transfers of care 3.5% 3.5% [ W Compliant
R15: % Ambulance Handover >60 Mins (CAD+) TBC TBC o MmN seeNotel
R16: % Ambulance handover >30mins & <60mins (CAD+) TBC TBC ® T\t seeNotedl
RC9: Cancer waiting 104+ days 0 0 ) LAY Apr-19
YTD Jan-19 Compliant
Plan Actual Plan Actual  Trend* Trend Line by?
Responsive RC1: 2 week wait - All Suspected Cancer 93% 93% ® v Apr19
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Finance
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Capex £m 31.9 35 ) Apr-19
YTD Feb-19 Compliant
Plan Actual Plan Actual  Trend* Trend Line by?
Average cleanliness audit score - very high risk areas 98% 96% 98% 95% ® W _ . SeeNote3
Estates & ) . ——
facility mgt. Average cleanliness audit score -high risk areas 95% 94% 95% 93% ® Vw M seeNote3
Average cleanliness audit score - significant risk areas 85% 85% e VW compliant

* Trend is green or red depending on whether this month's actual is better or worse than the average of the prior 6 months
Please note: Quality Commitment Indicators are highlighted in bold. The above metrics represent the Trust's current priorities and the code preceding many refers to the metrics
place in the Trust's Quality & Performance dashboards. Please see these Q&P dashboards for the Trust's full set of key metrics.

Note 1 - 'Compliant by?' for these metrics a are dependent on the Trust rebalancing demand and capacity.
Note 2 - Unable to determine compliance dates for these metrics. We have control measures in place to mitigate risks however we have no direct control due over HCAIs.

Note 3 - Compliance is dependent on investment
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1. INTRODUCTION — WHY DO WE NEED A QUALITY STRATEGY

UHL has many strengths, notably a highly committed and caring workforce and a wide range of
clinically excellent services. We also have a very large critical mass, having one of the largest
catchment populations of any trust in the NHS.

Despite these inherent strengths, we have struggled to achieve and in particular to maintain high
standards of performance, whether that be in respect of quality, operational performance or our
finances. Rather, we are characterised by many pockets of excellence and sometimes improved
performance which is then not sustained. Hence we have been judged by the CQC as “Requires
Improvement” in two successive inspections.

There has been much research undertaken into the characteristics of excellent or “outstanding”
healthcare organisations. Most recently, these characteristics have been summarised by the CQC in
their report “Quality Improvement in Hospital Trusts” (September 2018). This report seeks to learn
from trusts which have shown significant, sustained improvement and are now judged to be “good”
or “outstanding”.

The key characteristics identified by the CQC are:

Clear strategic intent for Ql - the Ql journey has to start at the top of the organisation, with board
members and senior leaders jointly setting out the vision to provide the highest possible quality of
care

Leadership for QI - The most important determinant of quality of care is leadership. These trusts
have a strategic plan for Ql, which is supported with unwavering commitment from the senior
leaders, who model appropriate improvement-focused leadership behaviours and a visible, hands-on
approach.

Building improvement skills at all levels — using a systematic framework to build improvement skills
at all levels, to facilitate improvement work and to share learning.

Building a culture of improvement at all levels — building a culture of improvement, which enables
all staff to make effective and sustainable improvements.

Putting the patient at the centre of QI — the CQC found tremendous synergy when patients,
carers, people using services and the public are meaningfully involved and incorporated into Ql,
alongside an engaged, empowered and enabled workforce.

The system view - True improvement comes when Ql is anchored in an understanding of the system
and its purpose. It comes where all staff and leaders work together to align the component parts of
the system, to achieve high-quality patient care across the end-to-end system. For this purpose by
“system” we are referring to the LLR health and social care system, or in some cases the wider sub-
regional, regional or national system.

If we compare ourselves, candidly, with these characteristics, it soon becomes clear why we are
where we are:

Strategic intent for QI — at a basic level, we do not have an over-arching Quality or Quality
Improvement Strategy. Therefore we are not organised for or focussed on developing the key
characteristics in a systematic and resilient way. Of course we have undertaken a great deal of
activity which addresses at least some of the required areas, notably through the Quality
Commitment approach and a wider range of interventions under the banner of the UHL Way. But
overall, these initiatives do not represent a coherent package; hence their patchy impact has
perhaps been inevitable.
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2. THE PURPOSE OF THIS STRATEGY

The purpose of this strategy is to address the issues identified in the previous section and thus to
facilitate progress towards our ultimate goal - to deliver “Caring at its Best” to every patient, every
time. It provides a framework for conversations across the organisation; those conversations will be
important so as to harness the collective expertise of the people in our organisation and to avoid a
sense of imposition. Our work thus far has identified six core elements which will frame the
conversations. These elements have a strong synergy with the CQC characteristics set out earlier but
are also derived from other relevant research and guidance (for example by the Health Foundation,
King’s Fund and NHS Improvement) and internal consultation in order to develop a coherent work
programme . The six elements are:

e Understanding what is happening in our services

e C(Clear priorities and plans for improvement

e Embedding an empowered culture of high quality care (including patient empowerment)
e The right kind of leadership

e  Giving people the skills to enable improvement

e Working effectively with the wider system

These core elements are described in more detail later in this document and are shown graphically
in Appendix 1.

3. ORGANISATIONAL COMMITMENT

As identified by the CQC, success depends on complete commitment from the top level of the
organisation to the approach set out in this strategy. This includes visible championing of the
approach and changing the way in which we do things. It also depends on creating the head space
for everyone to talk about how best to pursue this ambition — some actions that we need to take are
more obvious — others are less clear and here we will need to create space for experimentation and
learning. It will also involve stopping doing some things which do not contribute to the approach.
The role of the Trust Board and our wider senior leadership is described in more detail in the “Right
Kind of Leadership” section.

The Trust Board considered a draft of this Quality Strategy in public at its meeting on 7" February
2019. Following detailed discussion, Board members gave wholehearted, unequivocal and
unanimous support to the Strategy.

4. OUR VALUES AND VISION

Although there is much that needs to be changed in our approach, our Values should remain
consistent. This year, these Values are ten years old and they have stood the test of time:

e We treat people how we would like to be treated

e We do what we say we are going to do

e We are one team and we are best when we work together

e We focus on what matters most

e We are passionate and creative in our work

We use our Values actively: In recruitment, appraisal and an awards system. They will provide
helpful continuity as we develop new approaches, although we will need to review how they are
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positioned, reinforced and used in our day-to-day work. As we become a quality improvement- led
organisation we will need to think about how we translate these values into behaviours (e.g. what
does being ‘passionate and creative’ really mean — how might our leadership and management
approach enable and support creativity — what gets in the way?). These are conversations for us at
every level and in every part of the organisation.

Our vision - Caring at its Best — is more problematic. It was probably initially intended to be a
statement of intent i.e. we aim to deliver caring at its best. But in practice it is used as slogan or
strapline (for example on our letterheads and posters) thus conveying the message that we claim
that we are delivering caring at its best. If we define caring at its best as meaning to every patient
every time, this is clearly not the case.

Following internal discussions, it has been agreed that we will retain “Caring at its Best” as our vision
statement, reinforcing at every opportunity that this means for every patient, every time. This will
be complemented by a further strapline which will clearly be improvement orientated. Following a
voting process at the Chief Executive Briefing meetings on all three of our main sites (involving
around 200 of our leaders), the strapline chosen is “Becoming the Best”. In practice, the strapline
will become the brand name for the strategy. This is important as evidence from other organisations
strongly indicates the advantage of having a universal improvement brand to reinforce the
comprehensive nature of the approach. An appropriate logo will be developed to promote
“Becoming the Best”.

5. OURIMPROVEMENT METHODOLOGY

One of the key factors in successfully embedding improvement is the adoption of a consistent
methodology. As the CQC report states: “in organisations with a Ql culture, we see that a clear and
consistent method is in use and demonstrable across all areas of the organisation. Commitment to
the chosen methodology has resulted in a sustained and embedded culture of Ql. The key is not the
choice of one methodology over another, but the commitment to a coherent systematic
improvement methodology that is anchored in improvement science.”

The common features that each methodology includes are:

e Applying “systems thinking” to understand the problem

e Experimentation as a discipline for improvement

e Hands-on, visible leadership as a fundamental practice

e Learning from failure as a positive approach

e Afocus on key improvement principles over the tools themselves

Notwithstanding the last of the above bullet points, we will need to identify which methodology to
adopt across the organisation. The principal options are:

e Institute of for Healthcare Improvement “model for improvement”
e Leanin Healthcare
e Haelo (from the NHS in the North-West)
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An event was held on 13" February 2019 involving Executive Directors and a range of Ql and OD
subject-matter experts. At this event it was agreed that the IHI Model for Improvement would be
the chosen methodology but the UHL version of this would also include elements of Lean. A small
sub-group has been tasked to describe what this will look like.

