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Present:

Mr A Downey
Ms S McArdle
Ms A Hullick
Mrs M Rutter
Ms D Reape
Mr M Ducker
Mr A Clements
Ms A Arundale
Mrs P Auty

Ms J Bracknall
Mr J Broughton
ClIr C Dickinson
Mr D Hall

Mr M Holmes
Mr A Jackson
Prof S Jones
Ms J Milburn
Mr J Race MBE
Ms A Seward

In attendance:
Mr G Macdonald
Mrs G Hunt

Ms P Bateman

Mrs A Keogh

Observing:
Mr | Southgate

2018/001

Opening Items

South Tees Hospitals m

NHS Foundation Trust

Council of Governor Meeting in PUBLIC

11 December 2018 at 2.30pm
Boardroom, Friarage Hospital

Chairman (Chair of the meeting)

Chief Executive

Deputy Chairman

Senior Independent Director

Non-executive Director

Non-executive Director

Deputy Chief Executive

Elected governor, Middlesbrough

Elected governor, Hambleton & Richmondshire
Appointed governor, Carer organisation

Elected governor, staff

Appointed governor, North Yorkshire County Council
Elected governor, Hambleton & Richmondshire
Elected governor, Hambleton & Richmondshire
Elected governor, Redcar & Cleveland

Appointed governor, Newcastle University
Elected governor, Middlesbrough

Elected governor, Redcar & Cleveland

Lead Governor/Elected governor, Rest of England

Deputy Director of Finance (item 2018/003/3.3 only)
Director of Nursing & Quality (item 2018/003/3.2 only)
Operational Director for Urgent & Emergency Care (item
2018/002/2.1 only)

Corporate Affairs Officer/PA to Chairman

Member of public

1.1 Welcome and Apologies for Absence
Apologies for absence were received from:

Ms L Hughes

Company Secretary
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1.2

1.3

1.4

1.3

Mr S Mason Director of Finance

Mrs A Barron Appointed governor, Hambleton & Richmondshire
CCG

Ms A Binks Appointed governor, Teesside University

Ms J Crampton Elected governor, Hambleton & Richmondshire

Mr P Crawshaw Appointed governor, Healthwatch

Ms J Bracknall Appointed governor, Carer Organisation

Dr P Crawshaw Appointed governor, Healthwatch

Mr S Finn Elected governor, staff

Ms B Hewitt Elected governor, Redcar & Cleveland

Ms R Hodgson Elected governor, Middlesbrough

Mrs S Hutchinson Elected governor, Redcar & Cleveland

Dr A Kasim Appointed governor, Durham University

Mr G Lane Elected governor, Hambleton & Richmondshire

Ms A Munkley Elected governor, Middlesbrough

Ms C Newton Elected governor, Middlesbrough

Clir L Pallister Appointed governor, Redcar & Cleveland Council

Mr E Scollay Appointed governor, Middlesbrough Council

Ms T Wedgwood-Jones Elected governor, Patient and/or Carer

The following Non-executive Directors submitted their apologies:

Mr R Carter-Ferris Non-executive Director
Mr D Heslop Non-executive Director
Mr J Tompkins Non-executive Director

Declarations of Interest
There were no interests declared and no interests declared in relation to open
items on the agenda.

Minutes of Previous Meeting
The following amendments were requested in the minutes of the previous
meeting held on the 9 October 2018:

- 6.1.2.1 should read “Debbie” and not “Debbis”.

- 6.1.2.3 First sentence should read “decision of the Nomination
Committee” and not “decision of the Council of Governors”.

- 6.1.5 at the last sentence the words “was aimed” should be deleted.

- 7.1 at the third bullet point, should read that compliance was 48% in
June and July 54%.

- 7.1 at the fourth bullet point at the last sentence should have the word
“performance” deleted and replaced with “attendance”.

Ms Seward added that the action at 12.3 of the minutes relating to Smoke Free
Site had now been completed.

Resolved: i) the minutes of the last meeting held on the 9 October 2018
were accepted as an accurate record subject to the above
changes.

Matters Arising

Ms Auty raised a concern regarding the recent increase in Trust visiting hours:
several people had commented to her that the new arrangements seemed to
work well at the Friarage Hospital but less well at James Cook Hospital, where
the limit on the number of visitors per bed was frequently exceeded. The Chief
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1.6

1.3

Executive replied that the Director of Nursing & Quality would respond to this
concern when she joined the meeting (please see item 2018/003 below.)

Mr Race added that he felt that the availability of car parking spaces had
improved following the extension of visiting hours.

Action Log
Chairman provided update on action log and ran through each item.

July — Council of Governors

18/009 — A Keogh to organise tour of Patient Connect on morning session

Still outstanding for Mrs Keogh to organise Patient Connect update/tour for a
future Council of Governors meeting.

July — Council of Governors

18/009 — A Keogh to organise visit for Governors to attend Cancer Wall on
morning session

Still outstanding for Mrs Keogh to organise visit to Cancer Wall at a future
Council of Governors meeting.

July — Council of Governors

18/013 — Governors to contact A Keogh once nhs.net e-mails activated

Mrs Keogh confirmed that some Governors had yet to activate their nhs.net e-
mail accounts. Chairman requested that they do so.

October — Council of Governors

18/10/6.15 — Electronic Patient Records Group

The business case for implementation of the Cerner EPR system had been
signed off at December Board of Directors and would now proceed through to
the next level, involving a more detailed scrutiny of costs.

Action Completed — Andrew Adair to provide Mrs Keogh with dates of future
meetings for the EPR Group.

October — Council of Governors
18/10/10.2 — Presentation from Sath Nag
Action completed — Presentation sent to all Governors by Mrs Keogh.

October — Council of Governors

18/10/12.3 — Smoke Free Site

Action completed — Information had been sent to Clir Lynn Pallister as
requested.

October — Council of Governors

18/10/12.5 — Sir Robert Ogden Macmillan Centre at the Friarage Hospital
Action completed — Centre officially opened earlier on the day of this Council of
Governors meeting. The Chairman suggested that any Governors who had not
yet visited to the Centre would find it interesting to do so.

Chairman’s Report

The Chairman referred to the letter he had provided to Governors in advance
of the meeting (dated 20 November 2018) providing an update on recent
activity and attaching a number of documents.

Resolved: i) the Chairman’s report was noted





1.7

1.8

1.3

Introduction — Debbie Reape, Non-Executive Director

Ms Reape introduced herself to the Governors and provided a brief outline of
her nursing career, which began in 1979, spanned 38 years, included a variety
of roles in different trusts and culminated in the position of Director of Nursing
at Northumbria Healthcare NHS Foundation Trust, from which she retired just
over a year ago. Ms Reape commented that she believed passionately in the
NHS, had always enjoyed learning, had been lucky to work with some
outstanding leaders and was very proud to have spent a career in nursing.
She concluded by confirming to the governors that she would be a member of
the Quality Assurance Committee, Audit Committee and Remuneration
Committee.

Ms Hullick stated that both she and Richard Carter-Ferris, Audit Committee
Chair, were delighted that Ms Reape would be joining the Audit Committee. Mr
Downey also added that he was delighted Ms Reape had joined the Board of
Directors.

It was noted that Ms Reape was appointed as a Non-Executive Director of the
Trust from 1 November 2018 for a term of three years.

Presentation from Julia Bracknall, Elected Carer Governor
Ms Bracknall, Chief Executive of Carers Together, gave a well-received
presentation about supporting carers.

The presentation included the following points:

Definition of a Carer — Care Act 2014; Children and Families Act 2014.
What Carers do.

The importance of the support carers provide.

Role of NHS England and NHS England’s commitment to carers.
Carers Action Plan 2018-2020.

Improving the Trust’s support for carers.

Positive outcomes for carers.

Useful contact numbers .

Ms Bracknall explained the importance of recognising people as carers; it may
not be immediately obvious that a person is a carer, as carers comes in
different forms — friendly, family, neighbours.

She continued by providing some facts about carers:

There were approximately 6.6 million carers in the UK.

3in 5 of people would become a carer at some point.

1in 5 carers have provided care for over 10 years.

20% of adults between 45 and 64 were carers.

42% of carers were men, nationally. However, in our region the

proportion of men is lower.

e There are 16,000+ carers are in Redcar and Cleveland and 15,000+ in
Middlesbrough. One-quarter of these provide 50+ hours of support
each week.

e 8500 carers are known to Carers Together.
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2.1

1.3

e The contribution from carers saves the public purse £15.1 million per
hour.
e The carer’s allowance is less than £70 per week in England.

Ms Bracknall concluded by explaining the support that Carers Together offeres
to carers, including one-to-one information and support, counselling, care
breaks, training, legal clinics and much more.

The following questions were asked:

e Mr Holmes asked about the number of carers who were not registered.
Ms Bracknall replied that Carers Together were eager to identify those
missing from the register, so that they could be offered support.

e Mr Downey asked how well the Trust was doing in its support for
carers. Ms Bracknall replied that support was reasonably good, but
varied according to the level of experience and understanding among
members of staff.

e Ms Rutter stressed the importance of ensuring good communication
within the Trust about carers and the role of Carers Together.

e Professor Jones said that he would welcome a discussion with Ms
Bracknall about incorporating awareness of carer issues into medical
students’ training. He said he would contact Ms Bracknall to arrange
this.

ACTION (Prof Jones)

e Governors asked if Mrs Keogh could forward a copy of Ms Bracknall's
slides.
ACTION (Mrs A Keogh)

Strategy and Planning

Winter Plan
The Operations Director for Urgent & Emergency Care and the Friarage, gave
a presentation to the Governors on the winter plan.

She confirmed that the Trust was looking to improve discharge and flow. The
Business Intelligence Unit had been working on the development of a Patient
Flow Dashboard to allow triangulation of patient information from existing
systems to support the better management of these issues. The dashboard
uses a red-amber-green rating system which flagged key issues and actions.
Information from these systems is discussed, and actions agreed, at daily bed
meetings and also at the weekly patient flow performance wall.

She concluded by confirming to the Governors that all non-urgent meetings
had been cancelled for January 2019 to enable staff to focus single-mindedly
on dealing with winter pressures.

The following questions were raised by Governors:

e Mrs Auty asked for an explanation of the abbreviation “CoE”. Ms
Bateman explained that “CoE stood for “Care of the Elderly”.

e Prof Jones commented that he and his team covered Ward 34 patients;
he asked for clarification about who would manage the prescribing of
medication. Mr Clements commented that the medical cover for the
wards usually meant that those working on the same would stretch to
cover this. Ms Bateman and Mr Clements said they would ensure
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1.3
guidance was provided to wards on this matter.
ACTION (Ms P Bateman / Mr A Clements)

e Mr Broughton asked if extra nursing staff would be provided to support
the escalation bed capacity. Mr Clements confirmed that additional
support would be provided and that ADNs had been asked to be fully
staffed and supported.

e Mrs Auty asked about medical beds for Orthopaedics. The Deputy
Chief Executive replied that modelling showed the majority of demand
would be respiratory and medical based. The Operations Director for
Urgent & Emergency Care added that during the first two weeks of
January, the focus of elective patients would be day cases as opposed
to inpatients with some clinical exceptions.

e Mr Holmes asked when this new system would be reviewed to see if it
had been a success. The Chief Executive confirmed that it would be
reviewed after winter.

e Mr Broughton commented that the dashboard was a excellent tool and
asked how widely it would be available to staff. Ms Bateman confirmed
that it would be available to all staff and training would be provided.

e Mr Holmes asked if the Governors could receive a copy of the
Operations Director for Urgent & Emergency Care presentation. Mrs
Keogh to provide a copy of the presentation to the Governors.

