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The programme for the next meeting of the Board of Directors will take place:

On: Wednesday 25" January 2023
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9:45 - 12:45

1:15-2:15
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York and Scarborough Hospitals Charity —
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Board of Directors meeting held in public

Board of Directors — Private

Trust Priorities Report (TPR) development

Charity Trustees and
External Audit

Board of Directors
Members of the
Public

Board of Directors
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NHS!

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Board of Directors
Public Agenda

All items listed in blue text, are to be received for information/ assurance and no
discussion time has been allocated within the agenda. These items can be viewed
in a separate supporting information pack (Blue Box).

Item Subject Lead Report/ Page Time
Verbal No

1. Welcome and Introductions Chair Verbal - 9.45

2. Apologies for Absence Chair Verbal -

To receive any apologies for absence.

3. Declarations of Interest Chair Verbal -
To receive any changes to the register of

Directors’ interests or consider any conflicts of
interest arising from the agenda.

4. Minutes of the meeting held on 30 Chair Report 09
November 2022

To be agreed as an accurate record.

5. Matters Arising / Action Log Chair Report 25

To discuss any matters or actions arising from
the minutes or action log.

6. Chief Executive’s Report Chief 10.00
Executive
To receive:
6.1 o Chief Executive’s Update Report (to follow)
6.2 e The January 2022-23 Trust Priorities Report 27
Report
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ltem

7.

9.1
9.2

10.

10.1
10.2

Subject

Trust Priorities Report: Our People
To receive an update on the Our People

priority of the Trust Priorities Report (TPR)
(Item 6.2).

Nurse Staffing Report

To receive the report.

Public Sector Equality Duty Report

To receive the Public Sector Equality Duty
annual review report. To include:

e Workforce Report
e Patient Report

People and Culture Assurance Committee
To receive:

e November Committee minutes
e January Committee exception report

NHS!

York and Scarborough

Lead

Director of
Workforce &
oD

Chief Nurse

Director of
Workforce &
oD

Committee
Chair

Teaching Hospitals

NHS Foundation Trust

Report/

Verbal

Trust Priority: Our People

Iltem 6.2

Report

Report
Report

Report
Report

Page Time

No

- 10.20
63 10.30
10.40
71
111
10.50
131
(to follow)

Trust Priority: Quality and Safety

11.

12.

Trust Priorities Report: Quality & Safety
To receive an update on the Quality and

Safety priority of the Trust Priorities Report
(TPR) (Item 6.2).

CQC Update

To receive an update on the CQC actions.
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13.

14.

15.

15.1

15.2

Subject

Ockenden Report Update

To receive the report to include the Perinatal
Clinical Quality Surveillance Report including:

e Apprendix D - Maternity Incentive Scheme
Update (for information)

Q3 Guardian of Safe Working Hours Report

To receive the report.

Quality & Safety Assurance Committee
To receive:
¢ November and December Committee

minutes
e January Committee exception report

NHS!

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Lead

Care Group
Director of
Midwifery

Medical
Director

Chair of
Committee

Report/
Verbal

Report

Report

Report

Report

Page Time
No

169  11.15

193  11.25
11.30

205

(to follow)

Trust Priority: Elective Recovery & Acute Flow

16.

17.

Trust Acute Flow Current Pressures

To discuss the current pressures of acute flow
in the Trust.

Trust Priorities Report: Elective Recovery
and Acute Flow

To receive an update on the Elective Recovery

and Acute Flow priorities of the Trust Priorities
Report (TPR) (Item 6.2).
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Item Subject Lead Report/ Page Time
Verbal No
18. Digital, Performance and Finance Chair of 12.10
Assurance Committee Committee
To receive:
18.1 e November and December Committee Report 255
minutes
18.2 e January Committee exception report Report 269
19. Finance Update Finance ltem6.2 - 12.15
Director

To receive the Trust’s financial position from
the Trust Priorities Report (TPR) (Item 6.2).

20. Risk Management Update - Board Associate Report 273 12.20
Assurance Framework and Corporate Risk Director of
Register Corporate
Governance

To receive the Q3 Board Assurance
Framework and latest Corporate Risk Register.

21. Corporate Governance Framework Review Associate Report 299 12.30
Director of
e Scheme of Reservation and Delegation Corporate
e Standard Financial Instructions Governance
To approve amendments to the corporate
governance framework.
22. Group Audit Committee Chair of Report 307 12.35

Committee
To receive the September Group Audit
Committee minutes and the December
exception report.
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Item Subject Lead Report/ Page Time
Verbal No

23. Items for Information All - -

23.1 e Executive Committee Minutes

23.2 e Star Award nominations

23.3 e York Health and Care Prospectus

234 e Business Case: 2022/23-100 Endoscopy

Equipment Replacement
235 e TPR Mandatory Reporting

24. Any other business including questions Chair Verbal - 12.40
from the public

25. Time and Date of next meeting

The next meeting held in public will be on 22 February 2023.

26. Exclusion of the Press and Public
‘That representatives of the press, and other members of the public, be excluded
from the remainder of this meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be prejudicial to the public
interest’, Section 1(2), Public Bodies (Admission to Meetings) Act 1960.

27. Close 12.45

Board of Directors (Public) — 25 January 2023






NHS

York and Scarborough
Teaching Hospitals
NHS Foundation Trust
Minutes
Board of Directors Meeting (Public)
30 November 2022

Minutes of the Public Board of Directors meeting held on Wednesday 30 November 2022
in the Boardroom, Trust Headquarters, 2" Floor Admin Block, York Hospital. The meeting
commenced at 9:00am and concluded at 11:47am.

Members present:

Non-executive Directors
Alan Downey (Chair)
Lynne Mellor

Jim Dillon

Denise McConnell (virtual)
Lorraine Boyd

Steve Holmberg

Jenny McAleese (virtual)

Stakeholder Non-Executive Director
e Matt Morgan

Associate Non-executive Directors
e Ashley Clay

Executive Directors

Simon Morritt, Chief Executive

Andrew Bertram, Deputy Chief Executive/Finance Director

Heather McNair, Chief Nurse

Melanie Liley, Interim Chief Operating Officer

Polly McMeekin, Director of Workforce and Organisational Development
James Hawkins, Chief Digital Information Officer

Karen Stone, Medical Director

Corporate Directors
e Lucy Brown, Director of Communications

In Attendance:
e Mike Taylor, Associate Director of Corporate Governance
e Cheryl Gaynor, Corporate Governance Manager

Observers:
There were no observers at the meeting

The Chair welcomed everyone to the meeting.



95 22/23 Apologies for absence
There were no apologies for absence received.

96 22/23 Declaration of Interests
There were no declarations of interest to note.

97 22/23 Minutes of the meeting held on 2 November 2022
The Board approved the minutes of the meeting held on 2 November 2022 as an accurate
record of the meeting.

The Board:
e Approved the minutes of the meeting held on 2 November 2022.

98 22/23 Matters arising from the minutes
The Board discussed the following actions:

Action 38 — It was confirmed that the Medical Director had since met with Jane Miller and
had subsequently written a summary report following this which was agreed to be
circulated to the Board following the meeting. Chair of the Quality & Safety Assurance
Committee Steve Holmberg confirmed that the Committee had continued to discuss the
case and confirmed that in receipt of the Medical Directors report, all were in agreement
for the item to be closed.

Action 68 — Following recent discussions, it was agreed to amend the action of Community
Services to become a regular update on the Board agenda as opposed to one session in
January as initially planned. This would ensure that the Board would have clearer
oversight of the community services that the Trust provides.

Action 73 — Amend the title to reflect ‘Emergency Department’. On the back of the items
initial title (Winter Plan) it was suggested that the Board receive an update in January of
progress against the previously approved Winter plan.

Action 102 — this was included on the agenda as planned and consequently closed.

99 22/23 Staff Story
Staff Nurse Liz Alinaitwe attended the Board meeting, she described her experiences
when being in an international nurse position at the Trust:

| graduated in 2016, my mum asked me my wish, as | had made her proud being named the ‘Best
performing student of the year in my university’. | had one wish, to work in Europe, in a world class
hospital.

In 2018, the government wanted to sponsor brilliant nurses for a masters in critical care, |
remember | was home and | got a phone call from one of the medical directors that my name had
been put forward for a scholarship. My performance was excellent, but | still didn’t like what | was
doing as it was mainly theory, | thought | would thrive better in Europe. So, after my first year in
June 2019, they gave us 2 months to work on our master’s proposals. This was a great opportunity
for me. | used 4 weeks to prepare for an EILTS exam (an English language test for study,
migration, or work) and unfortunately the British council centre for EILTS in Uganda was full for
that month. So, | had to go to another Country if | was to sit for the test. | checked in East Africa
and the centre that had space at that time was in Tanzania. | had never been to Tanzania before,

10



but | wanted to follow my heart. | didn’t have money for a flight at that time. | travelled 38 hours by
Bus to the exam centre, that’s a 76 hrs return journey. | was in love with what | was doing, and
thankfully, | passed and the process of coming to the Trust began.

Before Arrival - When | was still praying for the big decision on which hospital to join, | received an
email, and then a phone call from Emma Deans (International Nurse Project Manager), she spoke
to me like someone she had known before, | told her my fears and she said she would help me.
She had a lovely voice, and | somehow thought it was a scam. | told her | wanted to move as quick
as possible. From that day, she kept in touch with me. Reality hit me a day before my flight that |
was leaving my family. Emma picked me up from the airport and we chatted as though | had met a
long-time friend. She kept messaging me to know how | was doing. She was so compassionate,
and she emotionally supported me.

At the ward - When | arrived on the ward with another International Nurse, everyone looked the
same. One of the ward sisters at that time, took us around the ward, but 5 minutes later, | didn’t
even remember what | was shown. | just got anxiety of being in a new place, new ways of doing
things, | had no idea what the Core Patient Database was all about, | even feared to touch the
computers because | feared altering the information on it. | had lost my confidence.

Challenges - During my supernumerary period, a confused patient poured on me a jug of cold
water as | was doing morning medication round, she called me an African monkey- | remember my
ward manager acted swiftly and supported me. Another day, a Dr of Pakistani origin asked me to
go in the room with him to examine a patient, and the patient rudely said, he didn’t want foreigners
to work on him. When we told the ward manager, she told the patient that racism is not accepted in
the Trust. | felt isolated at times in the beginning and was upset.

My turning point was during the covid period, my manager said to me that | had a choice to either
go to another ward or stay on a covid ward and that the other International Nurses | had come
with, had decided to move to another ward. | told her | had worked in many epidemics back home,
so | was happy to stay on my ward. During that time, | worked with a diverse group, | loved the
teamwork, we really had an excellent team that resurrected the dead skills in me, and |
rediscovered myself. At the end of the first wave, all the staff were going back to their wards. |
remember having a chat with the matron, and she told me that she was so amazed with how good
| had become, and | also told her that | wanted to move to another ward. She asked me where |
wanted to go, and | remember telling her and she said to me, just leave it with me.

July 2020 | joined Acute Medical Unit, the current day on Lilac Acute Medical Unit ward at the
Scarborough site. Since it was a new team | had joined, the ward manager said she was going to
do my appraisals so she would get to know me better, she did for every new member of staff. | still
remember her words, she said she had heard how hard working | was and she was pleased to
have me on her team. She added that if | needed anything, or if something wasn'’t right, she would
always be at the end of the phone, and her office will always be open. She made me feel
welcomed, included, valued, and supported. Indeed, she has got the best out of me.

Emma Deans invited me to join the Stay and Thrive Working Group and she told me the
objectives, she said we would have support from Associate Chief Nurse Emma George (she has
been great!). | remember telling some of them that we had started a Stay and Thrive Working
Group, and we would discuss issues International Nurses face and find solutions. | told them it
would be done tactfully. | thought we could create a better working environment for others. | felt
sad when some International Nurses told Emma that they were being discriminated at the wards.
We started attending lectures online, and we felt we needed to do something to help the minority.
We gathered information from other International Nurses, it wasn’t easy as most of them were
afraid to speak out, but We promised to keep everything in confidence, and we planned on
engaging as many people as possible so that we could create a better place for International
Nurses.

| can'’t fail to mention that Matron Sam Soulsby, who is my Matron. She did everything to help
International Nurses. | trust her, and she gave me her word, she said | could get in touch with her
anytime if any International Nurses had challenges. She helped greatly! She has also supported
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me to the band 6 | am today, and | always have her support. If | do something wrong, she corrects
me, just like what great leaders do.

It is undeniable that if these international nurses are given support, they work hard, and | can be
honest and say that it’s easier to practice here than back home. Secondly, when staff stay in any
organisation for more than 2 years, the errors that they make are minimal, compared to when they
have just arrived, so supporting them will help with staff retention and in return our dear patients
will get high quality care, that we all strive for.

Achievements of Stay and Thrive Programme - There are many positives, to mention but a few;
nowadays, when International Nurses join the Trust, they are given a buddy to help them at the
ward, we have a matron — Matron Ginni and her amazing team that have developed a
comprehensive ward induction and practical scenarios, so that International Nurses are well
prepared before they go to the ward, as well as clinical educators helping out with clinical skills for
all NQ and International Nurses, Matron Ginni is also organising a listening exercise across the
Trust, that | will be discussing with her soon on how to go about it. We have anti-racism posters
across sites, most International Nurses feel empowered to apply for posts when they come up-
which is advancement in their career, we plan to have a career guidance workshop.

Cultural week - In lock down, | realised that many International Nurses were isolated, afraid to
speak up, so | thought | would organise a party, and have some senior members attend and speak
to them, so they can feel a sense of. and lots came, the recruitment team joined us in one of the
restaurants. So, | planned to organise a bigger party. In one of our stay and thrive meetings, the
Head of Nursing said the Trust was planning to have a similar party, but they didn’t know how to go
about it. I met Matron Ginni, we had several meetings with Emma Deans, and Matron Sam. We
planned on how we could go about it. We wanted each culture to have a day where International
Nurses shared their journey, International Nurses talked about their culture, discussed the cultural
differences & challenges they faced when they moved to UK, International Nurses highlighted the
difference in working practice between the countries where they trained versus the NHS. The
reason behind this was while they were telling their stories, we could pick up the challenges so that
we could be able to get solutions. It was an amazing week and we are now planning for the same
in York and planning has started.

I had never nursed someone with COPD, | had studied dementia, but had never seen a dementia
patient. We don’t have many falls as relatives stay all the time with the patients. When it comes to
oxygen, we don’t use the same masks. Most, if not all International Nurses have heard the crash
call bell for the first time on the wards. Nursing is so different in my country, when you arrive on the
ward, you have like 28 patients to take care of , you interpret blood results and prescribe fluids, at
degree level you do prescription for minor illnesses, we don’t have clinical support so we do all
cannulas, catheter, NG tubes and do all IV meds. When it comes to D/C, we don’t have D/C plans.
Family just pay the bill and take the patient home. The practice is very different.

Advantages of working for NHS - | had a dream come true, | see many opportunities, especially to
advance in my career. | am currently a deputy sister on Lilac ward in Scarborough, and | have my
eyes set to becoming ACP. It's something | really want to do, and | hope my dream will come true
at one time. | love to progress.

| really don’t blame anyone who thought we should know things from day one. They have never
worked in Africa, Asia or Philippines before. Cultural awareness of each other is so important.

I have made many friends here, | enjoy my work, and we need to come together and make our
International Nurses feel valued and welcomed from the very first time they walk into our hospital.

Thank you.
The Board described their disappointment in hearing some of the negative experiences

that Liz had encountered and were assured by some of the positive support received by
staff which evidently was starting to make a difference.
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Non-executive Director Matt Morgan discussed what the Board could do differently or add
to support the International Nurses further when coming into the organisation, recognising
that there were also other medical staffing groups that were recruiting Internationally to
consider. The Medical Director highlighted that it would be imperative to work closely with
Liz going forwards as the Trust expands on its international recruitment programmes of
work. Liz gave positive feedback from a recent ‘Festival of Culture Week’ where team
members from all different parts of the world came together at Scarborough Hospital and
spent a week sharing, enjoying and learning about their colleagues' cultures. Liz
explained that this event gave the opportunity to share the differences in cultures and for
international nurses to feel a sense of belonging. The Board supported and encouraged
further similar events in the future. The Board noted that the culture awareness week was
based in Scarborough and in describing the support network based in Scarborough, Non-
executive Director Ash Clay asked whether that was replicated or consistent on the York
site. Emma George assured the Board that the learning from holding the culture
awareness week was invaluable in evidencing the support and awareness it could provide
and was consequently in the beginning steps of repeating the event in York and
developing allies across site to support.

The Board went on to discuss further about Liz’'s experiences, in particular around the
racism towards Liz. Non-executive Director Stephen Holmberg questioned whether this
was from staff, patients or both. Liz explained that the main racist experiences stemmed
from incidents with patients however there were also some occasions that included staff
members. This was a concern for the Board and assurance was sought to ensure that the
Trust was addressing incidents of racism from both staff and patients accordingly in
particular encouraging staff to speak up about incidents and not continue to tolerate
behaviours. The Board requested that the People and Culture Assurance Committee take
this forward and consider this concern in all services across the Trust.

The Board:
e Thanked Liz and Emma for their attendance at the meeting.

Action:
e People and Culture Assurance Committee to consider assurances in relation
to the Trust policy and actions based on racism towards staff from both staff
and patients.

100 22/23 Chief Executive’s Update
The Chief Executive presented his report to the Board and highlighted some key areas to
note:

Industrial action - The RCN had now announced the first two dates for action, 15 and 20
December however, it was confirmed that the Trust was not selected as a site for the first
strike but assuming this was to continue, potentially following the Christmas period there
Industrial action — as read and closed 15" November. Not selected as a site for the first
round of strike, maybe after Christmas assuming it continued.

Flu and Covid-19 vaccinations — Uptake had been lower than in previous years’
campaigns, however the Trust was in line with the uptake in the rest of region for flu
vaccination, and were above the regional uptake levels for the Covid-19 vaccine. 55% for
covid and just under 50% for flu — the concern raised was the provision it had on sickness
rates.
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Celebration of Research - first Celebration of Research event, to mark the achievement
of two significant milestones of over 1,000 studies hosted and delivered, and more than
50,000 people taking part in our research trials. The Board thanked Head of Research
Lydia Harris and the wider team for hosting this successful event.

Humber and North Yorkshire Integrated Care Board update —

e York Place Director appointed - Sarah Coltman-Lovell will take up the post of Place
Director for York from 19 December 2022.

e Cancer Alliance Chair appointed - Humber and North Yorkshire Cancer Alliance had
announced that Stephen Eames CBE had been appointed as its new Chair. Stephen
will officially take up the role from 1 January 2023 and he will combine the role while
serving as Chief Executive of the Humber and North Yorkshire Integrated Care Board.

Board recruitment - The Board welcomed Dr Karen Stone to her first Board meeting as
the Trust’s new Medical Director. Shaun Stacey had also formally joined the Trust as
Improvement Director on an interim basis, predominantly to focus on the Trust elective
recovery plan and delivery of actions under the Trust’s priorities.

Care Quality Commission (CQC) update — the Board noted that the Trust continued to
be under inspection, as the CQC is yet to carry out a number of interviews, and they have
requested further information and evidence, however we have received a letter from the
CQC summarising their feedback from this latest part of their inspection. The Board
acknowledged and discussed the CQC had flagged serious and significant concerns in the
maternity department at York, specifically in relation to governance processes, and
assessing and responding to risks for patients. The Board further discussed some broader
observations from the well-led visit (22 — 24 November) outlined in a letter from the CQC
which related to the assessment of and response to risk, with staff working in a reactive
rather than proactive way, and concerns around the Trust’s correlation of risks, incidents
and complaints and the learning from these.

It had been recognised that the Trust had addressed a number of flags through the
October CQC visit however there remained concerns in particular around the York
Maternity unit. The Board noted the Trust's deadline of 23 December to propose an
action plan on this. The level of scrutiny from the CQC was seen to be helpful and
welcomed to support embedding systems and processes in the department. The National
Maternity Support Team will be with the Trust in early December and the Board
acknowledged that they had been asked to focus their three days on the York site in light
of the recent CQC inspection feedback.

Improvement Journey — continued challenge in relation to operational performance with
continued experience of issues with flow and consequently leading to delays in emergency
departments and the ambulance queue, in addition to the large cohort of patients who
were waiting to be discharged. The Board acknowledged and discussed that the Trust
had received formal confirmation of the move to Tier 1 due to the risk to delivery of the
Trusts elective recovery programme. The first action under Tier 1 is a visit from the
Elective Intensive Support Team for two days in early December to review processes and
identify opportunities for improvement.

Further support in other areas was described and noted in the report.
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The Board drew further focus on the CQC update and shared their disappointment around
articulating things to action them and not acting on things that on occasions were known,
or more effectively picking up on the signals. It was acknowledged that concerns were
raised in relation to addressing concerns primarily through governance and a framework of
accountability that clearly evidenced when action taken it has followed a formal line of
responsibility/approval and applied at every level. The Board were assured that effort
would continue to work towards demonstrating the right leadership and governance is in
place, in particular in addressing those issues CQC had raised.

Trust Priorities Report

The main details of the report were described in each relevant section of the agenda. The
Chair described that the report required further development and asked that consideration
be given on including how the Trust was measuring its progress or lack of progress and
how was this being recalibrated month on month to clearly understand positions on
progress.

101 22/23 Trust Priorities Report: Our People

The Director of Workforce and Organisational Development presented the report and
highlighted that the leadership framework had since been presented to the People and
Culture Assurance Committee and discussed at length, in particular in regard to the
infrastructure to support the 360 element that supports the framework. The framework
was still being finalised and the implementation of it continued to be discussed with
stakeholders and to be rolled out imminently. This remained positive as there had not
been a leadership framework previously which articulated the offer at every level of the
organisation.

22" November marked the first new starters fair which went well and was well attended.
Those who attended feedback that it was very informative. Currently finalising a welcome
pack and digitising wherever possible.

The Board received an update on the workforce planning across the care groups and
noted that every care group had made their submission. It was fair to say that there was
huge diversity in workforce planning and thinking creatively about the different workforce
profiles that the Trust can offer, some of which was interdependent on clinical
establishment review etc. meetings were commencing with care groups to interrogate
their submissions and try to refine them further.

The Board discussed the culture in relation to the priorities and non-executive Director
Lynne Mellor asked whether the Board were doing enough to support culture, given the
issues coming out of the CQC inspection systemically related to behavioural and cultural
aspects. Lynne suggested that the Board may want to do some more in terms of external
help and support on culture. Lynne also questioned if there was sufficient visibility of sub-
priorities within the main priority actions and was the Board really clear from these reports
what was making a difference so not just measurements but the focus areas of major
change, this was not just in relation to the culture around HR/people but across all of the
priorities. It could be seen in some of the performance but not in everything. The
component around changing culture is multifaceted, the Trust had 304 values
ambassadors across the organisation and leadership went to the heart of changing
culture. Feeding back from the discussion from the People and Culture Assurance
Committee, the external consultation around leadership generally focussed on key groups
of individuals however, the Trust was aiming for a framework that works for all levels within
the organisation. The Trust was developing an infrastructure that is sustainable and



where everyone gets the same level of input and opportunities to develop their leadership
skillset and was why the internal learning hub platform/management was being explored.

The Chair confirmed that the Board had a scheduled deep dive session planned on culture
in February 2023 where it was hoped to discuss this in more meaningful detail.

The Board briefly discussed sickness and Non-executive Director Jenny McAleese
requested some assurance around whether the Trust’s sickness policy and procedures
were operating as they should. The Director of Workforce and Organisational
Development advised of the mechanical maintenance of managing sickness absence
proactively when it occurs and she was reporting on medical staff at the next Audit
Committee in relation to the concerns raised in identifying individuals going off sick. It was
a working progress but not yet fixed. In terms of non-medical staff it was felt that the Trust
was proactively managing sickness and the area of focus was around preventing sickness
initially through a range of health and wellbeing initiatives and mechanisms to support staff
at work and many of which were around mental health at work, primarily impacted through
various influencing factors such as cost of living, pressures at work etc. Other avenues of
communicating support were shared such as staff brief to articulate all initiatives the Trust
offers in retaining staff.

The Board focussed on the Working Life - (Fix the basics) and the status of the actions
under the priority, Non-executive Ash Clay highlighted that this appeared as the only
priority where there were no completed actions and questioned whether there was a
danger of actioning too much complicated leadership work and not enough on fixing the
basics which felt to be more pertinent to staff at the present time. It was explained that
although on the face of it this would appear an accurate reflection and some actions
appearing to be tangible, often there were financial implications attached to consider and
work through.

102 22/23 Nurse Workforce Report

The Chief Nurse presented the report and provided the Board with information and
assurance on how the Trust had responded to provide the safest and effective nurse
staffing levels during September 2022.

The Board were informed that when the trajectory reported was established, it didn’t
consider a recent excursion to India which hadn’t been anticipated. As part of a national
international recruitment programme, Regional Integrated Care Boards had been allocated
a targeted location in India (Kerala) to avoid any disproportion. The trip was notably
successful and supported the realisation of embedding the groundwork into the
organisation long before individuals arrive. During the trip a visit was made to the School
of Nursing and also the Medical School, which forged some key links with a hope to bring
newly qualified nurses over before they entered into the Indian healthcare system. What
became apparent was the inability for the qualified nurses to be able to afford to complete
the EILTS exam. The Chief Nurse explained that the Trust was looking to sponsor a
number of nurses through the exam. The Board acknowledged that the trip would likely
result in further nurses coming to the Trust and there was optimism for moving the
trajectory forward however, it was recognised that it would be difficult to ascertain by how
much at this early stage in the programme.

The Board discussed the programmes of work around staff retention, in particular in
relation to the nursing workforce and it was acknowledged that this was key to success
therefore it was important to continue to challenge initiatives to ensure that they remained
to be effective enough to retain staff and improve the position. The Board were reminded
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that the main finding of the establishment review was that there was a requirement for
investment that was essential to be considered in 2023/24. The establishment review
enabled a clear understanding of what was required to deliver the level of activity
expected, against what was available and the identified gaps that would require
consideration going into 2023/24.

The Board discussed the nurse vacancy figures and acknowledged that the figures now
included actuals as well as trajectories to ensure that the Board were sighted on whether
the Trust was delivering in relation to expectations. Non-executive Director Denise
McConnell highlighted that the actual figures were lower than were projected and
guestioned whether there was any implications of that for future recruitment. The Chief
Nurse assured the Board that there were no concerns and looking back historically the
picture showed that it would often balance out.

Non-executive Director Matt Morgan questioned the establishment review undertaken and
the expected recruitment. Clarity was sought around whether this was an additional gap
and the consequence with safe staffing. Although the fill rate (calculated by comparing
planned staffing hours and actual staffing achieved) was satisfactory, this was dues to an
excessive spend on bank and agency to fill any gaps. However, this was not closing the
gap up to the new establishment level but working towards and closing gaps to baseline
establishment in the meantime. The investment into the 134.43 WTE Registered Nurses,
204.26 WTE Health Care Assistants and 115 WTE Patient Services Operatives would
enable delivery of better quality of care. Currently safe staffing was mitigated daily to
ensure the lowest possible risk to consistently safe care, highlighting the care of the
Elderly wards as the most concerning in relation to this. The Board were assured that
discussions were progressing in relation to turning the bank and agency staff into
substantive staff and drive care forward but recognising that there was a gap between
where the Trust was currently and where it would like to be. Non-executive Director Steve
Holmberg suggested that a benefits analysis of releasing time to care, deriving from the
launch of Nucleus digital documentation be carried out and shared. Chief digital
Information Officer James Hawkins confirmed that this benefits analysis had already been
requested through the Digital Performance and Finance Assurance Committee and was
being actioned. Initially results were suggesting that this would reduce admission
paperwork by at least 30% and evidencing that benefit may support the nursing
establishment further.

The Board:

e received and noted the report.

103 22/23 People & Culture Assurance Committee
The Board noted the minutes of the latest People and Culture Assurance Committee.

104 22/23 Trust Priorities Report: Quality & Safety

The Chief Nurse presented the quality and safety element of the Trust Priorities Report.
She highlighted that there was no longer any maternity data presented in the report which
was felt imperative to be included going forwards, this was agreed by the Board.

The Chief Nurse reported a general sense of not improving in relation to the numbers of
Trust onset MSSA Bacteraemia and C. difficile infections and there was a push to drive up
compliance with the support of communications and engagement with medical staff. The
Board were to receive a presentation from the Consultant in Microbiology & HIV Medicine
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Infection Control Doctor, despite what is being done, the Trust remained a concerning
outlier for hospital acquired infections

In terms of harmful incidents and patient safety incidents with moderate or above harm,
the Board noted that these were ongoing pressures and that there was a clear association
between pressure on services, staffing issues and patient harms/quality of care. Key risks
highlighted to the Board were around pressures on services and capacity and national
issues with staff shortages, recruitment and retention however, there had been an
improvement in the availability of nursing staff in the last three months on Datix. Despite
this, the Trust harms continued to rise indicating there was no correlation there to see but
there was hope that the impact would begin to show some marked improvement.

Deputy Director of Patient Safety & Governance, Caroline Johnson attended the meeting
for the item. Caroline sighted the Board on violence and aggression around staff and
highlighted that there had been some incidents that were concerning. There had been a
correlation picked up within the Falls Group around some of the impact on staffing having
to report patients that require one to one supervision and taking staff away from patients
with risks of falls. As an outcome of this the quality improvement team were working
through to really understand what this means and why it was influencing. Running along
side this piece of work was another in relation to staff training and keeping themselves
safe, focussing on ow to prevent violence and aggression in the first instance.

The Medical Director raised the community services and questioned how this was being
reported in and to also understand whether the data collated around violence and
aggression was describing what was actually happening or if it was only what was being
reported. Caroline described that there was indeed a sense of underreporting, in
particular in areas such as older peoples wards and where patients are living with
dementia. There was a sense of normalisation of incidents in these areas. Non-executive
Directors Lynne Mellor and Matt Morgan shared their feedback from previous Patient
Safety Walkabouts in the Trust where staff were describing to them their challenges
around finding the time to report incidents, confidence in incidents being dealt with and
also the support at the time of incidents such as security on hand or available in sufficient
time. Often incidents could be predicted as being aggressive (because of the nature of the
patient being dealt with), but it was understood at the time to be difficult to get plans in
place to manage those incidents.

The Board noted the flagged issues around violence and aggression towards staff and
were assured that it was being addressed through the Quality Improvement Team and that
it was sighted on the Quality Patient and Safety Committee agenda where reports were
frequently presented and discussed. There are also discussions and links through the
Mental Health Steering Group. The Board recognised that is was equally difficult for staff
to work in such environments and there was a known need to ensure staff were supported
and had the right skills to manage the situation.

105 22/23 CQC Update
The Board noted that this was discussed earlier in the meeting and would also be further
discussed at the Private Board Meeting.

106 22/23 Ockenden Report Update

Care Group Director of Maternity, Sue Glendenning attended the meeting to present the
report. The Board were highlighted to the significant safety concerns raised by the CQC
around maternity services and were assured that the Care Group had commenced an



improvement plan which identified immediate actions following the visit. It was noted that
the CQC continued to request monthly assurance in relation to Tenable (a quality
improvement and assurance tool) and MEWS (Maternity Early Warning Score) compliance
on Ward G2. With regard to MEWS the Board noted the plans for G2 to mirror the
approach on Hawthorn at Scarborough and this work would begin in November.

Progress against compliance with all 10 safety actions for Maternity Incentive Scheme
(MIS) (formally CNST) was currently challenged due to compliance with the mandatory
training compliance and the supernumerary status of the labour ward coordinator. It was
noted that this may mean that the Trust would not meet the MIS requirements for 2022-23
and therefore would not be eligible to recover the contribution to the incentive scheme. A
position paper on the progress towards achieving the safety actions was due to be
presented to the Board in December 2022.

The Board noted that work continued towards the 7 immediate and essential actions from
the Ockenden report published in December 2020 and to be fully compliance, the Trust
was reliant on the formation of working relationships with the Integrated Care System
(ICS) and the implementation of Maternal Medicine Networks.

The Board discussed the impact on staff following the CQC findings and concerns in the
department and acknowledged that this must have had a significant impact on the staff
morale, Non-executive Director Steve Holmberg questioned whether there were any
observations to share with the Board and what the Board may be able to do to support
that. It was advised that there had been some staff briefing sessions planned in to go
through the findings and subsequent improvement plan, and also brief staff on the Section
31 and what that means for them. Professional Midwifery Advocates were also planning to
put some dedicated sessions on for staff. There was an awareness that staff on the ward
were feeling upset and it was acknowledged that it was important to share about the
extensive good work that is consistently carried out, this was primarily reflected in no
concerns raised by the patients during the visit. It was requested that feedback from the
Board was that the CQC work was about getting on top of the shortcoming that the CQC
had identified and to offer assurance that the Board was supportive rather then negative
and want to make things better for staff as well as patients. A key message was that the
staff were to be empowered as they were not the problem but the solution. Non-executive
Director Denise McConnell raised whether the Section 31 may result in the loss of some
staff but it was hoped that the added support provided over the coming months and
reiterating the Boards support, would provide assurances enough to address any
concerns.

The Care Group Midwifery Director shared her concern around the role of the Digital
Midwife and that the expectations of this role was not sustainable. The Chief Digital
Information Officer acknowledged that this was not of a surprise with added pressure of
going live in the next 4-6 months with a new system with a heavy onus on staff to train,
adopt and learn new systems and was acutely aware that there will be a lot of pressure on
a lot of individuals as well as operational pressures. In terms of the signal compliance and
meeting the signal data on the maternity dashboard, the Chief Digital Information Officer
offered support for any more training or help around that to help improve compliance and
further support the Digital Midwife pressures. This support was welcomed.

The Board:

e received and noted the report
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107 22/23 Q2 Guardian of Safer Working Report
The Board received the report and noted the following points highlighted:

e Exception reporting rates have increased in Q2. This is an annual phenomenon
related to junior doctor changeover in August

e 40% of reports were not addressed in the contractual time scale. Nearly 1/3rd of
exception reports were managed by the Guardian due to delays and variable
engagement from Educational and Clinical Supervisors

e A decision on how to spend the outstanding £15,000 national funding provided to
“enhance junior doctor rest facilities” is yet to be made

e Recent Board Reports highlighted excessive working hours in surgery (York) over
weekends. Rostering alterations to address this went live in August with excellent
effect based on the reduction in exception reports

e Medical and Dental rosters that are not managed by the Medical Deployment Team
lack a structure of governance to ensure all contractual rules are adhered to.

Non-executive Directors Jenny McAleese and Matt Morgan raised concerns around some
of the commended in the feedback and some of the perceptions by Junior Doctors being
that senior clinicians were not supportive of the reporting process, the actions for following
up which fed back to the cultural piece of work within the organisation. The Medical
Director responded that there was something about supporting Junior Doctors and
ensuring that they felt welcome and valued the training that they receive. The reporting for
their breaches was important because that meant that they had a route to inform about
them. The Guardian of Safe Working had been working through educating not just the
juniors about what they needed to report and how but the Education Supervisors too about
how they needed to respond or what their response rate was. The Board were informed
that this was being included in supervision training currently, so all new supervisors were
being picked up as a starting point and the existing, who are already trained, were picked
up as part of their ongoing education. The Medical Director assured the Board that she
would continue to work through with the Guardian of Safe Working to improve.

The Board:

e received and noted the report

108 22/23 HEE Provider Self-Assessment Report

Head of Medical Education, Racheal Snelgrove attended the meeting and presented the
resubmitted report detailing the Health Education England Self-Assessment annual report
for training and education, encompassing all clinical training programmes (excl. Medical
undergraduates). Through triangulation of data, the report aimed to identify areas of
continuous quality improvement, the identification of quality improvement potential, the
development of action plans, implementation, and subsequent evaluation. There were
currently no quality interventions for the education and training in the Trust however, it was
acknowledged that there were concerns that required addressing.

The report describes how the Trust had benchmarked itself and some of the challenges in
the organisation. One area raised to the Board was bullying and harassment, through the
triangulation of data there is nothing in writing that would describe this as a concern
however it was recognised internally as a concern through ‘intel on the ground’ and
consequent an area of target.
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The Board noted that there were now clinical educators in all clinical areas who are
responsible for a variety of training and development duties with much of their focus on
ensuring that students have the skills and training to succeed in their areas.

The Board discussed the presenting of the report and Non-Executive Director Matt Morgan
suggested that, note that there is an expectation from HEE to confirm that the Trust’s Self-
Assessment response has been signed off at Board level before submission back to HEE,
that the People and Culture Assurance Committee receive and discuss the report and
subsequently next year there will be more assurance to the Board that what is included in
the assessment is a reflection of what is happening in the organisation.

The Board were advised that HEE annually request to complete a self-assessment and
this year it had been asked to be presented and agreed for sign off from the Board to
ensure its oversight. The Medical Director confirmed her recommendation for its
submission.

The Board:

e read, discussed and signed off the self-assessment response for submission.

109 22/23 Trust Priorities Report: Elective Recovery and Acute Flow
The Interim Chief Operating Officer presented the report and highlighted the following key
messages:

e Continued ongoing urgent care pressures

e Reduction in the number of covid cases

e Increase in flu case 16 patients with flu (not necessarily admitted with flu but the same
principles

e Now have a flu dashboard (with the same principle as the covid dashboard and can
consequently track in the same manner)

e Enacted the flu plan as part of the Trust Winter Plan 22/23 — Teams operationally were
managing this

e Focus on 2 components around acute urgent emergency care and elective recovery
with constituted as previously described, a lot of the governance around the elective
recovery care which would now flow up into Executive Committee now. Interim
Improvement Director has begun the process of reviewing the programmes

e Three key parts of urgent emergency care pathway (details on page 202). Both York
PLACE local plan, and now developing East Coast focus of the North Yorkshire Plan,
the shared performance trajectory set for the York PLACE of combined pathways of 1,
2 and 3 seen in the report. Still off that trajectory despite the ongoing work. Are
expecting, as a North Yorkshire and York PLACE, to receive in the region of around
£11.5m - 40% to go directly to local government colleagues and 60% administered
through the NHS. Ongoing work to confirm and challenge the plans that were already
in place. Seen impact from some plans but not all — questioned whether some needed
to be stopped, persevere, or expand plans. Hoped to be further information to present
at the next Board meeting.

¢ Continued focus on emergency same day care, pleased to report the Trust streamed
19% of ED attendances direct to Same Day Emergency Care (SDEC) services in
October, against a Trust target of 20% by March 23 so on trajectory. Pushing with the
teams to overachieve this expectation. Also exploring dates in December with the
former Clinical Chair of the Royal College of Emergency Medicine to support a review
of the operating model at York.

21



e Urgent Care Review — work around this had commenced and The Trust was engaged
in the Task and Finish Group for the Urgent Care review for York and North Yorkshire,
led by the Integrated Care System.

e Continue to work with the Interim Improvement director to give some scrutiny on the
Elective Recovery Programme

e Focus work on priorities — back to basics such as patient administration services and
processes to ensure that the Trust is on form with its Standard Operating Procedures
etc.

e Elective Intensive support team — to complete a visit as part of their support which was
to include a review of access policies, escalations processes and any governance
arrangements. Also particularly looking into RTT recovery plans and reports,
outpatients, theatres and diagnostics, waiting list management and how patients are
booked. Some data quality and validation would be carried out as part of the visit and
working with the Care Groups around their management systems of their long waiting
patients. This is because the data illustrates that the Trust was off trajectory for its
Long Waiters plans

e Ahead of revised trajectory for 78+ week however this was a revised trajectory and did
not enable the Trust to achieve the national target to reduce the number of 78+ week
waiters to zero by March 2023. Expected the Elective Intensive Support Team would
be looking into this and will challenge and support taking this further and more in line
with the expectations

e The Skin, Head and Neck and Colorectal pathways continued to be challenged areas
in terms of an elective recovery perspective. It had been agreed through Executive
Committee to support the use of FIT diagnostic tool alongside Colorectal Fast Track
Referrals

e Care Groups d been requested to adjust their clinic capacity to delivery 15t Outpatient
plan expectations through the Oversight and Assurance Meetings held in October. This
was to be a focus of the Star Chamber meetings for the high-risk specialities.

e October activity information illustrated ahead of plan for follow-up for outpatients (also
part of the Star Chamber meetings).

The Chief Nurse highlighted how it would be worth adding how the Trust was clinically risk
assess the waiting lists because there was lack of assurance through the report that the
Trust was risk assessing these RTT patients and the implications. This was agreed and
would be included in future reports.