UHL is a highly research active Trust, recruiting over 10,000 patients into clinical trials each year, and
with around 1:20 staff members contributing to this research effort. It is well documented that
research active Trusts have better outcomes for patients (eg lower SHMI) and a more engaged
workforce. Areas of research strength at UHL (cancer, cardiovascular, diabetes, renal, respiratory)
also map onto busy and prominent areas of clinical service. The results of research provide evidence
that should strongly underpin quality improvement. Indeed, researchers in the Trust work closely
with academic partners and are studying not only new interventions and treatments for disease, but
also novel pathways and process and improvement methodologies themselves.

Despite this, UHL’s research effort is not as visible to staff, patients and carers as it could be and it is
not always obvious how research results alter practice. The process of implementing research based
innovations into clinical practice can be slow, and thus there is often a gap between important
research achievements and the translation of these research findings into quality improvements for
patients. Even when this occurs efficiently, visibility may be limited. Thus the Quality Strategy will
include the implementation of a refreshed approach across the Trust to raise awareness of UHL’s
research and its role in supporting improvement activities.

Actions

Complete description of the chosen UHL quality improvement methodology

Integrate research activity with wider Ql activity and raise awareness of this

6. CORE ELEMENTS
6a. UNDERSTANDING WHAT IS HAPPENING IN OUR SERVICES

In order to decide what needs to be improved, and to ensure the ongoing quality and safety of all of
our services, it is clearly essential to understand what is happening in those services. Broadly
speaking, the activities in this element can be divided into two categories:
e Quality control — data tracking, reporting and follow-up
e Quality Assurance —internal and external inspection, corporate assurance structures and
processes, accreditation, guidelines and standards

We currently undertake a great deal of activity covering both these aspects, much of which is
generated by external regulators and professional bodies. Examples include:

e Regular reports to boards and committees
e Ad hoc/deep dive reports to boards and committees
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Service dashboards (e.g. women’s and children’s, specialized services, #NOF)
Peer review, accreditation and inspections (e.g. HTA, MHRA)

Outcome measures — patient reported, clinician reported

National registries (e.g. hips, knees and cardiac)

Mortality data (SHMI and HSMR), outlier alerts, Learning from Deaths process
Patient feedback — complaints, FFT and other feedback

Staff and trainee feedback including GMC survey results

National clinical audit programme

Local clinical audits

Inspections by regulators (e.g. CQC and NHSI)

Reviews by commissioners (quality visits)

NHSI reviews (e.g. IP)

Incident and claims data

Performance data — e.g. Cancer waiting times

Workforce data

Safe nurse staffing data

IP data

Performance against NICE standards

Measurement of care bundles (e.g. sepsis)

Research activity and performance

Indicators drawn from quality schedule and CQUIN programmes - some organisational
others at service level

There are however a number of issues with our current approach. These include:

Our clinical audit programme, whilst extensive, shows patchy results in terms of impact and
is not always aligned to organisational priorities

We do not consistently use Statistical Process Control tools to properly understand variation
Reporting tends to be added to incrementally, with very little ever being stopped

There has been little systematic review of how the reporting fits together as a package and
whether it covers the right ground — so we cannot see the full picture

It is unclear whether some reports are used in practice, or even read, by at least some of
their intended audience

Significant resource is involved in producing reports and in the associated infrastructure

There have been instances of service failure which have remained undetected until a critical
event(s)
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Actions

A systematic review of our reporting structure and processes to ensure that they are fit-for-
purpose and to eliminate non added value activity

Alignment of the our clinical audit programme to the Trust’s quality objectives

A process to be introduced to ensure the basic quality and functioning of all our clinical
services, combining both quality control and quality assurance elements

All strategies programmes to be required to adopt this element (i.e. a full understanding of
the current position as the starting point)

6b. CLEAR PRIORITIES FOR IMPROVEMENT

For the last five years, our priorities for improvements in the quality and safety of our services have
been set out in our Quality Commitment, which is the brand that we use for the priorities required
to be identified through the national approach to Quality Accounts. The priorities are revised and
updated each year through a formal process which takes account of:

e patient and public feedback

e analysis of data e.g. mortality and implementation of care pathways such as pneumonia

e priorities informed by regulators’ concerns e.g. sepsis

e the need to have a manageable number of priorities that have the greatest impact (i.e.
affect the greatest population)

e priorities driven through the Quality Schedule and CQUIN process

e the need to maximize opportunities to apply for improvement monies where available (e.g.
NHS Resolution bids)

The priorities in the Quality Commitment are generally clearly articulated and expressed
guantitatively wherever possible. There is also a comprehensive tracking and reporting process in
place.

The Quality Commitment is a well-established and well recognised approach within the Trust.
However, there have been instances where the goals contained in the Quality Commitment have not
been achieved, or have not been sustained. The diagnosis is that this reflects issues with the overall
way in which the organisation approaches quality improvement. Addressing the areas of weakness
is the purpose of this strategy.

This strategy is intended to provide a framework for all improvement activity across our
organisation. Therefore it will be expected that all improvement programmes meet the same
standards as the Quality Commitment has done in terms of:

e Systematic and rigorous identification of priorities

e Quantified and time-bound goals

e Clear tracking, reporting and escalation processes

This will be driven by the adoption of a standard improvement methodology across the Trust (see
Section 5).

An additional issue is that a large number of quality improvement priorities are currently identified
through the Quality Account and CQUIN processes. Although in isolation each of these priorities will
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be each be valid, having a large number has a dilution effect which impacts on the most important
priorities as identified in the Quality Commitment. It should be noted however that some CQUIN
priorities are nationally mandated.

The other programmes and strategies which currently exist also have clear action plans, although
the identification of quantified, time-bound goals is perhaps the characteristic which is observed
least consistently. The proposed future relationship between our existing programmes is
described in Section 7.

Actions

Seek to minimise the number of quality improvement priorities which are not part of the
core programme

All strategies/programmes to be required to clearly identify their plans for improvement in
accordance with the above criteria

6c. THE RIGHT KIND OF LEADERSHIP

The CQC report “Quality Improvement in Hospital Trusts” states that “the most important
determinant of quality of care is leadership. These trusts have a strategic plan for Ql, which is
supported with unwavering commitment from the senior leaders, who model appropriate
improvement-focused leadership behaviours and a visible, hands-on approach.”

There are three key aspects of leadership which need to be right in order to support our journey to
excellence. These are:

e Skills acquisition
e Development, inclusivity and talent management
e Behaviours

The aspect with which we have arguably had least success is behaviours. There is substantial
anecdotal evidence that the behaviours of our leaders are not consistent and do not always drive or
encourage the right culture of continuous improvement. This issue and the actions to address it are
addressed more fully in Section 6d of this strategy. It is important to note that leadership here
includes the Trust Board itself. One approach that may well be helpful is the IHI High Impact
Leadership Model, which covers how leaders think, what leaders do and where leaders focus their
efforts.

The engagement of our clinical leadership will be a crucial part of our improvement process. Itis
essential that clinicians or all disciplines understand that the adoption of a quality improvement
approach is not a threat but rather a complement to existing approaches such as clinical audit and
research. This appreciation will very much depend on our clinical leadership understanding,
embracing and promoting the approach, in the same way as the broader leadership community will
need to.

Our detailed approach to leadership development, inclusivity and talent management will be set out
in the forthcoming People Strategy. Skills acquisition is addressed in Section 6e of this strategy and
the delivery aspect of this will be included in the People Strategy. A draft of the People Strategy has
been considered at a Trust Board Thinking Day and the final version will be considered by the Trust
Board at its March 2019 meeting alongside the final version of this Quality Strategy. There is full
alignment between these two documents.
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A key aspect of developing the right kind of culture and leadership is having the right approach to
equality and diversity. We have been making progress on this, focussing initially on race equality,
through the implementation of the E&D Integrated Action Plan. This now forms part of the People
Strategy and will continue to be driven through the CEO-chaired E&D Board.