ACTION (Mrs A Keogh)

2018/003  quality, Safety, Performance and Finance

The Chief Executive began by providing Governors with an update. She
commented on the high level of activity and made the following points:

- 34 beds opening as of 17 December.

- Accident & Emergency performance holding up, but under severe
pressure.

- Consideration being given to extending pharmacy opening hours.

- In the week between Christmas and New Year the Trust would be
under pressure. However, the patient flow and dashboard would help.

- A new winter campaign - ‘Help us Help you’ - will focus on ‘talk before
you walk’ and the promotion of pharmacy, NHS 111 service and out-of-
hours GP appointments with the aim of diverting activity from A & E.

- The Trust had also launched the National Early Warning Score ‘2’,
(NEWS2), guidance across the Trust, which is the new updated system
to identify when patients are deteriorating and need urgent clinical
intervention.

- Professor Andrew Owens, Medical Director for Clinical Support,
Education, Research and Innovation is now a voting member of the
Board. The Clinical Diagnostic and Support Services centre will now be
called the Corporate Clinical Services centre with Professor Andrew
Owens as Medical Director alongside his education, research and
innovation portfolio. The centre will incorporate pathology, radiology
and pharmacy as well as the Clinical Intelligence Unit.

- Mr Paul Baker appointed as new Director of Research and Innovation,
as Caroline Wroe is leaving the Trust. Very encouraging to have
received such a high calibre of applicants for the vacancy.

- Preparations for the CQC inspection were well underway, with activity
to prepare for the clinical inspections and the well-led inspection.

The Chief Executive also informed on the campaign to discourage noise at
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night in the hospitals — ‘Sleep Helps Healing'.

The Director of Nursing & Quality referred back to the extended visiting hours
raised by Mrs Auty under Matters Arising (item 1.4). She explained that it was
ward managers responsibility to monitor, and if necessary enforce, compliance
with the rule concerning the number of visitors per bed. She would reinforce
the message and monitor the situation going forward. She also commented
that there had been positive feedback on the changes in visiting hours,
particularly the extra flexibility afforded to those who work.

ACTION (Mrs G Hunt)

Chief Executive continued by mentioning the Trust's campaign to ensure that
all front-line staff were vaccinated against flu: although 72.2% of Trust staff had
been vaccinated, some nursing staff had not yet agreed to have the
vaccination. At James Cook University Hospital, five out of twelve
chemotherapy nurses had not been vaccinated, which was a cause for
concern, as the patients involved were particularly vulnerable to infection. The
Trust was taking a firm line and was hopeful that the nurses concerned would
change their minds. There was a 100% vaccination rate among members of
the Board and among chemotherapy nurses at the Friarage Hospital.

The Chief Executive reported on the review of administrative performance:
typing turnaround times had been brought down to six weeks in almost every
specialty. The next phases of the initiative would involve reducing turnaround
times steadily until they were measured in days rather than weeks.

The following questions were raised:

¢ Mr Holmes asked about the measurement of turnaround times: was the
end date the date on which the letter was typed or the date on which it
was received by the patient? The Chief Executive said she would look

into this and provide an update to the Governors at the next meeting.
ACTION (Ms S McArdle)

e Ms Milburn commented that she had an example of an appointment
letter which did not make sense. The Chief Executive asked her to
forward the letter for investigation.

e Professor Jones mentioned the Dragon pilot voice recognition system
was working very well within the Trust, greatly improving turnaround
times for typing.

The Chief Executive concluded providing an update on the awards and events
for the Trust which included:

e Accredited as one of 24 NHS bodies that are ‘Veteran Aware’ from the
Veterans Covenant Hospital Alliance, meaning that patients who have
served in the UK armed forces would be cared for by frontline staff who
have received training and education on their specific needs and who
could signpost them to local support services.

e Better Health Award for ‘driving prevention and early intervention’ to the
Parkinson’s Advanced Systems Unit (PASU) for their work on reducing
admissions, combining clinic and home assessments to stop problems
escalating.

e Bright Ideas in Health awards recognised Trust’s infectious diseases
team for their Blood Borne Virus (BBV) Test in the category of
‘Development of a Device or Technology’.





3.1

3.2

1.3

Trust supported World Prematurity Day, Stop Pressure Ulcer Day and
Clinical Audit Awareness Week.

Nominations had now opened for Trust’'s Nightingale Awards with a
closing date of the 28 February 2019.

Helen Scullion, awarded Nurse of the Year by Nursing Times. This is a
particularly high-profile award and therefore a great honour for Helen
and the Trust. Helen is an advanced nurse practitioner in radiology and
was nominated by Senior Sister Karen Loughran for her excellent
rapport with patients and her inspirational service development work.

The Chief Executive added that the Trust would be looking to put even greater
emphasis in future on recognising the achievements of staff members.

Quality, Operational & Financial Performance Report
The Deputy Chief Executive provided update to Governors:

Accident and Emergency four-hour performance reported at 95.72%
against the 95% target. There were concerns at the end of November
as the performance to date had not been as good as last year.
Decision therefore made to open escalated bed base earlier than
planned.

18 week Referral to Treatment (RTT) performance was reported at
89.23% against the 92% target. This was disappointing but it was
hoped that the Trust would be compliant at year-end. The Deputy Chief
Executive explained the dip in performance dating from October 2018
was caused in large part by the Trust switching off weekend working for
planned surgery.

62 Day Cancer Standard performance reported at 80.30%. It was
expected, however, that the Trust would be complaint as ta January
2019. Mr Holmes stated that it seemed unfair that the Trust was
penalised when the cause of delay was a late tertiary referral. The
Chief Executive replied that the Trust was working with neighbouring
trusts to seek a whole-system solution to these cases.

No Clostridium-difficile (Cdiff) cases were reported in November 2018,
and the Trust was below the threshold that had been set.

Patient Experience: the Governors were pleased to note that patients
had given the Trust an overall rating of 9.63 out of 10.

The Deputy Director of Finance provided a brief update on financial
performance. It was noted that as at October 2018 the Trust was £0.6m
behind plan.

The Chief Executive concluded by providing an update on sickness
absence. As at October 2018 the sickness process had been triggered in
relation to 421 staff. Steps were being taken to ensure that all staff who
exceeded certain thresholds would be brought within process. The Chief
Executive assured the Governors that the process was flexible and took
account of the reasons for absence.

Resolved: the Quality, Operational & Financial Performance Report was

noted.

CQC Update
Director of Nursing provided an update to Governors which included:
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4.1

4.2

1.3

CQC Inspection Timeline.

CQC will inspect up to four core services.
Key lines of enquiry.

Inspection method.

Preparations for inspection.

The following questions were raised:

o Mr Jackson asked how the Trust learned from inspections and visits: he
had recently been part of a visit to ENT some seven or eight weeks
previously, but had received no feedback on the concerns which had
been raised. The Director of Nursing said that she would look into this
for Mr Jackson.

ACTION (Mrs G Hunt)

e Governors asked that Mrs Keogh forward a copy of the slides.

ACTION (Mrs A Keogh)

NHSI Use of Resources
The Deputy Director of Finance gave an overview of the forthcoming NHSI
inspection:

The Use of Resources approach.

How Use of Resource fits with the CQC Inspection.

How Use of Resources fits in the NHSI Single Oversight Framework.
NHSI measurement methods and metrics.

NHSI ratings.

The Governors asked Mrs Keogh to forward a copy of the presentation.
ACTION (Mrs A Keogh)

Governance / Assurance

Terms of Reference — Nomination Committee Meeting
The Governors were asked to consider the Terms of Reference for Nomination
Committee.

Resolved: the Terms of Reference for the Nomination Committee were
approved subject to 2.1 (membership will be approved by Governors); 3.1
Chairman or Senior Independent Director and at least two Elected Governors
need to be present; 6.4 to read consultants and not consultations.

Terms of Reference — Membership and Engagement Committee Meeting
The Terms of Reference of the Membership and Engagement Committee had
been approved by that Committee and were presented to Governors for
ratification.

Resolved: the Terms of Reference for the Membership and Engagement
Committee were approved subject to minor amendments.
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Closing Items

Questions from Governors
No questions were raised.

Any Other Business

The Chairman confirmed that Simon Kendall is standing down from the Board
of the Trust and his role as Responsible Officer will be covered by Sath Nag,
Medical Director for Community Care. The Chairman praised Mr Kendall for
his record of outstanding service to the Trust and on his appointment to the
prestigious position of President Elect of the Society for Cardiothoracic
Surgery.

Future meeting dates

Governors noted the dates of future meetings for their diaries. The next
meeting of the Council of Governors is scheduled for Tuesday, 12 March 2019
from 1.30pm.

The Senior Independent Director added that at the next Council of Governors
meeting on the 12 March the Chair’'s performance against objectives will be
discussed.

Following discussion it was agreed the 2019/20 Council of Governor meetings
would be circulated to Governors.
ACTION (A Keogh)

Evaluation of Meeting

Governors agreed that the meeting had been most productive and informative
giving adequate time for discussion and debate.
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1.5 Action Log - CoG.pdf
Council of Governors Action Log (meeting held in Public)

Status
Date of Meeting [Minute no Item Action Lead Due Date Comments (Open or Completed)
10.07.2018 18/013 AOB - nhs.net emails Governors to contact Anita Keogh once |Anita Keogh / 11.12.2018 Update to be provided at meeting(Open
nhs.net emails activated Governors
9.10.2018 2018/10/6.15 Electronic Patient Records Governors were invited to submit their |Governors 11.12.2018 Completed. Governors interest |Completed
Group interest in joining an Electronic Patient has been forwarded to Andrew
Record Group. Governors participation Adair.
in the Group is to represent the
patient’s interest/benefit.
9.10.2018 2018/10/10.2 Presentation from Sath Nag —|agreed that a copy of the presentation |Anita Keogh 11.12.2018 Completed - presentation Completed
Community Care, centre update |would be shared with Governors emailed to Governors
following the meeting
9.10.2018 2018/10/12.3 Any Other Business - Smoke|agreed contact details would be Angela Seward/Anita [11.12.2018 Completed Completed
Free Site provided to ClIr Pallister in order  |Keogh
that she can be updated on the Trust’s
No Smoking site position
9.10.2018 2018/10/12.5 Macmillan Cancer Centre Prior to the official opening Governors [Anita Keogh 11.12.2018 Completed Completed
Friarage Hospital Northallerton |would have the opportunity to view
Macmillan Cancer Centre
11.12.2018 2018/12/1.8 Presentation from Julia Professor Jones to discuss with Ms Professor Jones 12.03.2019 Update to be provided at next Open
Bracknall, Elected Carer Bracknall re: incorporating awareness meeting
Governor of carer issues into medical students'
training
11.12.2018 2018/12/1.8 Presentation from Julia Copy of Ms Bracknall's slides to be sent |Anita Keogh 12.03.2019 Completed - presentation Completed
Bracknall, Elected Carer to Governors emailed to Governors
Governor
11.12.2018 2018/12/2.1 Strategy and Planning - Winter |[Copy of the presentation from Anita Keogh 12.03.2019 Completed - presentation Completed
Plan Operations Director for Urgent & emailed to Governors
Emergency Care to be circulated
11.12.2018 2018/12/3.1 Quality, Safety, Performance Extended visiting hours. Director of Director of Nursing & (12.03.2019 Update to be provided at meeting|Open

and Finance

Nursing to reinforce the message and
monitor situation regarding number of
visitors per bed

Quality






11.12.2018 2018/12/3.1 Quality, Safety, Performance Administrative performance and Chief Executive 12.03.2019 Update to be provided at meeting(Open
and Finance turnaround times. Chief Executive to
confirm if the end date is the date that
the letter was typed or the date which
it was received by the patient
11.12.2018 2018/12/3.2 CQC Update Concern from Mr Jackson, Governor, |Director of Nursing & |12.03.2019 Update to be provided at meeting(Open
regarding lack of feedback on concerns [Quality
raised. Director of Nursing to look into
this.
11.12.2018 2018/12/3.2 CQC Update Forward a copy of the presentation Anita Keogh 12.03.2019 Completed - presentation Completed
from Director of Nursing & Quality emailed to Governors
11.12.2018 2018/12/3.3 NHSI Use of Resources Forward a copy of the presentation Anita Keogh 12.03.2019 Completed - presentation Completed
from Deputy Director of Finance on use emailed to Governors
of resources
11.12.2018 2018/12/5.3 Future meeting dates To circulate Council of Governor Anita Keogh 12.03.2019 Completed - meeting dates Completed

meeting dates for 2019/2020 to
Governors

included in papers for 12 March
2019 meeting
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1.6
South Tees Hospitals NHS

NHS Foundation Trust

Chairman’s Office

The Murray Building

The James Cook University Hospital
Marton Road

Middlesbrough, TS4 3BW

Tel: 01642 854151

Web-site: www.southtees.nhs.uk

AD/AK/LETO027

14 February 2019

Council of Governors

Dear Governors,

| am writing in advance of our next Council of Governors meeting. There will be plenty for us to
discuss, as it feels as though the Trust has been busier than ever since we last met.