The Board raised the additional funding to support discharge pathways, continuing to work
through the York Place local system plan with a view to reduce the number of patients in
the general and acute bed base who do not have ‘criteria to reside’. Although the system
remained above trajectory Non-executive Matt Morgan questioned if the trajectory goes
down, whether having the funding was going to support the position and whether the
funding was across the system and including local authority. It was confirmed that there
were plans being prioritised as part of the listing work so that it was known exactly the sort
of elements that would need to be enacted if they could be funded. Potentially taking some
of the existing services further faster. There was confidence that there were a number of
schemes that could be included in any plans and consequently, funding then would be
drawn down through the local authority and Building Better Care. Where there was less
confidence was around the impact and the Board were advised that this would be
monitored by the ICS through the ICB with a real interest around impact and improvement
against trajectory.

Non-executive Director Steve Holmberg highlighted the elective recovery self certification
and raised his concern regarding the degree of scrutiny of the Quality and Safety
Assurance Committee described in the certificate. It was discussed and agreed that the
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Quality and Safety Assurance Committee required key visibility of performance data in
relation to patient safety and lack of harm resulting from performance. This data was to
include a reflection of the position rather that solely the original target information.

110 22/23 Digital, Performance and Finance Assurance Committee
The Board noted the minutes of the latest digital, Performance and Finance Assurance
Committee.

111 22/23 Finance Report

The Finance Director presented the report to the Board and described that the Trust’'s was
£4.6m adversely adrift of plan reporting two important elements to that overspend that it
was important for the Board to be sighted on were 2 issues where still awaiting funding
solutions, one being the pay award at £1.2m (at month 7) and the other is the mobile CT
scanner which account to £1.8m. Together this was £2m of the £4.6m adverse variance
and consequently leaving £2.6m remained as a concern for the Board. The report
describe a collection of contributors relating to the £2.6m such as pressure on pay related
issues, shortfall and efficiency programme delivery and excess expenditure against the
Trust’s funding position on covid costs. This was not an untypical position, and the system
was also adrift which contributes.

The Board also noted the forecast outturn position as a balanced position however there
were a clear set of assumptions described in the report with particular interest in the
following:

e Utilities expenditure does not exceed the £1.5m pressure currently forecast
e A financial recovery plan is developed and put in place to reduce predicted
spending by £2.5m

The utility position and price cap were now fully understood and how that impacts on the
Trust on adjusted the latest projections going forward into the winter months. It was
expected, despite significant additional funding for utilities coming from the centre at the
start of the year, to be in breach of that position by approximately £1.5m and consequently
played into the forecast outturn position.

In terms of the internal financial recovery plan, further action was required here and the
issue was now a source of discussion with Care Groups through the Executive Committee
with a view to discuss sensible actions around expenditure that can be carried out to take
them to the final months of the financial year 22-23. A clear key message relayed to the
Board was that safety trumps finance and that decision were taken to support staff and
their safety, any that did not fall into this category were being discussed with relevant Care
Groups to ensure straight and appropriate management of their expenditure.

There were no further apprehensions raised in relation to the cash position,
understandably if the position was to deteriorate then that would be a concern however at
this stage the Finance Director assured the Board that there was no concern.

The Board:
e noted the report and the Trust financial position.

112 22/23 Risk Management Update
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Associate Director of Corporate Governance presented the report which illustrated the
latest iteration for November.

Work continued with the Interim Risk Manager reporting with Care Groups embedding
further the risk management framework with a view to improve escalations up to risk
Committee and Executive Committee.

The Board:
e noted the updated Corporate Risk Register

113 22/23 Any Other Business

York Teaching Hospital Facilities Management (YTHEM) Chair

The Chair, Alan Downey shared a formal thanks on behalf of the Board to Mike Keaney for
his 3 years as Chair of the Management Board in YTHFM. A replacement would be
required, and it had been agreed that Graham Lamb was to carry out the duties of the
position on an interim basis until a formal appointment had been made. It was shared that
this appointment was felt to be suited to a Trust Non-executive Director position to
maintain a key link between the Trust and YTHFM and subsequent management teams.

114 22/23 Time and Date of next meeting
The next public meeting of the Board of Directors will be held on 25 January 2023.
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Action Log — Board of Directors (Public)

Action | Date of Meeting Minute Title Action (from Minute) Executive Update / comments Due Date | Status
No. Meeting Number Lead/Owner
Reference
67 28 Sep- Public 62-22/23 Chief Execu- | The Associate Director of Associate Director Jan-23
tember Board of tive Report - | Corporate Governance to of Corporate Gov-
2022 Directors Trust Priori- | work offline to confirm a ernance Green
ties Trust Priorities Report ses-
sion with the Board.
73 28 Sep- Public 70-22/23 Emergency Care Group Directors and Medical Director, 19.10.22 - agreed to postpone to No- Jan-23
tember Board of Department | Clinical Directors for Care Chief Operating Of- | vember
2022 Directors Groups 1 and 2 be invited | ficer and Associate | 03.11.22 - Update following meeting Green
to discuss admissions and Director of Corpo- with MT, AD and SM to move to January
transfers from ED with the | rate Governance 2023
Board at the next meeting.
99 Public Associate Director of Cor-
02 Novem- BQard of . porate Governance to ar- Associate Director Will link Board Public action 99 and 100
Directors 80-22/23 Patient Story | range a lessons-learned of Corporate Gov- Feb-23 Green
ber 2022 . together
session, based on recent ernance
patient stories.
101 Public Workforce
Board of Race Equal-
Directors ity Standard
(WRES) and Head of Equality, Diversity . .
02 Novem- Workforce and Inclusion invited to re- Associate Director
84-22/23 Disability . of Corporate Gov- Apr-23 Green
ber 2022 . port on Progress in 6
Equality ernance
Standard months.
(WDES) Re-
port and Ac-
tion Plan
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OUR PEOPLE - Sickness Absence

REPORTING MONTH : DECEMBER 2022
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Monthly sickness absence December 2019 - November 2022
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Monthly sickness absence rate: This indicator is not presented as a statistical process control chart (SPC) so that the comparison of monthly sickness can be seen month on month for the past 3 years, and to allow for seasonal variation. The sickness rate for Nov 2022 (4.87%) is lower than that seen last year (5.64%).
Covid absence rate: The indicator is currently showing common cause variation since April 2022, with special cause concern seen in January and March 2022 with both data points above the upper control limit. April 2022 is slightly above the upper control limit.
Annual absence rate: The indicator is showing special cause concern since November 2021, with an increasing trend. The data points have been above the upper control limit since April 2022. The target is slightly below the lower control limit, so is showing as consistently failing target.

Operational Update

Staff survey results relating to staff engagement are only available once a year, via the national NHS staff survey. However, staff sickness absence is one of the more readily available indicators of engagement. As shown above, seasonal variations are
expected in monthly sickness absence rates and annual absence rates have shown an increasing trend over the last year, with COVID absences also continuing to have an impact. Staff sickness rates impact the availability of sufficient workforce to

safely staff all wards/departments at all times.

Initiatives to try and improve levels of engagement with the workforce continue, we have maintained free car parking over the winter months and continuing increased mileage rate payments until the end of the financial year, meal deals are available for
staff members and whilst we were in enhanced OPEL 4 conditions free meals were provided to front line staff. The first chilled water dispenser is being installed on the Scarborough site with a view to these being rolled out across the Trust throughout

the coming year following a successful trial.
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REPORTING MONTH : DECEMBER 2022

NHS |

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

HCSW vacancy rate in adult inpatient areas
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HCSW vacancy rate in adult inpatient areas: The indicator is showing common cause variation, however please note the vacancy rate is shown from Oct 2021 only. The target is consistently not being met.

RN vacancy rate in adult inpatient areas: The indicator is showing common cause variation with Nov 2022 being slightly below the lower control limit, however please note the vacancy rate is shown from Oct 2021 only. July and Aug 2022 were above the upper control limit. The target is consistently not being met.
HCSW vacancy rate: The indicator is showing special cause concern, above the mean but below the upper control limit, from Oct 2021. Please note the vacancy rate is shown from Jan 2021 only. The target is just below the mean and has not been met since Sep 2021.

RN vacancy rate: The indicator is showing special cause improvement, below the lower control limit in Nov and Dec 2022. Please note the vacancy rate is shown from Jan 2021 only. Jul and Aug 2022 were above the upper control limit. The target is consistently not being met.

Operational Update
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Following the recruitment trip to Kerala, India, the Trust has made offers to 96 RN’s and 10 AHP’s. Work is underway to process applications and support candidates with their English to enable cohorts to be drafted so we can plan commencement

dates across 2023/24.

Events planned with NHS England to work through action plans relating to recruitment have been postponed due to operational pressures and industrial action, it is hoped these will be able to take place late January, early February.

A HCSW recruitment event is planned for February.

The figures shown in the graph above for vacancy rates on adult inpatient wards does not account for those international nurses who have recently joined us but are still completing their OSCE training or awaiting their PIN. When these numbers are
taken into the account the vacancy rate on adult inpatient wards across the Trust is reduced to 6.34%.
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NHS Foundation Trust
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Data Analysis:
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Overall vacancy rate: The indicator was showing special cause concern from April 2022 with a run of points above the mean, but is now showing common cause variation. The indicator is consistently failing target.

Medical & dental vacancy rate: The indicator is showing a period of nine points above the mean from May 2021 to Jan 2022, for Sep 2022 this was showing special cause improvement below the lower control limit, but has since returned nearer to the mean. The target is showing above the mean.

AHP vacancy rate: The indicator is showing special cause concern with a period of points above the mean since Jan 2022 and points above the upper control limit in Apr 2022 and Jun-Sep 2022. There are signs of a decreasing trend back towards the mean from Jul 2022. The target is showing as consistently passing.
12 month rolling turnover rate - Trust (FTE): The indicator is showing special cause concern since November 2021, with data points above the mean. The data points have been above the upper control limit from Mar 2022. The target is slightly below the upper control limit.

Operational Update

We are developing key actions to improve the retention of our staff, areas of focus include the on-boarding of staff as they join the organisation, career pathways, talent management and more opportunities for staff to share their views through fresh
eyes (new starters) feedback, itchy feet (those who may be thinking about leaving) feedback and exit feedback - exploring if is there anything we could do differently.

One of the measures described in the Operational Plan linked to the Our People priority is to increase the % retention of non-medical students who train and qualify with us to achieve 80% retention. We have not previously had a baseline for this
measure, but an exercise has been undertaken, using the information that is available to us to determine this. Of the third-year students who undertook a placement at the Trust during the academic year 21/22, around 30% are now substantively

employed by the Trust. This includes registered nursing and midwifery and AHP roles.
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Data Analysis:

Total nursing (registered & nursing support) temporary staffing requests (total FTE requested): The indicator is showing special cause concern above the upper control limit in March 2022. It is showing common cause variation for most recent month, and is consistently failing target with the target just below the lower control limit.

% u

nfilled nursing temporary staffing requests: The indicator is showing nine points above the mean from Sep 2021 to May 2022 but is currently showing common cause variation. It is consistently failing the target of 0%.

Total medical and dental (registered & nursing support) temporary staffing requests (total FTE requested): This indicator is not currently shown as an SPC chart due to insufficient data points, but the available data points are a combination of above and below target, with the latest month above target.

% u

nfilled medical & dental temporary staffing requests: This indicator is not currently shown as an SPC chart due to insufficient data points. For the available data points, it is consistently failing the target of 0%.

Operational Update

Feedback has been that the Winter incentives introduced in December have been working well to support operational pressures, of note is that more than 1,200 bank shifts which were either allocation on arrival or within maternity or paediatrics were
worked in the five weeks from week commencing 28th November. These are shifts which are being offered at double time pay rate. From 1st November, a flexibility payment was available to substantive staff who moved specialty during their shift. As
these payments are made in arrears they are reported retrospecitively, with reports showing that in November 2022, the flexibility payment was used 220 times. Despite this, staffing remains challenging.

Early figures show that the use of Thornbury reduced significantly in December as a result of our change in process and the introduction of winter incentives, dropping to an estimated £285k which is the lowest Thornbury spend since Feb 22.
Operational pressures in January are expected to see this increase again.
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Data Analysis:

Overall staff stat/mand training compliance: This indicator was showing special cause improvement since May 2021 with all data points above the mean and Aug 2021 being above the upper control limit. The target is consistently being met, however Nov and Dec 2022 are below the lower control limit and target.

Overall staff corporate induction compliance: The indicator was showing special cause concern with a run of data points below the mean from Aug 2021 to Jun 2022, with Nov 2021 being below the upper control limit. The indicator is currently showing common cause variation, however the target was not met in Nov 2022.
AA4C staff stat/mand training compliance: This indicator was showing special cause improvement since Jul 2021 with all data points above the mean. The target is consistently being met, however Nov and Dec 2022 are below the lower control limit and target.

AA4C staff corporate induction compliance: The indicator is currently showing common cause variation with special cause concern seen in Nov 2021 below the lower control limit. The target has been met since Dec 2021.

Operational Update
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Statutory and Mandatory training compliance rates for all staff groups remain below target at 82%. Compliance increased steadily during the pandemic (85% in February 2020 compared with 87% in October 2022) due to increased provision through
elearning and adoption of the Core Skills Training Framework (CSTF) standards which reduced requirements; however, the addition of Equality, Diversity and Human Rights (ED&HR) training to the programme in November has pushed compliance

down.

ED&HR is part of the CSTF; however, it was only recently added into the Trust programme after being partly covered by induction previously. Between 15 November and the end of December, 980 staff completed this training. We aim to embed this

programme and recover compliance by May 2023.

Outside of this addition, the Trust is continuing to track below the 85% target across a number of programmes, most significantly for Resus (compliance with specific programmes ranges from 53% for Paediatrics Advanced Life to 76% for Basic Life
Support), Deprivation of Liberty Safeguards (DOLs L1 — compliance is 72%) and Safeguarding Children training (core training compliance for Level 3 at 77%). A new lead has been employed to support compliance with DOLS and Mental Capacity Act

training, while plans are in place to increase capacity in the Resus team. The Safeguarding Children rates have been affected by staff turnover in the Emergency Department and Sexual Health service.
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Data Analysis:
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Medical & dental staff stat/mand training compliance: The indicator is consistently failing target. Compliance for Aug to Dec 2022 was below the lower control limit and therefore is showing special cause concern.
Medical & dental staff corporate induction compliance: The indicator was showing special cause concern with a run of points below the mean from Aug 2021 to Aug 2022. The last time the target was met was July 2020. The indicator is currently showing special cause improvement with Nov and Dec 2022 close to the upper control limit.

Operational Update

At the end of December, Corporate Induction compliance returned to 95% in line with the Trust's target. Compliance rates in the medical and dental staff group, where there is greater movement of staff, is continuing to sit below target. There are plans
for some bespoke induction sessions targeted in particular at doctors in Trust and Careers Grade roles to improve performance in this area. More generally, work continues to develop the content and delivery of induction with a focus on strengthening
the quality of new staff members’ early experiences. New Starters’ Fairs were launched in November 2022 and a new Welcome Booklet launched in December. Further options to provide opportunities to increase people’s understanding of and sense
of belonging to the organisation on joining are being explored, including development of video content and options for virtual or face-to-face sessions.
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Data Analy:

No. open dlsclplmary cases: The indicator is showing over seven points above the mean from Mar 2022 and special cause concern above the upper control limit in Jun 2022.

No. open di: ing policy ti les (6 weeks): The indicator is currently showing common cause variation, although please note the figures are shown from May 2021 only.
No. open bullying & harassmenl / grievance cases: The indicator is currently showing common cause variation with recent months being around the mean.

No. open bullying & harassment / grievance cases exceeding policy timescales (1 month): The indicator is currently showing common cause variation after a run above the mean from Jul 2021 to Jan 2022, although please note the figures are shown from May 2021 only.

Operational Update

We have seen a slight increase in the number of disciplinary cases this month, we have a number of cases that are awaiting appeal so the case remains open for this period.
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No. open MHPS cases: The indicator is showing special cause improvement with Aug and Sep 2022 below the lower control limit. A decreasing trend was seen since May 2022, prior to that the data points were all above the mean. Please note the figures are shown from May 2021 only.
No. open MHPS cases exceeding policy timescales (4 weeks): The indicator is currently showing common cause variation, after a period of data points above the mean from Jun 2021 to Mar 2022. Please note the figures are shown from May 2021 only.

Operational Update
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Data Analysis:

Total Number of Trust Onset MSSA Bacteraemias: The number of infections of patients with MSSA has shown a trend above the mean from Mar to Aug 2022, however is now showing common cause variation around the mean.

Total Number of Trust Onset C. difficile infections: The number of infections of patients with C.difficile is currently showing common cause variation.

Harmful Incidents per 1000 bed days: The number of harmful incidents per 1000 bed days is showing special cause concern due to the data points above the mean from Jul 2022, and Dec 2022 being above the upper control limit.

Percentage of Patient Safety Incidents with Moderate or Above Harm: The percentage of patient safety incidents with moderate or above harm is showing special cause concern due to a trend above the mean since Jul 2022, and Dec 2022 being above the upper control limit.

Operational Updates:

Total Number of Trust Onset MSSA Bacteraemias

Aseptic Non-Touch Technique (ANTT) practical training across the organisation remains low. Strategies to reduce Staphylococcus aureus bacteraemia are underway; with initiatives around improving ANTT training compliance, Visual Infusion Phlebitis (VIP) scoring and education
around prompt removal of cannula. Support from an external company to audit practice with cannula inserting is being explored.

Staphylococcus aureus bacteraemia risk remains whilst this work is still developing. MSSA PIR process will be rolled out once the C.difficile PIR process is fully embedded within Care Groups

Total Number of Trust Onset C. difficile infections

Limited isolation capacity across the organisation and the lack of a decant space to facilitate deep cleaning (particularly in Scarborough, remains unresolved and a risk to the trust. A program of a ward bay by bay decant and HPV program continues at Scarborough as mitigation.
A piecemeal HPV program is not as effective as decanting the whole ward. In York, a program to replace windows will involve full decant of the wards to carry out minor refurbishments and HPV. This program has been delayed due to unprecedented operational pressures seen
from December 2022.

60% of C.difficile Post Infection Reviews (PIRs) have been completed. This is an improvement with Care Groups taking ownership of the PIR process.

Mattresses have become contaminated over time as they do not get checked regularly; possibly due to the quick turn-over of patients and staff not getting enough time to complete this task during bed making. This is a risk to transmission of infection. A budget to replace mattress
covers and cells has been provided as mitigation whilst a contract for a full mattress replacement is awaited for May 2023.

Harmful Incidents per 1000 bed days / Percentage of Patient Safety Incidents with Moderate or Above Harm

There are ongoing pressures, especially on emergency and urgent care impacting on quality of care and capacity of clinical teams. The pressure on services is especially severe at present with an enhanced level of OPEL 4 in place currently. There is a clear association between
pressure on services / staffing issues and patient harms / quality of care. Improvement groups continue to progress initiatives in relation to falls and pressure ulcers. Key risks include pressures on services and capacity and national issues with staff shortages, recruitment and
retention. Staffing challenges are recognised and various measure in place to mitigate risks as much as possible. Improvement in the availability of nursing staff has been seen in the last few months on Datix. A discrepancy with IPC new positive incidents at York means that over-
reporting is likely to have caused skew in the data. This is currently being investigated to ensure consistency with reporting across sites.
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Data Analysis:

Trust Complaints: The number of Trust complaints is currently showing common cause variation.

14 Hour Post Take: This indicator is consistently failing target, with the upper control limit falling beneath the target. This indicator requires process re-design in order to meet target. A run below the mean has been seen since May 2022.
Senior Review Completed at 23:59: Special cause concern is showing with a run below the mean since Dec 2021. April and Dec 2022 were slightly below the lower control limit.

Discharges by 5pm: This indicator is consistently failing target, with the upper control limit falling beneath the target. This indicator requires process re-design in order to meet target. The indicator is currently showing common cause variation.

Operational Updates:

Trust Complaints

42% of all complaints related to care in Trust Emergency Departments, where challenges are well documented. The main issues were attitude of nurses and admin staff. The other main issue was communication with patients. Discharge arrangement
issues are high this month and feedback will inform the work of the Trust discharge working group. Key Risks are that care groups still unable to address complaints in timely way, with the exception of CG2. Patient Experience Improvement Plan developed
to address main themes - monitored by Patient Experience Steering Group

7 Day Standards

The challenges which are affecting performance against these measures:

*The performance for 14-hour post-take review remains consistently below expected performance with Scarborough showing a better level of performance than York.

*Daily Senior review is also below performance target and has been drifting around and below the lower control limit for nearly a year. Compliance is significantly lower at the weekend in both York and Scarborough.
*Challenges relate to consistent recording of reviews, medical engagement and medical capacity across the 7-day period.

Acuity of patients, requiring more medical input

These factors present a risk of patient harm due to delays in appropriate treatment or diagnosis. The 7 Day standards group is undertaking analysis of the 7-Day standards to support Board discussions regarding the resources required to achieve
performance over the 7-day period. NEWS2 compliance has been escalated to QPAS. The effects are being mitigated through the wider Trust response to current and anticipated service pressures.
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TPR: Icon Summary Matrix (Priority)

INHS|

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Filters: MetricName
A

METRIC o\ .
~ Ambulance handovers waiting >60 minutes (%)
All Y
METRIC GROUP v ED - Total waiting 12+hours - % of all type 1 attendances
All Y

ED: Median Time to Initial Assessment (Minutes)

Number of patients waiting 63 or more days after referral from cancer PTL

Variationlcon @ e 3 l"-“\, Total
\ / \\_/,

Improvement 1 1

Proportion of patients discharged before 5pm (70%)
1 1 RTT Total Waiting List
Common Cause 1 1

1 1 RTT Waits over 104 weeks for incomplete pathways

RTT Waits over 78 weeks for incomplete pathways

\
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N
v
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Date

2022-12

2022-12

2022-12

2022-12

2022-12

2022-12

2022-12

2022-12

Variation Assurance Target Latest Value

BEOOEOOEOG®
OOOOOGO®

10

18

138

70

44017

97

38

23

21

350

63

50379

623
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TPR: Elective Recovery Priority Metrics

INHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

MetricName
-~

Assurance Variation

MetricName Assurance Variation

PS

RTT Total Waiting List

50K

30K

Jul 2021 Jul 2022

Jan Jan 2022

LATEST MONTH

50K

Target

44.0K

RTT Waits over 104 weeks for incomplete pathways @
LATEST MONTH

100

QOan

MetricName
-~

Assurance Variation

MetricName Assurance Variation

P

RTT Waits over 78 weeks for incomplete pathways

Jul 2022 -~

Jan 2021 Jul 2021 Jan 2022

LATEST MONTH

623

Target

Number of patients waiting 63 or more days after referral from cancer PTL Q @
A=

LATEST MONTH

350

400

DATA ANALYSIS:

« RTT Total Waiting List: The indicator is showing deteriorating performance, with a series of points above the mean since Mar 2022. The target is consistently not being reached.
« RTT Waits over 104 weeks for incomplete pathways: The indicator has been improving since Nov 2021 and for Sep 2022 there were 0 waiters at Priority 6. The target was to reduce the number

of 104+ week waiters to 0 by June 2022.

« RTT Waits over 78 weeks for incomplete pathways: The indicator was improving from Oct 2021, but the value is now back above the target and the upper control limit. The national target is to
reduce the number of 78+ week waiters to zero by March 2023. Since Jul 2022, we have seen the trend deteriorating in performance.
« Number of patients waiting 63 or more days after referral from cancer PTL: The indicator has been showing variation within the upper and lower control limit since Sep 2020 to Aug 2022. The

value is now above the upper control limit.
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NHS|

TPR: Narrative for Elective Recovery Priority Metrics York and Scarborough

Challenges & Risks |

Challenges:
The Trust has moved into Tier 1 Elective Recovery support (national intervention). Delivery of 78 week trajectory is challenged.
The Trust has resubmitted a trajectory to return to plan for patients waiting over 62 days on a cancer pathway.

Theatre capacity affected by short notice sickness, vacancies and an influx of acute activity reducing the number of available theatre
lists across the Trust in December.

Insufficient established workforce in MRI to meet demands on service.

Gynaecology Nursing capacity to support delivery of planned care.

Extended times to first appointment resulting in delays for patients and reduction in clock stop activity.

The 50 week SLA has been agreed, however is not yet mobilised due to job planning arrangements and the reduction in the Trust SLA.

Mutual aid arrangements have not yet been able to offer significant support for the Trust.

Teaching Hospitals

NHS Foundation Trust

BI&IREF : 10042

Actions & Mitigations

V'S

Actions:

1. The Trust has received the final version of the Intensive Support Team report and support objectives agreed with the regional team. The report
confirmed the areas the Trust had identified as concerns and notes the high risk to the delivery of the 78 week and cancer trajectories.

Through the Tier 1 elective recovery regime, the Trust has been provided with management and analytical capacity through Ernst Young Consultancy
funded by NHSE, with a dedicated member of staff to progress mutual aid and agreed support for analytics on diagnostic demand and capacity. This
has commenced from 9th January. The Trust will also receive onsite support from the Intensive Support Team from the end of January, with a view to 6
months of support.

2. The 50 week SLA has been agreed, however is not yet mobilised due to job planning arrangements and the reduction in the Trust SLA

3. The Short Form Business Case for additional theatre and outpatient procedures facilities (TIF2) has been submitted to the regional team and is with
that national team for assessment.

4. Waiting List Harms Task and Finish Group established.
5. The Trust is reviewing the theatre productivity approach and data quality. This will be supported by the new Improvement Director.

6. Insourcing is in place, with a contract extension to March 2023 for theatres. Potential additional insourcing and outsourcing has been scoped by Care
Groups.

7. Electronic platform for patients to access guidance on keeping ‘fit for surgery’; ‘My Planned Care’ platform live with review of options for patient
specific information underway.

8. The Outpatients Transformation Programme is in place with PIFU moving to business as usual and pilot work for Room Booker. REI launched in
October.

9. The Executive approved additional capacity to support patient pathways, including use of Clinical Assessment Services, booking processes and
improved PTL management. Work is ongoing to recruit to these positions.

10. Training Programme for operational managers to commence in February, with pre-requisite training on RTT, Cancer and Waiting List management.

Risks:
Potential further COVID-19 variants and/or waves.

Ongoing management of high levels of acute activity and delayed discharge impacting ordinary elective work. Elective activity impacted
in early January by Urgent and Emergency Care pressures.

Growth in the non-admitted waiting list.
Theatre staffing vacancy, retention, and high sickness rates.

Industrial action on the 11th and 23rd of January (Ambulance Service - GMB and Unison) and 18th and 19th of January (Royal College of
Nursing).

Mitigations:

Tier 1 fortnightly meetings with National Team on elective recovery.

Mutual Aid in place for Urology.

Weekly Elective Recovery Meetings in place for long wait RTT patients and outpatient performance.

Use of IS capacity to support delivery of diagnostic activity (currently MRI and CT). Additional mobile capacity to be supported by the ICS.
Plans in place to mitigate impact of industrial action.

COVID surge plan in place and our RVI Flu plan has been published.
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TPR: Acute Flow Priority Metrics o and S

Teaching Hospitals
NHS Foundation Trust

MetricName Assurance Variation MetricName Assurance Variation

-~ -~

Ambulance handovers waiting >60 minutes (%) @ ED - Total waiting 12+hours - % of all type 1 attendances @
LATEST MONTH LATEST MONTH

38 T g g g g g g g g g g g S g g g g S g g g g 23
*.,A_.,

15

10 10

MetricName Assurance Variation MetricName Assurance Variation
-~ -~

ED: Median Time to Initial Assessment (Minutes) ? @ Proportion of patients discharged before 5pm (70%) U
(&

LATEST MONTH

R ——— 21 63

65

LATEST MONTH
20

15

Target

18

Jan 2021 T T 2021 Jan 2022 Jul 2022 Jam2e24

10

DATA ANALYSIS:

« Ambulance handovers waiting >60 minutes (%): The indicator is showing deteriorating performance over the last year with a series of points above the mean since Dec 2021. The target has not
been reached since Aug 2021.

« ED - Total waiting 12+hours - % of all type 1 attendances: The indicator is showing deteriorating performance with a series of points above the mean since Jul 2022. The target has not been
reached since Oct 2021.

« ED - Median time to initial assessment (minutes): The indicator is showing a trend above the mean in recent months, with Dec 2022 going above the upper control limit.

« Proportion of patients discharged before 5pm: The indicator is showing common cause variation, with Jan, Feb and Apr 22 being close to the lower control limit. The target will not be met
without redesign (the closest data point to 70% was in Mar 2020).
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TPR: Narrative for Acute Flow Priority Metrics York and Scarborough

. Teaching Hospitals
NHS Foundation Trust

BI&IREF : 10042

Challenges & Risks | Actions & Mitigations

Challenges: Actions:

The ED Capital Build at York which commenced at the beginning of November 2021 has meant that York Emergency Department 1. Trust has participated in an ICB led Winter Pressures tabletop exercise entitled ‘Arctic Willow’. Best practice and lessons learnt have been shared
continues to operate out of a smaller footprint. The development has been delayed with a completion date of May 2023 rather than across the ICB.

March 2023 anticipated.
2. Work continues to support direct admission from ambulance to assessment units by extending the range of clinical criteria for Paediatrics,
High number of patients without a 'Right to Reside' in inpatient beds affecting flow and ability to admit patients from ED in a timely Gynaecology and Medicine by March 2023.
manner.
3. Emergency Assessment Units now open 24/7, work ongoing to extend the clinical criteria and pathways.
Staffing constraints (sickness, vacancies, use of agency and bank staff).
4. Project on track to extend the range of specialities operating through a Surgical Assessment Unit E.g. Orthopaedics and Gynaecology.

5. Work continues on the new ED build at Scarborough due for completion in 2024, with project resource identified to support the development of the
revised acute care clinical model with all specialities.

6. The refreshed Urgent and Emergency Care Programme key aim is:

To deliver high quality, safe, urgent and emergency care, for our communities, with our partners, delivered in the right place, at the right time,
appropriate to our patient’s needs.

There are three primary drivers:

¢ Develop pre-hospital attendance avoidance

¢ Improve internal systems and processes

¢ Increase post hospital access to required care

These have informed the 7 key workstreams and an over-arching theme of health inequalities. The existing Care Group Transformation Programmes
continue and also include relevant care group specific urgent and emergency care improvements.

6.1 Urgent Care: Review of the current service with the aim of co-producing a new integrated care model to be in place before October 2023, including
single point of access for health care professionals and improved signposting to service users. Initial workshops have taken place and plans are being
made for further discussion in January.

6.2 Children and Young people Integrated Care and Assessment: To work as a partnership to improve and integrate assessment and care for C &YP in
York and North Yorkshire. The partnership group is now well established and four streams of work are being progressed: Understanding behaviors and
population, workforce, models of care, access and delivery. The initial focus is on understanding children and their family’s behaviour around accessing
healthcare and progress is being made with the population health team as well as with detailed work by our analyst team. In addition, a social
prescriber has been appointed who will specifically work with families where a child has attended on multiple occasions to understand this. Alongside
this, models of care such as the CAT hub are being further developed and testing delivery options to inform the future model.

6.3 Virtual Ward: Strategic scoping to identify the infrastructure required and clinical priority for the expected 300 virtual beds to be in place by
December 2023. An initial workshop is being scheduled for February to explore the opportunity available to this organisation and local clinical

ambition.

PTO for further actions
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TPR: Narrative for Acute Flow Priority Metrics York and Scarborough

. Teaching Hospitals
NHS Foundation Trust

BI&IREF : 10042
Challenges & Risks | Actions & Mitigations

6.4 SDEC: Maximise use of all SDEC areas in line with four pillars: SDEC direct, protect estate, Rapid diagnostics, capacity &demand. The December UEC
Programme Board focussed on the four pillars as well as digital requirements for SDEC, following a baseline assessment of all areas and agreed a
number of actions to take forward in 2023 to ensure that SDEC units are maximised to their full potential.

The Trust streamed 16.77 % of ED attendances direct to Same Day Emergency Care (SDEC) services in December, against a Trust target of 20% by March
23.

As planned Dr Matthew Cooke visited the York ED in December and has provided a comprehensive report which is now being reviewed to ensure the
key themes are integrated within the programme. To summarise he identified the following key actions:

¢ Professional standards with other specialties and wards in terms of referrals and associated behaviours as well as improving communication with the
site management office.

e Clear plans for maintaining patient flow out of the front door services (UCC, ED, SDEC) — to be done by considering earlier transfers to the discharge
lounge or reducing the number of ward moves for patients.

e Capacity and demand analysis to ensure adequate and responsive staffing in all acute areas. As well as full hospital escalation to implemented when
appropriate and boarding.

o Agreed clinical pathways including externally to improve non conveyance and GP referrals to ED.

e Clarity over the five-year vision for front door urgent and emergency care and the milestones on the way.

6.5 Discharge: Develop and implement a pan-trust discharge framework. This document is being drafted and developed with the medical director and
will be the focus of the January Urgent Care Programme Board. The framework will set standards for consistency across the organisation and build
upon existing work in this area. It will provide a refreshed focus especially for patients on Pathway 0 (no additional support required on discharge).
Across the Trust, 57.62% of all patients were discharged before 5pm in December, however, this remains below the Trust target of 70%, the earlier the
patients are discharged, the quicker the bed can be used for a patient awaiting admission.

6.6 7-day standards: Work is progressing to ensure that plans are in place to achieve the four priority standards in relation to post take, diagnostics and
review of patients. At the January programme board these actions will be confirmed, following detailed discussion in December.

6.7 Access to post hospital care: To scope provision of a domiciliary care service and associated options to improve access to post hospital care for our
patients. A discussion paper has been completed and debated with the Executive Committee and Corporate Directors. The preferred options are to
expand capacity in our existing care units as well as increasing capacity of community response teams to allow prompt discharge of patients needing
care after hospital. These options were put forward for the additional social care funding as the Trust’s priority. Funding has been confirmed for
Bridlington Care Unit and some funding towards York CRT, however the funding is still under review for the other areas.

The Trust is continuing to work with partners in developing a wider system plan to include admission avoidance actions as well as supporting discharge
actions, with a view to reduce the number of patients in the general and acute bed base who do not have a ‘criteria to reside’. The system remains

above trajectory, with a weekly meeting in place to review progress and expedite actions.

7. Continued focus on the 100-day Discharge Challenge to optimise discharge planning and flow. Ongoing engagement with system partners. A pan-
Trust discharge framework will be developed as part of the wider system plan.

8. Exploration of the development of a domiciliary social care service to support the discharge of patients who do not have the right to reside.

9. NY and York place have agreed to fund CIPHER at Scarborough (ambulance clinical handover and PTS discharge) and York (ambulance clinical
handover working with VCS-PTS) through to the end of March 2023. This has commenced in December 2022.
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TPR: Narrative for Acute Flow Priority Metrics York and Scarborough

. Teaching Hospitals
NHS Foundation Trust

BI&IREF : 10042

Challenges & Risks | Actions & Mitigations
Risks: Mitigations:
Staffing gaps in both medical and nursing reducing the ability to open all bed capacity at York Site and requirement to reduce existing Daily review of medical and nursing staffing to ensure appropriate skill mix — ongoing.

capacity to support safe staffing levels.
Weekly meeting to progress the Rapid Quality Review Action Plan.
Inability to achieve Ambulance Handover targets due to patient flow within the hospital.
Urgent Care System Programme Board established across the Integrated Care System.
Inability to meet patient waiting times in ED due to flow constraints at both sites
Interim Improvement Director started 10 October 2022 supporting the system strategic plans to reduce the number of patients who do not have a

Staff fatigue. ‘criteria to reside’.
Risk of COVID-19 new variant or surge in respiratory virus Ambulance Handover Plan in place and updated SOP for escalations, cohorting and diversion requests.
Industrial action due to take place in January following the Royal College of Nursing ballot action. Plans in place to mitigate impact of industrial action.

COVID surge plan in place and our RVI Flu plan has been published.
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DIGITAL - Digital Indicators

REPORTING MONTH : DECEMBER 2022

INHS |

York and Scarborough

Teaching Hospitals
NHS Foundation Trust
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Number of P1 incidents: The indicator is currently showing common cause variation, with a wider degree of variation around the mean seen in the last 12 months.
Number of P2 incidents: The indicator is currently showing common cause variation, with a sharp increase in P2 calls in May 2022, with only one P2 call showing in Sep 2022. A wider degree of variation around the mean has been seen in the last eight months.
Total number of calls to Service Desk: The indicator is showing a run of points below the mean from Nov 2021 to Oct 2022, with a sharp rise in Nov and Dec 2022 close to the upper control limit. Please note that the Sep 2022 figure is an estimation based on an average of the previous three

months. Nov and Dec 2022 have not met the target, and the target is not being met consistently.
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Total number of abandoned calls: The indicator is showing a run of points below the mean from May 2021 to Oct 2022, with a sharp rise in Nov 2022 close to the upper control limit. Please note that the Sep 2022 figure is an estimation based on an average of the previous three months. The target

is not being met consistently, but the target line is above the lower control limit.

Operational Update:

Plincidents:

- 07/12 CPD performance issues during a software go live, regressed and services restored

- 13/12 GP Connect & Yorkshire Ambulance interfaces affected by a network configuration problem
- 20/12 CPD performance issues

- 28/12 CPD performance issues

CPD performance problems are being investigated and tuning/optimisation actions taken where opportunities arise. Further incident in January and ongoing actions to monitor and review for root cause.

Total number of calls / number of abandoned calls

- Continued high demand arising from rollout of Office 365, resulting in high call traffic, positive that the expansion in the team has enbaled us to pick this number of calls and abandoned calls due to all operators being on a call.

- Vacancies within team further compounding this, but improving as new team members become more proficient and further recruitment is underway.

- P1 incidents produce spikes of calls and abandoned calls since they impact across lots of users.

- During a P1, a greeting message is played and Abandoned calls will have heard this and be aware of the ongoing incident. This one reason for high number of calls been abandoned.
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DIGITAL - Digital Indicators (cont.) INHS|

York and Scarborough
Teaching Hospitals

REPORTING MONTH : DECEMBER 2022 NHS Foundation Trust
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Data Analysis:

Number of open calls (last day of month): The indicator was showing a run of points below the mean since April 2021, however Sep to Dec 2022 were all above the mean. Nov 2022 rose above the upper control limit. The indicator is consistently failing the target.
Number of end user devices over 4 years: In Jan 2022 the indicator moved above the upper lower control limit for four months. The number of end user assets (laptops,desktops) over 4 years old rose in Jan 2022 by circa 1500. This was due to a batch of devices triggering
their anniversary and moving from 3 year plus to 4. The number of devices has fallen below the lower control limit from Sep to Dec 2022, but increased in Dec 2022, with 3436 devices now over 4 years old.

Operational Update:

Number of open calls (last day of the month)

- Number of open calls remains high, although it should be noted that 824 / 2551 (32%) are deferred and awaiting replies/action by users, or delivery of equipment. Actions for all teams to review and prioritise resolution of older tickets / closure of inactive
tickets

- Increased support demand from Office 365 deployments, reactivating NHSmail accounts, setting passwords and applying licences.
- Staffing changes within the Service Desk team with 2 experienced staff leaving and 3 new team members who require support from colleagues to become established in the role.

Number of End User Devices over 4 years

This continues to fall however in January we will see a sharp increase of devices of approx falling into the over 4 years bracket. From November the number will start increasing as the refresh programme has ran out of devices. In addition at the last
committee we have investigated on how we better control our laptop/desktop estate and have active plans in place to tackle following on from our digital amnesty.
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DIGITAL - Information Governance Indicators INHS |
York and Scarborough
Teaching Hospitals

REPORTING MONTH : DECEMBER 2022 NHS Foundation Trust
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Data Analysis:

Number of incidents reported and investigated: This indicator is showing common cause variation, however Oct 2022 saw a sharp increase closer to the upper control limit.

Number of Patient SARS: This indicator is currently showing common cause variation after a run of eight points above the mean from Jan to Aug 2022, and Nov 2022. A high number of Patient SARS were seen in Mar 2022 (405), which is above the upper control limit, and also
in Nov 2022 (393).

Number of FOIs received (quarterly): This indicator is showing common cause variation, with the latest trend moving back towards the mean.

Operational Updat

Fols:
Challenges faced are sufficient resources to manage Fols, chasing responses alongside other IG priorities, engagement and sufficient resources within the service areas to provide Fol responses alongside other priorities.

Actions are to develop Fol handbook to speed process of applying exemptions and developing providing response templates. Establish key contacts within service areas that can support with responses. Explore the need for additional resource within the
IG team to support the Fol process.