Actions
Revise People Strategy and present to PPP Committee and Trust Board

Require all strategies/programmes to follow the leadership approach described in the
People Strategy

Consider the IHI High Impact Leadership model as part of our QI methodology choice

6d. EMBEDDING AN EMPOWERED CULTURE OF HIGH QUALITY CARE

Essentially, successful, sustained improvement requires not only the right skills/methodology but
also the right culture. Such a culture is characterised by features such as:

e Trust boards working hard to create a culture where staff feel valued and empowered to
suggest improvements and question poor practice

e Staff are empowered to drive improvement and break down barriers between teams
e Leadership models Ql behaviours

e All staff understand the purpose of the organisation and actively focus on improvement in
“value streams”

e Obstacles to improvement are dealt with and organisational systems and processes are
aligned to facilitate this

Feedback from our CQC inspections indicates that our staff have a good understanding of the values
and vision of the organisation. But scores for engagement and empowerment remain moderate.
This is despite a five year Listening into Action (LiA) programme and the more recent broadening
into the UHL Way, including Better Teams (BT). Where LiA and BT have been deployed (which is on
200+ projects) there have frequently been good or excellent results. But the use of these tools has
not succeeded in changing the culture of the organisation across the board. Three particular issues
can be identified: Firstly, if the culture of an area is particularly difficult (especially if the issues
relate to leadership style) our current tools have struggled to address this. Secondly, the tools have
mainly been used in areas which have volunteered to participate and so the most difficult
issues/areas may have been missed. The first two issues are most likely a product of the third i.e.
the UHL Way is a (good) set of tools rather than a whole organisation strategy for improvement.
This would suggest that a more radical or fundamental approach is required, hence this Quality
Strategy.

We are currently participating in the Culture and Leadership Programme (CLP). This is described in
more detail in the People Strategy but it will be central to the QS. The programme includes an
extensive diagnostic phase and then identification of specific interventions. These interventions will
then form the key actions within this element of the QS.

The CLP has an extended timescale and it will be important to see visible change as soon as possible
following the “launch” of this strategy. To facilitate this, we will use the “Culture Web” tool
(Johnson and Scholes) to identify a range of quick win, high visibility, changes that we can make
whilst we undertake the comprehensive diagnostic and intervention development involved in the
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CLP. A schematic of the Culture Web is at Appendix 3. It is likely that these quick wins will include
changes to the way in which the key elements of the corporate architecture (Board, Thinking Days,
Committees, Executive Boards) are organised. This is so as to lead from the top and ensure that we
are having the right kind of conversations to impact positively on the culture of the organisation.

A further vital element of the cultural agenda is the way in which we work with patients and the
public. As mentioned in Section 6, patients need to be at the heart of Ql activity. This cannot be
said to be the case within our organisation at present. There is also a further piece development
work to do to identify how we can considerably “upscale” patient and public involvement, using the
principles in the “ladder” produced by NHS England.

The importance of patient involvement is such that we have considered whether it would be
appropriate to have a core element of this strategy specifically for it. We have however concluded
that it will be more impactful to apply the principle of involvement to all of the six elements; see
section 10 for more detail.

Actions

Participation in the Culture and Leadership Programme and development of key
interventions

Use the Culture Web to identify early quick wins/ high visibility changes to support strategy
launch

All strategies/ programmes will be required to consider cultural issues/interventions in their
development

All strategies/programmes to be subject to a set of patient/ public involvement
tests/questions

6e. GIVING PEOPLE THE SKILLS TO ENABLE IMPROVEMENT

In order to ensure that a standard improvement methodology is used effectively and embedded
across the organisation, it is self-evident that people need to have skills in the deployment of that
methodology. But not everyone needs to have the same level of skills so a “pyramid of capability”
will be developed. An example of such a pyramid is at Appendix 2.

It will be necessary to be very explicit about the skills required at each level and to mandate
acquisition of those skills (unless already possessed). Once again, this is will be very different from
our previous approach, where skills acquisition has, at least to some extent, been voluntary and
therefore patchy. It should be noted here that such an approach is resource-intensive (see Section
12).

Actions

Develop a UHL skills pyramid (potentially using the NHSI Dosing Guide)
Identify staff at each level of the pyramid

Develop and implement delivery programme

All strategies/programmes will be required to evidence their use of the chosen methodology
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6f. WORKING EFFECTIVELY WITH THE WIDER SYSTEM

The CQC have observed that truly patient-centred care cannot come from a single organisation view,
but with the recognition that high-quality care is only delivered when all parts of the health system
work effectively together. Health and social care organisations are complex, adaptive systems. Ql
methods recognise this, and help leaders and teams lead systematic improvement in this context.
Moving beyond organisational and functional boundaries and traditional hierarchies requires
systems thinking. Clarity on the purpose of Ql focuses improvement activity on delivering high-
quality patient care, and often results in wider consideration of patient experience and their journey
into and through healthcare services. As improvement teams experiment and problem solve, the
patient journey is understood across internal and external organisational boundaries. Ultimately this
leads to collaboration and improvement across functional boundaries to improve patient care —
where improvement teams are thinking and working across the system.

Within LLR, there have been, and continue to be, good examples of collaborative, cross-boundary,
improvement work. Examples include the frailty and multi-morbid pathway improvement
programme and the work to reduce the number of stranded patients and improve discharge
processes. There has also been substantial co-ordination of leadership development work so as to
ensure that different parts of the system have a common approach, thus facilitating further
collaboration. Having said that, there is no common Ql methodology universally in use and there are
undoubtedly cultural issues that get in the way of progress.

Actions

Work with the wider system to encourage the adoption of a common QI methodology and
use of the 6 core elements/drivers approach (to become the LLR Way)

Review the CQC interim report on whole system reviews for lessons from elsewhere
Identify a clear programme of cross-system improvement activity
Widen participation of our staff in system-wide projects

Require all strategies and programmes to consider the system-level elements/implications o
their work

7. APPLYING THE CORE ELEMENTS — A UNIFIED PROGRAMME OF IMPROVEMENT
We currently have five Strategic Objectives. These are:

Primary Objective:
e Safe, high quality, patient-centred, efficient care

Secondary Objectives:
e  Our people
e Research and education
e Partnerships and integration
e Strategic enablers

These objectives are accompanied by a summary description of what each involves. They are the
means by which we seek to deliver our Five Year Plan — Delivering Care at its Best and are
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complemented by our Annual Priorities which are set out in our Annual Operating Plan and
categorised under each objective.

We also have a range of strategies as follows. Some of these are in development or being revised/
updated:

e Quality Commitment

e E-hospital

e Reconfiguration

e Efficiency/Productivity Financial (recovery)
e People

e Estates

e Performance/Operational Improvement (ED, RTT, Cancer)
e Research

e Education

System working

Nursing

Communications and engagement

Patient and Public Involvement

e Quality (this strategy)

It will be noted that there are three strategies listed here which do not currently exist. These are
Efficiency/Productivity/Financial (where we have a Productivity Improvement Programme but not a
strategy as such, and then a separate Financial Recovery Strategy, Performance/Operational
Improvement (where similarly we have action plans but not a strategy) and System Working. Note
also that the Quality Commitment is a rolling improvement programme rather than a quality
strategy.

Whilst through the above approach we have in place a coherent set of plans for change and
improvement, the different elements of these plans in practice operate fairly separately. Thus there
are separate plans within the Quality Commitment, the operational improvement programmes such
as Emergency Care, the Productivity Improvement Programme and so on. Our various strategies
also have their own implementation plans. Although efforts have been made to ensure that all
these plans are “joined up”, they cannot be described as a fully integrated package.

As part of this strategy, we will move to a “unified programme” approach. This will involve a single
programme incorporating all the key things that we need to do and of course using the overall
approach set out in this strategy. We will start with the 2019/20 planning round and the essential
features of the new approach will be:

e A small set of Quality Priorities

e A small set of Enabling Priorities

e Management of these priorities through a single programme approach, with universal
application of the core elements and QI methodology

e Asmaller set of supporting programmes/strategies (the key activities of which in any year
will feature in the above annual priorities)

As a consequence of this unified approach, separate programme brandings (including the Quality
Commitment) will no longer be used.

It should be noted that the principal risk with the unified programme approach is that it becomes
too diffuse. This is of concern as evidence from elsewhere indicates that it is best to focus on a small

Page 12 of 20



number of key priorities in order to maximise impact. To avoid this, the number of Quality and
Enabling priorities in any one year will be kept as small as possible. A key element of this will be to
organise our work around a clear, compelling, goal.