The Council of Governors

The meeting will take place on Tuesday 12" March in the Boardroom at James Cook University
Hospital. The morning session for Governors will start with tea and coffee at 10.00am and will
include a presentation by David Macafee on Medical Education and Strategy. This is a re-run of a
presentation that David has already given to the Trust Board, so | know it will be both interesting
and informative.

The formal Council of Governors meeting in public will begin at 1.30pm and will include a
presentation by Professor Andrew Owens on Corporate Clinical Services.

This will be followed by a meeting of the Council of Governors in private which will include a
discussion on the Chair’s appraisal (which Maureen Rutter will lead while | absent myself). We will
also have reports and updates on the CQC inspection, the latest developments at the Friarage and
recent Tees Valley discussions.

Trust Performance

As we approach the year end, everyone in the Trust is pulling out all the stops in an effort to hit our
targets for safety, quality and operational and financial performance. It is too early to tell whether
we will manage a complete set of ‘green lights’, but we know we are very close to hitting all the key
waiting time targets as well as our control total. As you know, the Trust is always under pressure at
this time of year, and it is evident that demand has risen more sharply than ever in 2018/19. We
will receive a report at the Council of Governors meeting on the latest position.

Visits and meetings

The most important set of visits since our last meeting were those involving the CQC inspectors. |
am grateful to the Governors who were able to attend the CQC focus group. We will not receive
the draft CQC report until late March at the earliest, but we know at least some of the issues they
are likely to raise, and we need to respond to those now, rather than waiting for the formal
feedback. | hope you will all by now have seen the note which Siobhan has sent to the Consultant
body, reflecting on the inspection and setting out some of the steps we propose to take.

The other big event of the last couple of months was a board engagement day on 22" January
chaired by Sir lan Carruthers. The attendees included the majority of the board members from this
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Trust and from our closest neighbours in the acute sector, North Tees & Hartlepool and County
Durham & Darlington. Our CCGs were also well represented, as were NHS England and NHS
Improvement. The purpose of the event was to showcase the changes in acute service provision
across the Tees Valley which have been agreed by all three trusts. The next step will be to draw up
implementation plans and start to put the changes into practice.

The possibility of structural change was discussed on 22" January, with the conclusion that the
three trusts should jointly appoint an Integration and Transformation Director, tasked with working
up the case for changes to the current organisational structures. The options will include, but will
not be limited to, the possibility of a merger. Applicants for this Director role will be assessed and
interviewed on 19" February.

Useful information

| attach briefing notes on three recent reports which | hope you will find interesting. The first is a
five-year framework for GP contract reform, published by NHS England and the British Medical
Association. | know you are all aware of the important links between primary care and the work of
this trust: any move to improve GP services should help to reduce demand for our services.

The second is the report of the Kark review of the Fit and Proper Person test. This will have
implications for the approach we adopt when making senior appointments.

The third document is the final report of the Topol review into the future of technology in the NHS.
This is clearly relevant to our organisation, as financial constraints have prevented us from
investing in technology to the extent we would have liked. Despite those constraints, we are
preparing for a major investment in an electronic patient record system which should deliver major
benefits in both efficiency and effectiveness.

| look forward to seeing you all on 12" March.
Yours sincerely

(o Frowmrry,~
Alan Downey

Chairman
South Tees Hospitals NHS Foundation Trust

Enc

A brief outline of the different organisations referred to in this and previous letters.

Sustainability and Transformation Partnership (STP)
Below is a link to a website that gives more detail on STPs

https://www.england.nhs.uk/stps/

NHS Improvement (NHSI) - NHS Improvement is the operational name for the organisation that
brought together:

e Monitor

e NHS Trust Development Authority
o Patient Safety

e Advancing Change

e |ntensive Support Teams

NHSI is responsible for overseeing foundation trusts and NHS trusts, as well as independent

Chairman: Alan Downey Chief Executive: Siobhan McArdle
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providers which provide NHS-funded care. By holding providers to account and, where necessary,
intervening, it helps the NHS to meet its short-term challenges and secure its future.

NHS England (NHSE) - NHS England leads the National Health Service (NHS) in England. It sets
the priorities and direction of the NHS and encourages and informs the national debate to improve
health and care.

A lot of NHSE’s work involves the commissioning of healthcare services in England. It
commissions the contracts for GPs, pharmacists, and dentists and supports local health services
that are led by groups of GPs called Clinical Commissioning Groups (CCGs). CCGs plan and pay
for local services such as hospitals and ambulance services.

NHS Providers - NHS Providers is the membership organisation and trade association for NHS
acute, ambulance, community and mental health services that treat patients and service users in
the NHS. It helps those foundation trusts and trusts to deliver high quality, patient-focused care by
enabling them to learn from each other, acting as their public voice and helping shape the system
in which they operate.

Clinical Commissioning Group (CCG) — CCGs commission most of the hospital and community
NHS services in the local areas for which they are responsible. Commissioning involves deciding
what services are needed for local populations and ensuring that they are provided.

CCGs are assured by NHE England, which retains responsibility for commissioning primary care
services, such as GP and dental services, as well as some specialised hospital services. Many GP
services are now co-commissioned with CCGs. All GP practices now belong to a CCG, but CCGs
also include other health professionals, such as nurses.

Services CCGs commission include:

e Most planned hospital care

e Rehabilitative care

e Urgent and emergency care

e Most community health services

¢ Mental health and learning disability services.

Chairman: Alan Downey Chief Executive: Siobhan McArdle
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A five year framework for GP contract reform to
implement the NHS long term plan

NHS England and the British Medical Association’s (BMA) GP committee have reached an agreement
for general practice contract reform for the next five years with the aim of supporting the delivery of
the NHS Long term plan. They have jointly published a new framework for general practice over the
next five years to 2023/24: Investment and evolution: A five year framework for GP contract reform to
implement The NHS Long Term Plan. This briefing summarises the changes set out in the contract,
and explores the potential implications for trusts and their local partnerships with primary care.

The contract introduces a range of changes aimed at addressing workforce pressures, supporting
integration and joined up care, and facilitating efficient use of resources in general practice, as well as
changes to the Quality Outcomes Framework (QOF) and the introduction of a new state-backed
indemnity scheme. The changes are supported by a guarantee of investment of £4.5bn a year for
community services and primary care, to implement the ‘triple integration’ of primary and specialist
care, physical and mental health services, and health and social care.

e Primary care networks (PCNs) formed of practices covering populations of 20,000-50,000 patients will
cover the whole of England and work closely with integrated care systems (ICSs) as a formal basis for
collaborating with other system partners including community services

e Initiatives such as the enhanced health in care homes scheme, rapid-response community reablement
services, and anticipatory care services, supported by the introduction of an Investment and Impact
Fund (IIF), will be implemented by local systems led by PCNs in collaboration with community
providers.

e Inresponse to workforce pressures in primary care, PCNs will form multidisciplinary teams comprising
of clinical pharmacists, physician associates, first contact physiotherapists, social prescribing link workers
and first contact community paramedics. These roles will support GPs and nurses in general practice
and play a key role in providing joined up care, working in ICSs to streamline care pathways.

e There is flexibility for networks to decide who employs the staff associated with the new network
contract, including trusts, GP federations or a single lead provider.

e A new state-backed indemnity scheme will introduce a number of measures to relieve the impact of
spiralling cost of indemnity cover on out-of-hours staffing and GP recruitment and retention.
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e Arefresh to the Quality Outcomes Framework (QOF) will retire ‘low value' indicators in favour of new
indicators which reflect the changing evidence-base and up-to-date clinical practice.

e Araft of changes to the use of technology in general practice, including IT infrastructure reform, the
introduction of patients’ right to access records and correspondence online as well as access GP
appointments via video link, and an increased focus on anticipatory care and analytics supported by
technology.

e Proposed additional roles in primary care, including social prescribing link workers, physician associates,
physiotherapists, paramedics and clinical pharmacists will all play an important role in joining up care
pathways between services. There may be a need for local systems to ensure that the recruitment of
staff into general practice, in particular paramedics and physiotherapists, does not have an adverse
effect on the ability of trusts to recruit and retain staff in these roles.

e PCN network boundaries will be expected to align sensibly with constituent GP practices, local
populations, and community based providers. Network agreements will determine how the PCNs work
with other organisations in the system, and ICS oversight will ensure PCNs work in an integrated way
with other community services. However community providers will subsequently be asked to configure
their teams according to these boundaries, which may bring about changes to care pathways, frontline
staff team configurations and system relationships.

e Anincreased role for PCNs in delivering urgent care will hold implications for trusts involved in
delivering urgent care and out-of-hours services, including acute trusts with urgent treatment centres,
and ambulance trusts holding NHS 111 contracts. Further clarity on how networks will work alongside
existing services will be welcome.

e Initiatives forming part of the increased investment in primary and community services and increasing
integration between the two, including rapid community response and enhanced health in care homes
will have implications for the way community and mental health trusts resource services, plan care, and
work with local partners.

The contract builds on the publication of the NHS Long term plan, outlining how GP practices will be
expected to transform over the next five years to address the challenges facing general practice, and
deliver the expansion and improvements to services and outcomes set out in the Plan.

Creating primary care networks

A core commitment in the contract is the implementation of PCNs of 20,000-50,000 patients, covering the
whole of England as a ‘core building block’ of integrated care systems (ICSs), with the expectation that
there will be 100% geographical coverage of the Network Contract Directed Enhanced Service (DES) by
July 20719.
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PCNs will work more closely with ICSs alongside their CCGs, with simplified commissioning arrangements.
PCN boundaries are required to make sense to constituent practices, local populations, and community
based providers which will configure their teams accordingly. PCNs will hold accountability for health and
wellbeing for a defined place as part of their responsibility within an ICS, and a clinical director for each
network will lead on the network’s contribution to strategic plans and service quality improvement.

The contract stipulates that the ‘strength of its relationships’ with the wider health and social care system
will determine the success of each network, and all PCNs will have a network agreement through which
the network sets out its collective rights and obligations. This agreement will also act as the formal basis
for working with other community based services locally. ICSs are expected to play a ‘critical role” in
ensuring PCNs work in an integrated way with other community staff such as nurses, geriatricians,
dementia workers and allied health professionals.