Key Risks are not meeting statutory responsibilities and intervention from the regulator (ICO)
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Finance Performance Report : Dec-2022

Executive Summary

Trust Strategic Goals:

to deliver safe and high quality patient care as part of an integrated system
to support an engaged, healthy and resilient workforce

to ensure financial sustainability

Purpose of the Report:
To provide the Board with an integrated overview of Finance Performance within the Trust

Executive Summary:

Key discussion points for the Board are:

Financial Position — December 2023 (Month 9)

1. Summary Plan Position

At its June 2022 meeting the Board of Directors approved the final I&E balanced annual financial plan, which formalised the e-mail acceptance of the plan previously received by the Finance Director from Board
members. The final plan replaced the draft £11.8m I&E deficit annual financial plan previously approved by the Board. The final plan is now set into the ledger and is being used to monitor current performance.
Operational budgets have been set on this basis.

2. Income and Expenditure Position

The I&E table below confirms an actual adjusted deficit of £6.4m against a planned deficit of £0.4m for December. The Trust is £6.0m adversely adrift of plan. This represents a deterioration of the position reported in
prior months.

The largest adverse variance relates to pay at £10.2m. Premium rate pressures linked to vacancies and high sickness levels are continuing to contribute to the adverse position. As reported last month, there is a
£2.1m annual pressure (£1.6m year to date) linked to the 22/23 pay award to most staff groups other than junior doctors who have a separate three-year deal. Confirmation has only just been received that funding will
be made available by the ICB to cover the pay award pressure and this is expected to be received in February. The report for January will reflect this.

The position also remains impacted by the cost of the unfunded mobile CT scanner that the Board agreed to continue to support because of the safety impact associated with our diagnostic waiting times. Discussions
continue through NHSE to access national Community Diagnostic funding, but this remains unconfirmed. The scanner is a fully serviced scanner at a cost of £1.4m for the full financial year; at month 9 this is adversely
impacting our position by £1.05m.

Of the £6.0m total reported adverse variance, the unfunded pay award and the additional CT scanner account for a pressure of £2.65m for which recompense has been confirmed for the pay award, and some is still
expected for the CT scanner. This leaves a balance of £3.35m created through other pressure for which additional income is not expected.

Following the CQC visits the Trust has responded to identified improvement requirements to its maternity and emergency services at additional cost. To date this amount to £140k and is contributing to the overall
adverse financial position.

On top of the locum and agency pay pressure noted above other notable variances include drugs overspend of £2.8m (£2.0m relating to out of tariff drugs with compensating additional income from NHSE), an
overspend on other costs of £2.7m (including particularly a pressure on utilities of £1.8m due to the further price increases seen last autumn) and a CIP shortfall of £1.5m with some compensation from an underspend
on clinical supplies and services of £4.7m.

Also of note is that we spent £7.2m for the year to date on covid costs compared to a plan of £5.6m; therefore we are £1.6m adversely adrift of our covid plan.
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3. Cost Improvement programme

The core efficiency programme requirement for 2022/23 is £15.7/m. This is the core
value to be removed from operational budgets as we progress through the financial year

and deliver cash-releasing savings.

The Board will be aware through the financial plan presentations that NHSE required
technical efficiencies, covid spend reductions and estimated productivity gains to be
expressed as CIPs. These total a further £16.9m (shown against Corporate CIP
below) and increase the full programme value to £32.4m. These requirements have
been fully delivered and transacted. The table below details the full programme |

2022/23 Cost Improvement Programme - Decernber
| Decemiber Postion Planning Position Planning Risk
Fuall Yieae CIP
Care Group || arger \Target [Deiivery variance _ Total Mars _ Mlaning Gap | Low Ivsdiom | High
oo || 6000 1000 w000 | i) @000 || o000 1000 000
1. Acite, Emargoncy and Edarty Madcing {York) £2015) £2,075 £1,022 £1054 | £1,507 £L507|  £1375 £132 0|
2. Arute, Emargency and Eldorty Madicing | Scamorough) £1.408 £967 £967 £0 £1,300 £105 £1,300 €0 0|
3. Surpery £3.008 £2.071 £1.266 £805 £2.279 £728) £2,070 €209 |
4, Cancer and Suppan Senvces £2552 £1.757 £1.308 €540 £1543 £709 £1.543 [ [T
5, Farndy Health €159 £1,098 £1.022 €75 £1.392 £202 £1,302 €0 [
&, Specialised Medcine £1.639] £1.128 £133 £211 £1.958 £320 £1.852 £106 [
7. Corporate Functions ]
Chief Exex 55 45 £76 21 77 £11 £77 [ |
Chial Nurse Team €164 £113 £101 [3F] €134 €0 £134 [ [T
Finarece E£184) £126 631 504 683 £499 £683 £0) 0|
Medical Governance £15]] £10 £125 £115 £125 £110 £125 €0 0|
Oips Management £101 £70 £ £20 £50 £51 £50 €0 £0)
Corparate (1P £15,890 £12,668 £12,784 £76 £18923 £2,033 £17,968 €955 [
[ €289 €199 £154 £45 £255 £34 £255 €0 0|
wardorce & 00 £314 £216 €577 £361 £800 -£485) £800 €0 0|
£0 —I
Sub total 31,234 £22,541 £21,280 £1,261 £31,326 -£92 £29,924 £1,403 0
YTHEM LLP £1.123 €773 [ £327 £1,030 a2 €821 £210 [
Group Total 32,357 23, 314 iL21,7E7 1,588 32,357 (1] 30,744 ﬂ.m i

Delivery in month 9 has improved but remains £1.5m behind plan in terms of the core
programme delivery. Plans have been identified to deliver the total programme of
£32 4m, and of this sum £30.7m (95%) is identified as low risk.

Recurrent delivery is 26 5% of the year-to-date target and remains a key risk to the

programme.
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Productivity and Efficiency Review Sessions

Review sessions are to be chaired by the Chief Executive with attendance from Care
Groups and Finance colleagues.

The table below shows a revised schedule of dates for these sessions:

Care Group Date

CG1 25.11.2022
CG2 29.11.2022
CG3 04.01.2023
CG5 12.01.2023
CG4 20.01.2023
CGB 20.01.2023

Format of sessions

The sessions will form 2 parts:
e Part 1 will be a summary of the planning and delivery position for 2022/23 and
plans for 2023/24. A review of the Matrix of Opportunity, potential opportunities,
and results of deep dives relevant to the individual Care Group.

[ ]

Part 2 will be an opportunity for the Care Group to discuss current and future
challenges in terms of meeting the efficiency ask.
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Ongoing Developments Getting It Right First Time (GIRFT) Update

* Robotic Process Automation We are awaiting feedback from the National Team on the following reviews:
Work is under-way with Robotic Process Automation (RPA) with a “proof of
concept’ project in Accounts payable. This has the potential to be rolled out into
other areas within Finance and across the Trust where appropriate and was
approved at the Finance and Procurement Transformation Board. This is also
being looked at across the ICS. Currently awaiting a DPIA (Data Protection Impact
Assessment) to be complete.

Urology - 21 October 2022
Emergency Medicine and Acute and General Medicine - 16 November 2022.

» Collaborative Programme of Work

We are working with the North Yorkshire and York Place Finance Director Forum
(NY&YPFDF) to pull together a programme of work that will support delivery of
System savings. The table below identifies some of the schemes that have been
discussed and will be worked up and prioritised.

L 8 improved stock control
within Community = CG1

Improved pricing through purchasing of
products via Supply Chain

Gain/ Share savings circa £40k recurrent FY22/23.

Further opportunity to ma ke savings through roll-
out to other community sites — circa £80k
recurrent.

Pharmacy - Excluded Regional Collaboration.
Drugs : Set Target for
Pharmacy Improved pricing.

L . mproved prescribing
Reduction in Waste
Reduce number of products prescribed
Cash reduction £TBA

Pharmacy & CG1- CF Drugs, High Cost Nebulised Medications
Nebulised Drugs

B R Ll Rationalisation of products.
Review

Improve patient outcomes.
Reduction in Cost.
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4. Unfunded Revenue Schemes

There are a small number of revenue schemes running that do not currently have
funding. These are outside of our plan. The table below confirms the schemes and the
current position in terms of action being taken.

5. ERF

ERF has been confirmed as not recoverable if_ there we be no clawback by NHSE for
under performance, for quarters one and two. This secures ERF income in plan
through to September. We have heard informally that the arrangements for the first half

of the year may be extended to the second half of the year, but we still await formal

confirmation. This assumption is fully reflected in the reported position for the period to

date.
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Scheme Annual Comments Funding Action Timeline for Update
Cost Resolution o
Mabil= CT | £1,400,000 | This relstes to = fully steFfed | MHSE sre imvolved. Urgent Further | Continung in 6. Current Cash Position
anc_i _fully u‘!ili_sed mobile CT alc:ng with the ICS, in updats requests operstion. NHHSE
L?“'ftb’- This is key to el :JEE;WW secure SbE""ﬁ 'Gf::‘"?E- :;';d Ics e December cash balance showed a £2.8m adverse variance to plan; this is mainly due
TﬁfEﬂ;:ch"E‘:gm“fﬁw o e P i mﬂ%mnyégg an”ES'Sr% P to the payment of outstanding capital invoices. The table below shows our current
been funded through the year's community plan. ICS CDH planned month end cash balances.
national diagnostic diagnostic hub. Mo team are
programme and more [atterly | further action is required submitting Month | Mth1 Nith 2 Nith 2 Nith 4 Nith 5 Nith & Nith 7 Mth 2 ] Mth10 | Mth11 | Mthi12
the community disgnostic from the Trust at this nafional case for £000s | E000s | €000s | £000s | £000s | £000s | £000s | £000s | £000s | E000s | £000s | £000s
programme. Mo funding has time. At present this is suppart, working Plan B4116 | 51.724 | 48473 | 45160 | 41182 | 34713 | 38376 | 32848 | 33590 | 36273 | 30.864 | 52.435
been agreed but we continue | reported as a gross cost with the Trust, Actual | 51.793 | 45722 | 39.382 | 40851 | 45200 | 42410 | 42796 | 35.012 | 30.711
with the hire of the scanner. in our position. Mo fimeline
infarmatizn With NHSE confirming that no ERF will be clawed back for quarters one and two we
available, expect 9 q
Janusairy update. hawve been able to forecast income with greater certainty over the first half of the year,
ry wpd g ¥ ¥
CG1 £115,000 This initistive was funded There i no additionsl End of May 22 Agreement but we await confirmation of how ERF will operate for the second half of the year. At
Discharge last year through Hospits| finsncial support resched with this stage we are not predicting cash problems will emerge in the next 12 menths, but
Command Drscharge Programme awvailzble for this C1 for covering this is conditional on managing all aspects of the income and expenditure plan
funding. Ve have been scheme. The G, Ops expenditure non- ging P p p -
requested to cease all HDP Team and Finance recurrently using
funded schemes, but this is Tesm ane working temparary
deemed a priarity to confinue | through a pricritisation wacancies 7. Currant Capitm Position
to support discharge at & process to identify funds elsewhere in the
time of such significant that can be diverfed fo GG B . o
operstional pressure. Thisis | suppart this. The total capital programme for 2022/23 is £86.5m,; this includes £22.8m of lease
not funded within our plan. i i
o2 £53,000 This mitiative was furded There = no additonal End of ay 22 poyr— budget that has transf_erred to capital under the new Iease ac_cou_nt_lng SIEII'ICIE!TU and _
Waekend last year through additional financial support reached with £50m of external fundlng that the Trust has secured via Public Dividend Capltal fUndll'Ig
Therapy winter funding. This has now | availsble for this G2 for covering (nationally funded schemes) and charitable funding.
Service been withdrawn. The service | scheme. The CG, Ops expenditure non-
provides a weekand therapy Tesm and Finance recurrently using . .
team to continue therapy Team are working terrparary Capital Plan Mth 9 Planned Mth 9 Actual Variance
intervention and to support through a prioritisstion wacancies 202223 Spend Sp-end £000s
discharge. process jn ordec to elsewhere in the £000
et s £000s £000s
identify funds that can CG.
be diverted to support 86,513 52,927 34,765 (18,162)
this.
SIPWER | Een.000 Z:"fﬁ;d"ti";;";ﬁﬁ e I::ds':{“gz,:ﬂfn:‘:z';d Endofdun=22 | Comirmation The capital programme at month 9 is £18.2m behind plan. This is partially due to the
Cohert requirement to release over bank holiday ICS that there is Community Stadium lease of £8m not being finalised which is partially offset by other
Senies way gvan e sigicart | Svpected to cast more Rinding o leases running ahead of plan.
operational pressure on the than £50k through to the support this cost
York site and the significant | Jubilee weekend. at the Trust. If we remove the impact of IFRS 16 figures the capital programme is £10m (26%)
numkbser of delayed Requesis to deploy are Dizcussions behind pl The 3 - h tributi to thi d .
ambulance handovers. increasing and full 247 sontinue ehind plan. £ 3 main schemes con rl uting 1o this adverse variance arg
CIPHER provide 5 cover would equate to between ICS and Scarborough UEC scheme (£5.5m), Salix Scheme (£2.3m) and York Cardiology VIU
selparamedic and = care | £1m in full yesr tarms. YAS astothe £2 2m). which are partially offset by other schemes running ahead of plan.
::;f:l‘ard to provide cohorted | This i= not included in fusture
care for ambulance patients our plan and is 8 new amangements.
pending ED capacity service development The Trust has
becoming available. Data Discussions are ceased general . - - - .
chows & markad undenway with the IG5 use after the Prioritisation of the discretionary ele;ment of the papltal programme has now concluded
irnprovernent in ambulance and MHEEN as to where Jubiles bank and was approved by the Board at its June meeting.
relesse times when the liabdity lies far the holiday weekend
deployed. cost and how best the o lnit B .
service can be provided. expenditure but All capital schemes are now progressing.
At present this i=s has occasionally
reported 85 & gross cost deployed when
in our position. under real
exceptional
pressure.
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8. Risk Overview

The financial plan includes significant risk, discussed and acknowledged at the time of
Board approval. The table below summarises the risks, the mitigation and the latest

update.
Risk Issue Comments M nt Current Update
Delivery of the At 2.4% the cost out efficiency The Corporate Efficiency Team Work with Care Groups and
efficiency programme is arguably has restarted its full support Corporate Teams has
requirement manageable in comparison to programme. The BEC identified plans equal to the

previous years, but the
programme has been halted for
the last 2 years and clinical teams
are focused elsewhere in terms of
workforce issues and elective
recovery.

programme is linked to efficiency
delivery opportunities. Full CIP
reporting has recommenced. CIP
panel meefings have been
reconvened with the CEO.

full value of the required
programme. Notably most
of the plans are categorised
as low risk. Best practice
would suggest plans should
exceed target to hold
contingency against
delivery shortfall.

Retention of ERF
Funding through

delivery of 104%

activity levels

ERF is lost at the rate of 75% of
tariff value for under recovery of
the 104% required activity level.

A full 104% activity plan has
been devised. Full monitoring of
delivery will be implemented. The
BEC programme picks up
elective recovery as a specific
waork stream.

ERF has been confirmed as
non-refundable for the first
half of the financial year.
This has significantly
reduced the risk in this
regard. We have heard
informally that the
arrangements in the first
half of the year may be
extended into the second
half of the year, but formal
confirmation of this position
iz still awaited.

Risk lssue Comments Mitigation/Management Current Update
Winter funding The plan removes the Trust's Full knowledge has been shared Early information has been
pressures typical winter contingency that to ensure that the ICE and shared that suggests

would normally allow further
investments to be made af peak
activity times.

regional teams are aware that
providers are not holding winfer
contingencies on the grounds of
affordability. Additional funding
would need fo be sought in the
evet of material pressures. Our
approach is consistent with other
providers.

£250m will be released
nationally for additional
winter capacity. We expect
to be working with ICS
callzagues on this
pregramme in the coming
month. The Trust has now
been notified that it will
receive up te £2.1m from
this fund.

The ICE may seek to
further reduce
expenditure to
manage with overall
resSources.

We will be required to work with
the ICE should this prove fo be
the case. Clinical teams would be
required to work alongside the
Exec Team and the ICB.

Formal monitoring would be
required alengside a quality
impact assessment programme
in the event of real service
expenditure reductions being
required.

Thig risk is receding, and
we do not expect material
clawback or further savings
requirements from the ICB.

Managing the Covid
spend reduction

The plan proposed with the ICE
requires a £3.5m reduction on
covid spend linked to reducing
IPC requirements and the nafional
covid expenditure reduction
programme.

Work is underway with the CGs
and YTHFM to look for
cpportunities. If necessary, a
formal task and finish group will
be required to work alongside
IPC and the Care Groups to
manage covid expenditure down.
Formal monitoring in now in
place.

This review work is
progressing with the Care
Groups and is looking to
specifically step down
spend later in the year to
coincide with expected
continued downward patient
trends. Currently £1.8m has
been identified against the
£3.5m target

Management of the
Capital Programme

The 2022/23 capital programme is
the largest programme the Trust
has ever undertaken. There is
significant risk in managing to
approved CDEL limits; both in
terms of pressure on the
pregramme for additional spend
but also difficulty in spending due
to construction industry difficulties
associated with Brexit, the
pandemic, and the Ukraine
conflict.

The programme is managed by
CEPG. Monitoring provided at
Board level. Prioritisation
exercise has now concludad to
agree the final discretionary
elements of the programme for
22123

The key risk of the York ED
scheme overspend is now
clear and the programme
has been adjusted
accordingly. This has
placed significant pressure
on the Trust's capital
programme.

Managing the
investment reduction
programme

£2m of the required £4.3m
investment reduction programme
had been identified at the original
time of planning. The remaining
reduction will require
management through the release
of activity pressure funding info
operational budgets.

Formal monitoring will be
required to track progress. This
has been implemented.

This review work has been
completed and all the
£4.3m reduction
requirement has been
identified.

Expenditure Control

Formal budgets identified through
this planning precess will require
careful management to ensure
expenditure compliance and fo
ensure that any investments
made are matched with identified
funding sources.

Fimance reporting will reguire
enhanced variance analysis and
assurance processes. Reporting
into the Exec Committee and
Board of Directors will be refined
to provide greater assurance and
transparency. Compliance with
the scheme of delegation
regarding expenditure approval
will be monitored.

This report identifies
unfunded expenditure along
with details of action being
taken regarding funding.
There are no control issues
at this stage to highlight.
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9.

Income and Expenditure Forecast

As the financial year progresses, we continue to review and update our I&E forecast
tool to assess our likely year end outcome. The tool takes current trends, adjusted for

non-recurrent issues and new expected issues, and extrapolates forward to March
2023.

The current assessment is summarised in the table below.

Forecast Outturn
22/23 (£000)
Clinical Income 615,674
Non-Clinical Income 79,352
Expenditure -685,899
Surplus/{deficit) 9,127
NHSE Adjustments 9,127
NHSE Adjusted Position 0

Key assumptions that been made in the forecast include:

s Additional income is received to cover the £1.4m cost of the CT scanner
¢ Al ERF income is received.

 Covid in the envelope expenditure returns to plan for the final three months of the

year.

* The remaining CIP left to achieve will have a 36% impact on run rate.

* Additional income is received to cover the full pay award.

» Utilities expenditure does not exceed the £2 2m pressure currently forecast.

Within the overall Trust forecast are differing forecast variances across the Care Groups.
Linked to the recovery plan agreed by the Board at its last meeting, the Care Groups
have been asked to develop their own recovery plan using the initiatives identified in the
Board paper, and to report on their assessed impact on the Care Groups forecast outturn

position as at M7 .

The table below illustrates the Care Groups respective forecast net expenditure positions
at M7, and how their identified recovery actions improve on these positions. Overall the
table shows that of the £2.9m target for the financial recovery plan £2.1m of low to
medium risk initiatives have been identified to date. Work continues with the Care
Groups to reach the target and on lowering the overall delivery risk.

Forecast Offsetby Llndetjrin‘ Sum of Revised

Care Group ete. Budget income ¥ |Forecast

Varlance varlance Actions Outturn
Acute Elderly Emergency General Medicine and Community Services - York | 105,243,917 109,324,147)  -4,080,230 992,417 3,087,813 -236,000 | -2,851,813)
| Acute Emargency and Elderly Madicine-Scarborough 53,455,453 58,470,342 -4,974,889| -811472 -4,163.417| -57,000 | -4,068,417
Surgery 100,407, 767 104,350,540 -3,942,773| -1,359,741 ~2,583,022| ~236,113 | -2,346,919
Cancer and Support Services 119,305,973 120,548,156  -1,242,183) -709,172 -533,011 -221,000) -312,011
Family Health & Sexual Health 49,970,411 50,668,590/ -698,179 [ -698,179) -308,490 | -389,689)
Specialised Medicine & O Services 56,648,645 85,596,359 1,052,286 0] 1,052, 286 -165,000| 1,21 ?.Zﬁi
Other L 0| 0] 0| 0j 574,000 874,000
[roraL 515,072,166) 528,068,134 -13.885968(-3,872,802] 10,013,166 2,137,603 -7,875,563

we remain targeting a balanced outturn position for the wider group.

* The financial recovery plan discussed at the last Board is developed and is successful

in reducing predicted spending by £2.9m.

This forecast has formed the basis of our forecast submission to NHSE/ICB for M9.

Recommendation:

The Board of Directors is asked to discuss and note the December 2022 financial position for the Trust.

Using the deficit position with the Care Groups reported above, after recovery actions,
and after taking into| account the full corporate reported position and YTHFM position

Author(s):

Graham Lamb, Deputy Finance Director

Director Sponsor: Andrew Bertram, Finance Director

Date:

Jan-2023
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TRUST PRIORITIES REPORT : December-2022

SUMMARY INCOME AND EXPENDITURE POSITION

STRATEGIC OBJECTIVE : TO ENSURE FINANCIAL STABILITY

Dec-22

£57,357

METRIC:

6.01
Income and Expenditure

6.02
Operational Expenditure
against Plan (exc. COVID)

6.03
COVID-19 'Inside the
Envelope' Expenditure

Monthly % Covid Spend of
Operational Spend:

6.04
COVID-19 'Outside the
Envelope' Expenditure

6.05
Income against plan

PLAN:

£6,425

£54,854

£624

1.0%

£360

£57,339

60,000 ‘

»
8
g 50,000

40,000

mm Actual Income

75,000

65,000

£000's

55,000

45,000

s Actual Expenditure ‘e IncOMe Plan == == Expenditure Plan

-£5,501

mwww Plan =@=Actual

1,500

1,000

£000's

500

1,000

500

£000's

-500

60,000

£000's

40,000

[ Plan =@=Actual

-£10,762

[ Plan  =@=Actual
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METRIC:

6.06

Cumulative net actual Income
and Expenditure
surplus/(deficit)

6.07

Cumulative net Income and
Expenditure surplus/(deficit)
variance to plan

6.08
Cumulative Income
Variance to Plan

6.09
Cumulative Expenditure
Variance to Plan

PLAN:

£6,425

£0

£0

£0

£000's

£000's

£000's

£000's

-10,000

-15,000

12,000

10,000

8,000

6,000
4,000

2,000 -
04
-2,000

-1,000

-2,000

-3,000

-4,000
-5,000

-6,000

6,000

4,000
2,000

-2,000
-4,000

5,000

-5,000
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TRUST PRIORITIES REPORT : December-2022

SUMMARY INCOME AND EXPENDITURE POSITION

STRATEGIC OBJECTIVE : TO ENSURE FINANCIAL STABILITY

Dec-22

-£10,237

-£1,114

£30,711

£6,797

£21,586

£34,765

METRIC:

6.10
Cumulative Pay Expenditure
Variance to Plan

6.11

Cumulative Non-pay
Expenditure Variance to
Plan

6.12
Cash Position

6.13
Debtors

6.14
Creditors

6.15
Capital

PLAN:

£0

£0

£33,599

£13,424

£12,605

£52,927

METRIC: PLAN:
10,000 16 40,000
5,000 - -
— "~ Efficiency programme - “»
. £21,728 i i £23,316 g 20,000
8 -5,000 e~ ) delivery against plan and )y 8
"'_10,000 e~ forecast delivery
0
-15,000 Delivery ytd: e Plan < A= Forecast ———@= Actual
Recurrent £10,473 1,588
Non Recurrent  £11,255
2,000 40000
- 6.17 30000
F4 2,000 Efficiency programme - 2
g 7 .\ / £32,357 planning position full year £32,357 g 20000
4,000 hd 10000
-6,000
100,000
& 50,000 Planning (Gap)/Surplus
g December EOY Comments
£000 £000
[ Target 23,314 32,357
— Plan e Actual PLANS
Low Risk 22,916 30,744
15,000
10,000 Medium Risk 269 1,612(Medium Risk Plans being reviewed re delivery in year.
g
& 5,000 High Risk 0
Total Plans 23,185 32,357
0 Planning (Gap)/Surplug -130] 0,
Actions
25,000 New Plans - continue to work with CG's to identify u/spends; opportunities presented in Model
20,000 1 Health System (more likely medium/longer term)
- ; <;; o \4./
§ 15,000 g
@ 10,000
5,000
0
100,000
“»
8 50,000
&
0

[ Plan  =@=—Actual
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TRUST PRIORITIES REPORT : December-2022

SUMMARY INCOME AND EXPENDITURE POSITION

STRATEGIC OBJECTIVE : TO ENSURE FINANCIAL STABILITY

Dec-22  METRIC:
£0
£0
£0
£0
6.24
Agency Spend against
£1,671 Agency Cap

BPPC Performance

Within 30 days 6.25
o, BPPC - % paid in 30 days
89% 6.6
BPPC - % paid in 7 days
Within 14 days 6.27
BPPC - % paid in 14 days
47%
6.28
BPPC - % paid in 21 days

PLAN:

£0

£0

£0

£0

£1,314

Within 7 days
35%

Within 21 days
62%

3,000

Highlights for the Board to Note:

Plan for Year

Plan for Year:
to-date

Actual Year-
to-date

Forecast for
Year

Capital Service Cover (20%)

Liquidity (20%)

1&E Margin (20%)

I&E Margin Variance From Plan (20%)

Agency variation from Plan (20%)

Overall Use of Resources Rating

2,000 -
« ~No——0—
=3
g o\/
& 1,00 +— —F — —W— — _ — — — —
0
Agency Cap —=8—Actual
100% - o 9 . 9 9 9 o

50%

09
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Other Financial Issues:

Metrics 6.2 through 6.23 are not being actively reviewed by NHSE/I following the operation of the emergency
financial regime. When normal operation resumes it is expected these will remain key assessment metrics.
6.24 showing our agency spend against plan remains a live assessment metric and, for the year to date we
have used more agency staff than planned.

6.24 showing our agency spend against the announced NHSEI target for 22/23, which remains a live
assessment metric and, for the year to date we have used more agency staff than target.

The Trust's compliance with the Better Payments Practice Code (BPPC) is currently averaging around 89% of

suppliers being paid within 30 days.
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Research & Development Performance Report : Dec-2022

Executive Summary

Trust Strategic Goals:

to deliver safe and high quality patient care as part of an integrated system
to support an engaged, healthy and resilient workforce

to ensure financial sustainability

Purpose of the Report:

To provide the Board with an integrated overview of Research Development Performance within the Trust

Executive Summary:

Key discussion points for the Board are:

Our key outcomes in the last month are as follows:

*We have recruited 3250 patients into clinical trials so far this financial year, against a target of 3506, so we are almost there and will certainly reach our target this year

*We have been informed to expect a budget cut next year due to some changes to the local funding model proposed by the Clinical Research Network (that in part | do not agree with). The cut will be in the region of
4-6% and can be dealt with in the R&D department as staff retire and leave in the coming 12 months (and not replaced).

*We have received our report from the Critical Friend review held in Oct 2022, where a visiting review party came from another hospitals R&D Department (Calderdale and Huddersfield Hospital) to review our
processes and practices. We will feedback their findings next month

*We are exploring the possibility of creating a Dermatology Clinical Lectureship post and we are aiming to have a meeting to discuss this in January

*We have submitted a bid to the Clinical Research Network to add some additional staff to the Scarborough MLTC Hub for the next 12 months. We have asked for support for a Specialist Diabetes Nurse and a
Physiotherapist, that will allow us to extend the depth and breadth of the research we offer our patients at Scarborough. The decision on this bid will be known in January

*We have appointed another fee waivered PhD with York St John from one of our Specialist Occupational Therapist in the South Hambleton and Ryedale Primary Care Network (PCN). Ruth Kay aims to look at
delaying and reversing frailty in rural communities

*The team supported the Trust Education Bursary call and attended the funding panel to make the sections

Recommendation:

The Board is asked to receive the report and note any actions being taken.

Author(s): Lydia Harris Head of R&D

Director Sponsor: Polly McMeekin Director of WOD
Date: Jan-2023
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TRUST PRIORITIES REPORT : December 2022

CLINICAL RESEARCH PERFORMANCE REPORT

Recruitment

Breakdown as of end December 22

Accruals Running
A ™M J Jul A St Oct N D J Feb M Total Care G
pr ay un u ug ep c ov ec an el ar ota are Groups Total 22/23
2022-23 494 570 225 239 217 361 764 214 166 3250 CG1 Total 376
2021-22 77 166 127 | 1060 | 648 469 383 411 374 396 179 293 4583 CG2 Total 171
2020-21 615 597 440 461 421 331 259 484 293 513 201 145 4760 CG3 Total 360
2019-20 334 275 284 298 348 220 464 615 477 426 365 166 4272 CG4 Total 130
CG5 Total 51
N
Recruitment Accruals €G6 Total 103
RP's Total 525
Cross Trust Studies Total 1534
5,000
ACCRUAL TOTALS 3250
4,500 -
Accruals Still Required 256
4,000
Tri
rials ppen to 102
Recruitment
3,500
Non-Commercial Studies 22/23 - Breakdown by Study Design
3000 (does not add to 100% as does not include commercial studies)
% of all open % of total 22/23 NIHR ABF
2,500 Study Desi
udy Design studies accruals to date Weighting
Interventional 37% 15% Weighted 11
2,000
Observational 50% 62% Weighted 3.5
1,500 Variable
Large Interventional 4% 4% weighting by
1,000 study
Large Observational 5% 16% Weighted 1
500
Breakdown of Trial Category % - All Open
o Studies
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Commercial 4%
Non Commercial 96%
—8—2022-23 = ==2021-22 2020-21 —%—2019-20 —— Target
N\ J If you would like a breakdown of Accruals in each CG, please contact Angela.jackson2@york.nhs.uk
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APPENDIX : National Benchmarked Centiles NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

REPORTING MONTH : DECEMBER 2022

Centiles from the Public View website have been provided where available (these are not available for all indicators in the TPR).

The Centile is calculated from the relative rank of an organisation within the total set of reporting organisations. The number can be used to evaluate the relative standing of an organisation within all reporting
organisations. If York and Scarborough Hospitals NHS Foundation Trust's Centile is 96, if there were 100 organisations, then 4 of them would be performing better than the Trust. The colour shading is
intended to be a visual representation of ranking of the Trust (red indicates most organisations are performing better, green indicates the Trust is performing better than many organisations. Amber shows
that the Trust is in the mid range. Note: Organisations which fail to report data for the period under study are included and are treated as the lowest possible values.

Source: https://publicview.health as at 06/01/2023
* Indicates the benchmarked centiles are from varying time periods to the data presented in the TPR and should be taken as indicative for this reason
~ Indicates the benchmarked centiles use a variation in methodology to the TPR and should be taken as indicative for this reason

Local Data (TPR) National Benchmarked Centile

TPR Section Category Indicator Period Actual Target Centile Rank Period

UEC Proportion of patients discharged before 5pm (70%) Dec-22 63.0% 70% 83 21/121 *Nov 22

Acute Flow UEC ED: Median Time to Initial Assessment (Minutes) Dec-22 21 18 19 96/119 *Oct 22

and Elective |RTT RTT Total Waiting List Dec-22 50379 44017 30 118/168 *Oct 22

Recovery RTT RTT Waits over 104 weeks for incomplete pathways Dec-22 2 0 31 117/168 *Oct 22

RTT RTT Waits over 78 weeks for incomplete pathways Dec-22 623 97 13 147/168 *Oct 22

Healthcare Associated Infections Total Number of Trust Onset MSSA Bacteraemias Dec-22 7 45 (12-month) - 129/137 *Sep-22

Qg:}[gy& Healthcare Associated Infections Total Number of Trust Onset C. difficile Infections Dec-22 13 117 (12-month) 21 108/137 *Sep-22
Patient Experience Trust Complaints Dec-22 43 No Target 23 162/210 *Q4 21/22
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Report to: Board of Directors

Date of Meeting: 25 January 2023

Subject: Nursing Workforce Report

Director Sponsor: Heather McNair, Chief Nurse
Author: Emma George, Assistant Chief Nurse

Status of the Report (please click on the appropriate box)

Approve [_] Discuss [ ] Assurance X Information [_] A Regulatory Requirement []

Trust Priorities Board Assurance Framework
X Our People [ ] Quality Standards
X Quality and Safety X] Workforce
[ ] Elective Recovery [ ] Safety Standards
[ ] Acute Flow [ ] Financial
[ ] Performance Targets
[ ] DIS Service Standards
[ ] Integrated Care System

Summary of Report and Key Points to highlight:

To provide information and assurance to the board on how the Trust has responded to
provide the safest and effective nurse staffing levels during October and November 2022
2022. This will include the requirement to submit the safer staffing metrics using Care
Hours per Patient Day (CHPPD). Provide assurance that nursing establishments have
been reviewed utilising best practice guidance and the arrangements for daily monitoring
of patient safety and quality risks in relation to the workforce are in place.

Recommendation:

To receive the report

To decide whether further actions or additional information is required
To consider items for assurance

Acknowledgment of the retention plans

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

No[ ] Yes[]
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(If yes, please detail the specific grounds for exemption)

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting Date Outcome/Recommendation
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Nursing Workforce Report

1. Introduction and Background

This report provides the monthly Nurse and Midwifery Staffing data to describe the key
workforce data and complies with the National Quality Board (NQB), 2016 guidance and
the NHS England, Operational Productivity and Performance report, 2019, Care Hours Per
Patient Day (CHPPD) requirements for reporting.

2. Considerations

The Trust has complied with the submission of CHPPD data for October and November
2022 submission (tables 1 and 2).

Table 1 October 2022

Day Night

Average fill rate -
Non-Registered

Care  Averagefillrate - Average fill rate -
Registered Non-registered

Average fill rate - Average fillrate - Average fill rate -

. . ) Average fill rate -
Non-Registered Registered Non-registered

Registered Nursing

Average fill rate -
Registered Nursing

Group Nurses/Midwives Nurses/Midwives

. 5 Nursing Associates Nurses/Midwives Nurses/Midwives . B Nursing Associates
%) (care staff) (%) Associates (%) %) %) (care staff) (%) Associates (%) %)

CG1l 69% 68% 18% - 82% 91% 12%
CG2 82% 93% 8% - 91% 97% 54%
CG3 73% 84% - - 80% 106% -
CG4 69% 71% - - 97% 90%
CG5 67% 78% - - 74% 94%
CG6 - - - -

Total 72% 78% 26% - 83% 95% 38%

Table 2 November 2022

Day Night
Average fill rate -  Average fill rate - ) Average fill rate -  Average fillrate -  Average fill rate - . Average fill rate -
Registered Non-registered RIZV?::;:III\Iri?r; Non-Registered Registered Non-registered R/:V?:::;:;I:\Irit:l; Non-Registered
Nurses/Midwives  Nurses/Midwives N Nursing Associates  Nurses/Midwives  Nurses/Midwives ) Nursing Associates
/ / Isssouates l‘(‘V) ¢ / / /fssocmtesu(‘y) ¢
(%) (care staff) (%) ° (%) (%) (care staff) (%) . (%)
CG1 86% 77% 31% - 96% 113% 10%
CG2 84% 92% 12% - 92% 106% 39%
CG3 81% 89% - - 88% 109% -
CG4 86% 84% - - 92% 89%
CG5 76% 81% - - 93% 100%
CG6 - - - -
Total 82% [ 84% | 35% \ - [ 92% | 109% | 35% [ - |

The average day fill rate in October 2022 for Registered Nurses was 71% and November
shows an improvement at 82%. The night fill rate has also improved from October to
November and each component has increased above 80% for all domains in November.

Graph (3) below identifies the fill rates since Sept 2021, splitting day and night, registered
and unregistered. It indicates that above 80% was achieved for the night shifts since June
2021 for both Registered and Non-Registered nurses and an improvement in day fill rates
for November 2022. All above 80% for the organisation.

Nursing Workforce Report
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Graph 3

Fill Rates (%)
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= Day registered fill rate = Day unregistered fill rate

Night registered fill rate === Night unregistered fill rate

3. Current Position/Issues

Nurse Vacancies

Registered Nurse

Table 5 below shows the current RN projections for December 2022 and actual starters
and leavers are available. The table indicates a positive position for adult inpatient wards

by May 2023 on the current trajectory.

Table 5

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23| May-23
Establishment 937.5 937.5 937.5 937.5 937.5 937.5 937.5
Projected in post 865.61
Actual in post (ESR as at 301122 + 1 NQs on band 4 ay 873.99 892.45 916.91 914.37 911.83 909.29 939.75
Projected leavers 5.88 5.72 5.72 5.72 5.72 5.72 5.72
Actual leavers 2.64
Projected International Recruits 14.76 17 33
Projected UK qualified starters 3.18 3.18 3.18 3.18 3.18 3.18 3.18
Projected NQs/direct apprenticeships 3 4 27
Total projected new starters 20.94
Actual new starters 24.28
Vacancies -63.51 -45.05 -20.59 -23.13 -25.67 -28.21 2.25

There has been an improvement in RN leavers figures from October, where the average is

5.88 per month, November shows 2.64 WTE leavers. These figures will be presented

every month to monitor the projected against the actual. The table indicates all the
starters, including NA who are topping up to RN, international nurses, and PRNs (newly

gualified). Projected starters were 20.94 and actual starters are 24.28 for November.

Health Care Assistant

Nursing Workforce Report
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Table 6 HCA Vacancy Levels Trust wide projected and actual 2022/23

Band 2/3 Nov-22 Dec-22 Jan-23 Feb-23| Mar-23
Establishment 695.34 695.34 695.34 695.34 695.34
Projected in post 630.2
Actual In post as at 3011 612.26 631.15 650.04 668.93 687.82
Projected leavers 5.7 6.11 6.11 6.11 6.11
Actual leavers 7.35
Projected New Starters 25 25 25 25 25
Actual new starters 24.2
Vacancies -83.08 -64.19 -45.3 -26.41 -7.52

Table 6 above details the current HCA position for adult inpatient wards for the Trust. The
leavers figures due indicate a higher number for November than the average. We continue
to recruit HCAs at trajectory. There is an HCA recruitment event in York on 13 Feb 2023.
Detailed work continues through the HCARRG, with an improvement plan, shared and
supported by the NHSE Direct support team. Retention of the HCA role is paramount, an
HCA appreciation day took place on 23 November supporting the HCA role and its value
to the organisation. NHSE direct support is ongoing and there is a site visit planned for
February 2023 to look at our current processes. Further development work continues with
a timeout in January to look at the recruitment processes and a dedicated matron
supporting the HCA process.

Temporary Staffing

The Trust is being supported by NHSE to reduce our high off framework agency spend in
nursing. An improvement plan has been developed to focus on key areas that can help
reduce our reliance on agency, these include our utilisation of eRostering, our processes
for engaging temporary staffing and our recruitment processes. A workshop is planned for
8 March 2023 from NHSE to support this ongoing work

In preparation for winter pressures the Trust has already implemented several incentives
from December 2022 including, flexibility payments for substantive staff moving wards,
10% bank incentive, double time overtime for substantive staff working in areas with
exceptional workforce challenges and the utilisation of allocation on arrival bank shifts,
paid at double time, to target priority shifts. The incentives are being offered in place of
automatic off framework agency use, with the expectation they will reduce off framework
spend.

The graph below shows the peaks in demand for temporary nurse staffing, the amount
filled and unfilled shifts. Demand remains high, leading to record numbers of nursing shifts
being requested, over 12,000 requested across the organisation for both RN and HCA.

The Trust continues to report a significant unmet need in relation to temporary staffing
requests for registered and unregistered nurses (table 7) with an ongoing demand for
temporary workforce. In October 2022, 40% of all shift requests were unfilled.