Each year, the development of the unified programme will be at the heart of the planning process.
As part of this, discussions will take place with stakeholders (including patients and the public and
our commissioners) about priorities and there will be a developmental process via the Executive
Boards, Trust Board Thinking Days and ultimately the Trust Board itself. Once the Annual Operating
Plan has been finalised, a narrative document similar to the “Delivering Caring at its Best” document
will be produced in April each year to complement the formal AOP.

As referenced above, there will still be a need for topic-specific strategies to support the unified
programme. But all programme and strategic activity will:

e be required to use the six core elements as their basic structure, so as to ensure a
consistent approach. Each strategy must include a driver diagram which starts with these
elements in order to demonstrate compliance

e be required to use the improvement methodology developed as part of the
implementation of this QS

The Annual Operating Plan will continue to describe the key actions that will be taken within each of
our priorities in any given year, as well as key activity, financial and service development plans.

8. THE FUTURE OF THE UHL WAY
The UHL Way has been developed over the last 3 years and currently comprises:

e Better Engagement (Listening into Action)

e Better Teams

e Better Change (our current improvement methodology)
e UHL Academy

e Pulse Check

The successes and limitations of LiA and Better Teams have been described earlier in this strategy.
Better Change has not by any means been universally adopted. And the UHL Academy has delivered
much useful development activity but this has not been positioned within an overarching approach.
Thus the UHL Way has essentially been a set of tools rather than a comprehensive strategy. Many of
these tools will continue to be used within the approach set out in this strategy, but within a much
more explicit and rigorous overall approach. Thus the branding identified through the process
described in Section 4 will be used and the UHL Way brand will no longer be used.

Page 13 of 20



9. ENGAGEMENT AND COMMUNICATION

It is hopefully self-evident that engagement with both patients and staff is central to every element
of this strategy. There will therefore be no separate “engagement plan”, but rather engagement will
be embedded within our core activities in implementing this strategy. An example of this is the
diagnostic phase of the CLP, which involves a range of specific engagement activities.

Conversely, it will be very important that we consistently and relentlessly communicate what is
happening about every element of this strategy, and also what is happening within the unified
programme described in Section 7. This will require careful planning, rigorous execution and
appropriate resourcing.

Actions

Develop a Quality Strategy Engagement and Communication Plan

10. PATIENT INVOLVEMENT AND ENGAGEMENT

The involvement of patients, their families and carers will form a central component of this strategy.
This is consistent with our ambition to encourage an organisational culture in which the patient
voice is at the very centre of our service development, management and evaluation. This
commitment mirrors the CQC'’s clear expectations that users of our services are “actively engaged
and involved in decision-making to shape services and culture”.

The methodology advocated in this strategy will encourage all quality improvement initiatives to
begin with a consideration of who needs to be involved, and how that will be accomplished. Thus
discussions about a specific strategy or programme could include:

e What intelligence have you captured from patients about what is happening in this service?

e How have you gathered the views of patients about their experience through the whole
system?

e How have you involved patients in determining your priorities for improvement?

e How will you involve patients, their families and carers in this work?

e How will you ensure that patients are able to participate in your discussions to enable
meaningful participation in your work?

e What will be the scope for patient input to influence the outcome of the project?

If patients are to be meaningfully involved this needs to happen as early as possible and throughout
the life of a project, rather than presenting patient representatives with a fait accompli for
endorsement. Through this strategy we are making a commitment for “co-production” with patients
from the outset. Such an approach recognises that the vital “business intelligence” our patients can
provide will positively influence our quality improvement journey and help us to provide the best
hospital services for our local population.

Actions
Update the Patient and Public Involvement Strategy to align with the Quality Strategy

Work with our Patient Partners to determine how best to use their expertise within the
approach described in this strategy
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11. GOVERNANCE AND MANAGEMENT ARRANGEMENTS

We have recently introduced a new Accountability Framework for our Clinical Management Groups
and Corporate Directorates. A partial Well-Led review (incorporating a Board Review) has also been
undertaken which indicated broadly that our assurance systems and processes were fit for purposes.
These two elements of our corporate architecture will therefore remain in place. However, as
referenced earlier, it will be important to change the conversations that take place within those
structures so that they focus on the things that are important within the framework provided by this
strategy.

Following discussion at the event with Executive Directors and QI/OD subject matter experts on 13"
February, the following governance structure will be adopted:

e The programme board for the Quality Strategy itself will be the Executive Strategy Board.
This board will report progress direct to the Trust Board through the Chief Executive’s
Report

o An Expert Reference Group will be established to advise on the implementation and further
development of the strategy

o A Change Network will be established; this will be a much larger group, representing a cross-
section of the organisation. This is part of the approach used by the Culture and Leadership
Programme in order to assist with the diagnostic phase and cultural shift

e The Executive Planning Meeting will provide oversight of the progress of the Quality Strategy
Implementation Plan (see Section 13), ensuring that it is core business

The implementation of this strategy and the unified programme approach described in Section 7 will
have significant implications for the organisation of our teams and for lead roles. This for two
principal reasons:

e We will be seeking to work in a more integrated way, which implies more integration of, or
at least closer working between, the teams involved

e We will need to add capacity/skills if we identify deficits

On the basis that form should follow function, we will identify the appropriate future team structure
and lead roles once we have developed the unified programme. It will be necessary to do this
reasonably quickly in order to maintain the momentum which has developed as we have been
working on this strategy, and which is indeed manifested in much of our existing improvement
activity.

Actions

Convene the Expert Reference Group

Develop the Change Network

Implement EPM, ESB and Trust Board programme management and reporting

Identify team roles and structures once the unified programme has been developed
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12. RESOURCE REQUIREMENTS

As previously identified in this strategy document, there is a considerable amount of existing activity
already being undertaken which is relevant to the approach described here. Thus there will be
significant scope to both continue existing work and to redeploy existing resource to focus more
closely on the core elements identified here. However, the Executive Team has concluded that it will
not be possible to effectively implement this strategy within existing resources. The key areas which
have so far been identified that are thought will require additional resource include:

e Key corporate roles
e Improvement skills training
e Communications
e Patient involvement
e Business intelligence
e External specialist support
In order to generate sufficient financial headroom to properly resource this strategy, the Executive

Team has agreed to incorporate a £1m indicative investment as part of 2019/20 financial planning.
The deployment of this investment will be agreed by the Executive Strategy Board.

Actions
Undertake further resource requirement analysis and produce formal costing

Confirm Trust Board support for £1m investment through 2019/20 Financial Plan approval

13. MEASURING SUCCESS

It will of course be important to be able to measure whether this strategy is working. Given that the
aim of the strategy is to ensure that we deliver caring at its best to every patient every time, success
can be judged in multiple ways. If we are judged to be “Good” or “Outstanding” overall by the CQC,
this would certainly be regarded as success. But there will be a range of measures which we can
monitor in term of our journey towards our goal. We already measure many of these e.g. mortality
rates, harm indicators, achievement of performance targets, patient satisfaction, staff satisfaction.
It is proposed that we should select a relatively small number of metrics to form a Quality Strategy
Dashboard, to be regularly reported to the Trust Board as part of updates on the progress of this
strategy.

In addition to the QS Dashboard, we will develop a comprehensive Quality Strategy implementation
plan to manage and monitor the actions set out in this strategy and others that are developed as we
go forwards. A report on progress against this plan will once again form part of reporting to the
Trust Board.

Actions
Develop Quality Strategy Dashboard

Develop Quality Strategy Implementation Plan

Page 16 of 20



14. NEXT STEPS

This strategy is intended to provide a clear framework for how we will achieve our goal for delivering
caring at its best to every patient, every time, and thus become at outstanding organisation. In
doing so, it seeks to candidly address those things that have held us back up to now, and explicitly to
learn from best practice elsewhere.

Although “what” we need to do is clear, we will need to continuously engage our patients and staff
in developing the “how”. These conversations will be central to our approach as we go forward.

Following approval, this strategy, the QS Implementation Plan will be developed, incorporating the
actions identified in this document (to describe how we will improve). This will run in parallel to the
development of the 2019/20 Annual Operating Plan which will describe the unified improvement
programme (to describe what we will be improving).
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APPENDIX 1 — QUALITY STRATEGY CORE ELEMENTS
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APPENDIX 2 — AN EXAMPLE SKILLS PLANNER
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Courtesy of East London Foundation NHS Trust
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Clinically-led review of NHS access standards

Professor Stephen Powis, NHS National Medical Director, has published his interim report setting out
proposals to update several of the existing performance standards set out in the NHS constitution
handbook. The review was commissioned by the Prime Minister to ensure that NHS performance
measures reflect and encourage the latest medical practice and support the delivery of the long term
plan. This briefing provides a summary of the proposals. For further information, please contact:
Claire.helm@nhsproviders.org.