The network contract DES will provide extended hours access to 100% of patients, implementing a single
coherent access offer to physical and digital services to deliver convenient in-hours appointments,
reduced duplication, and integration between NHS 111, urgent treatment centres and general practice,
reduce unnecessary A&E and ambulance service use, and divert patients to community pharmacies where
appropriate. ICSs will be expected to move quickly with the development of an expanded role for PCNs in
running urgent care in the community, with the potential to be supported by payments reflecting their
impact on A&E attendances.

Integrating primary and community services

Increased investment in primary and community care will be supported by a funding boost of £4.5bn. The
contract identifies a number of new or expanded services which will deliver the commitments made in the
NHS long term plan, including further integration and closer working between primary care and
community services. These include:

e The Enhanced health in care homes initiative which builds on the vanguard model and includes
effective care in care homes, support for recovery from ill health by speech and language therapists and
others, which will require input from wider community services. The programme will be expanded
across the country, led by primary care networks in collaboration with community providers.

e Anticipatory care services will identify people at greatest risk to be offered targeted support for
physical and mental health needs involving structured programme of proactive care and support from
wider multidisciplinary teams. Community providers and GP practices will have to work together to
achieve this with input from social care and hospitals.

e A community-led urgent response and reablement service will be provided in partnership with
community providers. The long term plan sets out a requirement for this service to be delivered within
two days of referral by primary care.

e PCNs will have a responsibility for working with Cancer alliances and other local partners to commit to
increasing the proportion of cancers diagnosed at stage 1 and 2 from half to 3 quarters.

e A national network Investment and Impact Fund (IIF) will start in 2020 rising from £75m in 2020/21 to
a minimum of £300m in 2023/24, and is intended to help plan and achieve better performance
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overseen by ICSs. The principle of ‘shared savings’ will apply, including elements of avoidable A&E
attendances, avoidable emergency admissions, timely discharge through development of integrated
primary and community teams, outpatient redesign, and reducing prescribing costs. The utilisation part
of the IIF will not create unfunded risk for CCGs or hospital contracts.

Resolving workforce pressures

The contract identifies the key challenge of staff shortages facing general practice. This is due to the rising

complexity of patient needs, the growth in population, and a rise in the number of GPs working fewer

hours or retiring early, as well as a fall in the proportion of nurses working in primary or community

services. The contract aims to help address this workforce challenge by both increasing the GP workforce

and diversifying the wider general practice workforce. The contract commits to delivering against the long

term plan’s ambition to increase the number of GPs by 5,000 ‘as soon as possible’ by extending the

following programmes for the duration of the five year period to 2023/24:

¢ International recruitment to supplement the UK-trained GP workforce with qualified doctors from EEA
and non-EEA countries

e GP retention programmes to ensure support is available for GPs to remain in practice rather than
reduce their commitment or leave the profession

e The practice resilience programme to ensure continuing support for practices in acute need of help

e The specialist mental health service for GPs

e The Time for Care national development programme supporting practices across the country to
make sustainable improvements to the way they work and decrease workload pressures

An increase in funding for the core GP practice contract by £978m a year by 2023/24 will support the
increase of nurses and doctors working in general practice, including the increase of FTE nurses working in
general practice through guaranteed placements in primary care supported by Health Education England
(HEE), and the introduction of primary care training hubs.

A key element of the contract is the introduction of £891m of funding for additional roles reimbursement
to support the expansion of multidisciplinary teams working in general practice. Practices will be
reimbursed 70% of ongoing salary costs for clinical pharmacists, physician associates, first contact
physiotherapists and first contact community paramedics, and will be reimbursed 100% of the ongoing
salary cost of social prescribing link workers. Reimbursable roles have been selected on the basis of an
estimation by NHS England that there will be sufficient supply, and that the roles will decrease workload
and support higher quality care. These additional roles will be asked to support primary care in a number
of ways, including:
e Advanced practice physiotherapists to create stronger links with wider musculoskeletal (MSK)
services, and provide community physiotherapy treatment, liaising with secondary care MSK services,
and creating more streamlined pathways
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e Advanced paramedic practitioners to assess and triage patients, and provide definitive treatment and
perform certain tests where appropriate, supporting the delivery of anticipatory care plans and
community-based monitoring services.

e FEvery PCN will be able to employ a team of six whole time equivalent clinical pharmacists, supervised
by a senior clinical pharmacist and taking a leadership role in supporting the further integration of
general practice with wider healthcare teams.

The contract includes provision for 20,000 staff or more, but leaves individual decisions about the makeup
and distribution of this workforce to PCNs working with system partners, and networks will be able to
decide who employs staff working in these additional roles, including NHS trusts, where all parties agree
this is appropriate. CCGs will be expected to continue any local schemes which fund posts in the five
reimbursable roles, for example where a CCG is currently funding a local community provider for a
physiotherapist or community paramedic working in a local practice.

A solution to indemnity costs

Following unexpectedly high indemnity costs in 2016/17 and 2017/18, the contract confirms that NHS

England will provide one-off funding in 2018/19 to meet its assessment of inflation in actual indemnity

costs in 2018/19, as well as agreeing a state-backed scheme introducing a number of measures to relieve

the impact of spiralling cost of indemnity cover on out-of-hours staffing and GP recruitment and retention,

including:

e Anew clinical negligence scheme for general practice, starting in April 2019

e Al NHS GP service providers including out-of-hours providers will be eligible, and will not have to pay
for subscription for membership

e Coverage will extend to all GPs and other staff including GPs, GP locums, nurses, allied health
professionals and all other professional groups delivering primary medical services, including out-of-
hours work

Improving the quality outcomes framework (QOF)

The framework announces the decision to refresh QOF in recognition of a broader definition of high
quality care and changes in clinical evidence. The changes aim to address some of the weaknesses
identified by the current framework, including limitations where a more personalised and targeted
approach would be more appropriate, and where the changing evidence base supports a change to the
indicators used in QOF.

The QOF implementation guidance will retire 28 indicators which were identified as ‘low value’and
introduce 15 more clinically appropriate indicators will take their place, focusing on areas related to
diabetes, blood pressure management, cervical screening, COPD and weight management among those
with severe mental illnesses.
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Increasing the coverage of digital technologies

In alignment with the continued emphasis on modernising IT infrastructure and increasing the use of
technology in primary care, the contract confirms that NHS England will continue to resource IT
infrastructure for general practice, in order to provide safe and useful data for patients, allow
interoperability between systems, and allow for the better comparison of activity and outcomes. ICSs will
play a role in ensuring predictive analytical tools are available to support anticipatory care, and all patients
will have a right to access online or video consultations by April 2021, as well as online appointment
booking, online access to records and correspondence, and an end to the use of fax machines.

Trusts see primary care as one of their most important local partners, and we welcome the move to
integrate services with increased investment in primary and community care. The new five year GP
contract is a positive indication that the commitment in the NHS long term plan to invest in community
and primary care services is being implemented.

The development of Primary Care Networks (PCNs) is one model which rightly aims to enable community
services and primary care to develop more integrated models of delivery for patients. The roll out of PCNs
as described in the contract will however have significant implications for the provider sector, particularly
providers of community services and out-of-ours urgent care services, as they look to deliver new
expanded services and develop multi-disciplinary teams. It will therefore be important that PCNs are
allowed the flexibility to support new service models that best suit local needs and context, in close
collaboration with trusts and other local partners. We know for example that in some areas greater
collaboration between trusts and primary care is well underway, either through structural integration
between practices and trusts, or other partnership approaches including those developed within the
vanguard programme.

Diversifying and investing in the primary care workforce is welcome and has the potential to reduce the
need for hospital admissions, A&E attendances and outpatient appointments. This both improves patient
experience and enables person-centred management of people’s health. That aspiration now needs to be
supported by a workforce implementation plan which addresses the wider system challenges facing the
health and care workforce, and to ensure that very welcome investment in additional primary care roles
does not destabilise recruitment and retention in other parts of the sector.

We look forward to working with the national bodies and our partner organisations in primary care as the
plans for PCNs progress. It seems likely that the capacity to develop PCNs at pace will vary across the
country and local systems will all welcome support. We will be sharing examples of good practice to
capture how different care models, including PCNs, are developing which operate with strong primary
care and community services at their core.
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NHS Providers On The Day Briefing: The Kark review of
the Fit and Proper Person Test

In July 2018, the former Minister of State for Health, Stephen Barclay MP, commissioned Tom Kark QC
to review the scope, operation and purpose of the Fit and Proper Person Test (FPPT). The review has
looked in particular at how effective the FPPT is in preventing unsuitable staff from being redeployed
or re-employed in the NHS. The review was recommended by Dr Bill Kirkup in his report into Liverpool
Community Health NHS Trust, in February 2018.

This briefing sets out the key recommendations and findings of the review, which are significant and
potentially far reaching. Members will also want to familiarise themselves with the details in the
review report. Should you have any comments or questions about the review or this briefing, please
get in touch with Ella Jackson, policy advisor, via Ella.Jackson@nhsproviders.org.

The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 requires all trusts to ensure
that all executive and non-executive director posts (or anyone performing similar or equivalent functions)
are filled by people that meet the requirements of the Fit and Proper Person Regulations (FPPR). The
definition of directors includes those in permanent, interim or associate roles, irrespective of their voting
rights at board meetings. These regulations were introduced in November 2014 and the fundamental
standards came into force in April 2015.

The regulations (Section 1, Paragraph 5, or 'Regulation 5" as CQC refers to them in its guidance) place a
duty on trusts to ensure that their directors, as defined above, are compliant with the FPPR. The regulations
stipulate that trusts must not appoint or have in place an executive or a non-executive director unless they
meet certain standards. While it is the trust’s duty to ensure that they have fit and proper directors in post,
CQC has the power to take enforcement action against the trust if it considers that the trust has not
complied with the requirements of the FPPR.

The Kark review has identified a range of issues with the test and the way it is currently interpreted and
applied. The review concludes that the FPPT does not do everything that it holds itself out to do and is
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regarded by some as a distraction or a tick box exercise, with no real effect on patient care or safety. It does
not ensure directors are fit and proper for the post they hold, and it does not stop people who are unfit
from moving around the system.

The review identifies a range of problems with the FPPT, including:

e The test only applies to providers. The universal view among those who gave evidence was that it
should apply to all areas of the NHS including commissioners and NHS arms length bodies (ALBs).

e The testis applied fairly vigorously on issues such as bankruptcy, Disclosure and Barring Service (DBS)
and convictions, but considerably less vigorously (or not at all) on other important aspects such as
whether the director has the competence, experience and qualifications to perform the role.

e The quality of information retained by each trust about each director and in support of its decision on
the FPPT is of very varying quality and is sometimes non-existent.

e In some cases, the test is being used as a vehicle for trusts to remove individuals on the ground that
they were not compliant with the FPPR, after disciplinary proceedings had been concluded with only a
warning or suspension.

e Thereis a lack of clarity as to who is regarded as covered by the test. The responsibility for deciding,
beyond those on the board, to whom the test should be applied sits with the trust. This leads to
disparity between different trusts as to whom the test is applied.

e The FPPT requires that individuals have the qualifications, competence, skills and experience necessary,
but there are no set criteria or standards; the test is much more fluid and will vary for different roles and
vary over time.

e Currently, someone is not fit and proper if they have been ‘privy to’ serious misconduct or
mismanagement. The review suggests that anyone on a board is privy to the issues raised before the
board or which come to light and are revealed to the board; therefore this regulation would apply to
the most junior member of a board which many years ago was responsible for serious
mismanagement. It argues this does not seem to allow for insight, reparation, reskilling, rehabilitation,
remorse or understanding. The review recommends the words ‘privy to" are removed.

e There is confusion about the checks that should be made on directors. The review concludes all
directors (clinical and non-clinical) should have a DBS check.

e There is confusion and dissatisfaction regarding CQC’s role in relation to the FPPT. The CQC inspects
organisations and cannot regulate individual directors, therefore it assesses whether trusts have the
systems and processes in place to ensure that all new and existing directors are, and continue to be, fit
and proper. A trust could have all the correct processes in place but these may not elicit all the relevant
information about a director. This could result in the appointment of potentially unfit director which
would not be picked up by the CQC. The review suggests that, as a result, the assurances given by the
CQC via their 'Well-Led' rating, may be optimistic and not well-founded.

e There are difficulties for trusts trying to investigate a director’s historical conduct in previous
employments.
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The review suggests it would be relatively easy to reinforce the FPPT by prescribing further tests by which
a director can more easily be excluded or barred from appointments. However, it warns that a higher bar
might make these jobs even less attractive, recognising that there is a dearth of suitable, qualified people
willing to apply for senior executive jobs in NHS trusts.