Nursing Workforce Report
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Table 7 Temporary staffing demand

I T ] T ]
O O O O QO O O AN A LAY Ay AY AV AV AV AV AV
&P & Storegistgun®s > P AT 1ol g gaes 7 Y P A > A
Unfilled - - - - Average number of requested duties

- - -~ Average number of filled duties - - - - Average number of unfilled duties
Table 8
Month 01/10/2022

Requested Agency % of %
Filled requeste Unfilled Unfilled

HCA RN Total HCA RN Total d duties HCA RN Total
Trust 5979 6478 12457 217 1505 1722 14% 3240 2533 5773 46% 60% 2522 2440 4962 40%
York 3677 4444 8121 216 1144 1360 17% 1870 1802 3672 45% 62% 1591 1498 3089 38%
Scarborough 2302 2034 4336 1 361 362 8% 1370 731 2101 48% 57% 931 942 1873 43%

Impact of sickness absence

The table below shows a steady decrease in Re

gistered Nurse and Midwifery sickness

absence over the months, with 5.38% for October 2022 from 5.51% in September 2022

Table 9 Sickness for Registered Nurses October 21 — October 2022

Oversight and Assurance : Sickness % Rates and FTE Lost

York and Scarborough
Teaching Hospitals

Care Group Directorate Main Staff Group NHS Foundation Trust
|AII v ‘ All v I Nursing and Midwifery Regi... vV BIZIREF - 10003
Sickness Absence % Rate and FTE Lost - this table can be filtered using filters above ,
Section Contents
Indicator 2021-10 2021-11 2021-12 202201 2022-02 202203 2022-04 202205 2022-06 202207 2022-08 202209 2022-10
Sickness Absence % Rate | 6.34%  6.47%  6.46%  7.55% 6.73%  7.74% 7.22% 630% 6.08% 7.12% 575% 551%  538% This section contains monthly sickness
FTE Lost 12878 12882 13269 15532 12533 16046 14249 12827 11920 14377 11555 10821 111.68 absence % rate and FTE lost due to
sickness absence at Care Group,
Trust Sickness Absence % Rate and FTE Lost - this table is independent of the filters above Directorate and Staff Group levels, taken
Indicator 2021-10 2021-11 2021-12 202201 2022-02 202203 2022-04 202205 2022-06 202207 2022-08 202209 2022-10 from ESR
Sickness Absence % Rate | 5.66%  5.64% 5.81% 6.60% 5.54% 656% 599% 5.02% 5.22% 596% 4.69% 4.68%  5.05%
FTE Lost 40537 40650 43382 49377 37553 49405 43306 37511 377.02 44509 35163 34071 38551

Sickness Absence % Rate by Month FTE Lost by Month

%

Absence % Total
FTE Lost

" 0ct 2021 Jan 2022

Jul 2022

Apr 2022
Month

Oct 2022
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4. Summary

This report highlights the current workforce analysis of CHPPD for October and November
2022, vacancies for Registered Nurses and Health Care Assistants (HCA), actual and
projected figures and the amount of temporary workforce requested, filled and unfilled.

Date: 11 January 2023
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Report to: Board of Directors

Date of Meeting: 25 January 2023

Subject: Public Sector Equality Duty (PSED) Workforce Annual
Review Report 2022

Director Sponsor: Polly McMeekin, Director of Workforce and Organisational
Development

Author: Virginia Golding, Head of Equality, Divesity and Inclusion
(EDI) and WRES Expert

Status of the Report (please click on the appropriate box)

Approve [_] Discuss [] Assurance [ ] Information X] A Regulatory
Requirement [X]

Trust Priorities Board Assurance Framework

X Our People [ ] Quality Standards

[ ] Quality and Safety X] Workforce

[ ] Elective Recovery [ ] Safety Standards

[ ] Acute Flow [ ] Financial
[] Performance Targets
% DIS Service Standards

Integrated Care System

Summary of Report and Key Points to highlight:

The Equality Act 2010 introduced a general equality duty requiring organisations to
have due regard in the exercising of their functions, these are to:

Eliminate discrimination, harassment, and victimisation
Advance equality of opportunity between people who share a
protected characteristic and people who do not

3. Foster good relations between people who share a protected
characteristic and those who do not

1.
2.

This Workforce Annual Review Report is a requirement of the Public Sector
Equality Duty (PSED) which places additional specific duties on public authorities,
including NHS Trusts, these are to:
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¢ Publish sufficient information to demonstrate compliance with the general
duty by 31 January 2012 and thereafter annually, and:

e Prepare and publish 1 or more equality objectives by 6 April 2012 and no
more than four years thereafter.

The Trust’s 2020-2024 Equality Objectives were approved by the Trust in 2020
and covers Patients, Buildings Environment and Workforce. It was previously
decided upon that the Patient and Workforce agendas would be reported upon
separately. Therefore, the PSED Patient Annual Review Report was presented by
the Patient EDI Lead to the Quality & Safety Assurance Committee on 17 January
2023. The Head of Equality, Diversity and Inclusion (EDI) has made the decision
to combine both reports in the future, this will provide a more holistic overview of
progress against the objectives and is normal practice. This will coincide with the
finalisation of the current Equality Objectives.

This report provides a thorough account of the work that has been carried out by
the Trust to meet its Workforce Equality Objectives in 2022.

The objectives are:
Workforce:

To be regarded as a fully inclusive employer by:

« Continuously reviewing our recruitment processes to remove any
unintended bias.

« Continuing to undertake activity which ensures we maintain our disability
confident status.

o Engaging with members of our community, local charities and internal
stakeholders to become a fully diverse employer that is reflective of society.

To contribute to the overall Trust’s retention strategy by:

« Working to reduce inequalities experienced by staff from across the
protected characteristics by engaging with key stakeholders to fully
implement the Trust’s EDI action plans, which include Gender Pay Gap,
Disability Confident, WRES, WDES and also, the annual staff survey action
plan.

« Providing a voice to our workforce through the development and
implementation of Staff Networks.

o Fully equipping our workforce through training and development to
proactively support staff to work in an equal, diverse and inclusive manner
and environment.

e Ensuring that our HR policies and procedures support the needs of a
diverse workforce.

e Supporting our staff to work flexibly wherever possible.
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The areas covered that demonstrate our progress are:

EDI Governance

Communication and Engagement

Recruitment and Selection

Disability Confident and Mindful Employer

Staff Survey

Freedom to Speak Up and the Fairness Champions
Employee Relations Practices

Organisational Development and Improvement and Learning
Training

Chaplaincy

Staff Networks

Staff Benefits

Celebration of Cultures

Gender Pay Gap (GPG), Workforce Race and Disability Equality Standards
(WRES) and (WDES)

e Workforce Equality Monitoring Information

Conclusion

This report shows the good progress the Trust is making with its Equality
Objectives, this will be enhanced through the establishment of an EDI Workstream
which will support our work further. Care Groups and Corporate Services will be
able to develop their own local action plans which support the objectives.

The Head of EDI has created an EDI action plan to address the recommendations
of the external review conducted in 2022. This action plan incorporates elements
of the PSED Obijectives as does the WRES, WDES and GPG action plans.

The Trust, communities, partners and stakeholders can be assured that the Trust
continues to work towards meeting its Equality Objectives 2020-2024.

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting Date Outcome/Recommendation

N/A
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2022
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1. Introduction.

York and Scarborough Teaching Hospitals NHS Foundation Trust provides a
comprehensive range of acute hospital and specialist healthcare services for
approximately 800,000 people living in and around York, North Yorkshire, North East
Yorkshire and Ryedale - an area covering 3,400 square miles.

We manage 8 hospital sites and have a workforce of around 10,000 staff working
across our hospitals and within the community.

We are an NHS Foundation Trust. Foundation Trusts operate independently of the
Department of Health but remain part of the National Health Service (NHS). This
gives us greater freedom and more formal links with patients and staff. We are
accountable to them through an elected and appointed Council of Governors.

Our hospitals

York Hospital

Scarborough Hospital

Bridlington Hospital

Malton Hospital

The New Selby War Memorial Hospital
St Monica's Hospital Easingwold
White Cross Rehabilitation Hospital
Nelsons Court Inpatients Unit

(Click location above to access link)

York and Scarborough Teaching Hospitals NHS Foundation Trust is a diverse
employer and provider of care. Our aim is to create a culture of inclusion where
everyone feels valued and respected for who they are and what they bring to our
organisation.

Our Public Sector Equality Duty (PSED) Workforce Annual Review report highlights
the progress we have made in 2022 in line with our Equality Objectives.

A separate report is produced for York Teaching Hospital Facilities Management
(YTHFM).

1.1 The Equality Act 2010 and the Public Sector Equality Duty
(PSED).

The Equality Act 2010 introduced a general equality duty requiring organisations to
have due regard in the exercising of their functions. These are to:

Page 3 of 36
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Eliminate discrimination, harassment, and victimisation.

Advance equality of opportunity between people who share a protected
characteristic and people who do not.

Foster good relations between people who share a protected characteristic and
those who do not.

We are required to do this by:

1.

Removing or minimising disadvantages suffered by people due to their protected
characteristic.

. Taking steps to meet the needs of people from protected groups where these are

different from the needs of other people.

Encouraging people from protected groups to participate in public life or in other
activities where their participation is disproportionately low.

The steps involved in meeting the needs of disabled persons that are different
from the needs of persons who are not disabled include steps to take account of
disabled person’s disabilities.

Having due regard to the need to foster good relations between persons who
share a relevant protected characteristic and persons who do not share it
involves having due regard to the need to tackle prejudice and promote
understanding.

The Protected Characteristics covered by the Equality Act 2010 are:

e Age

e Disability

e Gender Reassignment

e Marriage and Civil partnership
e Pregnancy and Maternity

e Race
e Religion or Belief
e Sex

e Sexual Orientation

The PSED places additional specific duties on public authorities, including
NHS Trusts, these are to:

e Publish sufficient information to demonstrate compliance with the general duty
by 31 January 2012 and thereafter annually, and

e Prepare and publish 1 or more equality objectives by 6 April 2012 and no
more than 4 years thereatfter.
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1.2 The NHS Equality Delivery System (EDS 2022).

The EDS 2022 replaces the EDS2 and is a new and revised approach which
supports meeting the PSED. Therefore, it is advised that the EDS2 is now
disregarded.

Implementation of the EDS is a requirement on both NHS commissioners and NHS
providers.

The EDS is an improvement tool for patients, staff and leaders of the NHS. It
supports NHS organisations in England - in active conversations with patients,
public, staff, Staff Networks, community groups and trade unions - to review and
develop their approach in addressing inequalities in health access, experiences,
impact and outcomes through three domains: Services, Workforce health and
Wellbeing and leadership. It is driven by data, evidence, engagement and insight
and has been amended to be brought into line with the NHS Long Term Plan, and in
response to COVID-109.

2022/23 has been used as a transition year, for organisations to use this period to
get used to applying the EDS 2022 in a new way, in a new system.

EDS 2022 has 3 Domains and 11 Outcomes which are:

EDS Domain 1. Commissioned or provided services:
Outcome 1A: Patients (service users) have required levels of access to the service.

Outcome 1B: Individual patients (service users) health needs are met.
Outcome 1C: When patients (service users) use the service, they are free from harm.
Outcome 1D: Patients (service users) report positive experiences of the service.

EDS Domain 2: Workforce health and well-being:
Outcome 2A: When at work, staff are provided with support to manage obesity,

diabetes, asthma, COPD and mental health conditions.

Outcome 2B: When at work, staff are free from abuse, harassment, bullying and
physical violence from any source.

Outcome 2C: Staff have access to independent support and advice when suffering from
stress, abuse, bullying harassment and physical violence from any source.

Outcome 2D: Staff recommend the organisation as a place to work and receive
treatment.

EDS Domain 3: Inclusive leadership:
Outcome 3A: Board members, system leaders (Band 9 and VSM) and those with line

management responsibilities routinely demonstrate their understanding of, and
commitment to, equality and health inequalities.

Outcome 3B: Board/Committee papers (including minutes) identify equality and health
inequalities related impacts and risks and how they will be mitigated and managed.
Outcome 3C: Board members, system and senior leaders (Band 9 and VSM) ensure
levers are in place to manage performance and monitor progress with staff and patients.




Organisations must work with partners and stakeholders across the Domains. Each
Outcome is to be scored based on the evidence provided. Once each Outcome has
a score, they are added together to gain Domain ratings. Domain scores are then
added together to provide the overall score, or the EDS Organisation Rating.

2. Our Commitment to Workforce Equality and Diversity.

York and Scarborough Teaching Hospitals NHS Foundation Trust is dedicated to
encouraging a supportive and inclusive culture where all our patients can receive
high quality, person-centred healthcare which meets their needs. It is within our best
interest to promote diversity and eliminate discrimination amongst our workforce in
the development of services and our hospital environments.

York and Scarborough Teaching Hospitals NHS Foundation Trust are dedicated to
creating a supportive and inclusive culture in line with our Trust Values. We are
dedicated to our patients receiving high quality, person-centred healthcare which
meets their needs and our staff being able to feel valued, listened to and respected
so they can bring their whole selves to work.

We are committed to taking our responsibilities seriously in providing equity and
fairness to all our staff, ensuring we provide no less favourable treatment on the
grounds of the 9 protected characteristics.

The 9 protected characteristics are what is covered by the Equality Act 2010 but it is
important for the Trust to not only comply with legislation but to move beyond it, in
seeing the ‘whole person’ by focusing on creating a culture of inclusion, as we know
that when you do this, equality and diversity should naturally follow. We also
acknowledge that there are vulnerable health groups that our staff may belong to
and our staff might experience health inequalities too, so our work will endeavour to
address their needs too.

We recognise the Trust has a long way to go, but we are dedicated in making the
required changes and recognise that everyone has a responsibility to ensure that we
are diverse, inclusive and equitable in all our practices.

York and Scarborough Teaching Hospitals NHS Foundation Trust commits to:

e Being an organisation that is welcoming and accessible to all.

e Ensuring that there are no barriers to accessing jobs, training or promotion.

e Engaging with patients, communities and colleagues, whilst working
collaboratively with our partners and stakeholders.

e Not tolerating any forms of discrimination and will challenge it safely wherever
we see it, ensuring that Equality, Diversity and Inclusion is everybody’s
business — continuing to embed our values and behavioural expectations; a
‘Just Culture’ and learning environment for all.

e Acting on staff feedback.

¢ Developing interventions which help our staff to understand and support one
another for the benefit of each other and patients in our care.
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Polly McMeekin Simon Morritt
Director of Workforce and OD Chief Executive

3. Progress made with our Workforce Equality Objectives —
Equality, Diversity and Inclusion Activity.

The Trust is required to publish its equality objectives every 4 years, therefore the
objectives cover the period of 2020-2024. These are:

Patients:

To engage with patients, visitors, carers, governors and local stakeholders and
organisations to listen and understand their needs and experiences across the
protected characteristics.

To engage internally with services to discuss how the needs of patients and visitors
can be met to ensure that:

1. Health inequalities are reduced.
2. Discrimination is eliminated.
3. Patients are provided with the appropriate support to meet their needs.

To achieve compliance with the Accessible Information Standard 2016.

Buildings Environment:

e To monitor progress against the Trust inclusive built environment policy and
strategy.

Workforce:

To be regarded as a fully inclusive employer by:

« Continuously reviewing our recruitment processes to remove any
unintended bias.

« Continuing to undertake activity which ensures we maintain our disability
confident status.

e Engaging with members of our community, local charities and internal
stakeholders to become a fully diverse employer that is reflective of society.
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To contribute to the overall Trust’s retention strategy by:

« Working to reduce inequalities experienced by staff from across the protected
characteristics by engaging with key stakeholders to fully implement the
Trust’s EDI action plans, which include Gender Pay Gap, Disability Confident,
WRES, WDES and also, the annual staff survey action plan.

« Providing a voice to our workforce through the development and
implementation of Staff Networks.

« Fully equipping our workforce through training and development to proactively
support staff to work in an equal, diverse and inclusive manner and
environment.

« Ensuring that our HR policies and procedures support the needs of a diverse
workforce.

e Supporting our staff to work flexibly wherever possible.

The Trust currently has 2 reports which focus on the PSED. 1 relates to Patients and
Buildings Environment, which provides a summary of the progress made against the
corresponding objectives. The other (this report) focuses on Workforce.

Below is a thorough but not exhaustive overview of the work that has been carried
out within the Trust in line with our Equality Objectives. In June 2022 an External
Consultant worked with the Trust to conduct a review of where the Trust was in
progressing the EDI agenda. This led to the employment of a Head of EDI who has
strategic responsibility for EDI with an operational focus on workforce issues. A Trust
wide workforce action plan has been created which will support the Trust in
becoming more a more inclusive employer.

EDI Governance:

The Trust has a Fairness Forum which is chaired by Simon Morritt, Chief Executive.
The Forum has an overview of EDI and discusses areas relating to patient and
workforce EDI. Representatives from the Care Groups, Corporate Services, the Staff
Networks, Staff Side, Trust Governors and external partners and stakeholders attend
the meetings to ensure that there is partnership working and collaboration in
addressing issues raised.

In 2023 the Head of EDI will be implementing an EDI Workstream which will consist
of a group of representatives that have operational responsibility for focusing on EDI
at a local level; creating action plans to address specific local issues as well as Trust
wide issues.

This Workstream will update the Fairness Forum but will report to the People and
Culture Committee for workforce issues and Quality and Safety Assurance
Committee for patient issues. Both of these committees are sub-committees to the
Trust Board.
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Communication and Engagement:

In October 2022 the Trust’s latest Communications and Engagement Strategy was
approved by the Board of Directors. At its core, there are several communications
principles which are rooted within the organisation’s values and behaviors and aim to
ensure that equality, diversity, and inclusion influence our communications approach
and activities.

Within with the Trusts Values, these principles include:

Kindness:

e We seek to recognise colleagues who live our values and tell their stories.
e We use our expertise and experience to provide support to colleagues who

need it, and are fair and objective in doing so, recognising different views.
e Staff should be first to find out about changes that affect them.

Openness:

e We keep staff informed with honest, timely and relevant information.

e We are open to feedback.

e We create and promote opportunities for leadership visibility.

e We use multiple channels (different people have different needs which may
vary over time) and aim to meet accessible information standards and
accessibility best practice.

e We use inclusive language and imagery, supporting and promoting diversity.

e We use clear, simple language and avoid jargon.

Excellence:

e We celebrate success at every level.

e Our communications activity is evidence-based and follows best practice,
learning from other organisations in and out of the NHS and using feedback to
develop.

e We are ambitious and innovative in our approach, always seeking to learn
from the best.

¢ We look for opportunities where we can stand out from the crowd as an
employer, both internally (for retention) and externally (for recruitment).

We previously conducted workshops with staff and the feedback we received
confirmed that we needed a set of Values which provided a strong foundation for the
organisation we want to become, and which will help us to create the future we want
to experience. The Trust Values say who we are and what we stand for. The
framework provides examples of the behaviours we love, the behaviours we expect
and the behaviours we don’t want. We started to embed the new Values in 2021
through annual appraisals and introducing the role of Values Ambassadors, who
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explore what values mean and how they can be lived out in real life i.e. how they can
be integrated into everyday work.

Celebration of Achievement Awards:

The Trust’s annual recognition awards took place in 2022 for the first time since
2019 due to the pandemic. The awards recognise a wide range of staff for their
achievements across several areas. In 2023 a new category will be included to
recognise staff who have done significant work to champion diversity and inclusion
and challenge discrimination, making a difference to patient and staff experience as
a result. The Communications Team, working with the Head of EDI, will also review
the annual and monthly awards process to identify ways of improving diversity
amongst the nominations and winners, and increasing participation from all parts of
the workforce including those with protected characteristics.

Events Planner:

The Communications and Workforce and Organisational Development teams are
developing a calendar of events and awareness days for 2023. This will enable
proactive planning to deliver several campaigns to highlight EDI priorities across the
year, focussing on areas where the Trust needs to raise further awareness and/or
take action to improve. Taking a campaign-style approach and using existing
national and international awareness initiatives/days (e.g. Disability History Month,
International Women’s Day, Black History Month etc.) creates the opportunity to
maximise impact and provides a platform for the Trust’s local messages and
priorities.

Recruitment and Selection:

The Trust continues to emphasise the importance of a Values-based recruitment
(VBR) approach through its recruitment strategy. All recruitment campaigns which
are centrally supported by the Human Resources (HR) team utilise VBR
methodology. The VBR approach relies on the attraction and selection of new staff
according to their motivations and drivers and ensures that experience and
gualifications are not given a disproportionate level of attention in the selection
process. Research has shown that values-based recruitment increases workforce
diversity as it takes a much broader view, not only of applicants, but of the attributes
which make someone suitable to undertake a particular role.

We undertake our recruitment via a system called Trac, which ensures that
candidate’s details, other than those required to evaluate the application against the
role requirements, are not available to the shortlisting panel until shortlisting has
been finalised.

The Trust’s Recruitment & Selection training, which is available to all staff, promotes
a Values-based approach. The content of this training course is continually under
review to ensure that it reflects current legislation and best practice. Due to the
pandemic this course was developed to enable the Recruitment Team to deliver it
remotely when necessary, and we are working with our Staff Networks and our Head
of EDI to help make further improvements both in our Recruitment & Selection
Training and in our recruitment practices generally.
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We are a Disability Confident employer and eligible candidates are offered a
guaranteed interview if they meet the essential criteria for the role.

All applicants who are invited for an interview via Trac are encouraged to make us
aware if they require any adjustments to be made to their interview arrangements.

Careers Events:

We continue to attend careers events and link with Universities, Colleges and Job
Centre Plus to attract a diverse range of candidates to apply to our Trust.

International Recruitment:

We continue with our project to recruit Nurses from overseas to work in both York
and Scarborough. On arrival they work as Band 4 pre-registered nurses while they
study for the exam which will enable them to register with the NMC and ultimately
work as a Band 5 Nurse in the Trust.

Over 400 International Nurses have arrived at the Trust since inception of the project
in 2019, and a vibrant Stay & Thrive network now operates in the Trust.

Over the past year we have also welcomed several international colleagues from
professions such as Medics, Allied Health Professionals and Midwives. We continue
to host the training programme for internationally trained Midwives for our region.

All international arrivals receive the same wrap around pastoral care from our
International Recruitment Team.

We have started to help recruit and train internationally trained nurses for the Social
Care sector.

Recruitment Website:

During 2022 a dedicated recruitment website was built and is how up and running.
We are currently working to ensure that the site is representative of our diverse
workforce.

Disability Confident and a Mindful Employer:

Disability Confident is a government scheme that encourages employers to think
differently about disability and take action to improve how they recruit, retain and

develop disabled people. There are 3 levels of in the scheme.

1. Disability Confident Committed.
2. Disability Confident Employer.
3. Disability Confident Leader.
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During 2021 we achieved Disability Confident reaccreditation; this means that we
have assessed ourselves against the framework as an employer that goes the extra
mile in getting the right people for the Trust and keeping and developing those
people. There is always more that we can do, and the associated actions are
incorporated within the Trust Workforce Disability Equality Standard action plan,
which was developed in consultation with our Staff Network, Enable. As a Trust we
have an aspiration to be a Disability Confident Leader which is the highest level
Disability Confident accreditation and this means that we will be acting as a
champion in our local area for recruiting, retaining and developing disabled staff.

After submitting a wealth of information to Mindful Employer on its wide-ranging suite
of health and wellbeing offerings for staff, we were successful in retaining Mindful
Employer status. We have a group that meets regularly to discuss our current
strategy and forthcoming health and wellbeing initiatives to ensure that the needs of
our staff are met. Staff councils, which are designed to be safe space for employees
to voice their views and co-produce ideas with their local management teams, are
also being established in the Trust some of which have a specific focus on health
and wellbeing.

The Trust has invested in training Mental First Aiders and are rolling out training on
the effects of burnout which has a focus on supporting teams with their mental and
physical wellbeing; through all of these initiatives, we aim to provide a gold standard
of support for the entirety of our workforce.

The Mindful Employer charter sets out that all staff who are involved in recruitment
activity should be trained on the Equality Act 2010. It is expected therefore, that
recruitment and selection panel members have undertaken the recruitment and
selection training; this training includes information on what it means to be a
Disability Confident and Mindful Employer. It provides examples of how and where to
apply the Disability Confident scheme, the legal framework of the disability legislation
and how to make appropriate reasonable adjustments. These important schemes
are also a key component of our recruitment and selection policy.

We have intranet pages dedicated to supporting disabled individuals in the
workplace and the operational HR team have recently received bespoke EDI
training. Our people professionals proactively support and provide appropriate
challenge where required to our managers in the application of the equality
legislation across our people management processes.

Staff Survey:

40.7% of eligible staff completed the 2021 Staff Survey. Several questions
specifically relate to the WDES and WRES. Where the responses to these
guestions indicated that staff who either identified as Black and Minority Ethnic
(BME) or having a long-term condition / iliness had a less favourable experience
than either staff identifying as white or not having a long-term condition / illness,
specific actions have been identified and these are included in the Trust’'s 2022 and
2023 WRES and WDES action plans.
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In addition, the Trust identified several actions as part of its Staff Survey
improvement plan (2022-23). This will further support the actions to increase staff
voice and change the culture:

e Refresh our leadership approach.

e Implement a Just & Learning culture.

e Launch the Behavioural Framework that supports the Trusts Values.

e Review our processes for addressing experiences of bullying and
harassment.

e Appointment of Head of EDI for the Trust.

e Increase the profile of the Freedom to Speak Up Guardian (FTSUG).

e Listening events for BME staff with the CEO and Race Equality Network.

e Reintroduce CEO drop-in surgeries.

¢ Introduce Director of Workforce & Organisational Development staff surgeries.

e Review and increase two-way engagement opportunities for staff.

Further work is being delivered by several workforce-focused workstreams:

Culture & Engagement.

Health & Wellbeing.

Flexible Working.

Retention.

Attraction & Workforce Planning; to improve staff experience generally.

Freedom to Speak Up and the Fairness Champions:

The purpose of creating a speaking up culture is to keep our patients safe, improve
the working environment for staff and to promote learning and improvement.

A FTSUG within every NHS Trust was a key recommendation made by Sir Robert
Francis QC in the Freedom to Speak Up review in 2015. FTSU has also become part
of the Care Quality Commission (CQC) Well Led inspection component since
October 2016.

The Guardian is impartial, independent and reports directly to the Chief Executive. It
is important that that the FTSUG is visible and accessible to all staff, therefore the
Guardian has promoted the role, speaking up and the Fairness Champions via
different mediums.

As well as a continuation of the above there are plans in place for the FTSUG and
the Equality, Diversity and Inclusion Lead to conduct further “Speak Up and Inclusion
Roadshows” in 2023 to help spread the message of speaking up and hopefully reach
those staff groups who face barriers to speaking up.

Page 13 of 36

86



Employee Relations Practices.

Just Culture:

We have continued to develop a Just Culture within the organisation, the HR team,
work in line with the NHS England guidance and principles so we only commission
formal disciplinary cases when all other options have been exhausted. We have
updated our guidance for Investigating Officers and Panel Members over the last 12
months to ensure that we capture learning for all at every step of the process and
ensure we have accountability for taking forward these actions. We are still
developing a new disciplinary policy with Staff Side colleagues to develop this culture
further within the Trust and this will be rolled out in 2023 with training for all line
managers.

Policies:

We are reviewing all our HR policies to ensure that they are people focused and
cater to the majority, not the minority, with the flexibility for managers to make
decisions to meet the needs of the colleagues they are working with. We want our
managers and leaders to have the autonomy and ability to meet the needs of
individual staff members in the framework of our policies that are fair for all. A
number of our policies are being re-written completely to ensure that they are fit to
meet the needs of staff members and the organisation in these current times, to
ensure they are easy for managers and staff members to follow and to ensure that
they support staff members to achieve their best within the organisation.

Working with Staff Side:

We continue to work with our Staff Side colleagues on several improvements we are
doing within the workplace. We have Staff Side representation within a range of
meetings which address the workforce priorities. We regularly meet with Staff Side
colleagues formally and informally to hear the employee voice and to try and find
solutions to problems.

Organisational Development and Improvement and Learning:

The Trust continues to promote and embed the role of Values Ambassadors across all
departments and roles. The Trust’s Organisational Development Team continues to
support the development of both new and existing Values Ambassadors. The Trust’s
Values and Behavioural Framework are also embedded in all internal leadership
programmes and organisation development interventions.

The Development of its workforce has always been paramount for our Trust; the
support and development of people maximises talent within the organisation, attracts
and retains the best people and creates opportunities for career progression. This is
key to the success in achieving our strategic goal of delivering safe and high-quality
patient care as part of an integrated system.

There are development opportunities offered to all clinical and non-clinical staff
regardless of background or level. Any programme or workshop ring-fenced for a
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specific staff group has a clearly defined purpose. By engaging with and targeting
the Trust’s internal Staff Networks, our programmes support diversity and inclusion
with equal access for all.

Leadership Framework:

The Trust has recently developed ‘Our Leadership Framework’.

The ambition of our Leadership Framework is to support every leader, no matter
their level across the Organisation, to recognise, reflect and role model 3 core
principles of people centred leadership, which align to our Trust Values. A reflective
tool supports and complements the framework and can be used by individuals to
explore their behaviours and competency against the principles of the framework
and allow others to give feedback on this.

It recognises that good leadership plays a vital role in improving services, building an
inclusive and respectful culture where diversity and difference is valued and
celebrated and one where staff are engaged and motivated. It will contribute to
supporting both the attraction and retention of staff and ultimately a more positive
patient experience and improved quality of care.

Reverse/Reciprocal Mentoring:

Following the evaluation of a successful pilot Reverse Mentoring programme which
focused on pairing staff from a BME background with Executive and Senior
Managers, a Reciprocal Mentoring Framework has been refined and developed in
response to feedback from those who participated in the initial programme.

The Reciprocal Mentoring Framework can be implemented for any equality group
and it is our intention to widen this participation. It is proposed that the Trust initially
builds upon the success of the pilot programme and continues to focus on race with
its next cohort in order to provide this significant learning opportunity for all our
Executives and Senior Management. Recruitment for the next cohort will
commence in January 2023.

By creating opportunities for staff from minority groups to share their experiences we
are demonstrating our willingness to listen and learn in line with our Values and to
shape a culture where every member of staff can thrive, belong, develop and
perform.

Training:

Generic and specific EDI training and development ensures that our staff have the
knowledge and skills to support them in the delivery of care and enables them to
work cohesively with colleagues. Training has occurred at Trust Board level, locally
and through accessing the EDI section of our Trust's Website. The EDI component
of the Core Skills Framework is now mandatory training for all staff.

We know that we need to enable our colleagues to access a wider range of learning
interventions and have plans to address this in 2023.
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So far, the learning interventions that are to be delivered are:

e Trans Awareness and Gender Diverse Communities.
e Conscious Inclusion.

e Neurodiversity in the workplace for Managers.

e Race Conversations at Work for Leaders.

Chaplaincy:

The Trust’'s chaplaincy service provides pastoral, spiritual and religious care to
patients, carers and staff. They play a huge role in helping people find strength and
meaning in their experience of illness, anxiety, dying or bereavement regardless of
their faiths and beliefs, including those with no faith.

The service has been stretched over the last year but a business case for support will
help support delivery. Investment in the chaplaincy service would enable a more
diverse team to offer support to a wider group of staff and patients, particularly those
from a Muslim, Roman Catholic and non-religious background. Chaplaincy continues
to recruit volunteers from diverse backgrounds and develop links with local faith
groups and communities.

At Scarborough hospital the chapel is now a shared space for Muslim daily and
Friday prayers thanks to the purchase of a curtain and a privacy screen.

The building work on a permanent ablution room at York Hospital has commenced
and is due to be open soon. The department recently hosted the New York Imam
who was very pleased with the work done on the facilities and the recent provision of
Halal food for staff.

Staff Networks:

The number of Staff Networks has increased in the past 12-18 months, and their
work continues to be promoted, alongside encouraging increased membership and
involvement. We have 5 Staff Networks, which are:

e Enable (Disability)

e Women’s Network

e LGBTQ+

e Caring for Carers

¢ REN (Race Equality Network)

All Networks are open to all staff and are included in the decision-making process of
the Trust.

To progress our Staff Networks the Head of EDI will implementing Protected Time

for Committee Members, exploring a permanent budget, having Executive Director
Sponsors and intersectionality and how the Networks can work together.
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Staff Benefits:

Staff Benefits aims to offer a wide variety of benefits and wellbeing initiatives
accessible to all staff.

Financial Wellbeing:

A financial newsletter outlining all relevant help towards the cost of living issues is
available and was translated into Polish on request from YTHFM who have a large
proportion of Polish staff. This can be translated into any language upon request.
Financial help and savings opportunities via Leeds Credit Union helping staff to save
and gives access to ethical loans and debt consolidation with the option to pay direct
from salary.

Cost of living initiatives:

A range of cost of living initiatives are available to support staff, from free feminine
hygiene products, uniform swaps to prize draws.

Staff Wellbeing:

The Trust offers a wide range of Occupational Health (OH) and Staff Wellbeing
offers and initiatives. The aim of the Health and Wellbeing services is to work with
our staff to integrate health and wellbeing into day-to-day activities to enable us to
create positive and healthy working environments across the Trust. This is achieved
through wellbeing initiatives, employee support mechanisms and joint working with
staff and their representatives. We also work with local partners such as the
Integrated Care Board to identify and address areas of improvement. The OH and
Wellbeing Team are proactive in empowering our staff to prioritise their wellbeing
and support those around them in doing the same. The team works closely with the
Communications Team to promote the wellbeing offer and collaboratively with a wide
range of stakeholders across the Trust to ensure a robust health and wellbeing offer
is provided.

A celebration of world cultures:

Team members from different parts of the world came together at Scarborough
Hospital to create the first ever Festival of Culture where staff spent a week sharing,
enjoying and learning about their colleague’s cultures.

York and Scarborough Teaching Hospitals NHS Foundation Trust has over 400
international nurses who play an essential role and contributions came from staff
from India, Pakistan and Nepal, Philippines and Africa and the rest of the world. The
week involved food, music and dancing, and culminated in a huge beach party at
Scarborough’s North Bay with around 200 people joining in.
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A quote from our Associate Chief Nurse at Scarborough Hospital: “Sharing our
cultures is such an important part of helping our international colleagues thrive, and
we're proud to see it done so well in Scarborough. The full week event, which was
driven by our international nurses in their own time, was amazing and really built the
team spirit. The staff loved learning about different cultures and the beach party was
extraordinary - full of joy and happiness. We look forward to having a similar event
annually to continue to embrace our cultural differences and understanding.”

The International Nurse Project Manager at the Trust added: “We are really
proud fo have hosted this festival. It’'s a wonderful acknowledgement of how
welcome our international nurses have felt at Scarborough Hospital and a real
testimony to the team spirit in Scarborough. The beach party was incredible and I'm
sure it will stay in people’s minds for a very long time."

(The cover photo was taken at this event).

York Theatres Cultural Celebration Afternoon:

In the last two years, our Theatres Team have received 98 new starters, many of
whom are international Nurses. It had been identified that staff needed to
understand differences in intercultural communication, so a cultural celebration event
was organised. The afternoon was brilliant, so much positive feedback and a real
sense of joy in the department. The event will be replicated on a regular basis
focusing on a different culture to really appreciate and celebrate each other.

i
<<

i' < . I

Let’s Celebrate together!

For our December Audit this year we
would like to invite everyone to celebrate
together. We have many new peoplein
our department, and it would be great to
get to know each other a little better.

*

e Share our favourite food
e Share pictures or information of your
culture, background or history
e Teach and learn basics of another

language
e Bring your music
Pin where you are from on a world
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4. Gender Pay Gap Report.

The Gender Pay Gap (GPG) describes the difference between the average earnings
of all the women in an organisation compared to the average earnings of all the men
in that organisation. This is not the same as equal pay, which is about ensuring men
and women doing the same or comparable jobs are paid the same.

Our GPG Report was published in 2022 (the data is a snapshot taken at 31 March
2021) which provides an analysis of pay by gender. It also provides information
regarding the areas of focus and the progress made against them. The report can be
found here:

https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6345

Progress:

The Caring 4 Carers Network has been implemented along with the

creation of a Carers Passport and a review of the Special Leave Policy which
has given additional leave to benefit staff.

EDI training has been implemented and is planned for 2023.

The Leadership and Management Framework incorporates EDI.

Recruitment adverts have been reviewed.

Page 19 of 36

92


https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6345

e Starting salaries guidance for staff on Agenda for Change terms has been
updated.

e The Trust has completed the Flex programme and has a Flexible Working
Workstream.

e The Family Leave Policy has been reviewed.

e The Retention Strategy has been incorporated into the Trust’s Attraction and
Retention Workstream.

The Trust’s Women’s Network has the Gender Pay Gap as a standing item on their
meeting agenda’s and have influenced policy change to support staff.

5. Workforce Race Equality Standard (WRES).

A review of our WRES metrics has enabled us to establish where we are with race
equality. Progress has been slow across the metrics and dedicated actions have
been created with internal stakeholders to address the issues that have been
identified. It is important that we make more sustainable progress across the metrics
and with race equality in general. The Head of EDI who is also the Trust's WRES
Expert is working with staff to address local issues and the Care Groups and
Corporate Services to look at the strategic process required to make change. The
2022 report and action plan can be found here:

https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6816

https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6820

6. Workforce Disability Equality Standard (WDES).

The Trust has reviewed data collected from the NHS Staff Survey and the Electronic
Staff Record (ESR) in line with the 10 metrics of the WDES. The analysis shows
that the Trust has made good progress with disability equality and was invited by
NHS England to take part in a national focus group sharing best practice. We
recognise that we cannot be complacent about our progress and our action plan
shows the areas of focus for 2022/23. The documents can be found here:

https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6817

https://www.yorkhospitals.nhs.uk/seecmsfile/?id=6819

7. Workforce Equality Monitoring Information.

This section focuses on internal demographics regarding staff employed by York and
Scarborough Teaching Hospitals and has been extracted from Electronic Service
Record (ESR) on a snapshot date of 30/11/2022. The 2021 Census data is being
released in stages this year so a comparison with this will occur in the next reporting
cycle. What we can ascertain from our data is that we employ a diverse workforce
and this will influence the work that we carry out as a Trust.
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In relation to gender, our workforce is heavily made up of females which is reflective
of the NHS profile. The national ESR system does not yet enable organisations to
collect data on other gender identities but information regarding this has been given
to NHS Digital.

There is a significant proportion of staff that chose not to share whether they have a
religious affiliation or not and this is their right. This will still be incorporated into our
equality monitoring work.

Our age demographics show that there is an even spread of staff from ages 26-60,
but below and above this, less staff are employed. This will influence our work on
apprenticeships, retirement and workforce planning.

Our sexual orientation profile shows that many staff have not disclosed their
orientation and there will be different reasons for this. This will influence our EDI
work on engagement, culture, psychological safety, training and equality monitoring.

The staff ethnic profile of the Trust, whilst states BAME (Black, Asian and Minority
Ethnic) in the pie chart is broken down further. This is important, to show the
different ethnicities but also to acknowledge and recognise that different ethnic
groups have a variety of different needs and therefore should not be treated as one
homogeneous group.

The ethnic groups that are more represented that others are White, African, Asian
and Indian. This is likely to be reflective of our localities with the non-white groups
being in situ due to international recruitment and representation in certain
professions.

There has been an increase in staff sharing their disability identity and as it is
important to continue to support staff, we have incorporated this in our equality
monitoring work and WDES action plan.

National population demographics tell us that as we become older, we are more
likely to have a long-term health condition (LTHC). There will be various reasons
why staff choose not to share whether they are disabled or have a LTHC but as an
organisation we still need to offer support and talk about LTHC and the social and
medical models of disability. This internal data will be monitored through our WDES
data analysis.