The review proposes a number of changes to existing standards for mental health, cancer, physical urgent
and emergency services and elective care. As set out in the NHS Long term plan, the review also
introduces new standards for urgent and emergency mental health services

The interim report states that the new standards will:

e introduce short waits for a far wider range of important clinical services
e provide standards that help improve clinical quality and outcomes

e |ock-in short waits for A&E and planned surgery

e help, rather than penalise, trusts who modernise their care.

The proposed new standards will be piloted and evaluated during 2019/20 which will form a transition
year between the old targets and updated standards.

There are currently several access standards that apply to a limited number of mental health services
covering access to talking therapies, starting treatment for psychosis and eating disorder treatment for
children and young people.

The Long term plan outlines how the NHS will continue on the current trajectory of substantially
expanding mental health services to deliver parity of esteem with physical health services. The plans
include continuing to expand access to talking therapies, perinatal mental health services and access to
crisis care. In the next ten years the NHS 111 is the single point of access for anyone experiencing mental
health crisis can access 24/7 age-appropriate mental health community support.
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The Long term plan also sets out a range of other goals for crisis, community service, and new care models.
A few of the changes for urgent and emergency mental health service and the projected trajectory for
coverage are included in the review and set out below.

Projected trajectory for transformation in urgent and emergency mental health services

Current

Expected % of adult
liaison services at core
24

30%

Expected % of adult
community mental
health crisis services
that are 24/7

45%

Expected % of urgent &
emergency community
and liaison children and
young people’s services
at core 24

24%

19/20

20/21 21/22

22/23

27/28

40%  50%  59%  64%  70% 100%
70%  100%  100%  100%  100% 100%
30%  35%  47%  70%  100% 100%

Proposed mental health standards

The review recommends that the following standards be tested. In addition consideration will be given to
any thresholds that might accompany the standards:

Measure

Clinical rationale

Implications for patient care

Expert assessment within
hours for emergency
referrals; and within 24
hours for urgent referrals in
community mental

health crisis services.
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While for many people with
urgent mental health
needs, A&E is appropriate,
consensus among
clinicians, patients and
commissioners is that many
urgent mental health needs
could be met more
effectively in the
community.

Appropriate response times
will need to be explored as
part of testing. Many local
areas have already set a

Rapid assessment of needs
to determine urgency, and
clear communication of
expected next steps to the
patient or referrer.

Many needs will be met on
the telephone or by
facilitating access to non
urgent support.

When people are assessed
as having urgent or
emergency needs, they will
need timely face-to-face
assessment from a



Access within one hour of
referral to liaison psychiatry
services and children and
young people’s equivalent
in A&E departments.

Four-week waiting times for
children and young people

who need specialist mental

health services.

Four-week waiting times for
adult and older adult
community mental health
teams.
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local target of four hours,
for example. However, the
severity and need of
individual patients will need
to be taken into account —
some patients will need a
quicker response.

Patients of all ages
presenting in A&E in crisis
require quick assessment to
determine risk. If they are
not seen quickly, the A&E
environment can
exacerbate symptoms and
they may leave without
treatment, potentially with
risk of serious harm or
suicide. Managing patients
who have not been
assessed adds pressure and
anxiety to staff.

Waits for treatment for
children and young
people’s mental health
services vary significantly
from referral to treatment.
Long waits can impact both
clinically and on the
individual waiting for
treatment.

Clear waiting times are to
be incorporated into the
design of new integrated
primary and community
mental health services, to
ensure that all individuals
are seen within a clinically
appropriate time.
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specialist mental health
professional.

Someone experiencing a
mental health crisis would
receive a response from the
liaison mental health
service within one hour.

Maximum of four weeks
from referral to an
assessment and start of
treatment or plan in NHS
funded services and/or
appropriate sign posting or
interface with other
services, including outside
the provider and specialist
community services.

Maximum of four weeks
from referral to an
assessment and start of
treatment or plan in NHS
funded services and/or
appropriate sign posting or
interface with other services
including outside the
provider and specialist
community services.
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Testing the mental health standards

Pilots to test the four-week commitment for children and young people’s mental health are already
underway. NHS England has asked pilot sites to set out what it would take for them to reach a four-week
waiting time, track progress, and improve over the next three years.

In 2019/20, selected Integrated Care System (ICS) and Sustainability and Transformation Partnership (STP)
areas will receive additional funding, working with primary care networks and other local partners, to
deliver improved and more integrated community mental health care for adults and older people with
moderate to severe mental health needs. As part of this, local areas will test the four-week waiting time
standard.

The review states that the urgent and emergency mental health standards will be brought together with
the wider changes in urgent and emergency care and tested together.

Cancer

There are currently nine specific cancer standards that have been in place in their current form since 2009.
They measure the time taken to see a specialist following an urgent referral from a GP, the time to receive
treatment from diagnosis and other standards depending on the occurrence.

One pillar of the NHS Long term plan is to improve early detection of cancer and to bring cancer survival
rates in line with other comparative countries. The proposals set out in the review offer a faster diagnosis
standard, bring together existing urgent referral routes into one standard and guarantee treatment is
started quickly.

Under the new standards people will have the expectation of diagnosis within one month and treatment
to start within two months.

Proposed cancer standards

The review recommends that following standards be tested:

Measure Clinical rationale Implications for patient care
Faster Diagnosis Standard: ~ Urgent cases include: More explicit focus on
Maximum 28- day wait to - those referred by their GP measuring and incentivising
communication of with urgent cancer early diagnosis, which is
definitive cancer / not symptoms; linked to improved survival

1 cancer diagnosis for - those referred by their GP  rates.

patients referred urgently with breast symptoms;
(including those with breast - those referred by cancer Improves on current two-
symptoms) and from NHS screening services. week waiting time, as
cancer screening. measures time to receive
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Maximum two-month (62-
day) wait to first treatment
from urgent GP referral
(including for breast

>  symptoms) and NHS cancer
screening.

Maximum one-month (31-
day) wait from decision to
treat to any cancer

3 treatment for all cancer
patients.

Testing the cancer standards

It is important that people
are diagnosed quickly after
referral so they can start
treatment as soon as
possible.

Patients will need to have
their first appointment with
a consultant well before the
28- day point to ensure
communication of
diagnosis within that
timeframe.

Includes urgent cases as
above. Having a single
headline measure, and
ensuring the clinical
guidance governing
inclusion within it reflects
modern clinical practice,
adds clarity and greater
focus on what really
matters.

All cancer patients need to
begin treatment quickly
after the decision to treat is
taken.
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diagnosis, rather than time
to be first seen by a
consultant.

Brings together existing
urgent referral routes into
one simple standard.

Brings together three
existing urgent referral
routes into one simplified
standard.

Maintains guarantee of
swift start to treatment for
all cancer patients.

Brings together four
existing treatment
standards into one
simplified standard.

The review is yet to determine how the new standards will be tested and evaluated. The interim report

commits to engagement with key stakeholders, including the cancer community in agreeing the

approach.

Based on the findings, the new standards are expected to be rolled out from April 2020.

The clinical review of ambulance standards in 2017 set out a range of new response time targets for the
ambulance service. In addition to these there is one other urgent and emergency care standard - a
maximum four hour wait in A&E from arrival to admission, transfer or discharge.
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The four hour waiting time target has been in place since 2004. The review sets out a range of changes to
urgent and emergency care services in the past 15 years which means that the standard is out of date.
These include the introduction of NHS 111, specialist stroke services, trauma centres, heart attack centres
and acute stroke units, and increased use of same day emergency care treatment.

The review sets out a list of shortcomings of the existing standard, all of which the review states are

addressed by the proposed standards:

1 The standard does not measure total waiting times

2 The standard does not differentiate between severity of condition

3 The standard measures a single point in often very complex patient pathways

4 There is strong evidence that hospital processes, rather than clinical judgement, are resulting in
admissions or discharge in the immediate period before a patient breaches the standard.

5 The standard is actually not well understood by the public who believe they will receive treatment
within four hours.

The proposed changes in urgent and emergency care sit alongside other elements of the Long term plan
including the improvements in community and reablement services which are aimed at reducing
readmission to hospital.