The review suggests that while progress has been made to improve the culture of providing care within
the NHS, the reality is that steps taken to deal specifically with failures in management have been less
effective than they should have been. There are cases where directors commit serious acts of misconduct
or mismanagement and yet are able to move to other roles within trusts or another part of the NHS. The
use of settlement agreements and pay-outs, together with a bland agreed reference and confidentiality
clauses has facilitated this.

The review concludes that a system has to be devised to ensure that those who take on the role of senior
management at board level in the NHS are equipped with the skills necessary to undertake that important
function; that they can be critically assessed to ensure they have those skills; that such assessment is
continuous throughout their career; that they can be supported where appropriate to improve their skills;
that they are supported and receive further training if things go wrong or if they are found not to have all
the skills necessary.

It recommends that this system include the following (set out in more detail below):

1 All directors should meet specified standards of competence to sit on the board of any health
providing organisation.

2 A central database should be created, holding relevant information about qualifications and history
about each director (including NEDs).

3 Full, honest and accurate mandatory employment references should be required from any relevant
employer where an employee is moving from a post covered by Regulation 5 to a post covered by
Regulation 5.

4 The FPPT should be extended to all commissioners and other appropriate ALBs (including NHS
Improvement (NHSI) and NHS England (NHSE)).

5 An organisation should be set up with the power to suspend and to disbar directors who are found to
have committed Serious Misconduct.

6 In relation to the FPPR, the words 'been privy to" are removed (as described above).

7 Further work is done to examine how the test works in the context of the provision of social care. The
review team concluded that the question of how the FPPT works in social care was too big and
complex to be dealt with in this short review.

Recommendations 1 and 2 were accepted by the Secretary of State for Health and Social Care upon

publication of the report. Baroness Dido Haring (Chair, NHSI) has been asked by the Health Secretary to
consider the remaining recommendations and how they can be implemented.
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There was very strong resistance from the majority of those the review team spoke to, to imposing more
formal regulation than was absolutely necessary. Consequently, the review team has not gone so far as to
recommend a new, director-focused regulator to oversee and regulate the appointment and continued
employment of trust directors. In their view, the effect of doing so would risk creating a new problem of
devolving or diminishing responsibility from trust boards for their own appointments. However, they
recommend this position should be kept under review.

The review team also make clear that it is crucially important to distinguish the treatment of those
directors who are not currently very good at the job (i.e. their competence is poor or the task too great)
and who could, with support and/or training, become competent, from those who have been involved in
serious misconduct.

The review team also acknowledge that the great majority of trust “Boards and Chief Executives, Chairs and
Directors perform an outstanding job, with determination, insight, self-reflection, with a careful view as to
the effectiveness of the Board's function, and often, if not always, in challenging financial circumstances”.
They point out that none of the recommendations should remove from the trust board the overarching
responsibility for good corporate governance and the overall responsibility of trust boards to protecting
staff and patients.

Recommendation 1: Standards of competence

This recommendation was accepted by the Secretary of State for Health upon publication of the report.

The report concludes that there is a lack of required, adequate, quality training as to what the function of a
board is, how a good board operates and how to be an effective board member in the NHS.

The review recommends that:

e In order to assist the effectiveness of boards and board directors and to encourage people within the
service to consider board posts, NHSI should, in consultation with other bodies such as the NHS
Leadership Academy and the Academy of Medical Royal Colleges, define, design and set high level core
competencies which must be met by any person holding or aspiring to a directorship post (including
Interim directors and NEDs. Whether or not a director meets the FPPR should be assessed against the
identified competencies.

e The high-level core competencies should be embodied in a schedule to the Regulations and that
further guidance should be issued when appropriate by NHSI to set out in detail the competencies to
be met by every health trust board director and equivalent post.

e The required high-level core competencies relevant to directors should include knowledge and a
general understanding of a number of core issues, no matter what role is undertaken: Board
governance; Clinical governance; Financial governance; Patient safety and medical management;
Recognising the importance of information on clinical outcomes; Responding to serious clinical
incidents and learning from errors; The importance of learning from whistleblowing and ‘speaking up’;
Empowering staff to make autonomous decisions and to raise concerns; Ethical duties towards patients,
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relatives and staff; Complying and encouraging compliance with the duty of candour; The protection,
security and use of data; Current information systems relevant for health services; The importance of
issues of equality and diversity both within the hospital in workforce issues and in relation to
appointments to the Board; and the importance of complying on a personal basis with the Nolan
principles.

e As part of trusts’ ongoing responsibility to assess the competency of each member of the board or
those applying for a directorship post, trusts should ensure any necessary training is undertaken by
board members where gaps in competency have been identified.

e During the 'Well-Led" inspection, CQC should review the evidence, including sampling appraisals in
respect of the directors, to ensure that they are currently able to meet the core competencies, have
regular appraisals and are up to date with personal development plans.

e This approach should be kept under review with consideration to be given in due course as to whether
a more formalised gateway, registration and validation system is necessary to ensure all directors have
acquired and demonstrate the necessary core competencies.

Recommendation 2: A central database of directors

This recommendation was accepted by the Secretary of State for Health upon publication of the report.

The review team believe there is a ‘startling’ lack of information about the people who manage health
trusts at director level'. For example, there is no background information held in relation to board
members, no compulsory or comprehensive training at CEO or board level, no accreditation, continuous
development scheme or 360-degree appraisal.

The review recommends that:

e A body (such as NHSI) (referred to as the ‘Central Database Holder') creates and retains a database
which will hold information about each director (including NEDs) to be accessible to potential
employers, the NHSI and CQC and where necessary the Health Directors Standards Council (see below).
This could be held in any part of the NHSI system and stored in a ‘'NHSI Directors’ Database’. Until this
can be placed on a statutory footing the consent of each director about whom information is held will
be required.

e The database will hold a list of directors and information about each director such as the following:
Name; Current employer; Job description of current employment; A full employment history and
explanation of gaps (any gaps that are because of any protected characteristic as defined in the Equality
Act 2010 would not need to be explained); History of training and development undertaken; Available
references from previous employers; All relevant appraisals and 360 reviews; Any upheld disciplinary
findings; Any upheld grievance findings; Any upheld whistleblowing complaint; Any upheld finding
pursuant to any Trust policies or procedures concerning employee behaviour; Any Employment
Tribunal judgment relevant to the director’s history; Any settlement agreements relating to work in any
health-related service; Criminal convictions; and Whether the director is or has ever been disqualified or
disbarred as a director.
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Consideration should be given to ensuring that the information required to be held by trusts for
provision to the CQC by reason of the FPPR should mirror the information to be held by the Central
Database Holder so as not unnecessarily to add a burden to trusts. The CQC should be given access to
the Central Database when appropriate to assist CQC to carry out its function.

All relevant employers should be required within a reasonable time to provide to the Central Database
Holder the information listed above in relation to each person identified as a director (or those holding
equivalent positions) and trusts should keep the information provided to the Central Database Holder
regularly updated and current

The CQC should review whether or not trusts have complied with this duty during their ‘Well-Led'
reviews. We recommend that all relevant employers be required within a reasonable time to identify all
those in ‘equivalent’ directorial positions whom it considers fall within the FPPR test to the Central
Database Holder and to the CQC.

Recommendation 3: Mandatory references

The review recommends that:

Full, honest and accurate mandatory employment references should be required from any relevant
employer where an employee is moving from a post covered by Regulation 5 to a post covered by
Regulation 5. Such references must not be subjected to any limitation by the terms of a compromise or
settlement agreement and any such attempted limitation shall be regarded as of no effect. The ‘old’
employer must provide such a reference and the 'new’ employer must require one.

Where an applicant for a role covered by Regulation 5 is being promoted from a non-board director
position or is moving from a directorship role in an organisation not covered by Regulation 5, the ‘new’
employer must make every reasonable attempt to obtain a reference meeting the requirements of the
mandatory reference form and to acquire any missing information from the ‘old" employer and from
the incoming employee.

The precise nature and requirements of the mandatory reference form is to be devised by NHSI in
conjunction with the CQC, NHSE, NHSLA and other relevant organisations

Each mandatory reference form written for an outgoing director must be signed off by a board director
or other director covered by regulation.

Each employee concerned should have the right to see and note a challenge to the accuracy and
fairness of the mandatory reference and provide such explanation as he or she wishes to in writing.
Any relevant employer employing a director must require to be furnished with such a reference as is
specified and should retain it on its records as well as supplying a copy to the Central Database Holder.
The Regulations should be amended so as to incorporate reference to a mandatory reference form.
The CQC should review employment references provided by trusts including forward references as part
of their 'Well-Led' review. This assessment should review whether they have met the mandatory
reference criteria both for current employees (as directors) and the references written by the employer
for onward transmission to future employers.

A failure to comply with the mandatory reference requirement should be considered by the CQC as
part of their ‘Well-Led' reviews and should lead to the referral of the director signing-off the reference to
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the Trust or the HDSC for Serious Misconduct where there is evidence of deliberate concealment of
relevant information or dishonesty. CQC should provide further guidance on this aspect of the Trust's
duties.

Recommendation 4: Extending FPPT to all commissioners and ALBs

The review recommends that:

The FPPT should be extended to apply to all commissioners although because of the current lack of an
appropriate regulator of non-providers, the review recommends that, as a first step, that the test is
extended by means of voluntary adoption.

A scoping exercise be undertaken with a view to the test being extended by statute to apply to CCGs
and appropriate ALBs but that in the meantime the Senior Appointments Guidance be updated and
the principle components of the FPPT be adopted.

Recommendation 5: The power to disbar directors

The review recommends that;

An organisation is set up which will have the power to suspend and to disbar directors covered by
Regulation 5, who are found to have committed Serious Misconduct (see below). In order to affect this,
legislation is likely to be required. Such an organisation could be housed within NHSI, and could be
known as the 'Health Directors’ Standards Council’ (HDSC).

Serious Misconduct should be defined, but the review offers a view on the behaviours that should be
included. This definition should be incorporated into the FPPR.

Consideration should be given to ensuring that the FPPT incorporates as Serious Misconduct the same
issues as described above by listing these factors as a separate schedule to the Regulations.

In considering allegations of misconduct the following process should be adopted: All Serious
Misconduct where an employee is still employed by the Trust (the relevant Trust) at which the Serious
Misconduct is said to have occurred would first have to be investigated by that Trust. Any Serious
Misconduct alleged to have occurred at a previous Trust would be investigated by the HDSC; and If
following an investigation by the relevant Trust, Serious Misconduct was found to have occurred, the
director concerned would require referral to the HDSC. Such a referral would be mandatory.

There should be separate routes of referral and or escalation or appeal, to the HDSC from Trusts, other
institutions (such as the CQC and professional regulators such as the General Medical Council and
Nursing and Midwifery Council) or individuals (which would have to pass a reasonable prospects test).
The HDSC should have the power permanently to disbar a director although the HDSC's powers should
also include shorter periods of disbarment.