Our marital status and civil partnership data show that a high percentage of staff

either identify as married or single. This will continue to influence the development of
policies.
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The below data covers York & Scarborough Teaching Hospitals only — bank,
substantive and fixed term contract holders.

e Staff in post headcount = 10,603

Workforce Gender Profile

Workforce Religious Profile

Unspecified, 1117
(11%)

[ - '
\ /_Athelsm, 1798 (17%)

Judaism, 8 (0.08%) \
Jainism, 2 (0.0Z%)A

Buddhism, 81 (0.8%)
Islam, 284 (3%)/
| do not wish to

//_
disclose my
Christianity, 4397
@)
Hinduism, 133 (1%)

Sikhism, 14 (0.1%)

Other, 707 (7%)

religion/belief, 2062 ___——
(19%)
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Workforce Age Profile
<=20 Years, 105,

66-70 Yf;rsy 117, >= 71 Years, 42, 0% 1%
0
6165 years, 638 21 25 ygc;rs 853,
6%
56-60 years, 1058, / __ 26-30vyears, 1418
10% o
13%

51-55 years, 1190, _— |
11%

—31-35years, 1581,
15%

46-50 years, 1127, _—
11%

41-45 years, 1211, / 36—40 years, 1263,
12% 12%

Workforce Sexual Orientation Profile
Unspecified, 1112, .
Bisexual, 123, 1%

Gay or Lesbian, 175,
2%

Undecided, 12, 0%

Other sexual
orientation not listed,
16, 0%

Not stated (person
asked but declined to
provide a response),
1651, 16%

~———__ Heterosexual or
Straight, 7514, 71%
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Workforce Ethnic Group Profile

BAME, 1462, 14%
. —

Not Stated, 444, 4%

White, 8697, 82%

Workforce Disability Profile
Prefer Not To Yes, 456, 4%

Answer, 5, 0% /

Not Declared, 1941, /

18%

No, 8201, 78%
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Workforce Marital Status Profile

Widowed, 65, 1%

Unknown, 349, 3% ‘V’

Single, 4108, 39%

Civil Partnership, 112,

1%

Divorced, 673, 6%

Legally Separated,

112, 1%

Married, 5184, 49%

headcount %
Any Other Ethnic Group 128 1.21%
Asian British 8 0.08%
Asian Mixed 3 0.03%
Asian or Asian British - Any other Asian background 240 2.26%
Asian or Asian British - Bangladeshi 17 0.16%
Asian or Asian British - Indian 347 3.27%
Asian or Asian British - Pakistani 64 0.60%
Asian Sinhalese 2 0.02%
Asian Sri Lankan 2 0.02%
Asian Tamil 1 0.01%
Asian Unspecified 4 0.04%
Black British 3 0.03%
Black Mixed 1 0.01%
Black Nigerian 13 0.12%
Black or Black British - African 343 3.23%
Black or Black British - Any other Black background 20 0.19%
Black or Black British - Caribbean 21 0.20%
Black Unspecified 1 0.01%
Chinese 49 0.46%
Filipino 50 0.47%
Malaysian 4 0.04%
Mixed - Any other mixed background 14 0.13%
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Mixed - Asian & Chinese 1 0.01%
Mixed - Other/Unspecified 17 0.16%
Mixed - White & Asian 42 0.40%
Mixed - White & Black African 43 0.41%
Mixed - White & Black Caribbean 16 0.15%
Not Stated 336 3.17%
Other Specified 8 0.08%
Unspecified 108 1.02%
White - Any other White background 253 2.39%
White - British 7721 72.82%
White - Irish 58 0.55%
White Cypriot (non-specific) 1 0.01%
White English 392 3.70%
White Greek 3 0.03%
White Italian 2 0.02%
White Mixed 2 0.02%
White Northern Irish 9 0.08%
White Other European 71 0.67%
White Other Ex-Yugoslav 1 0.01%
White Polish 27 0.25%
White Scottish 18 0.17%
White Serbian 2 0.02%
White Turkish 2 0.02%
White Unspecified 131 1.24%
White Welsh 4 0.04%
Grand Total 10603 100.00%
Care Group Area vs Employee Gender Headcount | Percentage
of Gender | of Gender
CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
Female 1665 15.70%
Male 359 3.39%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
Female 776 7.32%
Male 205 1.93%
CG3 Surgery 1640 15.47%
Female 1235 11.65%
Male 405 3.82%
CG4 Cancer and Support Services 1531 14.44%
Female 1165 10.99%
Male 366 3.45%
CG5 Family Health & Sexual Health 897 8.46%
Female 843 7.95%
Male 54 0.51%
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CG6 Specialised Medicine & Outpatients Services 1090 10.28%
Female 849 8.01%
Male 241 2.27%

CG Corporate Services 2434 22.96%
Female 1789 16.87%
Male 645 6.08%

CG Trust Estates and Facilities Management 6 0.06%
Female 5 0.05%
Male 1 0.01%

Grand Total 10603 100.00%

Headcount | Percentage
o of of
Care Group Areavs Religion Religious | Religious
Belief Belief

CG1 Acute Elderly Emergency General Medicine and

Community Services York 2024 19.09%
Atheism 321 3.03%
Buddhism 24 0.23%
Christianity 952 8.98%
Hinduism 33 0.31%
| do not wish to disclose my religion/belief 368 3.47%
Islam 54 0.51%
Judaism 3 0.03%
Other 138 1.30%
Sikhism 2 0.02%
Unspecified 129 1.22%

CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
Atheism 107 1.01%
Buddhism 12 0.11%
Christianity 451 4.25%
Hinduism 12 0.11%
| do not wish to disclose my religion/belief 196 1.85%
Islam 44 0.41%
Judaism 1 0.01%
Other 57 0.54%
Sikhism 1 0.01%
Unspecified 100 0.94%

CG3 Surgery 1640 15.47%
Atheism 264 2.49%
Buddhism 9 0.08%
Christianity 641 6.05%
Hinduism 22 0.21%

| do not wish to disclose my religion/belief 335 3.16%
Islam 39 0.37%
Other 98 0.92%
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Sikhism 1 0.01%
Unspecified 231 2.18%
CG4 Cancer and Support Services 1531 14.44%
Atheism 315 2.97%
Buddhism 3 0.03%
Christianity 551 5.20%
Hinduism 12 0.11%
| do not wish to disclose my religion/belief 306 2.89%
Islam 34 0.32%
Judaism 2 0.02%
Other 115 1.08%
Sikhism 1 0.01%
Unspecified 192 1.81%
CG5 Family Health & Sexual Health 897 8.46%
Atheism 166 1.57%
Buddhism 3 0.03%
Christianity 360 3.40%
Hinduism 9 0.08%
| do not wish to disclose my religion/belief 162 1.53%
Islam 19 0.18%
Other 66 0.62%
Sikhism 1 0.01%
Unspecified 111 1.05%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
Atheism 168 1.58%
Buddhism 9 0.08%
Christianity 478 4.51%
Hinduism 17 0.16%
| do not wish to disclose my religion/belief 186 1.75%
Islam 18 0.17%
Jainism 1 0.01%
Other 62 0.58%
Sikhism 1 0.01%
Unspecified 150 1.41%
CG Corporate Services 2434 22.96%
Atheism 456 4.30%
Buddhism 21 0.20%
Christianity 961 9.06%
Hinduism 28 0.26%
| do not wish to disclose my religion/belief 508 4.79%
Islam 76 0.72%
Jainism 1 0.01%
Judaism 2 0.02%
Other 170 1.60%
Sikhism 7 0.07%
Unspecified 204 1.92%
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CG Trust Estates and Facilities Management 6 0.06%
Atheism 1 0.01%
Christianity 3 0.03%
| do not wish to disclose my religion/belief 1 0.01%
Other 1 0.01%

Grand Total 10603 100.00%

Care Group Areavs Age Headcount | Percentage

of Age of Age

CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
<=20 Years 40 0.38%
21-25 years 187 1.76%
26-30 years 290 2.74%
31-35 years 311 2.93%
36-40 years 243 2.29%
41-45 years 218 2.06%
46-50 years 213 2.01%
51-55 years 218 2.06%
56-60 years 179 1.69%
61-65 years 104 0.98%
66-70 years 13 0.12%
>=71 Years 8 0.08%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
<=20 Years 9 0.08%
21-25 years 96 0.91%
26-30 years 148 1.40%
31-35 years 173 1.63%
36-40 years 104 0.98%
41-45 years 104 0.98%
46-50 years 122 1.15%
51-55 years 98 0.92%
56-60 years 75 0.71%
61-65 years 39 0.37%
66-70 years 10 0.09%
>=71 Years 3 0.03%
CG3 Surgery 1640 15.47%
<=20 Years 5 0.05%
21-25 years 122 1.15%
26-30 years 208 1.96%
31-35 years 250 2.36%
36-40 years 186 1.75%
41-45 years 188 1.77%
46-50 years 190 1.79%
51-55 years 186 1.75%
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56-60 years 179 1.69%
61-65 years 109 1.03%
66-70 years 13 0.12%
>=71 Years 4 0.04%
CG4 Cancer and Support Services 1531 14.44%
<=20 Years I 0.07%
21-25 years 120 1.13%
26-30 years 187 1.76%
31-35 years 215 2.03%
36-40 years 226 2.13%
41-45 years 199 1.88%
46-50 years 173 1.63%
51-55 years 176 1.66%
56-60 years 128 1.21%
61-65 years 86 0.81%
66-70 years 10 0.09%
>=71 Years 4 0.04%
CG5 Family Health & Sexual Health 897 8.46%
<=20 Years 3 0.03%
21-25 years 73 0.69%
26-30 years 103 0.97%
31-35 years 140 1.32%
36-40 years 131 1.24%
41-45 years 125 1.18%
46-50 years 90 0.85%
51-55 years 100 0.94%
56-60 years 89 0.84%
61-65 years 40 0.38%
66-70 years 2 0.02%
>=71 Years 1 0.01%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
<=20 Years 2 0.02%
21-25 years 37 0.35%
26-30 years 103 0.97%
31-35 years 123 1.16%
36-40 years 118 1.11%
41-45 years 140 1.32%
46-50 years 117 1.10%
51-55 years 164 1.55%
56-60 years 157 1.48%
61-65 years 103 0.97%
66-70 years 18 0.17%
>=71 Years 8 0.08%
CG Corporate Services 2434 22.96%
<=20 Years 39 0.37%
21-25 years 218 2.06%
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26-30 years 378 3.57%
31-35 years 367 3.46%
36-40 years 255 2.40%
41-45 years 234 2.21%
46-50 years 222 2.09%
51-55 years 248 2.34%
56-60 years 251 2.37%
61-65 years 157 1.48%
66-70 years 51 0.48%
>=71 Years 14 0.13%
CG Trust Estates and Facilities Management 6 0.06%
26-30 years 1 0.01%
31-35 years 2 0.02%
41-45 years 3 0.03%
Grand Total 10603 100.00%
. ) Headcount | Percentage
Care Group Areavs Sexual Orientation of Sexual of Sexual
Orientation | Orientation
CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
Bisexual 28 0.26%
Gay or Lesbian 39 0.37%
Heterosexual or Straight 1495 14.10%
Not stated (person asked but declined to provide a response) 332 3.13%
Other sexual orientation not listed 3 0.03%
Undecided 1 0.01%
Unspecified 126 1.19%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
Bisexual 13 0.12%
Gay or Lesbian 13 0.12%
Heterosexual or Straight 726 6.85%
Not stated (person asked but declined to provide a response) 126 1.19%
Undecided 1 0.01%
Unspecified 102 0.96%
CG3 Surgery 1640 15.47%
Bisexual 16 0.15%
Gay or Lesbian 15 0.14%
Heterosexual or Straight 1064 10.03%
Not stated (person asked but declined to provide a response) 312 2.94%
Other sexual orientation not listed 2 0.02%
Undecided 2 0.02%
Unspecified 229 2.16%
CG4 Cancer and Support Services 1531 14.44%
Bisexual 16 0.15%
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Gay or Lesbian 48 0.45%
Heterosexual or Straight 1041 9.82%
Not stated (person asked but declined to provide a response) 225 2.12%
Other sexual orientation not listed 3 0.03%
Undecided 4 0.04%
Unspecified 194 1.83%
CG5 Family Health & Sexual Health 897 8.46%
Bisexual 5 0.05%
Gay or Lesbian 9 0.08%
Heterosexual or Straight 641 6.05%
Not stated (person asked but declined to provide a response) 129 1.22%
Other sexual orientation not listed 2 0.02%
Undecided 1 0.01%
Unspecified 110 1.04%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
Bisexual 6 0.06%
Gay or Lesbian 9 0.08%
Heterosexual or Straight 764 7.21%
Not stated (person asked but declined to provide a response) 161 1.52%
Other sexual orientation not listed 1 0.01%
Unspecified 149 1.41%
CG Corporate Services 2434 22.96%
Bisexual 39 0.37%
Gay or Lesbian 42 0.40%
Heterosexual or Straight 1778 16.77%
Not stated (person asked but declined to provide a response) 365 3.44%
Other sexual orientation not listed 5 0.05%
Undecided 3 0.03%
Unspecified 202 1.91%
CG Trust Estates and Facilities Management 6 0.06%
Heterosexual or Straight 5 0.05%
Not stated (person asked but declined to provide a response) 1 0.01%
Grand Total 10603 100.00%
. . Headcount | Percentage
Care Group Area vs Disability of of
Disability Disability
CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
No 1647 15.53%
Not Declared 282 2.66%
Prefer Not To Answer 1 0.01%
Yes 94 0.89%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
No 763 7.20%
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Not Declared 187 1.76%
Prefer Not To Answer 1 0.01%
Yes 30 0.28%
CG3 Surgery 1640 15.47%
No 1227 11.57%
Not Declared 344 3.24%
Prefer Not To Answer 1 0.01%
Yes 68 0.64%
CG4 Cancer and Support Services 1531 14.44%
No 1108 10.45%
Not Declared 361 3.40%
Yes 62 0.58%
CG5 Family Health & Sexual Health 897 8.46%
No 680 6.41%
Not Declared 178 1.68%
Yes 39 0.37%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
No 795 7.50%
Not Declared 247 2.33%
Yes 48 0.45%
CG Corporate Services 2434 22.96%
No 1976 18.64%
Not Declared 341 3.22%
Prefer Not To Answer 2 0.02%
Yes 115 1.08%
CG Trust Estates and Facilities Management 6 0.06%
No 5 0.05%
Not Declared 1 0.01%
Grand Total 10603 100.00%
) Headcount | Percentage
Care Group Areavs Ethnic Group of Ethnic | of Ethnic
Group Group
CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
BAME 336 3.17%
Not Stated 71 0.67%
White 1617 15.25%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
BAME 247 2.33%
Not Stated 41 0.39%
White 693 6.54%
CG3 Surgery 1640 15.47%
BAME 278 2.62%
Not Stated 89 0.84%
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White 1273 12.01%
CG4 Cancer and Support Services 1531 14.44%
BAME 150 1.41%
Not Stated 44 0.41%
White 1337 12.61%
CG5 Family Health & Sexual Health 897 8.46%
BAME 68 0.64%
Not Stated 17 0.16%
White 812 7.66%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
BAME 84 0.79%
Not Stated 35 0.33%
White 971 9.16%
CG Corporate Services 2434 22.96%
BAME 299 2.82%
Not Stated 147 1.39%
White 1988 18.75%
CG Trust Estates and Facilities Management 6 0.06%
White 6 0.06%
Grand Total 10603 100.00%
_ Headcount | Percentage
Care Group Area vs Marital Status of Marital | of Marital
Status Status
CG1 Acute Elderly Emergency General Medicine and
Community Services York 2024 19.09%
Civil Partnership 22 0.21%
Divorced 142 1.34%
Legally Separated 18 0.17%
Married 972 9.17%
Single 807 7.61%
Unknown 50 0.47%
Widowed 13 0.12%
CG2 Acute Emergency and Elderly Medicine-Scarborough 981 9.25%
Civil Partnership 14 0.13%
Divorced 53 0.50%
Legally Separated 15 0.14%
Married 486 4.58%
Single 368 3.47%
Unknown 40 0.38%
Widowed 5 0.05%
CG3 Surgery 1640 15.47%
Civil Partnership 13 0.12%
Divorced 97 0.91%
Legally Separated 18 0.17%
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Married 823 7.76%
Single 609 5.74%
Unknown 71 0.67%
Widowed 9 0.08%
CG4 Cancer and Support Services 1531 14.44%
Civil Partnership 12 0.11%
Divorced 84 0.79%
Legally Separated 11 0.10%
Married 715 6.74%
Single 655 6.18%
Unknown 43 0.41%
Widowed 11 0.10%
CG5 Family Health & Sexual Health 897 8.46%
Civil Partnership 8 0.08%
Divorced 55 0.52%
Legally Separated 6 0.06%
Married 485 4.57%
Single 322 3.04%
Unknown 19 0.18%
Widowed 2 0.02%
CG6 Specialised Medicine & Outpatients Services 1090 10.28%
Civil Partnership 14 0.13%
Divorced 78 0.74%
Legally Separated 9 0.08%
Married 633 5.97%
Single 319 3.01%
Unknown 31 0.29%
Widowed 6 0.06%
CG Corporate Services 2434 22.96%
Civil Partnership 29 0.27%
Divorced 164 1.55%
Legally Separated 35 0.33%
Married 1069 10.08%
Single 1023 9.65%
Unknown 95 0.90%
Widowed 19 0.18%
CG Trust Estates and Facilities Management 6 0.06%
Married 1 0.01%
Single 5 0.05%
Grand Total 10603 100.00%
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8. Conclusion and Next Steps.

Our PSED report provides a thorough account of the work undertaken by the Trust to
promote equality, equity, diversity and create an inclusive culture for staff and
ultimately patients.

A substantial amount of work has been carried out in order to meet our Equality
Objectives and this demonstrates the Trust's commitment in working towards
creating an inclusive environment in support of the Trust Values, which show
kindness, openness and excellence and how we value the identity of all of our staff.
We acknowledge that there is still work to do and that we are always on a journey.

This report provides assurance that the Trust is continuously making progress
against its Equality Objectives. The next step for reporting will be to combine the
Patient and Workforce reports into one to demonstrate the correlation between the
two portfolios of work.

Virginia Golding
Head of Equality, Diversity and Inclusion, Workforce.
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Public Sector Equality Duty Annual Report -
Patient Equality, Diversity and Inclusion
April 2020 — June 2022

Summary

This report is intended to summarise the current position against our equality
objectives. This report outlines progress, changes and limitations during the
period 2020-2022, against the backdrop of the COVD-19 pandemic. It also
begins to identify a number of key priorities and areas for review and
development during 2022-23.
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Our Commitment to Patient Equality and Diversity

York and Scarborough Teaching Hospital NHS Foundation Trust is dedicated
to encouraging a supportive and inclusive culture where all our patients can
receive high quality, person-centred healthcare which meets their needs. Itis
within our best interest to promote diversity and eliminate discrimination
amongst our workforce, in the development of services and our hospital
environments.

We are committed to promoting equality, diversity and human rights for all
our patients, visitors and staff and ensuring we provide compassionate care
for all, with no less favourable facilities or treatment on the grounds of age,
disability, race or ethnicity, sex, gender re-assignment or identity, marriage
and civil partnership, pregnancy and maternity, religion or belief, or sexual
orientation.

We are opposed to all forms of unlawful and unfair discrimination and we will
ensure that all patients are treated fairly and with respect. York and
Scarborough Teaching Hospitals NHS Foundation Trust commits to:

v’ being an organisation that is welcoming to all,

v" not tolerating any forms of discrimination and will challenge it wherever
we see it, ensuring that equality, diversity and inclusion is everybody’s
business,

v' ensuring that there are no barriers to accessing our services,

v’ engaging with our communities, in a bid to ensure we meet the needs
of the people who use our services.

v listening to our users, particularly those from “seldom heard” groups in
our community (for example, the travelling community and people with
learning disabilities),

v' developing initiatives which help our staff to understand and support
one another for the benefit of patients in our care, and

v working with partner organisations to reduce inequality within our local
area as part of the Humber and North Yorkshire Integrated Care
Partnership

Heather McNair Jim Taylor Simon Morritt
Chief Nurse Medical Director Chief Executive
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1. Equality Objectives 2020-24

1.1. Our Objectives and workstreams

In April 2020, the trust identified three patient equality objectives for the next
four years and these were set out in our previous annual report (2019-2020):

Objective 1

To engage with patients, carers, governors, and local stakeholders and
organisations, including Humber and North Yorkshire Integrated Care
Partnership and Healthwatch, to listen and understand the needs of our
patients.

Objective 2

To engage internally with services to discuss the needs of patients to ensure
the reduction in health inequalities, that discrimination is eliminated, and
patients and staff are supported with appropriate tools.

Objective 3
To achieve compliance with the Accessible Information Standard 2016

There are three workstreams to support our approach, each with a
responsible executive director and operational lead:

Work stream  Executive Director | Operational Lead

Patient Chief Nurse Patient Equality and Diversity Lead

Equality
Chief Nurse Access Adviser for Inclusive Built
Environment Environment
Director of
Workforce Workforce and Care Group 3 Workforce Lead and,
Organisational HR Business Partner *

Development

* From late 2022 it is intended this workstream will be led by the new Head of
Equality, Diversity and Inclusion, who will also be the strategic lead for the
trust’s equality work, overall.

Some of this work is also supported by the trust’s Patient and Public
Involvement Lead.
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2. Performance April 2020 - June 2022

This report is intended to summarise the current position against our
objectives and to indicate changes and priorities for 2022-23.

2.1 Overview and context

During 2020-22 some work was started towards these objectives in several
key new areas. Unfortunately, due to the COVID-19 pandemic some progress
has been limited and work in some areas necessarily paused until 2022. In
line with national expectations, no annual report was prepared in 2020-21
and work on the Equality Delivery System was also paused. During this
period, many staff were redeployed and seconded to support the changing
demands of the pandemic. This has also meant that the Patient Equality
Lead and the Patient Involvement Lead posts have been vacant for some
months and specific work has been limited.

However, work has continued where possible, including in the patient
equality, built environment and workforce workstreams. Workforce equality
and diversity work is covered in separate workforce equality reports. Patient
equality and built environment work is covered in this report.

During 2021-22, as services began the recovery process, the Trust took the
opportunity to carry out a number of key actions to support future delivery of
our equality objectives. This has included;

e Formal review of the trust Fairness Forum with input from a range of
key stakeholders — this helped identify priorities to share with the trust
board.

e Trust board development session facilitated by Deputy Chief Nurse and
workforce / access equality leads to present patient and staff
experiences and current challenges. This led to;

e The Trust Chief Executive becoming Chair of the Fairness Forum and
board members each making an individual pledge to support and
champion the wider equality, diversity, inclusion agenda;

e Creation of a new Head of Equality, Diversity, Inclusion role for the trust
and recruitment to the Patient Equality, Diversity and Inclusion Lead
and Patient and Public Involvement Lead posts, to cover vacancies due
to secondments (all due to start summer 2022);
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e Commissioning of an External Review of the current equality, diversity
and inclusion arrangements in relation to meeting our public sector
duties. The review report and recommendations were received by the
Fairness Forum in July 2022, with an initial action plan;

e Securing funding for three new roles to start in Summer 2022 in the
Safeguarding team to support identified areas;
o An Autism Service Lead - to develop support for autistic people
and training for staff and;
o Two Mental Capacity Advisors — two posts to support patients and
staff with capacity assessments and decisions.

Together, these actions will strengthen resources and governance structures
for patient equality and diversity work across the trust.

2.2 Progress against Equality Objectives 2020-2024

Below is a summary of progress towards our equality objectives, with actions
completed to end of June 2022.

Where activity has been paused or changed due to the pandemic, our
intention is to review and restart during the second half of 2022, following the
external review and appointment of key personnel. We aim to align our
equality priorities with key strategic objectives and future changes. We
anticipate that Equality Impact Assessments, Quality Improvement projects,
(and a refreshed approach to the Equality Delivery System) will likely be a
key tool for embedding many of the equality objective actions, into our future
ways of working.

During 2022-23, we plan to align reporting of progress against our patient
equality objectives with our reporting on workforce equality, in a single report.

Objective 1: To engage with patients, carers, governors, and local
stakeholders and organisations (including Humber and North Yorkshire
Integrated Care Partnership and Healthwatch), to listen and understand
the needs of our patients.
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During 2020-22 our work towards this objective has included:

v' Continuing to engage with stakeholder groups, such as Healthwatch
North Yorkshire, Healthwatch York, Scarborough Disability Action
Group, Healthwatch East Yorkshire to listen to feedback provided by
patients and services users, to help understand how to shape our
services (ongoing).

v Reviewing the reports published by Healthwatch partners on services
in respect of equality and diversity and develop action plans to
address, as far as practicable the concerns identified (ongoing).
Engaging with our patients across the protected characteristics to
understand their needs and concerns and engage with them on service
developments and improvements. This has included support for
complaints investigation where there is an equality and diversity or,
accessible information standard concern. The trust Access Adviser
continues to engage with disabled peoples’ organisations, carry out
access audits, and provide advice to capital planning and minor works
teams on all new build development to address our accessibility and
inclusivity needs (ongoing).

Actions for review/restart in 2022-24:

e Reviewing feedback provided from the inpatient surveys to identify any
themes for equality and diversity improvements and take action on these.
Engaging with Humber and North Yorkshire Integrated Care Partnership
colleagues in the local area on shared actions for improvement. Working
with partner organisations and the LGBTQ+ community, to develop
appropriate processes to ensure that the health records of the transgender
community are appropriately maintained, reflecting the wishes of the
patient (paused due to pandemic).

e Working with our Facilities Management Compliance team on the process
for Patient-led Assessments of the Care Environment (PLACE)
assessments to ensure appropriate involvement and engagement of our
patient and service users and respond to the outcomes of the
assessments to deliver quality improvement (paused due to pandemic).

e Support the analysis of patient feedback to understand the experiences of
people with different protected characteristics and identify areas for
Improvement.
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e Working with patient groups/advocates to ensure that a wide range of
communities have the opportunity to inform our service development and
help us understand how and what we can do differently to make a
difference (paused due to pandemic).

e Working with patient groups, develop the arrangements to introduce the
Hidden Disabilities Sunflower Lanyard Scheme to the trust, to provide
support to patients with hidden disabilities. (Paused due to pandemic).

e Exploring the feasibility of the trust signing up to the Safe Places Initiative,
where organisations agree to provide a safe and supportive space if
someone who is vulnerable asks for help. (National programme paused
due to pandemic — due for restart).

Objective 2: To engage internally with services to discuss the needs of
patients to ensure the reduction in health inequalities, that
discrimination is eliminated, people are treated with compassion and
patients and staff are supported with appropriate tools.

During 2020-22 our work towards this objective has included:

v" Work to review and strengthen the trust’s Fairness Forum meetings,
with the Chief Executive becoming Chair and commissioning an
external review. With representation from across care groups,
governors and non-clinical services, this group oversees progress on
our objectives. (ongoing, for review)

v' The trust has also continued work with AccessAble and York Hospital
Charity to publish access guides for staff, visitors, and patients for our
hospitals at Malton Community Hospital, and New Selby War Memorial
Hospital and York Hospital, to add to the guides developed for the
Scarborough Hospital site in 2019-20. AccessAble is a web-based
directory of venues which provides photos and detailed information
about physical access facilities, to enable people with access needs to
plan a visit.

v Improving access to ablution facilities for patients and staff of differing
faiths - work completed at Scarborough hospital and capital and charity
funds identified for similar improvements at York hospital (planned for
Nov 2022).

v' Work has been completed to install a Changing Places toilet on the
Scarborough hospital site (June 2022)

v Ongoing improvements to physical design or features to improve
accessibility including;
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Ensuring sufficient hearing loops and wheelchairs are available
across the trust premises to support our patients’ needs
Dementia-friendly refurbishment work on Chestnut Ward at
Scarborough Hospital site and a dementia-friendly environment
audit in the Emergency Department at York.

Improvements to access at entrances at Scarborough Hospital
including North entrance, X-ray entrance and occupational health
department, for example new ramp and steps added.

The accessible toilet facilities at main reception at York hospital
have been refurbished (with York Wheels).

At Scarborough and Bridlington, improvements have been made
to access for the Blue Badge accessible parking bays and to
create additional parking spaces.

Following feedback from disabled people’s organisations, we
have improved road access at York hospital by removing some
traffic calming measures at South entrance to provide a level
surface.

At York Hospital, improvements have been made to improve
visual contrast and accessible features for toilet facilities in the
Neurosciences Department, to better meet the complex needs of
these patients.

Continuing the work of the Dementia Improvement Group - supporting
dementia awareness week across hospital sites and delivering our
dementia strategy implementation plan to better support people living

with dementia and their families and carers.

Establishing a new Learning Disability and Autism Steering Group
which in time will have oversight of our developing work on supporting
autistic people (and recognise where the needs of autistic people and

people with a learning disability are separate).

Establishing the Mental Health working group, with a strategy and

action plan in development.

Actions for review / restart in 2022-24:

Introducing a policy for assistance dogs across the trust, which recognises

and supports the valuable contribution assistance dogs provide for their

owners to lead independent lives. We developed a draft policy for

assistance dogs within trust premises during 2020, which was paused due

to the pandemic, before completion - to be finalised during 2022.
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Reviewing patient experience and patient safety information which relate
to equality and diversity issues to understand the circumstances, identify
improvements, and share best practice (Ongoing, for review)

Exploring the development of ‘Patient Equality Champions’ across our
hospital care groups and LLP to help drive the agenda (not started, for
review).

Working across services to promote health screening for seldom-heard or
under-served patient groups (ongoing, for review).

Promoting the trust as an organisation that respects the rights of parents
to breastfeed their children within our open spaces, should they choose to
do so (ongoing).

Developing appropriate systems to ensure that a patient’s identification
details match their gender identity (started and paused).

Ensuring that our workforce is educated about the needs of our patients
living with dementia, d/Deaf people, autistic people, people with visual
impairment or other sensory or learning disabilities or communication
needs. Learning from patients with lived experience to help improve staff
education and awareness (started and paused — also links to objective 3).
Ensuring that our patients are supported irrespective of their marital or civil
partnership status and their partners are afforded the same respect, care
and compassion.

Improving access to appropriate menu choices for patients of differing
faiths.

Providing a safe place for patients to be open with us about their gender
identity.

Increasing awareness and understanding of the health needs of the
LGBTQ+ community.

Ensuring that LGBTQ+ patients/people feel safe in our environment and
feel safe to be open with us, without fear of victimisation, harassment or
bullying.

Introducing a system for patients to feel confident to share information
about sexual orientation with us on a voluntary basis, to help us carry out
eqguality monitoring, in line with national standards.

Discussions with local partner organisations began during 2019/20 on
supporting transgender men and women when accessing health services
to ensure that health records presented their acquired, rather than their
assigned at birth identity. We suspended this work in March 2020 due to
the pandemic.

120



e Ensuring that hospital passports for people with a learning disability (which
help staff understand people’s individual needs), are stored and
appropriately accessible on the hospital electronic patient record system.
More than 1000 passports are now uploaded into the system. Work
continues to make these and other types of passports more accessible to
staff.

e Working to move closer to having access to specialised Learning Disability
teams seven days a week across our York and Scarborough sites. From
having a single staff member split between the two sites (before 2020),
this has increased to 3 days per week of Learning Disability Liaison Nurse
support at each of the York and Scarborough hospitals sites, plus 6 hours
of learning disability support assistant time on each site. Support from the
team is now also spread more evenly throughout the week, which is more
effective. Planning is underway to further increase the service to 4 days
per week from September 2022.

e Continuing to improve access to hospital buildings and services, in line
with our Access Strategy and Plan. Reviewing the trust’s Equality Impact
Assessment process to ensure that it remains robust and is implemented
across all services (to ensure it meets our legal obligations and supports
service improvement.

¢ Providing an advice and support service to colleagues reviewing policies,
procedures, guidance to consider equality, diversity and inclusion.

e Working with LLP colleagues to create a physical environment that meets
the needs of our patients with impairments, such as dementia and learning
disabilities.

Objective 3: To achieve compliance with the Accessible Information
Standard 2016

During 2020-21 our work towards this objective has included:

v" Implementing our Accessible Information policy that seeks to ensure
that all patients with a disability, impairment or sensory loss have the
appropriate written and communication support to understand and
consent to the healthcare being provided to them and can be supported
in making decisions about their care including informed consent.

v Engaging with patients to improve the range and access to patient
information in appropriate formats, which meet their needs. (ongoing).

v Improving the range and access to interpretation services for patients,
including British Sign Language (BSL) and spoken language support.
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A remote British Sign Language service started in 2020 to provide
access to an interpreter 24 hours a day, 7 days a week via a video link.
Four digital tablets were made available to support this, across our two
main hospital sites. Plans to roll-out further tablets to support video
interpreting in relation to spoken languages also, were paused during
2020-21 and will be reviewed as part of our work to support accessible
communication. We recognise this is a key area for further
development, to improve access across services during 2022.

Actions for review / restart in 2022-24:

Expanding staff training resources and access to the tools. Continuing
to increase staff awareness and skills to support accessible
communication and information by expanding the training resources
and, access to the tools and support available is a key priority for 2022-
24 (work started and paused due to pandemic).

Ensuring that hospital appointment letters are clear, relevant, and
available in a range of formats. Letters should tell patients how to
inform the trust about their written and verbal communication needs and
how to request information in different formats (work started and
paused due to pandemic).

Working with colleagues within Systems and Network services to
develop and improve effective capture and flagging of patient
communication needs. This includes improving how we meet people’s
needs when we provide letters and written information.

Producing revised guidance on written patient information to ensure
that any patient information produced is inclusive, meets our patients’
needs, and is available in a range of formats, both online and in hard
copy.

Exploring opportunities for using appropriate technology to improve
patient access to patient information.

Improving the availability of information in an Easy Read format.
Working towards the requirements outlined in the Website Content
Accessibility guidelines autumn 2020 - currently partially compliant and
working towards full compliance, as per our accessibility statement.
Monitoring the performance of our interpreting, translation and
transcription services, including for British Sign Language (BSL) and
spoken languages due for review and restart in 2022.
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2.3 Equality Delivery System

The Equality Delivery System, known as the EDS was commissioned by the
national Equality and Diversity Council in 2010 and launched in July 2011. It
Is a system that helps NHS organisations improve the services they provide
for their local communities and provide better working environments, free of
discrimination, for those who work in the NHS, whilst complying with the
Equality Act 2010.

In line with national expectations, work on the Equality Delivery System was
paused across the NHS in 2020-21 due to the pandemic. An updated version
of the Equality Delivery System with a revised range of standards and future
expectations is due to be published in Summer 2022, with a revised range of
standards.

Our external review in Summer 2022 will help us refresh our approach to
EDS from 2023, in line with local system partners and national expectations.

3.Patient and Public Engagement

3.1 Partnership working

During 2020-2022, the Trust has continued to engage with the following
organisations where possible, to understand further the needs of patients
across the protected characteristics:

¢ York Human Rights City Network

e Scarborough Disability Action Group
e York Disability Rights Forum

e Healthwatch York

e Healthwatch North Yorkshire

e York Dementia Action Alliance

e My Sight York

e York LGBTQ Forum

Colleagues from Healthwatch have supported us by attending trust Fairness
Forum meetings and sharing feedback on equality and diversity themes.
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The Patient Equality and Diversity Lead and Access Adviser have continued
to listen to the views of patients and partner organisations to support the
needs of our patients.

Thank you to all our partners who have supported us during this time.

3.2 Patient Complaints

During 2020-2021 and the peak period of the COVID-19 pandemic, the Trust
received 11 complaints and 3 concerns from patients and families which were
recorded as complaints or concerns about inequality or discrimination. This
was higher than in previous years with 7 such complaints or concerns
received in 2019.

Of these, 10 related to disability and 1 was related to religion / faith / belief.
Following investigation, 3 complaints were upheld, 3 were partially upheld
and 4 were not upheld.

In addition, we also received 1 concern relating to disability (mental health), 1
relating to gender identity or reassignment, and 1 relating to age (concerns
are not a formal complaint). Each of these were considered and contact was
made with the individuals to resolve their concerns and identify learning.

During 2021-22, we received 6 complaints, 2 concerns and 1 enquiry from
patients and families which were recorded as complaints or concerns about
inequality or discrimination. This was similar to 2019, when we received 7
complaints.

Of these, 5 related to protected characteristics - 2 related to disability; 2
related to race / ethnicity; and 1 related to harassment based on sexuality
and gender reassignment. Following investigation, 1 complaint was upheld, 4
were partially upheld and 1 was not upheld.

In addition, we also received 1 concern (not a formal complaint) and 1
enquiry, both related to disability, specifically people’s communication needs
due to sensory impairment. Each of these were considered and contact was
made with the individuals to resolve their concerns and identify learning.

There was also 1 complaint and 1 concern raised about prejudice towards
people affected by drug or alcohol misuse which were resolved and upheld.
These issues fall outside the remit of the Equality Act 2010, however they are
noted here as they help us understand the wider issue of inclusion.
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During 2021-2022, the most common complaint themes overall were,
e Communication with relatives, carers, patients
e Care needs not adequately met
e Appointment availability
e Delay or failure in treatment or procedure
e Discharge arrangements

We recognise some of these themes can potentially have a greater impact on
some people with protected characteristics, including people with specific
communication needs and people who have lived experience of
discrimination.

Accessible Information Standard Complaints

During the period of the COVID-19 pandemic, accessible communication has
become an increasing area of focus. More information about our work on
accessible communication is covered in Section 2.2. Objective 3.

During 2021-2022, we received 6 concerns/complaints specifically about
accessible communication. This is compared with 1 complaint and 1
comment about accessibility in 2019-2020 and 1 concern and 2 enquiries in
2020-2021.

We recognise that many disabled people who have made a complaint or
concern, are likely to have experienced repeated problems with accessing
information in their preferred format from a variety of health and care
providers.

We have processes in place to support staff in meeting patient requirements
including a transcription service which can put information into a variety of
formats and video tablets to support BSL interpreting. We recognise these
systems are not fully embedded across all parts of our organisation.

The trust is committed to ensuring that we communicate with patients in their
chosen format and accessible information continues to be a key priority in our
equality objectives 2020-24.
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3.4 Other public and patient involvement and engagement

We note that face-to-face patient engagement work and some analysis of
patient surveys has been paused or suspended due to pandemic and staffing
challenges (as per Section 2.1) and is due to review and restart in 2022-
2023.

Responding to information people share with us about their lived
experiences, continues to be an area for development during 2022-24.

A new role of Patient and Public Involvement Lead has been created through
a restructure of the Patient Experience Team to increase the support for
patient engagement and involvement in service improvement. In addition, a
Patient Experience Facilitator role has been created to support front-line staff
with improving the use of patient engagement and a range of feedback
initiatives, including local surveys.

4. Inclusive Built Environment

The inclusive built environment agenda across our the trust has a primary
objective to make our built environments more inclusive and accessible to
everyone including, patients, staff and visitors.

The approach to improving the inclusive built environment is twofold and
includes:

1 Undertaking accessibility audits of our buildings and estate. The
Equality Act Code of Practice states that the completion of an Access
Audit by a, “suitably qualified person” [who] will ‘help service providers to
meet their obligations under the Act’

2 Ensuring that any refurbishment works or new building development that
takes place across our sites has principles of inclusive design embedded
at the start of the project and throughout the project development stages.

The age of our buildings means that much of our estate does not meet current
regulatory or good practice guidance in terms of access to, and the use of,
buildings for people with a range of mobility, sensory and neurological
impairments. Our completed access audit reports and prioritised
recommendations are used to inform our trust access plan, which provides a
framework to improve improvements to the built environment. Our Patient-Led

126



Assessments of the Care Environment (PLACE) also inform our access
strategy. he PLACE assessment programme was suspended nationally
during the pandemic and is due to recommence in Autumn 2022.

Access audits at the Trust have continued wherever possible and around 70
audits have been completed across our sites, during 2020-2022. This work
highlights areas for action and prioritisation with the trust’s estates and capital
planning teams.

However, funding constraints mean there is a significant backlog of
unaddressed accessibility issues across the estate which may limit patient
and carer access to care. We continue to identify a recurrent funding stream
in order to progress remedial work at a greater pace.

Work has been undertaken to secure a Changing Places toilet on the
Scarborough Hospital site, which is due to open in Summer 2022.

Our Built Environment Lead has also given input on accessibility into the
several proposals for new developments, including the new Emergency
Department developments at York and Scarborough due to open in 2023/4.

The role of the Access Advisor will change in Summer 2022. The aim is to
continue this work with the LLP and Capital Planning teams to advise on
environmental improvements and to focus on design appraisals for new build
developments; completing access audits and delivering staff training during
2022-2023.

5. Conclusion and next steps

This report is intended to summarise the current position against the equality
objectives 2020-2024. This report outlines progress, changes and limitations
during this period, against the backdrop of the COVD-19 pandemic. It also
identifies a number of key priorities and areas for review and development
during 2022-23.

We anticipate that over the next two years to 2024, the actions set against
our objectives will evolve as the needs of our patients change, services are

developed and technology changes, following the pandemic.

We will align our equality priorities with key strategic objectives and future
changes, including changes in our local health and care system due in 2022-
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23.For example looking at the opportunities for aligning our work on
embedding the Accessible Information Standard, with new technologies.
We anticipate that Equality Impact Assessments (and a refreshed approach
to the Equality Delivery System) will likely be a key tool for embedding many
of the equality objective actions, into our future ways of working.

We will continue to monitor progress against our equality objectives, via the
Fairness Forum and our trust Board and we will respond to the
recommendations of the external review due in Summer 2022.

5.1 Further information

For further information, questions about this report or if you require a different
format, please contact:

Helen Ketcher

Patient Equality, Diversity and Inclusion Lead
Tel: 01904 724125

Email: yhs-tr.equalitydiversity@nhs.net

Dave Biggins

Access Adviser

Tel: 01723 385356

Email: yhs-tr.equalitydiversity@nhs.net
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Appendix: our responsibilities

As an NHS healthcare provider, the NHS Constitution requires us to support
our communities and wider society to reduce health inequalities and address
imbalances for minority or diverse groups of people.

At the same time, it has a wider social duty to promote equality through the
services it provides and to pay particular attention to groups or sections of

society where health inequalities are seen in relation to access, experience
and outcomes e.g. where life expectancy rates are poorer for some people
with protected characteristics.