Proposed urgent and emergency care standards

The review recommends that following standards be tested:

Measure Clinical rationale Implications for patient care

Access standards

Time to initial clinical Focus on patient safety This will identify life-
assessment in Emergency prioritisation and streaming threatening conditions
Departments and Urgent to the most appropriate faster. It ensures timely
Treatment Centres (type 1 service, including liaison clinical assessment to
and 3 A&E departments). psychiatry and community  identify anybody who is in
mental health crisis need of immediate
1 services. treatment, and allows
patients to be directed to
This needs to be easily the service and practitioner
understandable for patients, best able to meet their
and is regarded by the needs at an early stage in
public as important. the patient's journey.
Time to emergency Highest priority patients get Complete a package of
) treatment for critically ill high-quality care with treatment in the first hour
and injured patients. specific time-to-treatments, after arrival for life

with proven clinical benefit. threatening conditions such
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as:
- stroke;

- heart attack (MI-STEMI);
- major trauma;

- critically ill patients
(including

sepsis);

- acute severe asthma;

- mental health
presentation

Time in A&E (all A&E Measure the mean waiting  Measures the time all

departments and mental time for all patients. patients are in A&E.

health equivalents). Strengthen rules on Reduce risk of patient harm

3 reporting prolonged trolley  through long waits for
waits for admission, admission or inappropriate
including reporting to the ~ admission. Reduce very
CcaQc. long waits for those who
need care.

Utilisation of Incentivise avoidance of Identifies a group of

Same Day overnight admission and patients with urgent

Emergency Care. improve hospital flow. healthcare needs who

would benefit from rapid
assessment and review by a
senior clinician. The aim is
to complete all diagnostic

4 tests, treatment and care
that are required in a single
day, in order to avoid an
unnecessary overnight
hospital stay.

Reduction in overnight

admissions and improved
patient experience.

Supporting indicator

Call response standards for  Assure a rapid response, Ensures that a patient's call
111and 999. and match patients is answered and assessed
(including mental health promptly when seeking
5 patients) to the service that help by telephone.
best meets their needs. Encourages patients to

access out of hospital
services, and to make
use of telephone triage.
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Testing of the urgent and emergency care standards

NHS England and NHS Improvement are identifying a number of sites to work with over the coming six
months to field test the above measures. The sites will provide a spread in terms of geography, a range of
urban, rural, and mixed communities and sites with varying current performance against the existing
standard.

The testing cycles will run in four to six week cycles from April 2019, with plans to roll out the final
recommendations to all trusts this autumn. Trusts that are not a test site will continue to measure the
existing standard.

Elective care

There are currently three standards set out in the NHS constitution relating to elective care which cover
how quickly a patient can expect to begin consultant led care, a diagnostic standard and a standard for
those who have their operations cancelled at late notice.

It is evident that the introduction of the 18 week target had a significant impact in reducing the number of
people waiting over a year for a routine operation.

The Long term plan states that the NHS will have a zero tolerance approach to people waiting over 52
weeks for a routine operation. The review argues that the extensive redesign of outpatients and
diagnostics services over the next five years means that it is only right that changes to access standards to
elective care are also considered.

The proposals put forward in the review see a continuation of a diagnostic standard but also says it will
test two different approaches for measuring the waiting list. First, the tests will consider if the current
thresholds are appropriate with the possibility of these being changed. Secondly, the testing will consider
the impact of changing the measure to an average wait target.

Proposed elective standards

The review recommends that following standards be tested:

Measure Clinical rationale Implications for patient care

Access standards

Maximum wait of six weeks Ensure that patients are Need for more consistent
from referral to test, for accessing diagnostic tests  achievement in all places.
1 diagnostic tests. quickly, so that a diagnosis  Achieve opportunity for
can be reached and faster overall pathway to
treatment can beginin a diagnosis and decision and
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Defined number of
maximum weeks wait

for incomplete pathways,
with a percentage
threshold.

OR

Average wait target for
incomplete pathways.

Supporting standards

26-week patient choice

offer.

3
52-week treatment
guarantee.

4

timely manner.

Will test both approaches
to consider the impact on
prioritisation of care and
reduction of long waits.

Every week counts for all
patients in achieving an
average, hence keeps
focus on patients at all
stages of their pathway.

Ensures that patients who
have not accessed
treatment within
recommended timeframe,
are able to choose whether
to access faster treatment
elsewhere in a managed
way.

This is too long for any
patient to wait and
incentivising action to
eliminate 52-week waits
will focus on finding
solutions to services that
are unable to meet
demand.

Testing of the elective care standards
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create a clear plan for
treatment earlier.

Measure from the point of
referral until treatment.
Clock stops and starts will
reflect new arrangements
for outpatients.

Faster care for many
patients by re-directing to
providers who can treat
them more quickly.

All patients must be treated
within 52 weeks, with fines
imposed on commissioners
and providers who are
jointly accountable if not.

In line with the other changes, NHS England and NHS Improvement will field test variants of the two
alternative approaches to the proposed elective access standards across a range of pilot sites with
appropriate spread and mix. The review states that the testing approach is likely to involve a group of sites
testing the use of average waiting times. Testing will seek to evaluate the changes to recording, changes
to reporting, changes to operational process and the outcomes and experience for patients.
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e The proposals for each distinct service area will be tested across pilot sites.

e During the testing phase, NHS England and NHS Improvement say they will engage with partners and
key stakeholders. This will include the clinical community, and patients and the public through working
with Healthwatch.

e NHS England and NHS Improvement will evaluate the testing for each proposal by applying the
following principles to guarantee the changes:
promote safety and outcomes
drive improvement in patient experience
are clinically meaningful, accurate and practically achievable
ensure the sickest and most urgent patients are given priority
ensure patients get the right service in the right place
are simple and easy to understand for patients and the public
do not worsen inequalities
e The public will be consulted on any changes to the NHS constitution handbook

e The timeframe broadly sets six months for testing with rolling out in the autumn. The final
recommendations are expected in spring 2020.

Responding to the announcement of plans to trial new NHS clinical standards, including new
standards for mental health and cancer care, the deputy chief executive of NHS Providers, Saffron
Cordery, said:

"The key NHS targets have played a valuable role in improving access to care. They have become a widely
recognised indicator of NHS performance. But clinical practice moves on so it is right to consider whether
they remain relevant and reflect best practice.

"In order to win public confidence, it will be vital to ensure this process is clinically led and that any
changes have been carefully tested and evaluated. Any roll out will need to be incremental and must
have the full backing of the clinical community and leadership of NHS trusts. This is particularly important
in view of the fact that performance against the current standards has slipped. We must guard against any
sense of 'moving the goalposts' to bring the standards back within reach.

Ultimately, the decision to change the constitutional standards will lie with politicians. But it must be

informed by clear and compelling evidence on best clinical practice — and driven by what is in the best
interests of patients and service users."
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CHIEF EXECUTIVE’S MONTHLY UPDATE REPORT – APRIL  2019

Authors: John Adler and Stephen Ward    
Sponsor: John Adler    

Trust Board paper K

Executive Summary


Context


The Chief Executive’s monthly update report to the Trust Board for April 2019 is attached.  It includes:-


(a) 
the Quality and Performance Dashboard for February 2019 attached at appendix 1 (the full month 11 quality and performance report is available on the Trust’s public website and is hyperlinked within this report);


(b)  
key issues relating to our Strategic Objectives and Annual Priorities.

Questions 


1. Does the Trust Board have any questions or comments about our performance and plans on the matters set out in the report?


Conclusion


1. The Trust Board is asked to consider and comment upon the issues identified in the report.

Input Sought


We would welcome the Board’s input regarding the content of this month’s report to the Board.

For Reference


Edit as appropriate:


1. The following objectives were considered when preparing this report:


Safe, high quality, patient centred healthcare

[Yes]


Effective, integrated emergency care


[Yes]


Consistently meeting national access standards
[Yes]



Integrated care in partnership with others

[Yes]




Enhanced delivery in research, innovation & ed’
[Yes]




A caring, professional, engaged workforce

[Yes]


Clinically sustainable services with excellent facilities
[Yes]


Financially sustainable NHS organisation

[Yes]


Enabled by excellent IM&T



[Yes]


2. This matter relates to the following governance initiatives:


a. Organisational Risk Register



[Not applicable]


If YES please give details of risk ID, risk title and current / target risk ratings. 


		Datix Risk ID

		Operational Risk Title(s) – add new line for each operational risk

		Current Rating

		Target Rating

		CMG



		XXXX

		There is a risk …

		

		

		XX





If NO, why not? Eg. Current Risk Rating is LOW


b. Board Assurance Framework



[Not applicable]


If YES please give details of risk No., risk title and current / target risk ratings. 