The HDSC should have the power to impose an interim (paid) suspension while an investigation takes
place, of no longer than six months, where the safety of the public or other public interest requires it.
A director who is currently disbarred by the HDSC may not be regarded as a fit and proper person
under Regulation

The Department of Health and Social Care should take steps to ensure that employment contracts for
board level directors and their equivalents reflect that a finding of Serious Misconduct by the HDSC is to
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be regarded as gross misconduct for the purposes of the employment contract and would normally
operate so as to prevent an individual from receiving notice period monies and any ‘golden goodbye'.

e The CQCand all appropriate ALBs should amend their appointment rules to prevent them employing
someone who has been disbarred by the HDSC for Serious Misconduct.

e Al NHS commissioners, commissioning services from the independent sector, should be prohibited
from commissioning services from any provider where a disbarred or suspended director sits on the
board of the provider or who holds an equivalent director’s post.

e [f necessary the HDSC be provided with the same powers as the CQC to require Trusts to supply
information relevant to the exercise of its powers.

e There should be a statutory time limitation period of five years in relation to historic complaints about
Serious Misconduct, unless there are exceptional circumstances and the public interest requires action
to be taken.

e All other misconduct (not falling to be categorised as serious) ought to continue be dealt with within
the employing Trust as a disciplinary issue.

NHS foundation trusts and trusts have a duty to ensure patient safety and the provision of high quality
care. In the words of the Kark report itself, “the great majority of Trusts [have] Boards and Chief Executives,
Chairs and Directors perform[ing] an outstanding job"”. We also need to recognise, however, that a very
small number of boards and directors have failed in their duties.

The fundamental principle which lies at the heart of foundation trust and trust governance is that the
unitary trust board is responsible for everything that happens within the trust. This brings vital clarity in an
environment which contains a significant amount of risk — for example safety risk, clinical risk and financial
risk. The ability of trust boards to appoint their own directors and oversee their conduct is a key part of that
responsibility. We therefore need to consider anything that cuts across this with real care and attention.

Striking the right balance between ensuring the vast majority of trust boards and directors have
appropriate autonomy to do their job effectively and intervening to prevent serious failure is difficult but
vital.

The proposals in today’s Kark Review are significant and potentially far reaching. These recommendations
would normally be the subject of a full consultation with opportunity for trusts who will be most affected,
and will have to implement the proposals, to give their views.

It is therefore regrettable for the Government to have announced today that they will accept some of the
recommendations without such consultation. We will seek to ensure that the views of trusts are fully and

properly heard as those recommendations are implemented.

We note the Government's decision to remit consideration of some of the recommendations to Baroness
Harding, the Chair of NHS Improvement, as part of her work on workforce issues. We will be writing to
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Baroness Harding shortly to seek her assurance that she will create a full and proper consultation process
that, in our view, should follow well established Government/NHS best practice on consultation. We also
note that the report itself attributes views to NHSI on the issues covered by the report which we believe
trusts will disagree with. So we will also be seeking assurances on how NHSI will treat any feedback from
the provider sector and how NHSI will formulate its final views.

We have engaged extensively with our membership and the review team on these issues, giving evidence
to the review twice, including involving member chief executives and a company secretary on the second
occasion. We will want to talk to our members in detail about the proposals but already have a series of
questions where we know trusts will have concerns. These include:

e How the operation of any central database of directors will work in practice to ensure the burden of
compliance is proportional and reasonable, particularly given the vast majority of directors perform an
outstanding job

e How to create a meaningful and proportionate set of core competences and accompanying
assessment process to ensure individuals' fitness to be directors. Assessing the effectiveness of an NHS
board director is not simply about checking whether a director has the right basic knowledge of NHS
finances and clinical safety processes. Judgement, behaviour and cultural approach —issues that are
not amenable to a tick box assessment of knowledge - are often more important. That's precisely why
trusts need appropriate autonomy to judge the fitness of their directors and decide who to appoint.

e How possible it will be to create a robust, universally applicable, definition of “serious misconduct”
given that this has been notoriously difficult to define in the past and that many of the areas the Kark
review suggests it covers are not amenable to black and white judgements.

e Whether a Health Directors’ Standards Council is required, and if one is created, how it would work in
practice. This will include exploring issues such as rights of appeal and the interactions with both
employment law and the trust's duties and responsibilities as the director's employer.

Trust board directors have a complicated and difficult set of responsibilities to undertake. We owe it to

them to listen to their views and carefully think through any changes to the environment in which they
operate. There's a danger of failing to do that here.
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The Topol review — preparing the healthcare
workforce to deliver the digital future

The final report of the review into the future of technology in the NHS, commissioned by the Secretary
of State for health and social care and led by Dr Eric Topol, has been published. It explores the
implications of digital developments in the NHS, including how to prepare and train the healthcare
workforce to transform the way they care for patients, diagnose and treat diseases, and prevent illness
from developing. If you have any questions about this briefing or our work in this area please contact
Leanora.Volpe@nhsproviders.org.

The NHS long term plan identifies a need for the NHS to adopt a responsive and innovative approach to
using technology in the workplace to reduce workload, improve and personalise patient care, and make
the best of digital developments into the future. This review makes recommendations to the NHS about
how to enable staff to make the best use of technologies such as genomics, digital medicine, artificial
intelligence and robotics to improve services, supporting the NHS long term plan, and the upcoming
workforce implementation plan.

Key recommendations include:

e The NHS must focus on building a digitally ready workforce that is fully engaged and has the skills and
confidence to adopt new technologies and deploy them in the delivery of day to day care across the
health system. This will be achieved through training programmes, continued professional
development (CPD), sabbaticals and secondments, as well as top-down cultural change to create a
culture of learning and development.

¢ Digital medicine will require leadership to direct the agenda, including board level roles and senior
roles to advise boards on digital technology. Board level skills in data provenance, curation and
governance will be necessary to support organisations to safely and effectively build digital capability,
and make informed investment decisions.

e The NHS will need to build specialist capacity to commission and evaluate health technologies and
make informed investment decisions. It should collaborate with academia and industry to create a
pipeline of specialist staff including robotics engineers, data scientists and artificial intelligence (Al)
specialists moving into the NHS.

e Regulators, academic institutions and professional bodies will be encouraged to identify the skills,
behaviours and values required to build a digitally enabled workforce, and to develop curricula and
training programmes accordingly.
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Many of the developments outlined in this review focus on the increasing use of technology not just in
specialist hospital settings, but encompassing the whole health system. This ambitious review of the
potential for technology in the NHS has some key implications for trusts, many of which will be impacted
by increasing use of technology across the services they provide.

A primary consideration for trusts will be the need to upskill their workforce to ensure that all staff have an
appropriate level of digital literacy to implement technology in their day to day roles and enhance patient
care. This includes prescribing and analysing data from wearable technology and monitoring equipment,
using genomic data to make informed decisions about patient care, and using predictive analysis to
identify at risk populations and manage them accordingly.

The ambition for all NHS staff to develop digital literacy and capability in understanding and evaluating
health data will have a significant impact on staff training, both internally and in terms of CPD time. Trusts
may wish to consider this in forward planning. Training budgets and workforce pipeline for specialist staff
are key interdependencies for trusts seeking to increase the knowledge and skills of their workforce. In
addition, trusts may be asked to build digital literacy at their board level to enable organisation-wide
cultural change and support staff at all levels to take up digital technology in their daily practice.

Engagement with patients and carers when developing the use of technology in their services, will also be
key when ensuring that digital solutions reflect local needs and meets the needs of patients using the
service. There will also be a need to ensure that the implementation of digital healthcare complements
work being done in local systems to integrate care and services to streamline patient pathways, including
the joining up of health and care records.

The review explores how technology used in healthcare will impact the roles and functions of healthcare
staff over the next two decades, and sets out a series of recommendations for the NHS and other relevant
bodies, including Health Education England (HEE) and regulators, to ensure that the uptake of technology
in the NHS is evidence-based, supported by engaged and capable staff, and supports improvements in
patient care.

The review addresses opportunities to scale up the use of innovative technology in the NHS while
acknowledging the need for any large-scale change to the delivery of care to be underpinned by robust
frameworks for data governance, cyber security, ethics and a commitment to maintain personalised care.
While the review identifies that all staff in the NHS will need to have digital literacy in the next 20 years, it
emphasises that the role of technology is not to replace staff, but to augment their roles and enable them
to gain more time to care for patients.
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Transformation of digital technology in the NHS

Digital transformation in the NHS is gathering pace. The review identifies a series of digital and
technological developments which are likely to take place in the NHS over next 20 years. These include the
use of telemedicine, smartphone apps for patients to monitor their health, speech recognition, genomics
including genome writing, interventional and rehabilitative robotics, and the use of predictive analytics to
anticipate and prevent ill health in patients. However, these developments in the use of technology in the
NHS build on an already growing breadth of services using technology to support patient care, such as
telemedicine and online appointment booking, as well as increasing use of genomics in healthcare.

The impact on patients and carers is central to the review with an emphasis on ensuring that care is shifted
closer to home. Care is envisaged to become less paternalistic, sped up by the use of technology to
empower and inform individuals. The review has identified that while the majority of the population has
access to the internet, less than a quarter have registered for online GP services, illustrating the need to
work with patients to co-create digital applications that meet their needs. In addition, the review
emphasises the need to ensure any use of technology in healthcare is able to redress health inequalities,
rather than enforcing them.

The review sets out three principles essential to the spread of technology in the health system:

e Patients need to be included as partners and informed about health technologies, with a focus on
marginalised and vulnerable groups, to ensure use of technology is equitable and does not reinforce
inequalities present in society.

e The healthcare workforce needs expertise and guidance to evaluate new technologies

e The adoption of new technologies should enable staff to gain more time to care, promoting deeper
interaction with patients.

The review makes recommendations around the development of clear frameworks to safeguard
confidentiality, and inspire the confidence of citizens, as well as identifying a need to make sure that
programmes are developed to engage and educate the public about digital healthcare technologies and
genomics, including local arrangements to provide needs-based targeted education and support. Such
programmes should be developed closely with patients.

Other enablers of effective digital transformation in the NHS include the completion of digitisation and
integration of health and care records to avoid inadvertently introducing further fragmentation and
duplication into the patient pathway, and the resolution of uneven NHS data quality with gaps in
information governance, to enable smooth uptake of technology across the NHS.

Evolving and developing the health workforce

The rollout of genomics will have significant implications for the NHS workforce, and while pace of change
may vary depending on specialty, ultimately the increasing use of technology in the NHS will impact on all
professionals. For example some aspects of care and management of rare diseases will remain largely in
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the domain of specialised colleagues but risk prediction for common diseases and pharmacogenetics will
become mainstream.

In light of this, the review is clear that in order for healthcare to make effective use of the new technologies
available, the entire health workforce will need to evolve, and develop digital literacy so that they can
confidently provide care informed by digital technology and data. The review sets out a number of
recommendations to support this transformation of the workforce.

Training and education

Education and training are key to the scaling up of technology in the NHS and the ability of staff at all
levels to carry change into their day-to-day roles, and the review makes a series of recommendations to
the NHS, educators and professional bodies to support the building of capability in the NHS workforce,
including:

e Healthcare professionals should receive training in genomic literacy to help them understand the
basis, benefits and ethical considerations of genomics in healthcare. Resources should be developed to
educate and train all healthcare professionals in health data provenance, curation, integration, ethics
and critical appraisal of health technologies and data.

e Academic institutions should ensure genomics and data analytics are prominent in
undergraduate curricula, and should ensure the expansion of undergraduate capacity in genomics,
bioinformatics and data science, to support an increased supply of specialist staff entering the NHS.

e The NHS should foster a culture of learning, with strong workplace learning infrastructure, reputation
for training and support, and dedicated staff time for development and reflection, supported by the
training of a cadre of educators and trainers who are able to lead the timely upskilling of the NHS
workforce.