Legal and Regulatory Framework

In addition, the trust is required to meet a number of legislative and regulatory
frameworks. These include:

Human Rights Act 1998

Mental Capacity Act 2005

NHS Act 2006

Autism Act 2009 and the national strategy for autistic children, young
people and adults: 2021 to 2026 and statutory guidance for NHS trusts
Equality Act 2010, including the Public Sector Equality Duties

Health and Social Care Act 2012, 2014

Children and Families Act 2014, Children Act 1989

Care Act 2014

Health, public health and social care outcomes frameworks

CQC five key questions, framework and key lines of enquiry

Care Act 2014

Special Educational needs and disability (SEND) Code of practice 0-25
years 2015, Learning disability standards for NHS trusts 2018

NHS England’s long-term plan

British Sign Language (BSL) Act 2022

Health and Care Act 2022

Public Sector Equality Duty

Under the Equality Act 2010, all public sector bodies must abide by the Public
Sector Equality Duty (PSED). The PSED has three key aims, which are to:
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1. Eliminate discrimination, harassment, and victimisation

2. Advance equality of opportunity between people who share a protected
characteristic and people who do not

3. Foster good relations between people who share a protected
characteristic and those who do not.

The Act explains that having due regard for advancing equality involves:

. Removing or minimising disadvantages suffered by people due to their
protected characteristics

. Taking steps to meet the needs of people from protected groups where
these are different from the needs of other people

. Encouraging people from protected groups to participate in public life or

in other activities where their participation is disproportionately low
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NHS

York and Scarborou
Teaching Hospit
NHS Foundation Tr

Minutes
People and Culture Assurance Committee
23 November 2022

Attendance:

Jim Dillon (Chair), Lorraine Boyd, Matt Morgan, Polly McMeekin, Jim Taylor, Lucy Brown,
Mike Taylor, Gail Dunning, Rachael Snelgrove, Lucy Glanfield, Virginia Golding, Will
Thornton

Apologies:
Heather McNair, Stef Greenwood

Welcome and Introductions

The Chair welcomed all members to the new Committee and meeting was declared quorate.

22/26 Declaration of interest

There were no declarations or conflicts of interest arising from the agenda.

22/27 Minutes of the meeting held on 12 September 2022
The Committee acknowledged receipt of minutes from the 12 September 2022 meeting.

The Committee:
. Received the minutes of the 12 September meeting.
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22/28 Matters arising from the minutes and any outstanding actions

Action 45 - Polly McMeekin (“PM”) confirms that the Workforce and OD report is structured
in line with the operational plan and will provide updates as to how we are delivering on
together with any relevant issues. PM states this is evolving and is now not an outstanding
action. Jim Dillon (“The Chair”) agrees and states that from reading through the agenda
items that fall under that heading this action is covered.

Committee agreed to close this action.

22/29 Escalated Iltems
Two items were escalated from the Board.

Action 79 - Medical training and education update including medical appraisal evaluation -
item 10 on the agenda

Action 81 - Freedom to Speak Up Guardian Annual Report recommendations

The Chair questioned whether the Freedom to Speak Up Guardian Annual Report been
postponed as Stef Greenwood (“SG”) is not in attendance.

PM states the report was brought to Board in September and had thirteen recommendations
which the Board did not discuss at length and was allocated to this Committee to go through
the detail. PM was keen to make progress with the recommendations as the Committee will
not meet again until January but questioned whether SG would need to be present for her
feedback. If the committee agreed PM would like to cover the recommendations today.
Lorraine Boyd (“LB”) agreed that some can be agreed in SG’s absence and do not need
further discussion. The Chair asked for sight of the recommendations, which PM shared
and suggests they are covered at the end of the meeting.

James Taylor (“JT”) queried the Terms of Reference of the committee and also queried
whether this committee should be approving recommendations from the Freedom to Speak
Up Guardian. The Chair confirms that the Board has requested the Committee to consider
the detail of the report. LB understands the work of the Freedom to Speak Up Guardian is
to be independent of the Board which would steer it away from the Executive Committee to
other forums, which The Chair confirms.

The Chair confirmed confirmation will be sought from Mike Taylor (“MT”) as to whether the
committee can approve the recommendations.

22/30 Workforce Planning

Will Thornton (“WT?”) introduced himself and confirmed he commenced this role at the end
of March and was asked to develop an approach to workforce and planning in the Trust.

WT presented an update on the workforce planning activities.

On commencement of his role WT confirmed that the organisation was not planning the
workforce effectively and consistently which put us at a disadvantage in terms of our
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resourcing and workforce development activities and also did not fully understand the size
of our workforce gaps. Our deficit was being measured against our budgets and, in some
places, these have not changed for quite some time.

WT implemented a cyclical approach which provides annual planning which they are now
part way through. A dual approach is being used by the staff groups and are looking at how
many staff are required and how that compares with their current budget. They are
conducting an exercise with speciality teams to deal with any changes to workforce over the
short, medium and long term. Teams are being asked to consider changes to national
guidance, patient pathways, technological developments and activity trends.

There are three stages for the main clinical groups. Nursing teams have completed a review
of requirement of all inpatient wards and it has been determined that 464 staff over and
above our existing budgeted levels including York, SGH and Brid are required in patient
areas which represents a significant uplift from our establishment baseline.

With regards to AHP, medical and dental staff WT states there are limitations on data making
it a difficult exercise and in particular AHP roles are made harder by a lack of guidance
around staffing ratios. However, the Chief AHP Team have appointed a member of staff to
lead and their initial focus is to develop and cleanse activity data and provide a new baseline.
We have the benefit of activity exercise in relation to medical and dental which will be
matched with output from the next job planning round which the Deputy Medical Directors
are looking at.

With regards to the speciality lens, submissions made by Care Groups are under review.
Additional support is being given to Care Groups 1, 2 & 3 but it is deemed significant
additional requirements are needed. Initial information received confirms that professionals
are required in various roles including 56 more support workers, 44 more nurses outside of
the adult inpatient areas, 35 more midwives, 30 scrub practitioners and approximately 23
allied health professionals.

Also highlighted is a requirement for training capacity. A role that features in plans across
different departments/staff groups is a Clinical Indicator which will be required for a number
of training roles required in the future.

In conclusion WT deems that our workforce needs are more significant previously
articulated. WT understands the gap cannot be funded over above the establishment but
hope that this will help the Board and the ICB contribute towards our long-term improvement
plan. PM confirms that in the first instance it will be managing expectations.

In terms of assurance Matt Morgan (“MM”) feels the Trust has a better understanding of
workforce although the shortfall in number is alarming. MM questions whether there is
something in place for the LLP and non-clinical roles and whether we have sufficient support
staff? Also, is it clear whether we have sufficient staffing to support the nursing staff already
in place?

Heather McNair (“HM”) raised at the last meeting the issue of transition of advance practice
roles and raised concerns about how that is being understood in terms of the skill mix and
what was needed. Appreciate HM is not present but how are those concerns being
addressed?

WT confirmed the scope of work will include YTHFM and corporate directors with the latter
being a simpler exercise. Each care group is in receipt of a data pack to enabling them to
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have informed discussions with their teams. It is hoped YTHFM will be in receipt of their
data packs by the end of the year.

With regards to the advanced practice roles it is hoped that plans will be put to a panel of
professional lead delegates to confirm their requirements which will touch on the advanced
practice elements. WT understands that we are in the process of appointing a professional
lead and PA’s and there is definite scope to work with clinical leadership teams to develop
the process. It will almost be a quality risk assessment.

LB agreed that it is a step forward in increasing the visibility of our staffing challenges and
helping staff to accept we understand their frustration.

PM states it needs to be communicated in a clear and concise way which she believes the
organisation is improving on, however, feels the staff need to be engaged and be part of the
journey rather than this is a problem we have to solve without their support.

MM asks when it will be presented at Quality and Resources as it has significant implications
about service delivery and establishing how far below real staffing levels should be in terms
of what is needed. MM also questions how it feeds into the BAF and the risk register? MM
refers to “Risk 4” and our inability to manage our vacancy rates predominantly due to
insufficient domestic workforce, MM asks whether what we are alluding to is we are so far
away from where our workforce should be, we have no resource to get there; how does this
then feed into those risks and how we are monitoring them?

A discussion was had by PM and LB regarding governance escalation to the committees.

LB queried the significance of escalating it sideways to other committees as it was felt this
would only increase visibility and not be assured either. LB feels it should be presented to
the Board as both the Quality and Resources Committee will also agree it is unacceptable.

MM feels as there are gaps in terms of resources it should be presented to the Quality
Committee and although the committee is not assured what are the identifiable issues. LB
confirms that the Quality Committee has considered it numerous times but to no avail.

MT agrees with both MM and LB’s comments in that an understanding on the impact from
a quality and safety perspective and also from a performance perspective. However, MT
concludes that it is something that needs to be discussed at Board and carried forward as
an action that is tasked to individuals as this committee will be reporting on it every quarter.
MT will discuss with Alan Downey prior to the Board Meeting on 30" November. MT
confirmed the role of this committee is to escalate onwards.

JT pointed out that some of issues we face are not just purely workforce, for example, acute
and urgent care is sitting in outpatient bays causing inefficiencies in delivering outpatient
capacity, old dilapidated theatres with broken ventilation and workforce problems in theatres
due to the number of support staff in theatres and anaesthetists. JT understands workforce
is a key issue but states all the issues are interlinked.

The Chair agrees with all comments but questioned if the numbers and capacity cannot be
resolved then what would be the solution?

Lucy Brown (“LB”) highlights the importance of making staff aware of the real pressures the

organisation faces and ensure our next steps are clearly articulated albeit it may not be
achievable for years to come.
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The Chair concludes that it will be a continuous evolving issue but we need to be realistic
with the plans and measures and have alternatives in place.

22/31 Leadership Framework

Gail Dunning (GD) made introductions to the Committee and gave her presentation
regarding the Leadership Framework and the 360 Feedback Tool.

GD outlined the three values and the three leadership behaviours. The aim of the framework
is to set standards whatever the role. Based on feedback GD confirms people are keen to
understand more about being a leader. Ambition of the framework is to reflect the three
core principles of people centred leadership in line with Trust Values. The values and the
behaviour framework are very different to leadership behaviours and there needs to be a
clear connection. Currently the organisation has no framework in place other than that of
the external Leadership Academy Framework

Three values compassionate, collaborative and professional are deemed to be the best
practice for leadership which are what the more detailed leadership framework and 360
feedback tool are based upon.

GD discussed the support which would be available to compliment the leadership
development. Included would be coaching and mentoring, psychometric tools, a
development centred approach to look at leadership development, a values ambassador
who will be promoted as leaders, internal leadership and management programme and
access to external programmes and apprenticeships. Other opportunities will be created,
for example, shadowing which sits alongside coaching and mentoring.

GD believes it will enhance the appraisal and talent management process and not be reliant
on external leadership behaviour assessment tools and feel it will help to analyse training
needs for leadership and management throughout the organisation.

GD understands there will be challenges but seeks clarity on the implementation and how
we encourage its use. GD is aware of the sensitive nature regarding feedback and the
need for it to be handled sensitively. GD spoke of the most suitable platform to access the
framework and explained that Learning Hub is unable to accommodate it, however, the
relevant forms can be accessed from learning hub but not the whole process.

The cost implication was discussed in relation to providing external leadership programmes.
GD states that a face-to-face environment is preferred but securing venues problematic.
Furthermore, the coaches and mentors within the organisation do not have the capacity to
give 360 feedback due to work pressures.

LB commends GD on the framework and feels that leadership is cited across the
organisation with every risk we have. LB applauds the idea that we are all leaders and
would like for it to become part of job roles, rather than in addition to.

The Chair asks how confident we are that we will have the resources to use a more complex
system requiring commitment from individuals to which GD appreciates the technical side
requires support. GD favours a central source i.e. Learning Hub but in the absence of that
consideration is being given as to piloting it within existing programmes.
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The Chair sought clarity on whether it is voluntarily or applied to a leader or who is
considered to have leadership potential. GD has spoken with a Care Group Director and
he would like it included in the medical 360 appraisal as this is more about their individual
leadership abilities and was very keen to pilot it with his medical consultants in his Care
Group. GD states that further clarity is needed as to how the framework will be put into
practice.

The Chair spoke of his concerns in that the framework could be seen as hugely aspirational
and unless we have the capacity to support it people will not want to commit to the process.
The Chair feels that more time should be given until we have the IT system to support the
process which will make it easier to implement and engage people in the long term.

GD confirms at present there is nothing in place and we have leaders that are unaware of
their expectations and the framework gives some clarity in what is expected of them. Simon
Morritt, Polly McMeekin and Alan Downey have signed this off as to the expectation of being
a leader in our organisation. GD appreciates that it is very early days to have a robust
system but it can be used in a more simplistic way which has been piloted.

MM agrees that as an organisation something needs to be in place but questions how it is
implemented. MM queried the comparative costs on providing the framework externally
compared to internally — would that be a genuine cost saving or should we just be making
use of the resources that are external. MM questions that if we are to find the resource are
we not better trying to use a process that is already in place rather than developing the
framework internally and replicate it?

GD confirms the 360 tool from the Leadership Academy costs £50, which is done externally
and not set against our framework and not fed back into the organisation. They would
receive feedback but from someone independent who is not set within our organisational
context. MM and The Chair understand the need for leadership and the development tool
within the organisation, but query how it can be realistically delivered for the best value for
money.

JT supports the tool but also questions how we get to it. JT confirms that all the senior
medical team have two appraisals a year in any event (mandatory medical appraisal and
leadership management appraisal) and a five yearly cycle for medical appraisal which
includes medical feedback which is a 360 of sorts. JT would like the process to be
streamlined to make it achievable and deliverable but supports the direction. GD states that
when it is being piloted it can sit with the appraisal process.

PM confirms that in terms of assurance, commitment has been made to the operational plan
and developing a leadership framework and the importance of it being brought to this
meeting. The next stage is for it to be presented at the executive committee. It will continue
to evolve and will be rolled out as much as possible whilst navigating the limited resources.

22/32 Workforce Race Equality Standard (WRES) and Workforce Disability Equality
Standard (WDES) Report and Action Plan
VG made introductions and explained that the action plans have already been presented at

Board on 2™ November but in normal circumstances the information would be before the
committee in the first instance.
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VG understands that all members present have seen the presentation to which MM confirms
and asks The Chair and MT what the committee is being asked to do with the information if
the papers have already been before the Board meeting.

PM states that the People and Culture Committee do not meet every month and the Board
meeting was postponed to 2" November, which was after the publication date but it was felt
that it needs to be presented to the People and Culture Committee to work through the detail
from an assurance perspective. MM states that the recommendation on the front sheet is
for the Board of Directors to note the report. There is no ask of this Committee. The
coversheet needs to be clear as to what is actually needed. The Chair confirms that from
reading the papers the view is that the Committee would consider it in more detail, for
example, improving the declaration rate “trying to embed a culture of civility”.

VG explains that information which comes from the workforce team and ensuring staff are
aware of updating their ESR information whether that is via the app or whether that’s self-
service. Using disability history month to promote that. Having conversations with teams
around why people may not share their declarations and demystifying the reasons why
people may not share their disability status. In terms of civility and respect ensuring policies
are inclusive and promoted in the organisation and cascading the behavioural framework
throughout the Trust.

The Chair asks if the only time people are asked to declare their disability is at recruitment
which is possibly the least likely time someone would feel comfortable declaring it, later in
the employment would seem more sensible as they would feel less prejudice towards them.
VG confirmed that many disabilities come later in life so using different platforms to share
that information is important throughout their employment not just at recruitment. The Chair
asks whether staff are not asked to update their data annually to which PM confirmed there
is not a system in place, however, the annual appraisal process would be an opportunity to
review it if VG would be supportive of this to which VG confirms. VG is working with Stef
Greenwood on inclusive speaking up which will hopefully provide an opportunity to ask why
staff are not declaring information.

LBoyd asks from an assurance point of view if VG feels she is getting the right levels of
support and engagement to which VG confirms she is. VG states she has received a
positive response and people have sought advice and support enabling them to make a
difference. VG is keen to coach people so they will be in a position to provide help and
support which is how inclusion is embedded so people naturally think of it.

LBoyd asks how positive changes get implemented so others do not share the same
experience. VG confirms if a recurring pattern around experiences became apparent that
is when she would start to tackle the underlying theme and put procedures in place.

MM asks from an assurance point of view where it fits into the wider context and ensuring
we are not in position where this work is operating in silo without making use of staff
networks. MM states that it is great to see an action plan regarding culture change and
leadership practices.

VG confirms it takes time to change the culture of an organisation and these plans only look
at disability and race and not other protected characteristics.  Changes are made by
everyone taking responsibility for inclusive practices. The standards of the WRES have
been in place longer than the WDES but not as much progress has been made and this
needs to be questioned.

137



PM states a new starter choosing not to declare any disability tends not to be reflective of
our culture but be reflective of where they have come.

22/33 Workforce and OD Update

PM confirms she has spoken to those in attendance about aspects referenced in the paper.
PM updated the committee regarding the real living wage issue and also an update on some
of the “fix the basics” which are referenced on page 95 of the pack which is totally reliant on
finances and cannot be accessed via charity funds. PM states a discussion at Board is
required as to how we can deliver people’s priorities if we are so financially constrained. PM
would like to escalate that finances are becoming a real challenge in order to be able to
deliver many of the “fix the basics”.

LBoyd questioned how are we monitoring the impact on the wellbeing initiatives and do we
have the evidence to support the effectiveness which we could then argue should take
precedent. PM states that the initiatives came from staff either via the staff survey narrative,
previous surveys or the Clever Together outsourcing work. A few of the initiatives are in
place i.e. the brunch trolley but are unable to assess the effectiveness/value for money as
they have not been in place long enough.

LBrown describes a number of curtailments but states we have now reached a point when
it comes to prioritising and we have placed people as our priority but the financial implication
is the problem. LBrown states there is not a direct link in higher staff engagement/retention
in organisations where free tea and coffee is provided, it does seem to correlate with better
retention of staff, however, this is not definitive.

PM gave an update on the strike action which is due to take place before Christmas and
confirmed our Trust and Harrogate were the only two hospitals that balloted in favour of
strike action. Because of the nuances and the extra criteria which is applied in the legislation
for public services frustratingly had those ticked “no, | do not support strike action” and just
not responded, the RCN would not have met the threshold to make the ballot. Unison is
currently out to ballot together with the Chartered Society of Physiotherapy balloting.

Responding to The Chair’s question PM states the impact will not go to Board level, because
the nature of industrial action is that it will not fall into Board cycles and we will receive very
limited information of what the level of discontinue is. PM confirms the Trust is ready to
respond and is also maintaining good industrial relations with our union colleagues.

22/34 Medical Training and Education Update including Medical Appraisal
Revalidation

JT introduces Rachael Snelgrove (“RS”) and Lucy Glanfield (“LG”) who will be presenting
the paper today.

RS explains the highlights/challenges that are being experienced across medical education
in both undergraduate and postgraduate training.

Face to face training has been reintroduced in the last twelve months and also hybrid

training. HYMS medical students are in branded scrubs giving them more of an identity in
the organisation. A pastoral lead has been appointed in the medical school and more
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medical students are seen with concerns and disabilities. The medical school is going
through expansion and expect to expand our foundation training as of next year and 27
foundation posts have been successfully accrued in York and Scarborough over three years
and then looking towards core and registrar training.

It was deemed there were “no concerns” following the recent GMC national training surveys
and are one of the Trusts in the area that has not had any conditions imposed. However,
there are local concerns where measures have been implemented to support local provision
of teachers through the care groups which has been challenging during covid. A new role
has been created to support the alternative workforce of the Trust.

LG confirms that the GMC survey did not highlight any concerns regarding postgraduate
medical education, however, we are 150/200 Trusts so it is clear work needs to be done.
The survey is due to end in November and feedback will be received a few months
thereafter.

LG states that supervision for the trainees is challenging as all trainees should have an
educational supervisor. Support and training courses are provided but the consultants need
to work with the care groups and meeting the demand of our activities. A further challenge
is space for training and education in both undergraduate and postgraduate which is
presently having the biggest impact.

MM questions postgraduate training and although the GMC see no concern, it is clear we
are just below or significantly below on a national level on most measures. Regarding
assurance on delivering education and training, how are we addressing those specific
issues?

LG advises that the appropriate training courses are being provided and refresher courses
to support trainees. LG states consideration is being given to formalise the education
supervision process to include letters of appointment to care groups so they are aware this
is an official role that needs to be job planned and to enable care groups being held
accountable.

JT responds to MM’s question and states the reason for the consultants not delivering is not
a lack of willingness it is fitting it into job plans and other demands. Within the HYMS network
funding has been used to bring in training fellows and expand capacity.

The Chair acknowledges there is clearly work to be done but, in any event good progress
has been made to date.

The Chair would like to request that any future papers have names in full and not
abbreviated.

22/35 Risk Management report: Board Assurance Framework and Corporate Risk
Register

MT summarises the report and where we are in relation to management of risks
predominantly around workforce. John Bynoe, Risk Manager, is working with the care
groups to populate further any workforce risks in relation to this committee and ensuring we
are identifying, analysing and implementing meaningful actions. Future reports will be more
robust once there is more of an understanding of the risks across the care groups.
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MM quotes from page 118 that our current risk level is “significant”. MM queries whether it
ties in with workforce planning in that the Trust does not have sufficient staff, knowledge nor
skills so it is not necessarily a risk it is the position we are actually in. MT understands MM’s
concerns and confirms workforce planning needs to be considered but feels a conversation
outside of the committee needs to be had between himself, John Bynoe and PM.

22/36 Issues to escalate to Board, other Committees, BAF or CRR

The Chair queried whether MT could confirm whether the issues raised by the Freedom to
Speak Up Guardian should be addressed by this committee.

MT clarified this as a Board escalation regarding the recommendations contained in SG’s
report. SG will attend the meeting in January to discuss the recommendations. LBoyd
reminded the committee of PM’s earlier suggestion that some do not need further
clarification and can be actioned.

PM suggests the escalation gets added to the Executive Committee agenda and SG is
invited to discuss as some need further clarification.

MT confirms this will be formally escalated to the Executive Committee.

22/37 Reflections on the Committee and Any Other Business

LBoyd feels the meeting was helpful and there is a clear indication that the Committee is
beginning to understand the direction. The Chair asked if a discussion could be had at the
next meeting as to whether a bi-monthly meeting is correct, as the agenda is quite lengthy.

22/38 Date of next meeting

18t January 2023, 2pm
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Status of the Report (please click on the appropriate box)
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X Our People
[ ] Quality and Safety
[ ] Elective Recovery
[ ] Acute Flow

Board Assurance Framework

[ ] Quality Standards

X] Workforce

[ ] Safety Standards

[ ] Financial

[ ] Performance Targets

[ ] DIS Service Standards
[ ] Integrated Care System

Summary of Report and Key Points to highlight:

Workforce recovery is one of the four Trust priorities. The Operational Plan
approved earlier in the year detailed four components to the workforce recovery:

Culture Change

Working Life - (Fix the basics)
Recruitment

Workforce Planning

This report provides an update as to these actions. These are detailed in Annex A.

Recommendation:

To note the update report.
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Board of Directors

June

To present to public board.

Board of Directors

2nd November

To present to public board.
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Annex A: Priorities Action Plan 2022-23: Summary

Priority: Our People Focus Area: Culture Change

Portfolio lead: Chief Executive

Measures: .

Improve our comparative position on the staff survey ‘Staff Engagement and Morale’ responses to above average in 2022/23
e Reduction in external whistleblowing concerns.
e Improve the stability index to be in the top quartile within Model Health System

Monitoring Arrangements ¢ People and Culture Committee
e Executive Committee
e Workforce Working Group

Action in 2022-23

Executive
Lead

Operational/
Clinical Lead

Delivered
by:

Status

1.1 Establish the Workforce Working Group to lead on implementation of the
action plan

Chief
Executive

Director of
Workforce
and OD

July 2022

Complete. Group
disestablished due to the
work done to put in place the
infrastructure to support
progressing our people
priorities, with workstreams
and working groups
established to support these.
Clear overlap between these
and the workforce working
group, therefore group stood
down as remit superseded.

1.2 Implement the Leadership Development Programme for the Trust, including
Board and Executive development, reinvorgation of the shadow board and
role of staff stories to inform decisions on workforce. Launch of a Trust
Leadership framework & 360 Leadership feedback tool

Director of
Workforce and
oD

Gail Dunning

December
2022

Complete — Leadership
framework/360 socialised with
stakeholder groups including
Exec Committee.

Shadow Board programme
designed-start date agreed,
participants have been invited.
Staff stories being used at
Board meetings & being
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1.3 Increased Executive Visibility across the wider organisation, including the re- | Chief Corporate To Face to face Staff brief
introduction of face to face communication and engagement at all levels, Executive Directors commence | launched. Staff surgeries
e.g. staff brief, leadership walk-arounds and staff surgeries from June underway. On-going.
2022
1.4 Re-establish the ‘business as usual’ governance structure as COVID-19 Chief Mike Taylor Complete Complete
stabilises, including the step down of the Command & Control structure Operating
Officer
1.5 Behavioural Framework launched and embedded in the appraisal process Director of Gail Dunning | June 2022 | Complete and included in staff
Workforce and | / Jenny brief
oD Flinton
1.6 Revamp exit feedback to inform retention actions and improvement actions Director of Lydia March 2023 | On track — part of the Retention
Workforce and | Larcum/ Gail & Attraction workstream.
oD Dunning Quarterly analysis of centrally
received leaver forms now
shared with the INCC.
1.7 Embed the ‘Just & Learning Culture’ Programme Chief Corporate September | On-going. To be delivered via
Executive Directors 2022 the Culture & Engagement
workstream.
1.8 Empower employees to deliver change through the roll out of the Quality Medical Caroline November | Strategy drafted. Has been
Improvement Strategy (QI) Director Johnson 2022 delayed due to operational
pressures. Due to go to QPAS
and Quality Committee in Feb
23.
1.9 Develop the Trust’'s communication and engagement strategy to improve the | Director of Emma September | Completed. Communications
flow of information to all staff. Communicatio | Clement 2022 and Engagement strategy
ns approved by the Board of
Directors at the October
2022 meeting.
1.10 Implement Equality Diversity &Inclusion gap analysis, and strengthen Director of Lydia November | Complete — The next stage of
organisational capacity for Equality, Diversity and Inclusion. Workforce and | Larcum/ Tara | 2022 this work will be to create a
OD/ Chief Filby workstream to enable the
Nurse recommendations to be taken
forward.
1.11  Relaunch reward and recognition events (Long service and Celebration Director of Emma Complete Complete
of Achievement) Communicatio | Clement

ns
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Priority: Our People | Focus Area: Working Life (fix Portfolio lead: Director of Workforce and Organisational Development  pn Trust
the basics)
Measures e Improve our comparative position on the staff survey ‘Staff Engagement and Morale’ responses to above average in 2022/23

Monitoring Arrangement e People and Culture Committee
e Executive Committee
e  Workforce Working Group

Action in 2022-23 Executive Lead | Operational/ Delivered Status
Clinical Lead | by
2.1 Implement wellbeing spaces at each hospital site and develop plans for Director of Lydia Larcum/ | March Delayed but new space now
wellbeing spaces across the Trust footprint to enable staff to take a break. Workforce and Mark Steed 2023 identified and approved at October
OD/ Finance Exec Committee. YTHFM being
Director chased for the quotation to be able
to take forward the application for
charity funding.
2.2 Develop and implement a food and drink plan for out of hours staff and Finance Director | Malcolm November | Delayed. Provision provided 24/7
shift workers across our sites. Veigas 2022 at SGH and BDH but yet to be
provided at YH. Meeting delayed
with provider due to industrial
action.
2.3 Implement the Travel Plan for staff, including increasing access by bus & Finance Director | Dan Braidley | November | Bike storage in place from late
secure Cycle Parking at hospital sites, and options for increasing car parking. 2022 Nov. Car Parking criteria etc due to
be implemented by April 2023.
2.4 Provide lockers for staff and develop planning options for Shower & Director of Vicki Mallows | March Potential delay. Work continues to
Changing Facilities across our sites. Workforce and /LLP 2023 identify a solution for lockers and
OD / Finance representative BC being drafted for showers /
Director changing.
2.5 Develop the strategic outline business case for a new electronic patient Chief Digital Luke March Complete. The Strategic Outline
record system to support the migration away from the in-house CPD system Information Stockdale 2023 Case (SOC) was presented and
Officer agreed by the Board in August
2022. The related Outline Business
Case, and then Full Business Case
are the next steps in this process.
2.6 Implementation of a new staff intranet to facilitate access to Trust policies, | Director of Emma September | Progressing. Outstanding issue
best practice, guidance and procedures. Communications | Clement 2022

to be resolved regarding
solution for policies and
procedures. Revised launch
date to be confirmed once a
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2.7 Deliver transparent and equitable local medical pay agreements.

Director of
Workforce and
oD

Lydia Larcum

December
2022

Agreed equitable extra contractual
payments (ECP) in line with WLIs
and ICS. Long standing local pay
arrangements which deviate from
the national contract remains
outstanding. Seeking new Medical
Director input.

Priority: Our People Focus Area: Recruitment

Portfolio lead: Director of Workforce and Organisational
Development

Measures

Maintain recruitment activity at 2021/22 levels
Increase the % retention of non-medical student who train and quality with us, with an ambition to achieve 80% retention.
By April 23 to have no more than 1% vacancy rate for Healthcare Assistants
By April 23 to have no more than a 7.5% vacancy rate for Registered Nurses

Monitoring Arrangement

People and Culture Committee
e Executive Committee
e  Workforce Working Group

Action in 2022-23 Executive Operational/ | Delivered Status
Lead Clinical Lead | by:
3.1 Re-introduce recruitment Open Days Director of Lydia Larcum | July 2022 Open days and recruitment events
Workforce and have been reintroduced.
oD
3.2 Re-establish consultant recruitment events Director of Care Group September | Departmental tours have occurred
Workforce and | Directors 2022 for individuals post advert.
OD / Medical Recruitment open events are yet to
Director occur.
3.3 Enable recruitment in advance of anticipated vacancies aligned to approved | Finance Associate September | Completed. Corporate messaging
succession plans and delivered through a reinvigorated Care Group Vacancy Director Chief 2022 has been consistently clear from
Control process Operating finance.
Officers
3.4 Pay the Real Living Wage for employees Director of Lydia Larcum | July 2022 — | With Board of Directors for final
Workforce and achieved. decision. Analysis provided in
oD New RLW paper to Exec Committee in 2022.
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3. unch the recruitment microsite by September to facilitate external
messaging and easy access for potential employees

Director of
Workforce and
oD

Lydia Larcum

September
2022

Complete

3.6 Review and update recruitment packs

Director of
Workforce and
oD

Lydia Larcum

March 2023

On track — work continuing to
develop packs. HYMS & Research
information to be included

3.7 Develop a personalised on-boarding approach for the Trust

Director of
Workforce and
oD

Will Thornton

February
2023

On track — will be taken forward by
the Retention & Attraction
workstream. New starters fairs
began Nov 22.

3.8 Implementation of the international nurse recruitment programme, with a
further 80 nurses recruited in 2022-23

Chief Nurse

Emma
George

December
2022

On track. Reconciled recruited
numbers with NHSE and confirmed
131 nurses arrived against a 22/23
target of 130. Plan for additional
130 during 23/24 (96 RN posts
offered following recruitment event
in Kerala). Numbers to include first
time recruitment of 12 paediatric
nurses

3.9 Implementation of the Trust’s six developments for nursing (Trainee Nursing
Associate Apprenticeship, International Nurse Recruitment, Registered Nurse
Degree Apprenticeship, Healthcare Support Worker recruitment and retention
plan, Preceptorship programme, return to practice course)

Chief Nurse

Emma
George

December
2022

All on track, plan is out for all the
upcoming apprenticeships for CUS
and UoY.

Retention work continues.

Career clinics now established and
start Weds 22 Jan. This includes
interview and application
techniques.

Plan for legacy mentors on going
and NHSE funding approved to run
the programme.

In November we celebrated the
first HCSW recognition day across
all sites of the trust. Recruitment
event set for Feb 13 2023 at York
Stadium.
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HCA RRG continues and led by a
Matron for workforce with a timeout
planned for Jan 25" and NHSE.
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Priority: Our People Focus Area: Workforce Planning

Portfolio lead: Director of Workforce and Organisational
Development

Measures e Trust workforce plan

Monitoring Arrangement e People and Culture Committee
e Executive Committee
e Workforce Working Group

Action in 2022-23 Executive Operational/ | Delivered Status
Lead Clinical Lead | by:

4.1 Review all in patient area establishments across all clinical roles and present | Director of Will March 2023 | Nursing inpatients completed, AHP

at Exec Committee to describe the gaps to ensure safe and sustained staffing Workforce and | Thornton/ dependency on AHPpro tool (in

levels oD Emma test phase and expect to be utilised
George, throughout 23-24). Medical
Vicky M-T pending discussion with new MD
on 9 Jan.

4.2 Increase our spend of the Apprenticeship Levy, with plans to fully spend in Director of Will Thornton | March 2023 | On track — projected to spend

2023/24 Workforce and £2,687,511 by March 2022, though
oD actual figure likely to be lower due

to pattern of disbursements.

4.3 Explore opportunities to increase research options in job plans (all Medical Care Group December | Awaiting new Medical Director

professions) as part of annual job planning Director Directors 2022 input.

4.4 Further development of alternative clinical roles e.g. ACPs/SCPs/PAs etc. Director of Will Thornton | November | Complete — new roles developed in
Workforce and 2022 Learning Disabilities, Critical Care
oD & Anaesthetics, plus new Lead for

AP role appointed. Intake of 11
staff commenced training for ACP
roles in September.

4.5 Procure activity planning software to support job planning and assessment of | Medical Nicola March 2023 | Draw down option has been built

capacity gaps. Director Topping into the Allocate contract. Lack of

approval of the eRoster business
case a set back. New MD to
review.
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ke and embed Safer Nursing Care Tool (SCNT) every 6 months to Chief Nurse Emma March 2023 | Completed June. Will rerun every 6 pn Trust
ensyil@establishments remain appropriate George months.
4.7 Development of a retention strategy for nursing and midwifery through Chief Nurse Emma September | Detailed in various improvement
collaboration and engagement George 2022 plans rather than one strategy.
4.8 Development of a nursing workforce dashboard for Care Groups and Chief Nurse/ Emma December | Delayed. CNIO met with DIS to
triangulating impact on patient quality indicators James George 2022 develop plan mid-Jan.
Hawkins
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Status of the Report (please click on the appropriate box)

Approve [_] Discuss [ ] Assurance X Information [_] A Regulatory Requirement []

Trust Priorities Board Assurance Framework
[ ] Our People X Quality Standards
X Quality and Safety [ ] Workforce
[ ] Elective Recovery [ ] Safety Standards
[ ] Acute Flow [ ] Financial
[] Performance Targets
[ ] DIS Service Standards
[ ] Integrated Care System

Summary of Report and Key Points to highlight:
This report provides the Quality Assurance Committee with an updated position in
relation to the action being taken to address the CQC regulatory conditions.

On the 23 December 2023 the Maternity action plan in response to the section 31 was
submitted and a further update will be provided to the CQC on 23 January 2023 and
every 23 of the month thereafter.

Progress continues with the delivery of the actions from the Section 29A for Medicine.
However, the dashboards to monitor risk assessment compliance require further
development work to ensure that assurance can be provided via the dashboards.

Recommendation:
For the quality Committee to receive the assurance provided in this report.
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CQC Report — January 2023

1. Introduction and Background

The trust has received 4 inspections between 2019 and 2022 and as a result the following

enforcement action is in place:

Section 29A Warning Notice

Section 31 Conditions of Registration

1. Scarborough Hospital Emergency

post. (Jan 2020)

hydration needs. (May 2022)

patient risk assessment and
subsequent management of risks.
(May 2022)

to the Mental Capacity Act. (May
2022)

Department — Vacant PEM consultant

2. York Hospital Medicine — Assessment
& management of patients’ nutrition &

3. York Hospital Medicine — Recording of

4. York Hospital Medicine — Adherence

1.

. Scarborough Hospital Emergency

York Hospital Emergency Department —
Mental Health Risk Assessments. (Jan
2020)

Department — Mental Health Risk
Assessments. (Jan 2020)

Maternity and Midwifery Services (Nov
2022)

The purpose of this report is to provide assurance of action plan delivery and their impact.
In addition, risks to delivery of the required improvements are also outlined.

2. Governance and Shared Learning

In order to ensure robust governance of the improvements required to address the CQC
conditions of registration, the governance structure shown in figure 1 below has been

established.

The Quality and Regulatory Assurance Group oversees the delivery of action plans and
has a programme of themed assurance to ensure evidence is reviewed for the delivery of
actions (table 1). To ensure that learning is not limited to the care group where the
inspection occurred all care groups must submit assurance reports. The only area that has
not participated is maternity and this will be addressed from January 2023, when they will

commence attendance.

In addition, the overall corporate and clinical governance of the trust is being reviewed with
the support of Lorna Squires from NHSEI, who will be in the organisation for 2-days 26-27

January to commence this work.
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Figure 1: Governance Structure

Board of Directors

Quality Assurance Committee Executive Committee

Quality & Patient Safety Group

Quality & Regulatory Assurance
Group

Journey to Excellence Delivery
Group

Care Group CQC Improvement
Group

Care Group Quality Committee

Table 1: Quality and Regulatory Assurance Report timetable

Assurance Topic Date

Nutrition & Hydration

11.11.22 - complete

MCA/DOLS

24.11.22 - complete

Clinical Risk Assessments

08.12.22 - complete

Deteriorating Patients

22.12.22- complete

Workforce 05.01.23 deferred due to operational pressures

Infection Prevention and Control | 19.01.23 deferred due to strike action

The deteriorating patient theme highlighted several areas for improvement across all care
groups. VTE assessment/prophylaxis was a common theme that emerged, in relation to
gaps in assurance. This correlated with an escalation raised by the Chief Pharmacist —
Stuart Parkes at the December QPaS. A report will be presented to QPaS in February
2023 to further highlight the actions required.

3. Section 29A — Scarborough Hospital - PEM Consultant

The PEM consultant position is now filled in Scarborough; therefore, we are now able to
request the removal of this warning notice.

4. Section 31 - York and Scarborough Emergency Departments — Mental Health
Risk Assessments

Over the last 2-years the Mental Health Steering group have been working to address the
performance of the ED departments in relation to mental health risk assessment
completion. As can be seen in tables 2 and 3 there have been considerable
improvements, particularly in York, however, performance is still not at the level required to
apply for the conditions being lifted. The TEWV team have been supporting the ED
departments to improve performance and it is hoped that the introduction of the risk
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assessment on Nucleus (anticipated January 2023) will assist in improving performance. It
is important to note that the SBARD is the responsibility of TEWV to complete.

Table 2: Scarborough Mental Health Audit

onth Page 1 Safeguarding

Page 2 Initial Triage

Risk Assessment

Page 4 Behavioural Observations

Levels Agreed Initially Due to
Presentaion Complete?

Complete?

Page 6-7 Review of Changes
Page 5 SBARD and Consideration to Maintain

Safety complete?

Sep-21 50% 47% 21% 39% 39%
Oct-21 50% 45% 40% 58% 39%
Nov-21 50% 36% 22% 42% 17%
Dec-21 77% 71% 28% 75% 22%
Jan-22 79% 70% 29% 66% 34%
Feb-22 75% 68% 19% 81% 23%
Mar-22 79% 69% 50% 58% 30%
Apr-22 73% 68% 59% 67% 41%
May-22 76% 71% 55% 59% 41%
Jun-22 74% 87% 50% 76% 34%

Jul-22 73% 74% 60% 80% 23%
Aug-22 77% 87% 50% 87% 37%
Sep-22 72% 79% 56% 68% 24%
Oct-22 57% 67% 47% 60% 30%

Table 3: York Mental Health Audit

Page 4 Behavioural

Page 2 Initial Observations Levels Agreed Page 6-7 Review of Changes and
Triage Risk Initially Due to Presentaion Page 5 SBARD Consideration to Maintain Safety
Month Assessment Complete? Complete? complete?
Mar-21 88% 67% 56%
Apr-21 88% 77% 56%
May-21 94% 96% 74%
Jun-21 80% 100% 87%
Jul-21 89% 89% 57%
Aug-21 95% 93% 68%
Sep-21 87% 87% 68% 71% 8%
Nov-21 83% 85% 67% 78% 10%
Jan-22 89% 87% 72% 85% 20%
Feb-22 92% 92% 69% 85% 35%
Mar-22 95% 90% 97% 81% 31%
Apr-22 88% 87% 60% 83% 30%
May-22 82% 84% 64% 63% 13%
Jun-22 90% 84% 65% 80% 0%
Jul-22 91% 84% 44% 66% 10%
Aug-22 95% 84% 76% 87% 29%
Sep-22 86% 85% 53% 84% 11%
Oct-22 90% 92% 67% 78% 31%

5. York Hospital Medicine Inspection (March 2022)

5.1 Section 29A (Hydration and Nutrition and management of Risk)

Thirty-two actions were identified in response to section 29A warning notice. The delivery
of the section 29A actions is well progressed as evidenced below in table 4 with 2 actions
currently at risk of exceeding the delivery timescales (table 5).
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Table 4: Overview of section 29A action progress

Off Track

On Track
Complete

Overview — Section 29A

Table 5: Actions at risk of exceeding delivery timescales

CQC section 29A
Requirement Off Track

Actions Taken to Mitigate

Mitigation in Place

Nutrition & Hydration
Visiting Policy scoping
Exercise — promote family
and carers to support care
delivery

Existing policy was revised
and approved by Executive
Committee

Consultation exercise
underway with carers and
external agencies to inform
further revision to the policy

Final Policy due for
ratification 30.4.23

John’s Campaign carers card
pilot initiative in place to
encourage carers to visit at
mealtimes to support care.