		Principal Risk

		Principal Risk Title

		Current Rating

		Target Rating



		No. 

		There is a risk …

		

		





3. Related Patient and Public Involvement actions taken, or to be taken: [N/A]


4. Results of any Equality Impact Assessment, relating to this matter: [N/A]


5. Scheduled date for the next paper on this topic:
[May 2019 Trust Board]

6. Executive Summaries should not exceed 1 page.
[My paper does comply]


7. Papers should not exceed 7 pages. 

 
[My paper does comply]


				



		





		

		








UNIVERSITY HOSPITALS OF LEICESTER NHS TRUST


REPORT TO:
TRUST BOARD


DATE:

4 APRIL 2019

REPORT BY:
CHIEF EXECUTIVE

SUBJECT:

MONTHLY UPDATE REPORT – APRIL 2019

1.
Introduction

1.1
My monthly update report this month focuses on:-


(a)
the Board Quality and Performance Dashboard attached at appendix 1;


(b)
the Board Assurance Framework (BAF) and Organisational Risk Register;


(c)
key issues relating to our Annual Priorities, and


(d)
a range of other issues which I think it is important to highlight to the Trust Board.


1.2
I would welcome feedback on this report which will be taken into account in preparing further such reports for future meetings of the Trust Board.


2
Quality and Performance Dashboard – February 2019

2.1
The Quality and Performance Dashboard for February 2019 is appended to this report at appendix 1.


2.2
The Dashboard aims to ensure that Board members are able to see at a glance how we are performing against a range of key measures.


2.3
The more comprehensive monthly Quality and Performance report continues to be reviewed in depth at a joint meeting of the People, Process and Performance Committee and Quality and Outcomes Committee.  The month 11 quality and performance report report is published on the Trust’s website.



Good News:

2.4
Mortality – the latest published SHMI (period October 2017 to September 2018) is 99, slightly higher than previous SHMI however remains below expected. Diagnostic 6 week wait – standard achieved for 6 consecutive months. 52+ weeks wait – has been compliant for 8 consecutive months. Referral to Treatment – our performance was below the national standard, however, we achieved the NHS Improvement trajectory (which is the key performance measure for 2018/19). Delayed transfers of care - remain within the tolerance. However, there are a range of other delays that do not appear in the count. 12 hour trolley wait 0 in February. C DIFF – was below threshold this month. Pressure Ulcers - 0 Grade 4 and 1 Grade 3 reported during February. CAS alerts – compliant in February. Inpatient and Day Case Patient Satisfaction (FFT) achieved the Quality Commitment of 97%. Fractured NOF – remains compliant for the 7th consecutive month. Cancelled operations and Patients rebooked within 28 days – we continue to show improvement with our elective cancellations. 90% of Stay on a Stroke Unit – 84.2% reported in January. Annual Appraisal is at 92.6% (rising trend). 

Bad News:

2.5
UHL ED 4 hour performance – was 76.1% for February, system performance (including LLR UCCs) was 82.6%. Ambulance Handover 60+ minutes (CAD+) – performance at 4%. MRSA – 1 case reported this month. Grade 2 was above threshold for the month. Single Sex Accommodation Breaches – 5 reported in February. Moderate harms and above – January (reported 1 month in arrears) was above threshold. Cancer Two Week Wait was 88.6% in January. Cancer 31 day treatment was 91.4% in January. Cancer Symptomatic Breast was 64.5% in January. Cancer 62 day treatment was not achieved in January – further detail of recovery actions is in the cancer recovery report submitted to the People, Process and Performance Committee. Statutory and Mandatory Training reported from HELM is at 89%. TIA (high risk patients) – 57.5% reported in February.


3.
Board Assurance Framework (BAF) and Organisational Risk Register 

3.1
The Board Assurance Framework (BAF) and organisational risk register have been kept under review and a detailed BAF and an extract from the risk register are included in the integrated risk and assurance paper featuring elsewhere on today’s Board agenda. 


Board Assurance Framework 


3.2
The BAF remains a dynamic document and all principal risks have been updated by their lead Directors (to report performance for February) and have been reviewed by their relevant Executive Boards during March 2019, where they have been scrutinised ahead of the final version to Board today.

3.3
The highest rated principal risks on the BAF are described in the table below:


		Principal Risk Description 2018/19

		Risk Rating (IxL)

		Objective & Lead Director



		PR2: If the Trust is unable to achieve and maintain the required workforce capacity and capability standards, then it may result in widespread instances of poor clinical outcomes for patients and increased staff workloads, impacting business (quality / finance) and reputation (regulatory duty / adverse publicity).     

		5 x 4 = 20

		Our People


DPOP



		PR3: If the Trust is unable to achieve and maintain financial sustainability, then it will result in a failure to deliver the financial plan, impacting business (finance & quality) and reputation (regulatory duty / adverse publicity).     

		4 x 5 = 20

		Financial Stability


CFO



		PR4: If the Trust is unable to effectively manage the emergency care pathway, then it may result in widespread instances of poor clinical outcomes for patients and sustained failure to achieve constitutional standards, impacting business (quality & finance) and reputation (regulatory duty / adverse publicity).   

		5 x 4 = 20

		Organisation of Care


COO



		PR6: If the Trust does not adequately develop and maintain its estate, then it may result in an increased risk of failure of critical plant, equipment and core critical services leading to compliance issues, risk of regulatory intervention, impact upon business and patient critical infrastructure and adverse publicity.    

		5 x 4 = 20

		Key Strategic Enabler


DEF





Organisational Risk Register

3.4
The Trust’s risk register has been kept under review by the Executive Performance Board and across all CMGs during the reporting period and displays 258 risks:


[image: image1.png]0 88 163
Extreme High Moderate







3.5
Thematic analysis across the organisational risk register shows the common risk causation theme is workforce shortages. Thematic findings from the risk register are reflective of the highest rated themes captured on the BAF.

4.
Emergency Care

4.1
In January 2019, 21,682 patients attended our Emergency Department (ED) and Eye Casualty; a 9% increase in the numbers of patients who attended in January 2018.  

4.2
We continue to perform well against our peers for ‘stranded’ patients, and delayed transfers of care (DTOCs) also remain low against national benchmarks.

4.3
In January, we struggled with timely ambulance handovers due to a combination of extremely high numbers of ambulances (a number of days saw over 200 ambulances in 24 hours), many of which were arriving early evening, and poor flow out of the Emergency Department due to the acuity of the patients.  Our colleagues at East Midlands Ambulance Service were very supportive and worked closely with us to make improvements.  Performance in February was markedly better.

4.4
The expansion of the Clinical Decisions Unit (CDU) and opening of the new modular ward (28 beds) at Glenfield Hospital was completed on the 28th January and this has also helped support flow from the Emergency Department.


4.5
On 4 March, we saw the introduction of a new model in ED, the Medical Front Door Team.  This is a team from Medicine who are operating 24/7 with 7 day, 9am-5pm Consultant cover working in ED Majors.  There will be at least a ST3/Senior decision maker at all times, with one to two juniors.  The team will clerk all patients referred from primary care to medicine who are admitted via ED; provide ongoing care to patients awaiting admission to medicine from the Emergency Department and, where appropriate, identify patients who can be discharged from the Emergency Department following medical review.  To coincide with this very helpful development, a unified medical clerking process has been introduced to reduce duplication of work during the patient’s journey through out ED and assessment units. 

4.6
Details of the Trust’s emergency care performance continue to be the subject of report by the Chief Operating Officer monthly to the People, Process and Performance Committee.  Details of the Committee’s most recent consideration of the position are set out in the summary of that meeting which features elsewhere on this Board agenda.


5.
Quality Strategy

5.1
Following discussion at the February and March 2019 Board meetings, the Quality Strategy has been finalised and the updated version is attached at appendix 2.


5.2
Over the course of the last month:


(a) the Executive Directors have agreed to establish a new post of Head of Quality Improvement, who will be our in-house expert in quality improvement methodology.  In addition, a new post in Communications will increase capacity in this key area.  Discussions are continuing on a number of other investments;


(b) the Executive Directors and Clinical Directors have met and begun to discuss how best to create the capacity for change in Clinical Management Groups;


(c) we have confirmed the Trust’s quality and supporting priorities for 2019/20, subject to their approval by the Trust Board at this meeting as part of the Annual Operational Plan 2019/20;


(d) We have developed a “Becoming the Best” graphic which shows our priorities for 2019/20 and how these will be supported by our quality improvement approach and Trust values, with a “golden thread” of patient and public involvement.  The graphic is attached at appendix 3.