¢ Lifelong training should be made available for healthcare professionals to maintain up-to-date
capability in a rapidly evolving field, including ‘just-in-time' digital updates and CPD.

e The NHS should invest in its existing workforce to develop digital skills including assessment,
evaluation and commissioning of digital technologies through the digital academy, CPD, secondments
with links to the technology industry, and secondments.

e HEE should establish a digital education programme, to implement the digital education strategy and
complement the genomics education programme.

Specialist and technical roles

While building capability in the wider clinical workforce is essential to making sure the use of technology

to improve care reaches patients, the NHS will also have a need to built capacity in specialist roles,

including bioinformaticians, artificial intelligence specialists, genomic counsellors, clinical scientists and

specialists in genomic medicine. The review's recommendations around building specialist technological

capability in the NHS include:

e The NHS should train a cadre of specialists in the regulation and assessment of digital
technologies.
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e The NHS should collaborate with academic industry and technology industries through new
apprenticeships and masters’ schemes, including the NHS Digital Academy, to develop a pipeline of
robotics engineers, data scientists, and then attract them to work in the NHS.

e (Capacity in the NHs genomic medicine service should be built, including increasing capacity for
genomic counsellors, clinical scientists and specialists in genomic medicine, to support the widespread
increase in the use of genomics to support healthcare across the system.

e An attractive career pathway should be developed for bioinformaticians, with an expansion of
higher specialist training for clinical bioinformaticians and specialist posts with dedicated time to work
in partnership with academia or the health technology industry.

e To manage the national shortage of Al specialists, a national programme of industry exchange
networks should be created to benefit the NHS, and the NHS should leverage its global reputation to
attract skilled data scientists from around the world.

e The NHS should commission flexible and responsive training for specialist roles, and work with PSRBs to
introduce and strengthen accreditation of newer specialist groups.

Supportive leadership to enable change

Digital medicine will require leadership to direct the agenda, including board level roles and senior roles to
advise boards on digital technology. Skills in data provenance, curation and governance will needed
within the leadership of NHS organisations to foster a learning culture where staff are supported to
develop capability in digital healthcare technologies. The review recommends the following measures are
taken at the level of NHS leadership to enable progress:

e Organisations should assign board-level responsibility for the safe and effective adoption of digital
health technologies, with a focus on clinical outcomes and promoting effective and consistent staff
engagement.

e Boards should take responsibility for effective knowledge management to enable staff to learn from
experience and build and share knowledge.

e Organisations employing and training staff should ensure current and new staff are supported to
reach an appropriate level of digital literacy.

e Systems should be strengthened to disseminate lessons from early adoption, and share examples of
effective, evidence based technological change programmes.

The Topol Review sets out an ambitious vision for digital transformation across the NHS workforce. Trusts
will welcome this vision given the rapid advancement of technology available to providers and an
increasing demand from patients to use digital platforms to better manage their health and care needs.

We particularly welcome the completion of this proactive review as a valuable part of a wider strategy to
upskill the NHS workforce. The work of Dr Topol's team needs to be supported by the development of a
series of well-defined and implementable measures to ensure both current and future generations of NHS
staff are better equipped to get the most out of technology.
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Enhanced digital literacy will require significant investment. While the review does not make specific
recommendations around the funding of genomics training, Al and robotics, patient data analysis and
many other strands of the prescribed technological education, it is clear to providers that the national
training budget will need to be significantly increased to meet the ambitions outlined therein.

Furthermore, the 2019 comprehensive spending review will need to address these requirements alongside
a series of complementary education and training initiatives for NHS staff to be detailed through the
national workforce implementation strategy within the coming months. These initiatives must be clearly
costed and genuinely deliverable if we are to tackle the significant challenges faced by the NHS workforce
in the short and long-term.

NHS trusts see the potential for technological transformation to make a tangible difference to the NHS,
consistently rating it as a key factor to improve workforce productivity. We look forward to engaging
further with HEE and other national policy-makers to support boards to build their strategic capacity in this
space, share good practice and develop the next steps needed to realise the ambitions of this review.
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The Newcastle Upon Tyne Hospitals NHS Foundation Trust [F93:30%
Northumbria Healthcare NHS Foundation Trust 92.72%
Gateshead Health NHS Foundation Trust 92.66%

City Hospitals Sunderland NHS Foundation Trust

County Durham and Darlington NHS Foundation Trust

Harrogate and District NHS Foundation Trust

© 0O NO Ul WDN

South Tees Hospitals NHS Foundation Trust

York Teaching Hospital

North Cumbria University Hospitals NHS Trust

ENGLAND

Above January position indicative, Submission is noon on 215t February 19

92.37%
90.04%
89.90%
89.04%
81.46%
80.04%
86.61%

Dec 18

ey 33 61%

Current January 19

(at 20/2/19)

89.04%

December 18
Ranked 9th in the
region
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Trust apportioned Clostridium difficile

Clostridium Difficile Cases - April 2017 to January 2019

e Cumulative trajectory 2018/19 === Cumulative numbers 2017/18 sy Cumulative numbers 2018/19
60 -+
50 4
40
30 4
20
10 4
0 .
o1 o~ = S - G > o € =
< < E) = 3 ¥ o S a8 8 8 S
Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
JC24 JC31 ECTO JOOB Friary JC35 JC12 JC36 JCSSU
JC14 Jc1d FHGara FHGara JCITU3 JC33 | Jci4 JC09 JC06
JSRU JCos JC33 Zetland JCGHDU JCGHDUY JCO6 JO04 JCO4
JC34 MU FHN JCOT JCO3 FHARMND
JC12 JCO5
JC11 JC33
JC27 ZETLAND
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Delivering Safe Care 18/19

New or deteriorating category 2 Falls January 2019
pressure ulcers January 2019

= hlean = Mean
Warning Lines (95.0%) Wi i3 Lines (95.0%)
== Control Lines (99 .0%) == Control Lines (99.0%)

140 70

Rate 3.4 per 1000 bed days.

Pressure ulcer reporting definitions have been 5.3 per 1000 bed days.

changed in line with NHSI guidance. This has Rat ithi | el
removed the 72 hour rule resulting in increased ate within normal variation

numbers from Jan 19.

Continued Focus on Falls Prevention Strategies
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A
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Patient Experience
Trust NHS

South Tees Hospitals
How do patients rate NHS Foundation Trust

us out of 10...7

Consistency & Treatment with
coordination respectand Kindness and
of care dignity Involvement Good Doctors Good Murses  Moise atnight COMpPassion Cleanliness Hand Hygiene Medicines Pain control

POPQQVPQQoe

In January 2019 patients gave us an overall rating of... 9_ 64 outof10

% of patients surveyed would 949}0 No of patients on new 1 65

No of rezpondents 361
highby likehy or likely recommend this medication
ward to their families and friends
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People &

Sickness % Rate
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I Sickness ™™ Target

SDR % Rate - 75.93% (Target 80%) Training % Rate 90.02% (Target 90%)

2015/16 2016/17 2017/18 12018/19 2015/16 2016/17 2017/18 '2018/19

68.58% 71.27% 84.70% 78:15% 79.75% 89.35% 92.38% | 90.36%
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Summary Financials by Centre — January 2019

Summary FHnancials

Community Care
Income

Pay expenditure
Non-Pay expenditure
EBITDA

Clinical Support
Income

Pay expenditure
Non-Pay expenditure
EBITDA

Urgent and Emergency Care
Income

Pay expenditure

Non-Pay expenditure

EBITDA

Specialist and Planned Care
Income
Pay expenditure

Non-Pay expenditure
EBITDA

Corporate

Control Total

101,039.7
(60,952.0)
(19,977.0)

20,110.7

35,262.8
(57,392.6)
(21,015.6)
(43,145.4)

62,910.8
(51,480.7)
(4,908.1)

6,522.0

263,399.3

(100,532.7)

(76,025.5)
86,841.2

(78,829.1)

(8,500.6)

Year to Date

Actual

£'000

101,007.8
(58,867.1)
(20,014.2)

22,1265

33,596.4
(56,226.3)
(20,773.3)
(43,403.3)

63,413.3

(52,626.3)

(4,972.8)
5,814.2

256,497.9

(101,205.1)

(77,360.5)
77,932.2

(71,473.3)

(9,003.6)

Variance

2 0[0]0]

(31.9)
2,084.9

(37.2)
2,015.8

(1,666.4)
1,166.3
242.3

(257.9)

502.5
(1,145.6)
(64.7)
(707.8)

(6,901.5)

(672.5)
(1,335.0)
(8,908.9)

7,355.8

(503.0)

Trust Headlines

Month 10 YTD

Control Total

(E503k) behind plan

Productivity and

Efficiency savings

£29.5m YTD Plan
£33.7m YTD Actual

£35.6m Plan for year
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NHS

South Tees Hospitals

Council of Governors
12t March 2019

Steven Mason, Director of Finance
Finance

NHS Foundation Trust





Executive Summary 2018-19 Forecast position

Budget Heading Plan £'000 | Actual £'000 | Variance £'000
Clinical Income 5475405 | 544,005.9 (3,534.7) Circa £39m P/E
o delivered vs £35.6m
Divisional Income 40,688.6 41,655.2 966.6 plan
Pay expenditure (360,404.7)] (358,641.7) 1,763.0 £15m recurrent
Non-Pay expenditure (216,970.1)| (222,971.8) (6,001.7) EZTT TS ELE
Non Operating Expenditure (20,950.4) (18,963.9) 1,986.5
(10,096.0) (14,916.3) (4,820.3)
NHS England settlement 0 2,000.0 2,000.0
Sale and Leaseback item 0 2,820.3 2,820.3
(10,096.0) (10,096.0) 0.0
31,000.0 .
Exit run rate for Closing Cash Balance
2019-20 circa. 1o Cash balances
30,500.0 £30.2m/ month 10 operating around
' : £2m — linked to
paybill 14,000
20.000.0 1A fact we havg a
i (10.1m) deficit
£10,000 plan
29,500.0 Pay Forecast M9
V=V
e Pay Actual Expenditure -
Maintain M10 est £6,00

29,000.0

£4,000

£2,000
28,500.0

-u..____}_-_-_‘

£l
Aug-18 Sep-18 Oct-18 Hew-18 Dec18 lan-19

' &

28,000.0

Jul-18

Apr-18
May-18
Jun-18 |
Aug-18
Sep-18
Oct-18
Nov-18 |
Dec-18
Jan-19
Feb-19
Mar-19

== {lisdiryg Cash Bal. [EODO)
——Flanned Closing Balance (EDDD)






Key movement 2018-19 FO to 2019-20 draft budget

2019-20
Income

2019/20
P/E
£22.3m

\[e]g Non ba RICS R&D
Recurrent pay change in b/fwd

inflation : :
P/E £1.3m guidance  funding

£23.7m £1.5m £0.5m

Forecast

&

©

|-
o
o
S
o
—
o
~

Non Medical Medical Pay Netimpact FHN Non-
Pay inflation inflation configuration Recurrent
£14.2m £3.4m £1.5m P/E £0.7m
Other items

£0.1m

2018-19
Forecast
2019-20 Draft

2019-20
Control Total






Executive Summary 2019-20 Draft position

@785
2313
( 79
-

(19.0
Gap (22.3)
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4.4 Smokefree stakeholder briefing V2.pdf
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Time to

- (Clear
the alr

NHS

South Tees Hospitals

NHS Foundation Trust

Stakeholder briefing:
Becoming a smokefree NHS

Introduction

South Tees Hospitals NHS
Foundation Trust has signed

a pledge to go completely
smokefree across our hospital
sites from 1 April 2019 to help
improve and protect the health
of our patients, staff and
visitors. A smokefree NHS is
about so much more than just
a smokefree site. It is about
improving the health of staff
and patients by identifying
those who smoke and offering
them practical support to quit.