Risk Assessment
Bumpers and Crashmats

Bumpers have been ordered
for both ED departments. 3
suppliers have been
identified that can provide
the trust specification.
Awaiting feedback from
procurement re date.

5.2 Must Do Actions

Overall, there were 5 Must do recommendations and 25 actions have been put in place to

address the recommendations. As can be seen below in table 6, 21 actions are complete

with 3 actions at risk of being at risk of delivery (table 7).

Table 6: Overview of must do action progress

Overview — Must Do’s

1
21

0 Off track
3

155



Table 7: Must Do actions at risk of exceeding delivery timescales

Must Do Requirement - At
Risk of Exceeding
Timescale

Actions Taken to Mitigate

Mitigation in Place

Mental Capacity Act
MCA Advisors — Recruitment
and Implementation

Attempts to recruit on two
occasions. York post filled
but Scarborough post has
not been successfully
recruited to. Interim Agency
expert in place in
Scarborough until April
2023.

Recruitment deferred until
January/February to enable
interim agency and
substantive post holders to
establish a service and
robust operating procedure.

Information Governance
Review storage and location
of medical records on wards

With the introduction of
Nucleus, the number of
paper nursing records will
reduce. As more clinical
information is recorded
electronically this again will
reduce the number of paper
records. The IG team carry
out regular walk rounds on
ward areas giving advice on
the security of information.
Recently a visit was
undertaken in York ED by
the Head of Information
Governance to discuss the
security of records and
advised on the storage of
records particularly in the
reception area.

The clinical lead for Elderly
Medicine has agreed that
records will only be
requested where necessary
and not for all admissions.
The storage of paper records
on wards will continue to be
monitored

Information Governance
Scope requirements for
medical records on wards

As above

As Above

5.3 Should Do actions

As can be seen in table 8 below one action was in place to address the should do action
‘The trust should ensure that persons employed receive such appropriate support, training,
professional development, supervision and appraisal as is necessary to enable them to
carry out the duties they are employed to perform.” However, this action was to establish
the Trust training sub-group, which does not completely address the action required.

Table 8: Overview of Should do action progress

Overview — Should Do
Off track

Complete
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5.4Impact of Improvements

In this section the impact of the improvements made to date is outlined.

5.4.1 Risk Assessments

Nucleus

Risk assessments for falls, nutrition, pressure ulcers and bed rails are completed on the
Nucleus system. Currently there are 40 areas using Nucleus and performance can be
tracked via the Signal Bl dashboards. The dashboards capture the total numbers of
assessments completed per month and whether they were compliant or non-compliant
with the required scheduling of assessments. The data for November and December is

shown in table 9 below.

Table 9: Nucleus Data (November and December 2022)

days

Assessment November December
Falls assessment 6 hrs 66.2% 60.6%
Falls assessment 24 hrs 89.4% 85.4%
Falls reassessment 7 days 73.8% 67.3%
Bedrails assessment 6 hrs 64.3% 58.2%
Bedrails assessment 24 hrs 88.2% 84.5%
Bedrails reassessment 7 72.2% 66.2%
days

MUST assessment 24 hrs 63.1% 59.6%
MUST reassessment 7 days 61.7% 57.4%
Purpose T assessment 6 hrs 69% 64%
Purpose T assessment 24 Not available Not available

hrs

Purpose T reassessment 7 80% 75%

Table 10 below, show the initial assessment compliance in the 5 areas with highest
number of admissions (>50% of admissions) AMU, AMB, Lilac, Ward 14, Maple.

Table 10: Nucleus data the 5 wards accounting for >50% of admissions

hrs

Assessment November December
Falls assessment 6 hrs 82.5% 77.6%
Falls assessment 24 hrs 92.1% 93%
Bedrails assessment 6 hrs 79.9% 77.6%
Bedrails assessment 24 hrs 90.9% 89.8%
MUST assessment 24 hrs 72.5% 76.5%
Purpose T assessment 6 hrs 76.3% 71.9%
Purpose T assessment 24 Not available Not available

When the user completes an assessment, and a risk is highlighted a care plan is
automatically created. The care plan contains guidance and care tasks. The care tasks show
on a care task list, they are scheduled to be completed within a timeframe and show as
overdue when they become overdue. The care tasks include regular comfort checks,

repositioning, lying and standing blood pressure etc.
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The first iteration of the Nucleus dashboard was designed to look at assessment compliance
on admission and does not yet report on care plan compliance. Some issues with the first
iteration of the dashboard have been identified, and these are currently being addressed,
before the next phase is developed. The data is most meaningful in areas with high numbers
of admissions. Some areas with very small numbers of admissions will skew the initial
assessment compliance data. For example, if an area only has 4 admissions and they do
three of the admission assessments at 6 hrs 5 minutes this would be non-compliant, and
they would score 25%.

The assessment currently only takes account of the ward the patient is on, so if the initial
assessment was completed on another ward before transfer and is still applicable, it does
not pull through to the dashboard and it is shown as non-complaint. Currently the dashboard
does not provide visibility for patients who have no assessments recorded. This is visible on
the ward whiteboards where there is a dynamic operational view of falls, MUST and Purpose
T assessments, whether they are completed or overdue and what the outcome is.

There are a few areas where we are still working through anomalies in the data. This is due
to how and when inpatient spells are created and what happens in the system when a patient
goes to a different location temporarily or starts their inpatient journey in pre assessment
which is an ambulatory area and does not have a requirement to carry out these
assessments.

The Business Intelligence team have been provided with an outline of the requirements to
enable them to further develop the Nucleus dashboard to provide more meaningful ward
level data and greater assurance. These requirements are as follows:

e View of patients with no assessments completed

e Compliance dashboard to show compliance/non-compliance to ward where the
patient was when the assessment was due

e Patient level view to show assessments completed — even if they are outside of
compliance schedule

e Skin assessment and skin checks compliance

e Weight compliance

e Care task compliance — the care plans generate tasks, some of which are completed
only once and some are scheduled for repeat — for example repositioning is
scheduled for every 2 hrs with a red (high-risk) Purpose T pathway (pressure ulcer).
It is our ambition for the dashboard to report on tasks but the scheduled tasks
reporting needs careful consideration to ensure the data is meaningful.

e Evaluation of care tasks compliance

Tendable data

Two metrics in relation to nutrition and hydration are assessed within the monthly matron
audits in Tendable. These are as follows:
1. Is there evidence that the Oral Nutrition Support Care Plan has been started?
2. Is there evidence that at least two suggested actions from the Oral Nutrition Support
plan have been Implemented for patients with a MUST score of 1 or higher?

It is important to note that these metrics are not assessed in Tendable for the emergency

department, those are assessed through a bespoke audit, which will be discussed in
section 5 of this report.
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As can be seen in figure 4, despite the introduction of Nucleus performance has remained
broadly static, in relation to the starting of nutritional support care plans; with the most
improvement seen in November. However, this was unfortunately not sustained in
December.

Figure 4: Is there evidence that the Oral Nutrition Support Care Plan has been started?
Average Score of Questions by Month between 1 Apr 2022 and 31 Dec 2022 “

20

66.1 67.8 815 - 811

Answer score

Apr 2022 May 2022 Jun 2022 Jul 2022 Aug 2022 Sep 2022 Oct 2022 MNov 2022 Dec 2022
Inspected Year Month
Figure 5 does demonstrate an overall improvement in the delivery of actions from the
nutritional support care plan, although again improvements in November were not
sustained in December.

Figure 5: Evidence if at least 2 suggested actions from the oral nutrition support
plan implemented

Average Score of Questions by Month between 1 Apr 2022 and 31 Dec 2022

66.1 67.8 3 815 811

Two audits are planned — fluid balance and snapshot mealtime. The snap-shot mealtime
will be available in the February report and the Fluid Balance in March. This is to allow for
review by the Nutrition Steering Group.

5.4.2 Mental Capacity Act and DOLS

The MCA Improvement Group has overseen several service developments over the last
quarter: For example:

¢ Non-compliance identified is now reported via Datix

e MCA Policy reviewed and awaiting consultation and include patients from aged 16.

e Developed Terms of Reference for link staff attending MCA Education Forum
group.

e MCA compliance included in Tendable.

e Datix Dashboard now in place for MCA— to monitor/chase DOLS and contact Local
Authority to increase priority.
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e Established and reporting schedule with Care Groups and the Quality and
Regulations Group

Table 11 below shows the current training compliance for MCA/DOLS. All training
compliance is reported to individual Care Group compliance via Quality/Governance
Forums. Care Groups have been asked to address where compliance is below 85% as a
matter of priority. Non-compliant staff list is available for them to target key staff.

Table 11: Training compliance (Jan 2023)

% diff on
Certification Name -l e last mth
Core Stat/Mand - Deprivation of Liberty Safeguards/DolS Level 1 3years 72% -1%
Core Stat/Mand - Deprivation of Liberty Safeguards/DolS Level 2 3years 74% 2%
Core Stat/Mand - Mental Capacity Act Level 1 3years 81% -1%
Core Stat/Mand - Mental Capacity Act Level 2 3years 79% 0%

Audit/Quality Assurance Outcomes

There had been a routine ask of ward managers to complete in the moment quick audits.
On review we were not gaining assurance of improvement of quality in these audits and
were indicating 100% compliance but did not reflect the quality of the assessments or
paperwork. We have therefore moved to a qualitive audit approach from January - results
will be available for next Assurance report. Tendable data is not available for this month’s
report due to technical difficulties encountered with the system.

5.5 Staffing

The actions in relation to workforce are ongoing and reported via the workforce paper.
However, this report provides assurance in relation to the impact of staffing on safety and
quality. The process for deploying the nursing workforce and how it is escalated and
mitigated has been embedded. This process describes the actions to take when the planned
staffing levels fall below the agreed nurse establishment or is sub optimal when:

» The available staffing does not meet the patient’s acuity and dependency
needs and the fundamentals of care are not being met.

» Short term absence

» The agreed nursing establishment does not meet the acuity and dependency
of the patients due to skill mix, an increase in patient flow or inability to meet
the needs of the patients.

A SOP has been developed entitled ‘Daily Nursing Escalation ‘Adult Inpatients Wards,
detailing the process, and is now embedded across both sites. There is now an ability to
identify where wards require additional support through a RAG rated system and the
impact of this on the fundamental basic cares for patients and where support can be
deployed on a daily basis from other areas, volunteers and staff who have offered time to
support wards.

5.5.1 Red Flags
The Trust has implemented the red flags system in Safe Care, to augment the escalation

processes described above. An audit carried out in November highlighted a need for
further training from ward to matron level to ensure the flags are raised appropriately and
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mitigated effectively. As result a train the trainer model has been adopted to ensure
trainers are allocated to each ward/department area to support with education. This will
commence in February.

In York a total of 1093 red flags were reported in November and 645 for Scarborough and
Bridlington. As can be seen from figures 10 and 11 below most of the red flags related to
the provision of enhanced care. This is a broad category; therefore, consideration is being
given to removing this category to ensure that staff choose categories that accurately
reflect the nature of the enhanced care affected.

Figure 10: Red Flags — York site

FOC - Hygiene FOC - Nutritional
needs delayed needs delayed YDH FOC - Missed
0% 6% Intentional
Rounding
6%

FOC - Vital Signs
not assessed or
recorded
1%

SC - Unable to take
breaks

FOC- Unplanned FOC - Delay in

Omission of oz i
Medicati Enhanced Care providing pain
g 60% relief

1%

5C - Shortfall of RN
SC- Less than 2 SC - Shortfall of
RN's on shift HCSW time
1% 17%

Figure 11: Red Flags — Scarborough Site

SGH/BDH

FOC - Hygiene
needs delayed
1%

V

FOC - Nutritional
needs delayed
0%

SC - Unable to
take breaks
1%

SC - Less than 2
RN's on shift
4%

FOC- Delay in
providing pain
relief

0%

SC - Shortfall of

RN time
3% Enhanced Care

87%

SC - Shortfall of
HCSW time
4%

When a red flag cannot be mitigated, it is escalated to either the Head of Nursing or 15t on-
call out of hours to support with actions to mitigate the risk. A datix is completed when the
red flag remains unmitigated.

Datix reported incidents in relation to staffing deficits and impacts on safety have reduced
since March 2022 as shown in figure 12.
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Figure 12: Datix reported Incidents 1.1.21 — 31.12.22
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6. Section 31 Maternity and Midwifery services (November 2022)

The trust response to the section 31 was returned in line with the required deadline (23
December 2022). The submission was comprehensive and is attached in Appendix A. As
can be seen in the response a considerable amount of work has been undertaken since
the inspection to address the issues identified. An independent consultant has led most of
this work and engagement from the team has been positive.

In addition, to the improvements outlined in Appendix A, two further reviews were
commissioned to inform the improvement workstreams — A review of PPHs and a review
of stillbirths. Both reviews were completed by independent consultants. The findings were
presented to the maternity and obstetric team on 6 January and the required actions to
address the findings are being developed. The delivery of these will be overseen by the
PPH/Stillbirth steering group that has been established. Both reports with their associated

action plans will be presented to QPaS and the Quality Assurance Committee in February
2023.

The improvement dashboard is in development to provide evidence of the impact of
improvements. In the interim two key metrics can be provided in this report, PPH and
training are shown below.

PP

Figure 13, demonstrates an improvement in PPH since November, arising from the
improvements that were introduced following a walkthrough of PPH cases facilitated by the
independent consultant.
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Figure 13: PPH performance

15.00%

Training

Table 12 shows the level of compliance with essential training within the maternity
department. As can be seen the training compliance is below the required levels

ug-22

e PPH 500-900 1

PPH

Dec-22

particularly in the medical workforce. The Clinical Director is overseeing the improvements
and all staff are being booked on the training. Training compliance is being monitored
through the Specialty Governance meeting. The fetal monitoring compliance has been
impacted by the requirement to undertake e-learning after the face-to-face training. The e-
learning is often not completed. Therefore, a change to the training programme has been

instigated to ensure the e-learning is completed within the training day to ensure

completion.

Table 12: Maternity Training Compliance

York % PROMPT NLS Fetal SBLv2(Sxe- | Public Health | Perinatal Mental Bereavement ity Ly
Monitoring learning courses)| presentation Health e
Midwives (137) 97% (135/139) 94% (130/139) 96% (133/139) 61% (85/139) 88% (122/139) 97% (135/139) 31% (113/139) 95% (132/139)
HCA/MSW (28) 90% (26/29) N/A NIA NIA NIA 62% (18/29) NIA
Obs Cons (14) 100% (14/14) /A 100% (14/14) 86% (12/14) 100% (14/14) 93% (13/14) N/A 100% (14/14)
All other Obs Drs (19) 53% (1019) N/A 58% (11119) 53% (10119) 58% (11/19) 58% (11119) NIA 53% (10119)
ODP (53) /A N/A N/A /A N/A N/A N/A
Anaes Cons (11) N/A NIA NIA N/A NIA NIA NIA
All other Anaes Docs (21) N/A NIA NIA N/A NIA NIA NIA
Fetal SBLv.2 (5xe- | Public Health | Perinatal Mental Feamingjion
incidents claims &
Scarborough % PROMPT NLS Monitoring learning courses)| p tation Health Bereavement i
Midwives (61) 90% (55/61) 37% (53/61) 89% (54/61) 51% (31/61) 66% 97% (54/61) 57% (35/61) 79% (48/61)
HCA/MSW (19) T4% (56/61) N/A NIA NIA WA N/A 68% (13/19) NIA
Obs Cons (8) 38% (7/8) WA 63% (5/8) 63% (5/8) 88% (7/8) 75% (6/8) NIA 88% (7/8)
All other Obs Docs (13) 54% (7A13) N/A 54% (7113) 69% (9113) 77% (10113) 77% (10113) NIA 85% (11/13)
Anaes Cons (6) WA NIA NIA WA WA NIA NIA
All other Anaes Docs (12) N/A NA NA N/A N/A NA NA
ODP (15) WA N/A N/A WA N/A N/A N/A
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7. The Emergency Department — York

In response to the concerns raised by the CQC during their inspection of ED in October
2022, a comprehensive action plan was implemented. As can be seen in table 13 below,
there are no overdue actions.

Table 13: Action plan progress (York ED)

Overview of Actions

Off track

An independent Consultant (Professor Matthew Cooke) was commissioned to undertake a
review of the emergency department, and this took place in December, with the report
provided 21 December 2022. The review consisted of a two-day observation period. The
findings of this review will be shared with Exec Committee in January and an action plan to
address his findings developed accordingly. A further update will be provided in this report
in February 2023.

7.1 ED delays (including 12 Hour Stays)

On a weekly basis the ED team undertake audits of key safety metrics for the 10 longest
waits in both ED departments. The most recent audits are shown in figures 14 and 15. It is
important to note that the Scarborough ED have not completed several audits during
November and December. The gaps in audit completion are due to one person being
assigned the task and when she is off work no-one else completes them. This is being
addressed to ensure more than one person completes the audits.
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Figures 14: York ED — 12-hour stay audit
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As can be seen in the York ED audit; performance in relation to NEWS2, intentional
rounding and falls has deteriorated across November and December. The Quality and
Safety Group oversee this performance and have been informed that due to the volume of
patients in the department timescales between intentional rounding have been increased
to 4-hourly from 2-hourly at times and NEWS2 is done within 2-hours. Audits of
performance specifically in relation to NEWS2 are undertaken and will be available in the
February report.
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Figures 15: Scarborough ED
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Performance is largely impacted by overcrowding in the department. Throughout
December the length of time that patients have waited in the department has increased.

This indicator has been showing an increasing trend from June 2021, with December 2022
showing a new high of 1234 (figure 16). In addition, ambulance handovers after more than

30 minutes (figure 17) show special cause variation (deterioration). This is the result of a
combination of increased attendances in December particularly for York in comparison to
the previous 3 years (table 14), alongside a high number of patients who do not meet the

criteria to reside.
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Table 14: ED attendances by site December 2019, 2020, 2021 and 2022

Site December 2019 | December 2020 | December 2021 | December
2022

York 7080 5942 6753 7375

Scarborough 3453 2895 3601 3413

Figure 16 — 12-hour trolley waits

ED 12 hour trolley waits
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Figure 17 — Ambulance handovers greater than 30 minutes

Ambulance handovers waiting >30 minutes (%)
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In his review Professor Cooke asserts that based on national evidence the overcrowding in
ED will result in 3-4 excess deaths in York. Unfortunately, the SHMI data works 4-months
behind (national restriction) so there would be a wait for January data to pass through and
see our expected/actual deaths split by diagnosis group. The information team are
undertaking analysis of the number of deaths particularly in light of the recent enhanced
OPEL 4 position and strikes (YAS and RCN), this will be provided in the February report.

7.2 Development of Nucleus for ED

An ability to see the ED ward list on Nucleus was finished and Nucleus went live in ED
York on the 15" of December and ED Scarborough on the 20" of December.

This included mobile devices and charging stations. This includes the ability to record
observations, blood glucose levels and the current nucleus risk assessments and care
plans (falls, bedrails, MUST, Purpose T, skin checks).These are full assessments so more
than exists on the current PAD — however in the case of the purpose T the digital
assessment stops at part 1 if the patient is on a green pathway so it is broadly the same as
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the paper. As described earlier activity over the Christmas and New Year period in ED was
extremely challenging and there was a P1 (IT) incident which affected CPD and Nucleus,
this did cause some issues.

The functionality within Nucleus to schedule observations for ED is being worked on by the
DIS team and current progress indicates that it will be ready for implementation in early
February. Nucleus enables staff to acknowledge escalations where a patient has a high
NEWS2 score.

The Signal dashboard does not currently provide ED data but as the system develops this
functionality will come online. However, it is essential that we first iron out the way the data
pulls for the wards before we move to the data from ED being added to the dashboard.

8. Risk to the Delivery of Actions

The pressures experienced within the emergency departments over the Christmas and
New Year period were significant with at the peak of the demand approx. 75 patients
waiting for a bed on the York site alone. The ambulance corridor queue at York reached
27 at its peak. Both sites were under intense pressure, resulting in the declaration of
enhanced OPEL4 on 2 January. Additional flex capacity was opened across the entire
Trust with ward 25 (York) and Haldane (Scarborough) being opened to provide extra
capacity. When the CQC inspected in March, we were in a similar position with all
available additional capacity open which stretched the staffing levels thinly. There is a risk
that opening new capacity will again impact on staffing levels and the delivery of the
fundamentals of care. The additional wards opened during surge have all been closed at
the time of writing this report.

The next report in February will provide further analysis of the actual impact of the
significant overcrowding which peaked on 2" January

9. Recommendation

The Quality Assurance Committee are asked to consider the update within this report and
receive assurance of the delivery of key actions.

Date: 12.1.23
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Summary of Report and Key Points to highlight:

Maternity Services had an unannounced Care Quality Commission (CQC) 3-day visit in
October 2022 , with a follow up visit in November 2022 and a culmination of a Section
31 Notice served under the Health and Social Care Act 2008 on the 25" ° November
at York Hospital. A rapid improvement plan and a longer-term action plan was
submitted to the CQC on the 23rd of December 2022.

Maternity Services are being supported by the National and Regional Maternity Teams
as part of the Maternity Safety Support Programme and a Strategic Improvement
Director who has recently supported Sheffield Maternity Services. Maternity Services are
formally entered onto the programme if rated requires improvement or inadequate in the
well led and or safe domains by the CQC.

The Maternity Services have received sign off from Trust Board regarding the paper
presented for the Maternity Incentive Scheme (MIS) and is included as appendix D This
has now been forwarded to the LMNS for discussion at ICB Board in January.

It is acknowledged that Ockenden and MIS are key workstreams alongside the 5 Key
Lines of Enquiry and plans need to incorporate the embedding as key workstreams in
conjunction with the Maternity Improvement Plan and be monitored via the Maternity
Transformation Committee. A Transformation Lead Midwife has been appointed to
commence in post February 2023, a 12-month post funded by the LMNS who will be
able to support progress of the Maternity Improvement Plan.

Review of the midwifery structure is on-going and will be reported to the Board in
February within the biannual maternity staffing paper.

The CG5 Governance Team have undertaken a review supported by their line manager
the Associate Director of Midwifery and Deputy Director of Governance, roles and
responsibilities of the team require clarification and the Director of Midwifery is
requesting this with overall accountability for the service.

Midwifery staffing has improved slightly across the service but remain a challenge
particularly within Community and Antenatal Services in York.

Recommendation:

The Board of Directors are asked to receive the report for information and assurance.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

No [X] Yes|[ |

(If yes, please detail the specific grounds for exemption)

Report History
(Where the paper has previously been reported to date, if applicable)

Quality and Safety Datel7"" December 2023 Outcome/Recommendation
Assurance Committee

170



Perinatal Clinical Quality Surveillance Report — January 2023
1. Introduction and Background

This report provides monthly oversight of perinatal clinical quality surveillance reporting as
per the minimum required dataset required by NHSE/I and highlighted in Appendix A
ensuring a transparent and proactive approach to maternity safety across York &
Scarborough Teaching Hospitals NHSFT. An introduction to Ockenden, Maternity
Incentive Scheme (MIS), and Continuity of Carer (currently paused) is provided for
context. The report intends to provide assurance surrounding any identified issues,
themes, and trends to demonstrate an embedded culture of continuous improvement.

The MIS invites Trusts to provide evidence of their compliance using self-assessment
against ten maternity safety actions. The scheme intends to reward Trusts who have
implemented all elements of the 10 Maternity Safety Actions. Year 4 of the scheme was
launched in August 2021, paused in December 2021, a submission date of 5th January
2023 now revised to 6th February 2023.

Emerging findings and recommendations from the Ockenden Report, an Independent
Review of Maternity Services at the Shrewsbury and Telford Hospitals NHS Trust was
published in December 2020. The Maternity Services Assessment and Assurance Tool,
developed by NHSEI and published in December 2020, supported providers in the initial
assessment of their current position against the seven Immediate and Essential Actions
(IEA) in the Ockenden Report. The final Ockenden Report was published on the 30%
March 2022 , resulting in a total of 49 standards and 92 safety recommendations to be
addressed by providers of maternity services. The Trust has commenced this
benchmarking in January 2023. The LMNS advised that this work would sit alongside the
East Kent Report and a plan for the way forward from the LMNS and the DoM has
contacted them for further information. The instability in the Midwifery Leadership Team
throughout 2022 has caused difficulties with progressing this work alongside other key
workstreams a risk has been raised to explain the issues.

Following the publication of the East Kent Report on the 19t °f October 2022 the maternity
service is working with the LMNS to evaluate current cultures and behaviours and the
LMNS met on the 2" of November 2022 to undertake preliminary benchmarking. The
Maternity service has a culture and leadership work programme with MDT engagement, to
date 3 engagement meetings have been held with a dedicated meeting on the 10t °f
January 2023 to discuss the report. Some key discussions included that It was felt that the
CQC feedback has solidified what we already knew and we are actively working on
addressing concerns. It was felt that most of the doctors have good relationships with the
midwives and each other. However, the feeling was that this doesn’t necessarily extend to
junior doctors, or any new starter and the Trust was described as a ‘weird place to join as
a new starter’. There was a discussion around how we need to ensure messages are
clear and compassionate as the workforce are ‘damaged’ and there is lots of mistrust.
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2. Current Position/Issues
2.1 CQC Section 31 Inspection

The Trust submitted the response to the CQC on the 23" °" December following regulatory
enforcement notice with a Section 31 to include immediate actions taken and a longer-
term action plan as part of the Maternity Improvement Plan.

This submission will be shared at the Quality Committee on the 17" °f January and the first
update on progress will be provided to the CQC on the 23 °f January.

2.2 Moderate Harm & Serious Incidents

For December 2022 there were 10 O&G moderate incidents and 7 in November 2022, this
is above the upper control limit. There is an increase in moderate harm incidents reported
for several reasons, we have seen an increase in the number of incidents reported to HSIB
over the last four months due to a slight increase in the number of intrauterine deaths, a
working group has been set up to look at why this is and will be monitored through the
speciality governance meetings. All moderate incidents are discussed at the weekly MDT
maternity case review meeting and then taken to the Trust Quality & Safety meeting for
wider discussion. A challenge is around workforce and the managers having the time to
investigate incidents and SI's. Since the recent CQC visit it was requested that all
Postpartum Haemorrhages >1500mls were declared as moderate harm and had a PSIR
completed. This is still under review due to the large number and the ability to complete
this additional review paperwork on top of the MDT discussions that already occur.
Previously only the Postpartum Haemorrhages that raised concerns around prevention or
management would be classified as moderate harm, this was infrequent. Therefore, many
incidents of this nature were not declared as moderate harm, they were investigated by a
governance midwife, consultant obstetrician and additional senior midwives/obstetricians
who were also available for the meeting. If no concerns were highlighted, they remained at
a harm level of minor/low. This is likely to have had a big impact on the moderate harm
cases coming through due to a request by the CQC to change the classification for all of
these incidents. Due to the large quantity of cases, they have not all had the associated
PSIRs completed whilst it is decided what the most beneficial process is for review as the
governance team don't have the capacity to complete them all.

There were five moderate harm incidents in December, all for postpartum haemorrhage of
2.5 litres or above. These have been reviewed by the Consultant Obstetric team as a
cluster investigation and will be presented to the Trust Quality and Safety meeting on 16
January 2023. A PPH Scrutiny Panel has been established, an initial meeting was held on
the 151 o December 2023 to agree TOR, the focus of this panel will be to reduce the rate
of all PPH to below the national average using a Quality Improvement Methodology.

A walkthrough on the 14™" ° December 2023 identified the below key learning points with
actions underway.

e reassessing risk of PPH just before the start of active second stage / at registrar review for delivery
would help identify increased risk factors acquired during the later stages of labour - to amend risk
proforma

o PROMPT scribe sheet has inadequate space to document blood loss and observations - to be
modified

e delays in accessing emergency drugs locked away - sealed red emergency trolley (like cardiac
arrest trolley) with non-refrigerated drugs accessible when seals broken

e practical difficulties with space in room and multiple trolleys - separate emergency trolley for PPH
with suturing pack & drapes to be added to bottom drawer

4
172



e For bleeding due to trauma - Briony liaise with sterile services about packing 2 additional artery clips
in with episcissors for clamping of vessels

e Increasing awareness - January to be PPH awareness month with bitesize highlights of changes
shared via department Facebook page, email alerts, handovers, message boards

There were seven NICE Red Flags reported on Datix in December.

Scarborough: Four flags for delays of over two hours between admission and Induction of
Labour and one for short staffing.

York: Two flags reported, one for delayed induction of labour and one for delayed
recognition of sepsis in the community.

These are reviewed at the daily datix huddle for any immediate safety actions and
discussed at the weekly Maternity Case Review meetings for any themes or trends, these
are then fed back to staff in the weekly safety briefing.

Two Independent Clinical Reviews have been commissioned and undertaken to include
Postpartum Haemorrhages and Stillbirths. A presentation to the Care Group via teams
from the Authors, Michaelene Holder March, CQC Improvement Advisor and Professor
Jaiyesimi Consultant Obstetrician and CQC Advisor occurred on the 6 °" January and
have been shared within maternity services. Both reports will be presented to Speciality
Clinical Governance on the 13" ° January and action plans will be agreed as an MDT.

Learning is disseminated to the teams in all areas at both sites using a daily safety
briefing. This briefing is read at every MDT handover with the purpose of sharing any
learning from incidents or patient safety messages to all staff groups for a week. There are
also learning boards in the staff handover areas where important learning from patient
safety incidents, including fetal monitoring are shared for staff to read and also highlighted
during the daily handover.

2.3 Healthcare Safety Investigation Branch Reports (HSIB)
There were zero submissions to HSIB in December and no final reports received.
2.4 Perinatal Mortality Review Tool

MIS compliance relies upon the reporting and completion of PMRT within the timeframe:
perinatal deaths need to be reported to MBRRACE within 7 working days, the report
commenced within 2 months, in draft by 4 months and completed within 6 months. This is
currently being achieved by the Trust. All parents are aware that a review of their baby’s
death has taken place and that their perspectives and questions/concerns have been
sought as part of the review and receive written feedback following the review.

A summary of the PMRT activity is detailed in Appendix B
2.5 Unit diverts and closures

Closure is recognised as both sites simultaneously being unable to facilitate 1:1 care in
labour or no further bed capacity and therefore services are closed to admissions and all
women are diverted across region. Diverts are when one-unit closes, York or Scarborough
and women are transferred as needed within the Trust.

In December there were no unit closures or diversions from the York site. Scarborough
there were 3 diversions to York with a total number of 11 women, the Associate Director of
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Midwifery does review these cases and moving forward will be a key focus as part of
understanding and improving patient experience.

Commencing in December the Senior Maternity Team led by the DHoM commenced a
specific maternity on call on a voluntary basis., only 4 people were on this rota and it was
unsustainable. A Standard Operating Policy has been developed and has been presented
at Executive Committee in December to ask for support to commence as a permanent
maternity on call and is still under discussion.

2.6 Training Compliance

The training figures for both SCH and York sites are presented in Appendix C, reporting on
December data.

Obstetric CTG training leads are now tasked with regularly monitoring and chasing
compliance, as well as ensuring that new starters are prospectively booked for the
monthly face to face CTG training days.

There are now two Practice Development Midwives in post who are working on a plan to
achieve compliance, for midwives we plan this trajectory for February 2023.

In addition, working with CLAD the Care Group, commencing with maternity are receiving
core mandatory training specific compliance figures per identified metric for example IPC,
Fire and will be included as part of Appendix C reporting on January data and included
within the February Report.

In respect of the Maternity Dashboard there are plans to meet with the Chief Digital
Information Officer on how this information is collated as currently reliance on manual
submission and very limited resource, in addition looking at an option to change the format
to SPC charts to make the data more meaningful.

2.7 Safe Staffing

The Department are undertaking a project around roster management working closely with
the Band 7’s and roster creators, the unregistered workforce now sits separately within the
rosters. The aim is to ensure that all staff are sitting within the correct team and that
budgets are aligned, this includes a large piece of work with the Finance Business
Manager to separate budgets and allocate new codes e.g., YH Triage.

We have included the roster fill rates but until more work is undertaken around the rosters
validity cannot be confirmed, however we are aware of the pressures in the York based
community teams

Area Roster fill rate 5 Dec —
1 Jan

COMM MIDWIFERY YH 36%

COMM MIDWIFERY SGH 60%

UNIT SGH 77%

UNIT YH 78%

The Maternity Services are suggesting undertaking another Birthrate Review as the
current report is outdated and does not reflect the current plan and workforce model.

Birthrate + recommended establishment 185.74
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WTE budgeted establishment 167.73
WTE Clinical Midwives in post 155.34 (7 new starters)
WTE Clinical Midwife Vacancies 5

3.0 Service User Feedback

The Maternity Services are in communication with the MVP to request regular feedback
into this report and a request to undertake the 15 steps.

Through a recent complaint the maternity services are engaging with a complainant who
would be happy to participate in future improvements.

The monthly report from the Patient Experience Team can also provide a forum for sharing
learning and improvements.

5.0 Safety Champions Feedback

A presentation has been prepared for the meeting on the 17" °f January to determine a
new agenda and the way forward.

Next Steps

The focus for our maternity service is the monitoring of the CQC Rapid Improvement
Plan / Long Term Action plan through the Maternity Transformation Committee.

Induction of new staff, bank and agency staff and probation periods continues to be a key
focus review. In addition, acknowledging the importance some of the key HR processes to
included recruitment, roster management and managing absence is a key focus for the
new senior leadership team and the Director of Midwifery has discussed with the Care
Group Workforce Lead to acknowledge and support with this and currently undertaking
some anonymous case reviews that can be for leaning.

Date: 12% January 2023
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Monthly Oversight of Perinatal Clinical Quality Minimum Data Set - Appendix A

€QC Maternity Ratings - Scarborough Hospital Overall Safe Effective Caring Responsive
Last Inspection: 16th October 2019 Good Good Good Good Good
Overall Safe Effective Caring Responsive

CQC Maternity Ratings - York Hospital
Last Inspection: October 2015

INHS |

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

2022

Apr May Jun Jul Aug Sept Oct Nov Dec
Number of reviews completed using the Perinatal Mortality Review Tool 1] 4 1] 1 0 1 3
Number of cases notified to MBRRACE 2 2 1 3 2 2 2
Number of cases referred to HSIB as per eligibility criteria 1 0 1 1] 3 1 0 1 0
Number of received HSIB final reports (1] 2 (1] 1 0 1 0 0 0
Number of incidents with a harm rating of Moderate or above 4 5 1 1 3 4 7 10 10
Number of Maternity Unit Diverts 4 SGH 4 YDH 0SGH 2 YDH 1SGH 3 YDH 1SGH 8 YDH SGHOYDH 7 SG1YH5 4 SGH2YDH 1 SGH5YH 0
Number of Maternity Unit closures 0 0 2 11 14 13 7 0 0
HSIB/NHSR/CQC or other organisation with a concern or request for action .

0 2 (cQC; 1(cQc] 1(cQC; 1(cQc] 1(cQc €QC Inspection . .
made directly with Trust (cac) (caq) (cac) { ) { ) P €QC Inspection | CQC Inspection
Coroner Reg 28 made directly to Trust (1] 0 0 0 0 0 0 0 0
Continuity of Carer
Percentage of Continuity of Carer bookings 37% 34% 35% paused Paused Paused Paused Paused paused
Of those booked for Continuity of Carer - Black, Asian and mixed ethnicity 28% 2% 6a% paused Paused Paused Paused Paused paused
backgrounds

Paused Paused Paused Paused aused
Of those booked for Continuity of Carer - P de for top decile for deprivation 92% 8% 90% paused P
Intrapartum Continutiy of Carer received - Overall 25% 25% 19% paused Paused Paused Paused Paused paused
Intrapartum Continutiy of Carer received - Scarborough 24% 25% paused Paused Paused Paused Paused paused
Intrapartum Continutiy of Carer received - York 11% 0.00% 11.00% paused Paused Paused Paused Paused paused
Int tum Continutiy of C: ived - Black, Asi d mixed ethnicit Paused Paused Paused Paused aused
intrapartum Continutiy ot Carer receive! lack, Asian and mixed ethnicity 0% 0% 8% paused u: u. u: u. pau
backgrounds
Intra.part.um Continutiy of Carer received - Postcode for top decile for 15% 23% 50% paused Paused Paused Paused Paused paused
deprivation
Safe Staffing
1to 1 care in Labour - Scarborough 95% 98% 100% 100% 99% 100% 99% 100% Not provided
1to 1 care in Labour - York 94% 100% 100% 100% 100% 98% 100% 100% Not provided
L/W Co-ordinator supernumary % - Scarborough 84% 95% 99% 94% 73% 91% 100% 83% Not provided
L/W Co-ordinator supernumary % - York 100% 100% 100% 76% 90% 67% Not avail. 100% 99%
1.89% (1.13
A " . o o 9

Vacancy Rate - Scarborough (excluding maternity leaves) 3% 4.60% 1.55% 0.15% WTE) L13WTE 1.97% 0.73%
Vi Rate - York (excludi ternity | ) 15% 13% 12% 13.75% 14.77% (16.11

acancy Rate - York (excluding ma ernity leaves o . WTE) 16.11 WTE 10.97% 2.35%

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust
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NHS

York and Scarborough

PMRT — Appendix B Teaching Hospitals
NHS Foundation Trust

PMRT Summary from Q3 2022

Quarter 3

There were four reports completed in quarter 3 which related to three antenatal stillbirths, and an intrapartum stillbirth. In two
incidences, there was a delay in obtaining an ultrasound scan where indicated. Subsequently, there has been work to develop a
further room for scanning, as well as the development of three midwife ultra-sonographers. The benefits of these implementations
have been immediate, and as of November 2022, there was a zero- day wait for required ultrasounds. There were no highlighted
concerns within the antenatal cases. The intrapartum stillbirth presented many missed opportunities for better care provision,
escalation and communication. Two of the cases also did not have a Kleihauer test taken post delivery as per the guidance. This
was escalated to the laboratory and communication sent to all staff reminding them of the need for this to be done.

On two occasions, there was no evidence to indicate the parents were offered the opportunity to take their baby home. A suitable
action for this was for the bereavement midwife to be present on the wards to support staff in caring for women experiencing loss,
so that they aware this option can be offered. Recently 15 hours have been allocated at each site for a bereavement champion,
who can support the lead midwife for bereavement in supporting staff, and families, as well as disseminating learning.