(e) I have met with our Patient Partners to discuss how they can support Becoming the Best.  This was a very productive discussion during which it was agreed that the Patient Partners would be aligned with each of our priorities and also collectively act as an assurance group for the patient and public involvement “tests” which are included in the Quality Strategy.


(f) we have commenced a review of our Executive reporting structures and processes, to ensure that they are fit for purpose.  This will most likely lead to a restructuring of the Executive Boards from May;


(g) we have commenced the recruitment of a large group of staff, drawn from across the organisation, who will act as a ‘sounding board’ as we take forward the Strategy; and

(h) we have launched our leadership and culture survey across the Trust and to key partners and stakeholders, with every member of staff invited to share their views to help us in our ‘Becoming the Best’ journey.


5.3
I will continue to report to each meeting of the Board on the Quality Strategy as we move forward.

6. Leicester, Leicestershire and Rutland health Sustainability and Transformation Partnership – Better Care Together

6.1 The Better Care Together workstreams have been redefined for 2019/20, in line with the NHS Long Term Plan, and details are set out below:


Core Programmes


· Primary care


· Cancer


· Urgent and emergency care


· Integrated community services


· Mental health


· Learning disability


· Children and maternity


· Prevention and health inequality


Enabling Programmes

· Information management and technology


· Workforce


· Finance and contracting


· Communication and engagement


6.2
In addition, an ‘End of Life Task Force’ has been established to bring a higher profile across the health and social care system to this key area of work.


7. NHS England/NHS Improvement – Management Structure Changes

7.1 On 1st March 2019, changes were announced to the top structure of NHS England and NHS Improvement.


7.2 The two Boards have decided to move to a single Chief Executive and single Chief Operating Officer model.  This means creating a single, combined post of Chief Operating Officer covering both organisations.  This role will report directly to Simon Stevens as the Chief Executive of NHS England, who will lead both organisations.  The Chief Operating Officer will, for regulatory purposes, also be the identified Chief Executive of NHS Improvement and, in that capacity, will report to the Chair of NHS Improvement.  The seven Regional Directors, the National Director of Emergency and Elective Care and the National Director for Improvement will report directly to the new Chief Operating Officer.


7.3 At Midlands Region level, a series of senior appointments have been announced, reporting to Dale Bywater, the Regional Director.  These appointments include:


· Chief Nurse:
Siobhan Reilly


· Medical Director:  Nigel Sturrock


· Workforce and OD:  Stephen Morrison


· Performance and Improvement:  Jeff Worrall (includes both Trusts and CCGs)


· Finance:  Remains vacant


· Commissioning (specialised):  Alison Tonge


8. Implementing the NHS Long Term Plan: Proposals for possible changes to legislation

8.1 On 1st March 2019, NHS England and NHS Improvement announced proposals for possible changes to legislation.


8.2 The engagement document, Implementing the NHS Long Term Plan: Proposals for Possible Changes to Legislation, elaborates on the proposals listed in the NHS Long Term Plan.


8.3 The NHS Long Term Plan sets out NHS England’s and NHS Improvement’s view that the current policy direction towards collaboration and integration within local systems can “generally” be achieved within the current statutory framework, but that “legislative change would support more rapid progress”.

8.4 NHS England and NHS Improvement are consulting on the proposals until 25th April 2019.  Once all responses have been received and considered, NHS England and NHS Improvement will publish a report which will set out the views received and make firm recommendations to the Secretary of State for Health and Social Care.


8.5 The proposals may be summarised as follows:


· removing the Competition and Markets Authority’s duty to review NHS Foundation Trust mergers,


· removing NHS Improvement’s competition powers and duty to prevent anti-competitive behaviour,


· removing the requirement for NHS Improvement to refer contested licence conditions or national tariff provisions to the Competition and Markets Authority,


· procurement regulations made under section 75 of the Health and Social Care Act 2012 should be revoked and the powers in primary legislation under which they were made should be repealed and replaced by a best value test,


· removing NHS Commissioners and NHS Providers from the scope of the Public Contracts Regulations, and instead making NHS Commissioners subject to a best value test, supported by statutory guidance,


· on the tariff: (a) national prices to be set as a formula rather than a fixed value; (b) a power for national prices to be applied only in specified circumstances; (c) allow in-year adjustments without consultation to some treatments within the tariff,

· once Integrated Care Systems are fully developed, the power to apply to NHS Improvement to make local modification to tariff prices should be removed,


· national tariff can include prices for section 7a public health services,


· Secretary of State to be able to set up new Integrated Care Trusts,


· NHS Improvement to have targeted powers to direct mergers or acquisitions involving NHS Foundation Trusts, in specific circumstances only, where a clear patient benefit has been shown,

· NHS Improvement to have powers to set annual capital spending limits for NHS Foundation Trusts,


· NHS Providers and Clinical Commissioning Groups to be able to create joint Committees,


· NHS England to be able to publish guidance on joint Committee governance and appropriate delegation,


· allowing Clinical Commissioning Groups more freedom to have governing body members who work as clinicians for local providers,


· making it easier for Clinical Commissioning Groups and NHS Providers to make joint appointments,


· a shared duty for Clinical Commissioning Groups and NHS Providers to promote the triple aim of better health for everyone, better care for all patients, and efficient use of NHS resources, both for their local systems and for the wider NHS,


· removing the barriers that limit the ability of Clinical Commissioning Groups, Local Authorities and NHS England to work together and take decisions jointly,


· NHS England can allow groups of Clinical Commissioning Groups to collaborate to arrange services for their combined populations,


· Clinical Commissioning Groups can carry out delegated functions as if they were their own,


· groups of Clinical Commissioning Groups in joint and lead commissioner arrangements can make decisions and pool funds across their functions,


· NHS England can commission, or jointly commission, or delegate to groups of Clinical Commissioning Groups, section 7a public health functions


· NHS England can enter into formal joint commissioning arrangements with Clinical Commissioning Groups,


· NHS England and NHS Improvement should be brought together more closely beyond the limits of the current legislation, whilst clarifying the accountability to the Secretary of State and Parliament,


· closer working should be achieved by: either (a) creating a single organisation which combines all the relevant functions of NHS England and NHS Improvement; or (b) leaving the existing bodies as they are, but provide more flexibility to work together, including powers to carry out functions jointly or to delegate or transfer functions to each other, and the flexibility to have Non-Executive Board members in common,

· enable wider collaboration between Arms Length Bodies by establishing new powers for the Secretary of State to transfer, or require delegation of, Arms Length Body functions to other Arms Length Bodies, and create new functions of Arm Lengths Bodies.


9. Clinically-Led Review of NHS Access Standards

9.1 In June 2018, Professor Stephen Powis, NHS England National Medical Director, was asked by the Prime Minister to review the core set of NHS access standards, in the context of the model of service described in the NHS Long Term Plan, and informed by the latest clinical and operational evidence, and recommend any required updates and improvements to ensure that NHS standards:


· promote safety and outcomes;


· drive improvements in patients’ experience;


· are clinically meaningful, accurate and practically achievable;


· ensure the sickest and most urgent patients are given priority;


· ensure patients get the right service in the right place;


· are simple and easy to understand for patients and the public;


· do not worsen inequalities.


9.2 The review is being undertaken in three phases:


1. consider what is already known about how current targets operate and influence behaviour


2. map the current standards against the NHS Long Term Plan to examine how performance measures can help transform the Health Service and deliver better care and treatment


3. test and evaluate proposals to ensure that they deliver the expected change in behaviour and experience for patients, prior to making final recommendations for wider implementation.


9.3 To support this work, a Clinical Oversight Group was established, which includes members from the Academy of Medical Royal Colleges, The Royal College of Surgeons, The Royal College of Physicians, The Royal College of Nursing, Healthwatch and senior members of NHS England and NHS Improvement clinical teams.  The Group met regularly during the initial two phases of the Review, and will continue to meet and input during phase 3.  On 12th March 2019, Professor Powis published his interim report setting out the initial proposals for testing changes to access standards in Mental Health Services, Cancer Care, Elective Care and Urgent and Emergency Care.  Further details are set out in the NHS Providers’ On the day briefing attached at appendix 4.


9.4 The proposals are due to be tested in pilot sites across the country over the next 6 months before being rolled out across the NHS beginning Spring 2020.


10. Conclusion

10.1
The Trust Board is invited to consider and comment upon this report and the attached appendices.


John Adler


Chief Executive


28th March 2019

PAGE  

1