As an NHS organisation, we
have a duty to protect and care
for the health and wellbeing of
our patients, staff and visitors.
Many of the people who access
our services are particularly

I \

Q Excellence in Patient Outcome and Experience

vulnerable to the harmful
effects of second hand smoke,
such as pregnant women,
babies, children and those with
medical conditions.

We recognise that smoking

is @ personal choice and we

do not discriminate against
those who choose to do so.
However we ask that everyone
helps us keep our buildings
and grounds smokefree to
protect others. If anyone is
seen smoking on our premises,
our staff have the right to
respectfully request for them
to stop and extinguish their
cigarette. Staff can call on
security for support if required.

www.southtees.nhs.uk





Improving health and
reducing admissions

While a smokefree site may feel
more pleasant to walk around,
and there are good reasons for
having this, it is the efforts in
helping patients and staff to quit
which will result in the biggest
health benefits.

Smoking is linked to nearly half

a million hospital admissions
each year. If patients can quit
smoking this helps reduce the risk
of wound infections and lowers
the risk of surgical complications
which in turn reduces hospital
stays and re-admissions.

As part of our smokefree
commitment, patients and staff
will be given the tools and support
they need to help them stop
smoking. Nicotine replacement
therapy is now available on all

of our wards, smokefree training
is available for all staff to access
online and we have also launched
a staff stop smoking programme.

Key messages to share

from 1 April

Smoking will not be permitted
anywhere on our hospital sites,
including the grounds

We will routinely offer stop
smoking advice to patients in
all clinical areas and Nicotine
Replacement Therapy (NRT) to
inpatients

All North East trusts have signed
the smokefree NHS pledge

- Tees, Esk and Wear Valleys
NHS Foundation Trust and
Northumbria Healthcare NHS
Foundation Trust have already
successfully introduced it

North Tees and Hartlepool NHS
Foundation Trust will also go
smokefree from 1 April 2019

The Trust's occupational health
service now provides a 12-week
programme to help everyone
who works on our sites to stop
smoking with the support of a
qualified stop smoking advisor

Get involved

Time to

Clear

the alr

As e-cigarettes do not expose
others to second hand smoke,
and offer a less harmful
alternative to smoking, patients
will be allowed to vape within
designated areas of our grounds
from 1 April

We have over 60 specially
trained smokefree champions
across our clinical areas to offer
support to staff and patients.
We are also encouraging all
staff to complete basic stop
smoking advice training

If anyone is seen smoking on
our premises, our staff have the
right to respectfully request for
them to stop

NRT is easily accessible from
pharmacies near to all our
hospital sites

¢ Signpost smokers to local stop smoking support services at

the earliest opportunity

e Share our social media posts using #steesSMOKEFREE

¢ Visit southtees.nhs.uk/about/smokefree for more information

Q Excellence in Patient Outcome and Experience

/

SMOKEFREE

www.southtees.nhs.uk
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5.3 - meeting and training schedule up to December 2020.pdf
5.3

South Tees Hospitals NHS|

COUNCIL OF GOVERNORS

SCHEDULE OF FORTHCOMING FORMAL MEETINGS AND TRAINING EVENTS

UP TO DECEMBER 2020

NHS Foundation Trust

DATE/TIME

FORMAL COUNCIL MEETING
(Governors are asked to mark out
10.00 am to 4.00 pm)

VENUE

MEDICAL DIRECTOR ATTENDING

Tuesday 12 March 2019
10.00am — 4.00pm

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

Prof Andrew Owens —
Medical Director, Corporate Clinical
Services

Tuesday 14 May 2019

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
Friarage Hospital,
Northallerton

Tuesday 16 July 2019
10.00am — 4.00pm

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

Sath Nag —
Medical Director, Community Care

Tuesday 10 September 2019
10.00am — 4.00pm

Annual Members Meeting

Timing - TBC

Council of Governors meeting

1.30 — 4.00pm

lan Haslock Lecture Theatre
LRI
JCUH

Board Room,
2" Floor Murray Building,
JCUH

Adrian Clements —
Medical Director, Urgent & Emergency
Care & FHN

Tuesday 10 December 2019
10.00am — 4.00pm

Training Programme

10.00 — 1.00pm
Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

David Chadwick —
Medical Director, Specialist & Planned
Care

Tuesday 10 March 2020

Training Programme

Update to the March Council of Governors meeting
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South Tees Hospitals NHS

NHS Foundation Trust

DATE/TIME

FORMAL COUNCIL MEETING
(Governors are asked to mark out
10.00 am to 4.00 pm)

VENUE

MEDICAL DIRECTOR ATTENDING

10.00am — 4.00pm

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

Prof Andrew Owens —
Medical Director, Corporate Clinical
Services

Tuesday 12 May 2020
10.00am — 4.00pm

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
Friarage Hospital
Northallerton

Tuesday 21 July 2020
10.00am — 4.00pm

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

Sath Nag —
Medical Director, Community Care

Tuesday 22 September 2020
10am — 4.00pm

Annual Members Meeting

Timing - TBC

Council of Governors meeting

1.30 — 4.00pm

lan Haslock Lecture Theatre
LRI
JCUH

Board Room,
2" Floor Murray Building,
JCUH

Adrian Clements —
Medical Director, Urgent & Emergency
Care & FHN

Tuesday 8 December 2020
10am — 4.00pm

Training Programme

10.00 — 1.00pm

Council of Governors meeting

1.30 — 4.00pm

Board Room,
2" Floor Murray Building,
JCUH

David Chadwick —
Medical Director, Specialist & Planned
Care

Update to the March Council of Governors meeting
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1.2 Declaration of Interest with Front Page Report.pdf
Register of
Governors
Interests

as at 12/3/2019

South Tees Hospitals NHS

MHS Foundation Trust

1.2

Newly appointed
Governors:

Any changes made
since last meeting:






Governors

Relevant and Material Interest

Directorships including non -
executive directorships held
in private companies or PLCs
(with the exception of those
of dormant companies).

Ownership part-
ownership or
directorship of private
companies business or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or
controlling share
holdings in
organisations likely
or possibly seeking
to do business with
the NHS.

A position of authority in a
charity or voluntary
organisation in the field of
health and social care.

Any connection with a
voluntary or other
organisation contracting
for NHS services or
commissioning NHS
services

Any connection with an
organisation, entity or
company considering
entering into or having
entered into a financial
arrangement with the NHS
foundation Trust

Ann Arundale - Governor |Nil Nil Nil Nil Nil Nil
Nil - but is a volunteer with
Great North Air Ambulance
Service but hold no
Plym Auty - Governor Nil Nil Nil position of Authority Nil Nil
Abigail Barron - Governor |Nil Nil Nil Nil Employed by HRW CCG [Employed by HRW CCG
Teesside University -
Higher education
Anne Binks - Governor Nil Nil Nil institution Nil Nil
Chief Executive of Carers
Together. A registered
Charity in the field of
Julia Bracknall - Governor |Nil Nil Nil Health & Social Care Nil Nil
Jon Broughton -
Governor Nil Nil Nil Nil Nil Nil






Directorships including non -
executive directorships held
in private companies or PLCs
(with the exception of those
of dormant companies).

Ownership part-
ownership or
directorship of private
companies business or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or
controlling share
holdings in
organisations likely
or possibly seeking
to do business with
the NHS.

A position of authority in a
charity or voluntary
organisation in the field of
health and social care.

Any connection with a
voluntary or other
organisation contracting
for NHS services or
commissioning NHS
services

Any connection with an
organisation, entity or
company considering
entering into or having
entered into a financial
arrangement with the NHS
foundation Trust

Janet Crampton -

Chair of Abbeyfield
Northallerton Charitable
Incorporated Organisation
(CIO). Trustee of Olive &
Norman Field Charitable
Trust. Trustee of The

Chair of Hambleton

Governor Nil Nil Nil Forum, Northallerton Dementia Action Alliance|Nil
Paul Crawshaw - Chair of Healthwatch
Governor Nil Nil Nil Middlesbrough Board Nil Nil
Clir Caroline Dickinson -
Governor Nil Nil Nil Nil Nil Nil
Stuart Finn - Governor Nil Nil Nil Nil Nil Nil
David John Hall -
Governor Nil Nil Nil Nil Nil Nil
Barbara Hewitt -
Governor Nil Nil Nil Nil Nil Nil
Rebecca Hodgson -
Governor Nil Nil Nil Nil Nil Nil
Volunteer as Community
First Responder for
Yorkshire Ambulance
Service. Member of
Patient Group at GP
practice - Dr Duggleby &
Mike Holmes - Governor |Nil Nil Nil Nil Partners, Stokesley. Nil






Directorships including non -
executive directorships held
in private companies or PLCs
(with the exception of those
of dormant companies).

Ownership part-
ownership or
directorship of private
companies business or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or
controlling share
holdings in
organisations likely
or possibly seeking
to do business with
the NHS.

A position of authority in a
charity or voluntary
organisation in the field of
health and social care.

Any connection with a
voluntary or other
organisation contracting
for NHS services or
commissioning NHS
services

Any connection with an
organisation, entity or
company considering
entering into or having
entered into a financial
arrangement with the NHS
foundation Trust

Susan Hutchinson -

Governor Nil Nil Nil Nil Nil Nil

Allan Jackson - Governor |Nil Nil Nil Nil Nil Nil
As previously noted
Director of Medical Studies
at Newcastle Univesity.
Financial arrangement in
place with the Trust to
provide teaching

Director of Medical Studies Undergraduate Medical

Steve Jones - Governor  |Nil Nil Nil at Newcastle University Nil Students.

Dr Adetayo Kasim -

Governor Nil Nil Nil Nil Nil Nil

Graham Lane - Governor |Nil Nil Nil Nil Nil Nil

Jean Milburn -

Governor Nil Nil Nil Nil Nil Nil

Alison Munkley -

Governor Nil Nil Nil Nil Nil Nil

Carolyn Newton -

Governor Nil Nil Nil Nil Nil Nil

Director of Board of Coast
Lynn Pallister - Governor |and Country Housing Nil Nil Nil Nil Nil
John Race - Governor Nil Nil Nil Nil Nil Nil






Directorships including non -
executive directorships held
in private companies or PLCs
(with the exception of those
of dormant companies).

Ownership part-
ownership or
directorship of private
companies business or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or
controlling share
holdings in
organisations likely
or possibly seeking
to do business with
the NHS.

A position of authority in a
charity or voluntary
organisation in the field of
health and social care.

Any connection with a
voluntary or other
organisation contracting
for NHS services or
commissioning NHS
services

Any connection with an
organisation, entity or
company considering
entering into or having
entered into a financial

arrangement with the NHS

foundation Trust

Director of Adult Social
Care and Health
Integration at

Director of Adult Social
Care and Health
Integration at

Erik Scollay - Governor  |Nil Nil Nil Nil Middlesbrough Council [Middlesbrough Council
Chair of Patient Patient Representative
Participation Group for Group member for
Barnard Castle Surgery, Barnard Castle Surgery
part of Durham Dales, on the Durham Dales
Angela Seward - Easington and Sedgefield [PRG, at the monthly
Governor Nil Nil Nil CCG (DDES) meetings with DDES CCG (Nil
Tink Wedgwood-Jones
Governor Nil Nil Nil Nil Nil Nil







image12.jpeg
NHS

South Tees Hospitals
NHS Foundation Trust