PCQS / PMRT January 2023
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Training Compliance — Appendix C

Midwifery Staff — York

No Of

Concerns Concern

Frequency Measure (green) (Amber)

Neonatal Life Support Annual _ |% of staff trained 285% |61%-84%
Infant Feeding Annual _|% of staff trained 285% |61%-84%
Professional Midwifery Advocate Annual  |% of staff trained 285% |61%-84%
Perinatal Mental Health Annual % of staff trained 285% |61%-84%
Public Health Annual % of staff trained 285% |61%-84%
Personalised Care - Year 1 (2021/2022) 3yrly % of staff trained 285% |61%-84%
Personalised Care - Year 2 (2023) 3yrly % of staff trained 285% |61%-84%
Personalised Care - Year 3 (2024) 3yrly  [% of staff trained 285% |61%-84%
PROMPT - Midwives Annual _ |% of staff trained >85% |61%-84%
PROMPT - MSW/HCA Annual  |% of staff trained >85% |61%-84%
COVID in pregnancy - Midwives Annual  |% of staff trained >85% |61%-84%
COVID in pregnancy - MSW/HCA Annual _ |% of staff trained >85% |61%-84%
Antenatal and Newborn screening Annual % of staff trained >85% |61%-84%
Learning from Incidents, Complaints & Claims Annual % of staff trained >85% |61%-84%
Substance Misuse 3yrly  [% of staff trained >85% |61%-84%
Mentorship Annual _ |% of staff trained >85% |61%-84%
Bereavement update Annual _ |% of staff trained >85% |61%-84%
e-IfH National Bereavement Care Pathway One off |% of staff trained 285% |61%-84%
K2 - Full Midwife pathway Annual _|% of staff trained 285% |61%-84%
SBLCB - Supporting a smoke free pregnancy Annual % of staff trained >85% |61%-84%
SBLCB - Detection and surveillance of growth restrictiony  Annual % of staff trained 285% |61%-84%
SBLCB - Reduced Fetal Movements Annual % of staff trained >85% |61%-84%
SBLCB - Effective continuous fetal monitoring Annual _ |% of staff trained 285% |61%-84%
SBLCB - Reducing Pre-term birth Annual__|% of staff trained 285% |61%-84%
Bereavement Workshop - HCAs One off |% of staff trained 285% |61%-84%
2 day BFI - Midwives/MSWs/HCAs One off |% of staff trained 285% |61%-84%
Fetal Monitoring (with Rachel McCormack) Annual % of staff trained >85% |61%-84%
BLS - Midwives 3yrly  |% of staff trained 285% |61%-84%

Page 1 of 4

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

January February March  Aprii  May June July August Sept Oct Nov Dec
77 73 74 87 92 93 92 92 92 92 88 94
77 75 66 64 81 84 91 94 94 92 93 95
84 84 85 86 89 92 94 97 95 95 96 97
90 91 89 90 92 94 93 95 96 95 96 97

63 72 69 82 88

64 77 73 79 76

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
64 72 82 91 92 90 92 94 93 93 93 97
64 77 77 81 79 79 90 86 93 90

84 67 68 N/A N/A N/A N/A N/A N/A N/A N/A N/A
80 71 64 N/A N/A N/A N/A N/A N/A N/A N/A N/A
78 70 75 83 84 85 84 85 83 88 89 92
62 68 68 77 75 88 95

89 89 91 90 89 89 88 91 92 92 88 93
63 62 71 74

70 72 76 75 81 79 79 82 81

63 61 66 66 70 72 79 72 66 70
71 72 71 68 61 64 65 64 66 71 72 75
81 61 61 61 62 66 71 73 75 76
84 64 64 67 63 63 66 74 77 81 79 81
81 62 62 68 72 73 76
87 66 66 68 62 63 66 70 73 76 80 80
80 71 64 69 69 69 61 66 62 62 61 62
83 83 83 92 81 82 82 79 87 87 87 86
83 87 90 89 91 94 94 94 95 93 93 96
90 87 84 77 72 89 92 94 93 91 88 87
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Midwifery Staff - Scarborough

No Of

Concerns Concern

Frequency  Measure (green) | (Amber)

Neonatal Life Support Annual  |% of staff trained 285% |61%-84%
Infant Feeding Annual  |% of staff trained 285% |61%-84%
Professional Midwifery Advocate Annual  |% of staff trained 285% |61%-84%
Perinatal Mental Health Annual |% of staff trained 285% [61%-84%
Public Health Annual  |% of staff trained 285% [61%-84%
Personalised Care - Year 1 (2021/2022) 3yrly % of staff trained 285% |61%-84%
Personalised Care - Year 2 (2023) 3yrly % of staff trained 285% |61%-84%
Personalised Care - Year 3 (2024) 3yrly % of staff trained 285% |61%-84%
PROMPT - Midwives Annual  |% of staff trained 285% |61%-84%
PROMPT - MSW/HCA Annual |% of staff trained 285% |61%-84%
COVID in pregnancy - Midwives Annual  |% of staff trained 285% |61%-84%
COVID in pregnancy - MSW/HCA Annual  |% of staff trained 285% |61%-84%
Antenatal and Newborn screening Annual  |% of staff trained 285% |61%-84%
Maternal Obesity 3yrly % of staff trained 285% |61%-84%
Learning from Incidents, Complaints & Claims Annual |% of staff trained 285% |61%-84%
Substance Misuse 3yrly % of staff trained 285% |61%-84%
Mentorship Annual  |% of staff trained 285% |61%-84%
Bereavement update Annual  |% of staff trained 285% [61%-84%
e-IfH National Bereavement Care Pathway One off |% of staff trained 285% [61%-84%
K2 - Full Midwife pathway Annual  |% of staff trained 285% [61%-84%
SBLCB - Supporting a smoke free pregnancy Annual  |% of staff trained 285% [61%-84%
SBLCB - Detection and surveillance of growth restriction| Annual  |% of staff trained 285% [61%-84%
SBLCB - Reduced Fetal Movements Annual  |% of staff trained 285% [61%-84%
SBLCB - Effective continuous fetal monitoring Annual |% of staff trained 285% [61%-84%
SBLCB - Reducing Pre-term birth Annual  |% of staff trained 285% [61%-84%
Bereavement Workshop - HCAs One off |% of staff trained 285% [61%-84%
2 day BFI - Midwives/MSWs/HCAs One off |% of staff trained 285% |61%-84%
Fetal Monitoring (with Rachel McCormack) Annual  |% of staff trained 285% |61%-84%
BLS - Midwives 3yrly  |% of staff trained 285% [61%-84%

Page 2 of 4

January February March ~ April  May  June July August Sept  Oct Nov Dec

83 77 81 89 87 78 72 68 68 74 88 87

73 73 83 77 80 71 69 79 80 82

81 82 87 89 90 79 74 74 77 76 83 85

91 93 93 96 94 94 91 93 92 89 90 89

63 66

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

74 81 85 88 90 87 68 79 77 82 90 90

71 81 75 70 68 78 78 83 67 80 74

N/A N/A N/A N/A N/A N/A N/A N/A

N/A N/A N/A N/A N/A N/A N/A N/A

65 63 65 73 74

85 N/A N/A N/A
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Medical Staff - York

No

of

Concerns Concern

Course Frequency Measure (green)  (Amber)
PROMPT Annual % of staff trained | | 285% |61%-84%
COVID in pregnancy Annual % of staff trained | | 285%  [61%-84%
Antenatal Screening One off ex F2 & GP |% of staff trained || 285% |61%-84%
Fetal Monitoring (with Rachel McCormack) Annual % of staff trained | | 285% [61%-84%
Perinatal Mental Health Annual % of staff trained | | 285% |61%-84%
Personalised Care - Year 1 (2021/2022) 3yry % of staff trained | | 285% |61%-84%
Personalised Care - Year 2 (2023) 3yrly % of staff trained | | 285% |61%-84%
Personalised Care - Year 3 (2024) 3yrly % of staff trained | | 285% |61%-84%
Risk Assesment through pregnancy Annual % of staff trained | | 285% [61%-84%
Learning from Incidents, Complaints & Claims Annual % of staff trained | | 285% |61%-84%
SBLCB - Supporting a smoke free pregnancy Annual % of staff trained | | 285%  [61%-84%
SBLCB - Detection and surveillance of growth restrictions Annual % of staff trained | | 285% |61%-84%
SBLCB - Reduced Fetal Movements Annual % of staff trained | | 285% |61%-84%
SBLCB - Effective continuous fetal monitoring Annual % of staff trained | | 285%  [61%-84%
SBLCB - Reducing Pre-term birth Annual % of staff trained | | 285% |61%-84%
K2 - Full Medical Staff pathway Annual % of staff trained | | 285%  [61%-84%

Page 3 of 4

Augus

January February March April  May June July t Sept  Oct  Nov  Dec
90 97 | 100 74 74 73 73
NA | NA | NA NA | NA | NA | NA
62 61 61 71 79 67
87 89 61 65 67 76
64 65 74 70 73
71 68 70 73
NA | NA | NA | NA | NA | NA
NA | NA | NA | NA | NA | NA
79 70 61 71 73 76
64 63 68 70 73
71 63 65 68 70 73
75 73 68 68 73 76
86 80 71 71 79 79
79 73 65 65 67 73
86 77 71 74 79 79
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Medical Staff — Scarborough

No Of
Concerns Concern Augus
Course Frequency Measure (green) (Amber) January February March April  May June July t Sept

PROMPT Annual % of staff trained 285% |61%-84% 70 84 79 67
COVID in pregnancy Annual % of staff trained 285% |61%-84% N/A N/A N/A N/A
Antenatal Screening One off exl F2 & GP |% of staff trained 285% [61%-84%

Fetal Monitoring (with Rachel McCormack) Annual % of staff trained 285% |61%-84%

Perinatal Mental Health Annual % of staff trained 285% |61%-84%

Personalised Care - Year 1 (2021/2022) 3yrly % of staff trained 285% |61%-84%

Personalised Care - Year 2 (2023) 3yrly % of staff trained 285% |61%-84%

Personalised Care - Year 3 (2024) 3yrly % of staff trained 285% |61%-84%

Risk Assesment through pregnancy Annual % of staff trained 285% [61%-84%

Learning from Incidents, Complaints & Claims Annual % of staff trained 285% |61%-84%

SBLCB - Supporting a smoke free pregnancy Annual % of staff trained 285% |61%-84%

SBLCB - Detection and surveillance of growth restriction Annual % of staff trained 285% |61%-84%

SBLCB - Reduced Fetal Movements Annual % of staff trained 285% | 61%-84%

SBLCB - Effective continuous fetal monitoring Annual % of staff trained 285% | 61%-84%

SBLCB - Reducing Pre-term hirth Annual % of staff trained 285% [61%-84%

K2 - Full Medical Staff pathway Annual % of staff trained 285% |61%-84%

Page 4 of 4
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NHS

York and Scarborough
Teaching Hospitals

Appendix D NHS Foundation Trust
Report to: Board of Directors
Date of Meeting: 21 December 2022 (virtually considered)
Subject: Maternity Incentive Scheme
Director Sponsor: Heather McNair Chief Nurse
Author: Sue Glendenning Interim Director of Midwifery

Status of the Report (please click on the appropriate box)

Approve [X] Discuss [] Assurance X Information [ ] A Regulatory Requirement []

Trust Priorities Board Assurance Framework
[ ] Our People X Quality Standards
X Quality and Safety [ ] Workforce
[ ] Elective Recovery X] Safety Standards
[ ] Acute Flow X Financial
[ ] Performance Targets
[ ] DIS Service Standards
X Integrated Care System

Summary of Report and Key Points to highlight:

This report provides the expected position of the Maternity Services at York and
Scarborough Teaching Hospitals NHS Foundation Trust in relation to the Maternity
Incentive Scheme (MIS) planned submission on Thursday the 2" February 2023.

NHS Resolution is operating Year 4 of the Clinical Negligence Scheme for Trusts
(CNST) MIS to continue to support the delivery of safer care. The scheme incentivises
ten maternity safety actions which are outlined in section 3 of this report with more
specific detail around the specific metrics for each safety action provided in section 4 of
this report Trusts that can demonstrate they have achieved all the Ten Safety Actions
will recover the element of their contribution relating to CNST. Trusts that do not meet
the ten out of ten thresholds will not recover their contribution relating to the CNST MIS
but may be eligible for a small discretionary payment to help make progress against
actions they have not achieved.

This Trust will be declaring non-compliance against the scheme for this reporting period.
Four safety actions will be compliant, three safety actions non-compliant and three
safety actions partial compliant, there is no opportunity to make progress on these safety
actions prior to the planned submission date.
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An Improvement Plan will be commenced in January 2023 to monitor progress against
all ten safety actions and it anticipated that full compliance will be declared in the next
reporting period.

Recommendation:
For the Board to accept and approve this paper in preparation for submission to the
Integrated Care Board in January 2023.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

No[ ] Yes[ ]

(If yes, please detail the specific grounds for exemption)

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting Date Outcome/Recommendation

MATERNITY INCENTIVE SCHEME — YEAR 4
December 2022

1 Introduction and Background

The purpose of this report is to provide information following a review of the impact of
Covid-19, and readiness to apply for a 10% reduction in the Maternity Incentive Scheme
(MIS) formally known as Clinical Negligence Scheme for Trusts Maternity premium in
2021/22.

This report presents the following:
e Background
e Covid-19 impact on reporting
e Review of the year four CNST safety actions

2 Considerations

As part of its insurance against clinical negligence claims and litigation, the Trust pays an
annual insurance premium under the MIS, administered by NHS Resolution. The Maternity
CNST rebate in 2019 was £470k with a further £21k allocation from Trusts who were not
compliant with all ten-safety actions.

Following communication in May 2022, the members of the Maternity Incentive Scheme’s
Collaborative Advisory Group have further revised the scheme’s standards to support Trusts to
continue to work towards improving quality and safety.

The submission deadline has been extended to provide Trusts with extra time to achieve the
standards. In order to be eligible for payment under the scheme, Trusts must submit their completed
Board declaration form to NHS Resolution (nhsr.mis@nhs.net) by 12 noon on Thursday 2 February
2023.
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3 Current Position/Issues
The Ten Maternity Safety actions are, as follows:

1. Are you using the National Perinatal Mortality Review Tool (PMRT) to review
perinatal deaths to the required standard

2. Are you submitting data to the Maternity Services Data Set (MSDS) to the required
standard

3. Can you demonstrate that you have transitional care (TC) services to support the
recommendations made in the Avoiding Term Admissions into Neonatal units
Programme? (ATAIN)

4. Can you demonstrate an effective system of clinical workforce planning to the
required standard

5. Can you demonstrate an effective system of midwifery workforce planning to the
required standard

6. Can you demonstrate compliance with all five elements of the Saving Babies’
Lives care bundle Version 2 (SBLCBV2)

7. Can you demonstrate that you have a mechanism for gathering service user
feedback, and that you work with service users through your Maternity Voices
Partnership to coproduce local maternity services

8. Can you evidence that 90% of each maternity unit staff group have attended an
‘in-house’ multi-professional maternity emergencies training session within the
last training year

9. Can you demonstrate that the trust safety champions (obstetrician and midwife)
are meeting bimonthly with Board level champions to escalate locally identified
issues

10.Reporting to HSIB and NHS Resolution

4. Summary
The current position at York and Scarborough Teaching Hospitals NHS Foundation Trust

are outlined in table format below. Reporting periods for individual Safety Actions are
identified within brackets for clarity under each separate Safety Action.
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Safety
Action

Compliance

Board Request

Standard.

Are you using the national Perinatal mortality Review Tool to review
perinatal deaths to the required standard?

Evidence.

All perinatal deaths eligible to be notified to MBRRACEUK from 6 May 2022
onwards must be notified to MBRRACE-UK within seven working days and the
surveillance information where required must be completed within one month of
the death. Deaths where the surveillance form needs to be assigned to another
Trust for additional information are excluded from the latter - compliant

A review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths
of babies, suitable for review using the PMRT, from 6 May 2022 will have been
started within two months of each death. This includes deaths after home births
where care was provided by your Trust. - compliant

At least 50% of all deaths of babies (suitable for review using the PMRT) who
were born and died in your Trust, including home births, from 6 May 2022 will
have been reviewed using the PMRT, by a multidisciplinary review team. Each
of these reviews will have been completed to the point that at least a PMRT draft
report has been generated by the tool within four months of each death and the
report published within six months of each death. - compliant

For at least 95% of all deaths of babies who died in your Trust from 6 May 2022,
the parents will have been told that a review of their baby’s death will take place,
and that the parents’ perspectives and any questions and /or concerns they have
about their care and that of their baby have been sought. This includes any home
births where care was provided by your Trust staff and the baby died either at
home or in your Trust. If delays in completing reviews are anticipated parents
should be advised that this is the case and be given a timetable for likely
completion - compliant

Quarterly reports as part of the Perinatal Clinical Quality Surveillance Report
will have been submitted to the Trust Board from 6 May 2022 onwards that
include details of all deaths reviewed and consequent action plans. The quarterly
reports should be discussed with the Trust Maternity Safety and Board level
Safety Champions. - compliant

Standard.

Are you submitting data to the Maternity Services Data Set (MSDS )to the
required standard?

Evidence.

By October 2022, Trusts have an up to date digital strategy for their maternity
services which aligns with the wider Trust Digital Strategy and reflects the 7
success measures within the What Good Looks Like Framework. The strategy
must be shared with Local Maternity Systems and be signed off by the Integrated
Care Board. As part of this, dedicated Digital Leadership should be in place in
the Trust and have engaged with the NHSEI Digital Child Health and Maternity
Programme. - compliant

Trust Boards to assure themselves that at least 9 out of 11 Clinical Quality
Improvement Metrics (CQIMs) have passed the associated data quality criteria
in the “CNST Maternity Incentive Scheme Year 4 Specific Data Quality Criteria”
data file in the Maternity Services Monthly Statistics publication series for data
submissions relating to activity in July 2022. The data for July 2022 will be
published during October 2022. - compliant
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July 2022 data contained height and weight data, or a calculated Body Mass
Index (BMI), recorded by 15+0 weeks gestation for 90% of women reaching
15+0 weeks gestation in the month. - compliant

July 2022 data contained Complex Social Factor Indicator (at antenatal booking)
data for 95% of women booked in the month. - compliant

July 2022 data contained antenatal personalised care plan fields completed for
95% of women booked in the month. (MSD101/2). - compliant

July 2022 data contained valid ethnic category (Mother) for at least 90% of
women booked in the month. Not stated, missing and not known are not included
as valid records for this assessment as they are only expected to be used in
exceptional circumstances. (MSD001) - compliant

Trust Boards to confirm to NHS Resolution that they have passed the associated
data quality criteria in 19 the “CNST Maternity Incentive Scheme Year 4 Specific
Data Quality Criteria” data file in the Maternity Services Monthly Statistics
publication series for data submissions relating to activity in July 2022 for the
following metrics- compliant

Midwifery Continuity of carer (MCoC)

i. Over 5% of women who have an Antenatal Care Plan recorded by 29 weeks
and have the CoC pathway indicator completed.

ii. Over 5% of women recorded as being placed on a CoC pathway where both
Care Professional ID and Team ID have also been provided.

iii. At least 70% of MSD202 Care Activity (Pregnancy) and MSD302 Care Activity
(Labour and Delivery) records submitted in the reporting period have a valid
Care Professional Local ldentifier recorded. Providers submitting zero Care
Activity records will fail this criterion -currently paused so cannot be compliant

Criteria i and ii are the data quality metrics used to determine whether women
have been placed on a midwifery continuity of carer pathway by the 28 weeks
antenatal appointment, as measured at 29 weeks gestation. Criteria iii are
fundamental building blocks and a necessary step towards measuring whether
women have received midwifery continuity of carer (though it is not the complete
measurement). The data for July 2022 will be published in October 2022. If the
data quality for criteria 7 are not met, trusts can still pass safety action 2 by
evidencing sustained engagement with NHS Digital which at a minimum,
includes monthly use of the Data Quality Submission Summary Tool supplied by
NHS Digital (see technical guidance for further information) - currently paused
so cannot be compliant

Standard.

Can you demonstrate that you have transitional care services in place to
minimise separation of mothers and their babies and to support the
recommendations made in the Avoiding Term Admissions into Neonatal
Units Programme?

Evidence.

Pathways of care into transitional care have been jointly approved by maternity
and neonatal teams with a focus on minimising separation of mothers and
babies. Neonatal teams are involved in decision making and planning care for
all babies in transitional care. Compliant

The pathway of care into transitional care has been fully implemented and is
audited quarterly. Audit findings are shared with the neonatal safety champion,
LMNS, commissioner and Integrated Care System (ICS) quality surveillance
meeting each quarter. Non-compliant
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Clinical Workforce
Planning
Partial Compliant

A data recording process (electronic and/or paper based) for capturing all term
babies transferred to the neonatal unit, regardless of the length of stay, is in
place. Compliant

A data recording process for capturing existing transitional care activity,
(regardless of place - which could be a Transitional Care , postnatal ward, virtual
outreach pathway etc.) has been embedded. If not already in place, a secondary
data recording process is set up to inform future capacity management for late
preterm babies who could be cared for in a TC setting. The data should capture
babies between 34+0-36+6 week’s gestation at birth, who neither had surgery
nor were transferred during any admission, to monitor the number of special care
or normal care days where supplemental oxygen was not delivered.

Non complaint

Commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity
as per Neonatal Critical Care Minimum Data set (NCCMDS) version 2 are
available to be shared on request with the operational delivery network (ODN),
LMNS and commissioners to inform capacity planning as part of the family
integrated care component of the Neonatal Critical Care Transformation Review
and to inform future development of transitional care to minimise separation of
mothers and babies. Compliant

Reviews of babies admitted to the neonatal unit continue on a quarterly basis
and findings are shared quarterly with the Board Level Safety Champion.
Reviews should now include all neonatal unit transfers or admissions regardless
of their length of stay and/or admission to Badger Net. In addition, reviews
should report on the number of transfers to the neonatal unit that would have
met current TC admissions criteria but were transferred or admitted to the
neonatal unit due to capacity or staffing issues. The review should also record
the number of babies that were transferred or admitted or remained on Neonatal
Units because of their need for nasogastric tube feeding but co Findings of the
review have been shared with the maternity, neonatal and Board level safety
champions, LMNS and ICS quality surveillance meeting on a quarterly basis.
Non complaint

An action plan to address local findings from the audit of the pathway and
Avoiding Term Admissions into Neonatal units (ATAIN) reviews has been agreed
with the maternity and neonatal safety champions and Board level champion.
Non complaint

Progress with the revised ATAIN action plan has been shared with the maternity,
neonatal and Board level safety champions, LMNS and ICS quality surveillance
meeting. Non-compliant

Standard

Can you demonstrate an effective system of clinical workforce planning to
the required standard?

Evidence.

Obstetric medical workforce (by 16" June 2022. By 29" July and monitored
monthly from then)

The obstetric consultant team and maternity senior management team should
acknowledge and commit to incorporating the principles outlined in the RCOG
workforce document: ‘Roles and responsibilities of the consultant providing
acute care in obstetrics and gynaecology’ into their service
https://www.rcog.org.uk/en/careerstraining/workplace-workforce-
issues/rolesresponsibilities-consultant-report/ Compliant

Units should monitor their compliance of consultant attendance for the clinical
situations listed in this document when a consultant is required to attend in
person. Episodes where attendance has not been possible should be reviewed
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at unit level as an opportunity for departmental learning with agreed strategies
and action plans implemented to prevent further non-attendance. Trusts’
positions with the requirement should be shared with the Trust board, the board-
level safety champions as well as LMNS. Compliant

Anaesthetic medical workforce (any 6-month period between August 2021
and 5" December 2022)

A duty anaesthetist is immediately available for the obstetric unit 24 hours a day
and should always have clear lines of communication to the supervising
anaesthetic consultant. Where the duty anaesthetist has other responsibilities,
they should be able to delegate care of their non-obstetric patients to be able to
attend immediately to obstetric patients (ACSA standard 1.7.2.1). Compliant

Neonatal medical workforce (a review has been undertaken in any 6-month
period between august 2021 and 5 December 2022),

The neonatal unit meets the British Association of Perinatal Medicine (BAPM)
national standards of junior medical staffing. If the requirements had not been
met in both year 3 and year 4 of MIS, Trust Board should evidence progress
against the action plan developed in year 3 of MIS as well include new relevant
actions to address deficiencies. If the requirements had been met in year 3
without the need of developing an action plan to address deficiencies, however
they are not met in year 4, Trust Board should develop an action plan in year 4
of MIS to address deficiencies. Non-Compliant

For both level 1 and 2 junior medical rotas based on the BAPM requirements. The additional
twilight registrar shift has helped with some mitigations but the weekends are not always covered
within the current rota (and rely on locum shifts being picked up). On the risk register.

The neonatal network is trying to identify ways in which rota gaps within the medical workforce can
be addressed as this issue is not unigue to this Trust. Waiting for Lower Unit Neonatal status to
be recognised (under 1000 beds days for ICU / HDU)

Neonatal nursing workforce (nursing workforce review has been undertaken
at least once during a year 4-year reporting period august 2021 and 5t
December 2022).

The neonatal unit meets the service specification for neonatal nursing standards.
If the requirements had not been met in both year 3 and year 4 of MIS, Trust
Board should evidence progress against the action plan developed in year 3 of
MIS as well include new relevant actions to address deficiencies. If the
requirements had been met in year 3 without the need of developing an action
plan to address deficiencies, however they are not met in year 4, Trust Board
should develop an action plan in year 4 of MIS to address deficiencies and share
this with the Royal College of Nursing, LMNS and Neonatal Operational Delivery
Network (ODN) Lead. Compliant

Midwifery Workforce
Planning
(6/5/2022 — 5/12/2022)
Partial Compliant

Standard

Can you demonstrate an effective system of midwifery workforce planning
to the required standard?

Evidence.

a) A systematic, evidence-based process to calculate midwifery staffing
establishment is completed. Compliant

b) Trust Board to evidence midwifery staffing budget reflects establishment as
calculated in a) above. Non-compliant (business case to be progressed)

¢) The midwifery coordinator in charge of labour ward must have supernumerary
status; (defined as having no caseload of their own during their shift) to ensure
there is an oversight of all birth activity within the service Non complaint

d) All women in active labour receive one-to-one midwifery care Non-compliant
e) Submit a midwifery staffing oversight report that covers staffing/safety issues
to the Board every 6 months, during the maternity incentive scheme year four
reporting period. Compliant
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Saving Babies Lives Care
BundleV2
(Trusts should be
evidencing the position as
of 2"¢ February 2023)
Partial Compliant

Standard

Can you demonstrate compliance with all five elements of the Saving
babies Lives care bundle version 2?

Evidence.

Trust Board level consideration of how its organisation is complying with the
Saving Babies' Lives care bundle version two (SBLCBv2), published in April
2019. Note: Full implementation of the SBLCBvV2 is included in the 2020/21
standard contract.

Each element of the SBLCBv2 should have been implemented. Trusts can
implement an alternative intervention to deliver an element of the care bundle if
it has been agreed with their commissioner (CCG). It is important that specific
variations from the pathways described within SBLCBv2 are also agreed as
acceptable clinical practice by their Clinical Network.

The quarterly care bundle survey should be completed until the provider Trust
has fully implemented the SBLCBv2 including the data submission
requirements. The survey will be distributed by the Clinical Networks and should
be completed and returned to the Clinical Network or directly to
England.maternitytransformation@nhs.net from May 2022 onwards. Evidence
of the completed quarterly care bundle surveys should be submitted to the Trust
board.

Non-compliant

Element One

Compliance with 36-week carbon monoxide monitoring (planned piece of
work to understand the issues)

Element Two

Serial scans to 36 weeks, not 40 ( scanning capacity increased and expected
compliance February 2023

Element Five

Administration of steroids

Consistency in the administration of steroids within the 7-day period

Standard

Can you demonstrate that you have a mechanism for gathering service
user feedback, and that you work with service users through your
Maternity Voices Partnership (MVP) to coproduce local maternity
services?

Evidence.

Terms of Reference for your MVP. They reflect the core principles for Terms of
Reference for an MVP as outlined in annex B of Implementing Better Births: A
resource pack for Local Maternity Systems - Compliant

Minutes of MVP meetings demonstrating how service users are listened to and
how regular feedback is obtained, that actions are in place to demonstrate that
listening has taken place and evidence of service developments resulting from
coproduction between service users and staff. Non-compliant

Written confirmation from the service user chair that they and other service
user members of the MVP committee are able to claim out of pocket expenses,
including travel, parking and childcare costs in a timely way. Non-compliant

Evidence that the MVP is prioritising hearing the voices of women from Black,
Asian and Minority Ethnic backgrounds and women living in areas with high
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Maternity and Neonatal
Safety Champions
Partial Compliant

levels of deprivation, given the findings in the MBRRACE-UK reports about
maternal death and morbidity and perinatal mortality. - Non-compliant

Evidence that the MVP Chair is invited to attend maternity governance
meetings and that actions from maternity governance meetings, including
complaints’ response processes, trends and themes, are shared with the MVP.
Non-compliant

This is a Commissioned Service, Chair now appointed at York who will
support the East Coast in the short term.

Standard

Can you evidence alocal training plan is in place to ensure that all six
core modules of the core competency framework will be included in your
unit training programme over the next 3 years starting from the launch of
Mis Year 4?

In addition can you evidence that at least 90% of each relevant maternity
unit staff group has attended an 'in-house' one day multi professional
training day, which includes a selection of maternity emergencies,
antenatal and intrapartum fetal surveillance and new born life support,
starting from the launch of MIS year 4

Evidence.

A local training plan is in place to ensure that all six core modules of the Core
Competency Framework, will be included in your unit training programme over
3 years, starting from the launch of MIS year 4 in August 2021.

Compliant.

90% of each relevant maternity unit staff group have attended an ‘in house’
one day multi-professional training day, that includes maternity emergencies
starting from the launch of MIS year four in August 20217

Non-compliant.

90% of each relevant maternity unit staff group have attended an ‘'in-house'
one day multi-professional training day that includes antenatal and intrapartum
fetal monitoring, starting from the launch of MIS year four in August 2021.
Non-compliant.

Can you evidence that 90% of the team required to be involved in immediate
resuscitation of the new-born and management of the deteriorating new-born
infant have attended in-house neonatal life support training or a New-born Life
Support (NLS) course starting from the launch of MIS rear four un August 2021
Non-compliant.

Due to staffing levels and a period without a PROMPT trainer the maternity
service is not compliant but pans are in place to achieve this in the next
reporting period

Standard

Can you demonstrate that there are robust processes in place to provide
assurance to the Board on maternity and neonatal safety and quality
issues.

Evidence.

The pathway developed in year 3, that describes how safety intelligence is
shared from floor to Board, through local maternity and neonatal systems
(LMNS), and the Regional Chief Midwife has been reviewed in line with the
implementing-a-revised-perinatal-qualitysurveillance-model.pdf
(england.nhs.uk) The revised pathway should formalise how Trust-level
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intelligence will be shared with new LMNS/ICS and regional quality groups to
ensure early action and support is provided for areas of concern or need.
Non-Compliant

Board level safety champions present a locally agreed dashboard to the Board
quarterly, including; the number of incidents reported as serious harm, themes
identified and actions being taken to address any issues; staff feedback from
frontline champions and walk-abouts; minimum staffing in maternity services
and training compliance are taking place at Board level no later than 16 June
2022. NB, the training update should include any modifications made because
of the pandemic / current challenges and a rough timeline of how training will
be rescheduled later this year if required. This additional level of training detail
will be expected by 16 June 2022. Compliant

Board level safety champions have reviewed their continuity of carer action
plan in the light of Covid-19. A revised action plan describes how the maternity
service will work towards Continuity of Carer being the default model of care
offered to all women by March 2024, prioritising those most likely to experience
poor outcomes. Complaint

Board level and maternity safety champions are actively supporting capacity
and capability building for staff to be involved in the Maternity and Neonatal
Safety Improvement Programme (MatNeoSIP) Non complaint

Standard

Have you reported 100% of qualifying cases to healthcare safety
Investigation branch ( HSIB) and to NHS Resolution early notification
scheme for 2021 /227

Evidence.

Reporting of all qualifying cases to HSIB 1 April 2021 to 5 December 2022/
Compliant

Reporting of all qualifying EN cases to NHS Resolution's Early Notification
Scheme from 1 April 2022 until 5 December 2022.Compliant

For all qualifying cases which have occurred during the period 1 April 2021 to 5
December 2022, the Trust Board are assured that: the family have received
information on the role of HSIB and NHS Resolution’s EN scheme; and 5. 2.
there has been compliance, where required, with Regulation 20 of the Health
and Social Care Act 2008 (Regulated Activities) Regulations 2014 in respect of
the duty of candour. Compliant

5 Next Steps
The Board are asked to consider the content of this paper and note the plan from the Care
Group in supporting Maternity Services to understand and support all elements outlined
within the MIS Ten Safety Actions. A comprehensive detailed Improvement Plan to include
all elements within each individual Safety Action will require implementation from January
2023 with identified leads to enable robust oversight and monitoring through Maternity and
Care Group Governance.
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Summary of Report and Key Points to highlight:

e A decision on how to spend the outstanding £15,000 national funding provided to
“‘enhance junior doctor rest facilities” on the York site is yet to be made. The process
being led by a junior doctor with support from the wider JDF.

e There are Education Supervisors who are not supportive of the exception reporting
process. This is currently being addressed through increased education but
escalation may become necessary.

e Requests for locums (bank and agency) fell compared to Q2. This is despite staff
shortages regularly mentioned in exception reports.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)
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(If yes, please detail the specific grounds for exemption)
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Board report: Guardian of Safe Working Hours 2022-2023 Q3 report

1. Introduction and Background

This is the 2022/2023 Q3 report to the Board from the Guardian of Safe Working Hours
(GoSWH) as required by the 2016 terms and conditions for doctors and dentists in
training. The quarterly report is for 15t October 2022 to 315t December 2022 and
summarises key findings from the Junior Doctor Forum (JDF), Exception Reporting and
Agency/Bank shift data.

The primary role of the GoOSWH is to ensure compliance with contractual stipulations
regarding safe working hours for junior doctors employed by the Trust and provide
assurance of this to the board.

All junior doctors are given access to the online Exception Reporting tool and are able to
highlight variation in working hours, missed breaks and missed training opportunities.
These reports are sent directly to the doctor’s supervisor who can award Time Off in Lieu
(TOIL), payment for additional hours worked, or close the report with no further action.
Certain breaches to contractual working hours or adequate rest result in a Guardian fine
payable by the relevant Care Group.

The Director of Medical Education has access to review reports related to training and
supervision.

The GoSWH also holds the position of Chair of the JDF. The Forum has core
representation from Medical Staffing, Medical Deployment, Medical Education, Care
Group management, Local Negotiating Committee and British Medical Association. It is
open to all junior doctors working in the Trust.

2. Current position/issues
2.1 Guardian funds
One Guardian fine was levied in Q3. This was attributed to Care Group 2.

The doctor reported being unable to complete the paperwork for a patient who had died
during their rostered hours on two consecutive days. To avoid further delay they did so
after handing over at the end of their shift. As the doctor was on a long day it led to a 15-
hour shift, the maximum allowed being 13 hours.

The report also states, “As this was the second day of the new rotation, hopefully
increased familiarity with the ward means that in time ward jobs are completed at a faster
rate.” It provides a degree of reassurance that events such as this are not commonplace or
indeed expected to continue.
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The total Guardian fine for this breach of safe working hours was £174.16. This was split
as follows: £65.28 to the trainee and £108.88 to the Guardian.

The current balance from fines received is £869.09. However, £500.00 of those funds has
been ring-fenced for a games console for the York Doctors’ Mess.

Guardian funds levied from fines

Detail e Balance
Opening balance at 1 October 2022 £858.65
(-) JDF meeting catering 13-12-2022 -£98.44 £760.21
(+) Guardian fine +£108.88 £869.09
Closing balance at 31 December 2022 £869.09

The Guardian cost centre also currently holds the remaining £15,000 government funding
for improving Junior Doctor wellbeing. This money is being managed separately as
detailed in previous reports. A final decision on what to spend it on is yet to be made —
discussions are ongoing amongst the junior doctor body which was hoping to get sleep
pods installed. However, it is not feasible to create an appropriate location for them before
the end of this financial year. Alternative options are being explored. The process is being
led by Dr Hester Baverstock, President of the York Doctors Mess Committee.

2.2  Exception reporting trends

A complete breakdown by Care Group and department is detailed in Appendix 1 (Table 1).
It is worth noting that the specialty recorded reflects the doctor’s primary base but not
necessarily where they worked the shift in question. This is usually the case in reports
related to out-of-hours shifts.

Most reports continue to come from doctors working in services delivering the bulk of
acute and unplanned care; acute medicine, general medicine, care of the elderly and
general surgery.

We continue to receive most exception reports from Foundation Year Trainees. This is a
pattern seen across the region.

Most reports are submitted as a result of missing breaks and/or working overtime. In Q3
we received four reports pertaining to insufficient supervision or inability to attend
scheduled teaching/training.

Based on the information contained within the reports and subsequent supervisor review
the key themes in Q3 are:

e Staff sickness, rather than rostering gaps, often causing departments to operate
below minimum staffing levels.

¢ The high volume of acute admissions, medical outliers and extra capacity wards
further compounding the workload.
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2.2.1 Safety concerns

When submitting an exception report, it is possible to check an “immediate safety concern”
box. It is not a replacement for employing Trust escalation protocols. They should be
submitted within 24 hours to highlight an “immediate and substantive risk to the safety of
patients or the doctor making the report”.

Two reports were submitted with an “immediate safety concern” that met the contractual
definition in Q3.

Report 1:
“2 hours extra. Not enough staff on ward 32 to see all patients, especially lack of senior
doctors”

Report 2:
“l supposed to be Medical SpR for medical wards. But there was vacancy for acute
take medical registrar and rota team was unable find someone to fill up. | had to carry 2
Spr bleeps and covering both acute floors and wards. There were many patients
awaiting in Eds to be reviewed and clerked as well as unwell patients in the wards
needed to be reviewed. Two men jobs by one man led to very busy nights with
enormous physical and mental pressure for a junior medical registrar.
Thankfully the shift concluded uneventfully. Physical and mental well-being is markedly
affected due to lack of break in 12.30 Hr shift. I've escalated to bed managers who
already aware and informed acute medical consultants about the situation.”

The initial review for report 1 is yet to be completed by the supervisor despite regular
reminders and offers of assistance.

Report 2 has been closed following a meeting between the doctor in training and their
supervisor. This was done within 3 weeks of submission. It was ascertained that the
second night registrar was vacant due to sudden sickness. A locum doctor was found for
the remaining night shifts. It is not clear whether the situation was escalated to the
consultant on-call or ops team; the supervisor has asked the Medical Deployment Team to
review the escalation process. “No incidents occurred that he was specifically concerned
about. But it sounds like [ ] did what [they] could in challenging busy times.” There were no
ongoing concerns about the doctor’s wellbeing.

2.2.2 Supervisor engagement with exception reporting process

The discrepancy in response illustrated in the examples above is repeated across all
exception reports with some supervisors being more engaged than others. To improve this
situation the Guardian produced and circulated a myth busting newsletter aimed at
supervisors. The content was influenced by comments in the annual survey.

Additionally, the Medical Education Team has agreed to invite the Guardian to local
supervisor training sessions to further boost engagement. It should be noted that Health
Education England is also doing more to ensure supervisors have a better understanding
of the process and how it fits in with their role.

Guardian of Safe Working Hours 2022-2023 Q3 report

196



The agreed escalation pathway is to Clinical Director and Associate Chief Operating
Officer, then to Chief Executive. To date the approach has been for the Guardian to
manage overdue reports if sufficient information was included and no obvious concerns
were raised which warranted supervisor involvement. If the extra training and support does
not lead to a noticeable change in supervisor response rates it may be necessary to utilise
the pathway.

2.3 Summary of rota gaps and locum usage

At the time of writing, vacancy information for junior doctor grades was not available due to
issues extracting the data from ESR. It is understood that the data will be available for next
quarter.

Locum/bank shifts are processed through the Patchwork App which enables doctors to
book bank shifts and track their work and payments anytime and anywhere. The
information in Appendix 2 (Tables 5 and 6) is presented according to categories defined
within the App.

4,984 shifts were requested via Patchwork in Q3. Excluding shifts that are clearly identified
as being for non-junior doctor grades (marked with asterisk in Appendix 2, Table 6) this
reduces to 4,482, approximately 500 fewer than in Q2. Around 20% of shifts went unfilled
through Patchwork.

Data on agency locum bookings are in Appendix 3. 1696 shifts were requested for non-
consultant grades. 98% of these shifts were filled.

2.4  Junior Doctor Forum

Dr Lucy Sapwell has taken up the position of Vice-Chair. She is a Foundation Year 1
doctor based in York Hospital. She has worked closely with colleagues to recruit several
Forum Representatives. Attendance in December was markedly improved as a result,
although remains low in Scarborough. A contributing factor to this is the presence of a
similar forum led by operational managers in Care Group 2. As they can take direct local
action on items raised, doctors don’t necessarily see any added benefit.

However, not all junior doctors based in Scarborough work in Care Group 2, and we
continue to explore methods of improving overall attendance.

One avenue is enhanced presence at junior doctor induction. In addition to delivering a
formal presentation as part of the agenda, the Guardian team will now have a stall for new
starters to visit. The Medical Education Team trialled stalls in August which proved
successful. It is hoped that the less formal face-to-face interaction to highlight the benefits
will entice them to attend at least one meeting.

The Guardian has also forged links with the regional Yorkshire and Humber Trainee
Forum and attended their Wider Trainee Forum. The meeting is attended by trainees of all
grades across the deanery. Although invited to talk about exception reporting the
increased visibility has led to their members taking a more active role in our Forum and the
“cri