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CHAIR AND CHIEF EXECUTIVE’S STATEMENTS

| am pleased to introduce the 2018/19 Annual Report and Accounts for
East Kent Hospitals University NHS Foundation Trust.

2018 was a special year, as we celebrated the 70" anniversary of the NHS. It
was also a significant year for the Trust, as we made some real in-roads into
improving waiting times for patients. This is good news for patients and has
put us into a good possition to further build on service improvements this year.

This report describes the performance, developments and challenges of the
Trust over the year 2018/19, as well as our plans for the future.

As always, | want to start by thanking the 8,045 staff of East Kent Hospitals
for their hard work and dedication to providing services for patients. In
particular, staff have put a number of changes in place to improve access to
services for patients — providing a planned orthopaedics service at Kent and
Canterbury to protect waiting lists over the winter period, for example, and
cutting waiting times for cancer patients.

One of our priorities for the year has been to make positive changes to
improve the working lives of staff. We have used the nationally-renowned
‘Listening into Action’ methodology to both empower frontline teams to make
quality improvements to patient services and implement key changes that
staff need in the work environment. For example, we have put new staff
changing rooms on our three acute sites following staff feedback.

We are continuing our improvement work to ‘get to good’, by which we mean
achieve a ‘good’ rating from the Care Quality Commission (CQC). The CQC
last inspected our services in May and June 2018. We retained our ‘requires
improvement’ rating, and | was pleased to see a number of examples of
‘outstanding practice’ in the CQC'’s report, including examples from our
maternity service.

The CQC also inspected services for children and young people at the William
Harvey Hospital, Ashford, and Queen Elizabeth The Queen Mother Hospital,
Margate in October. At the time, the CQC imposed conditions of registration
on the service, which it lifted in March in response to the significant changes
staff made within the first six months of the inspection. We are continuing
work to transform children’s services across the Trust.

We are continuing to work in partnership with patients, members of the public
and our partners in Kent and Medway on the potential options for how health
services should be organised in east Kent in future. The NHS in Kent and
Medway held a series of public listening events at the end of 2018 and heard
the voices of nearly 2000 people through public meetings, small discussion
groups, street surveys and online questionnaires to help shape the options.

After a public consultation in early 2018, the development of hyper acute
stroke units at William Harvey Hospital, Darent Valley Hospital and Maidstone
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Hospital were given the go-ahead in February 2019 by the Joint Commiittee of
Clinical Commissioning Groups for the Kent and Medway Review of Urgent
Stroke Services.

Tackling the Trust's ageing estate has been an area of focus for us this year.
We were successful in a £6.4million bid to add capacity to our emergency
departments, putting in an observation ward at both William Harvey Hospital
and Queen Elizabeth The Queen Mother Hospital this winter, as well as
upgrading the William Harvey Hospital's resuscitation area.

The estates, portering, cleaning and catering teams, plus key back office
services like procurement and electronic medical engineering, transferred to a
new East Kent Hospitals-owned company called 2gether Support Solutions
this year to drive up standards in these vital support services. The transfer
included around 850 staff from Serco, the organisation that was previously
contracted by the Trust to provide support services.

There have been some changes to the Board of Directors — | was delighted
that Susan Acott became our substantive Chief Executive on 1 April 2018
following six months in the post as interim.

We also welcomed Sean Reynolds CBE DFC to the Board this year as a non-
executive director and Lee Martin as Chief Operating Officer. We are grateful
to Sean’s predecessor, Colin Thompson, and Lee’s predecessor Jane Ely, for
their service to the Trust, and to Sally Smith, Chief Nurse and Director of
Quality, who retired in April 2019.

Our Council of Governors also plays a crucial role in the Foundation Trust and
| am thankful for each governor’s input and support. Governors have specific
responsibilities which include: ensuring the voice of the public, patients and
staff is used to inform decisions and improve care; appointing the chair and
non-executive directors; and approving the appointment of the chief
executive. The Board will continue to listen to the views of our dedicated and
committed Council of Governors.

I would like to thank everyone who has contributed to and supported the work
of the Trust over the past year — our volunteers, partners and fund raisers who
make such a significant difference to what we do. The Leagues of Friends and
other charitable organisations have provided valuable support to our
hospitals, staff, patients and their families.

S\ S

Professor Stephen Smith
Chairman
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| was appointed to East Kent Hospitals as the substantive Chief
Executive on 1 April 2018 and | would like to thank my colleagues for
their warm welcome, support and commitment throughout the past year.

On my arrival | asked the Board to support three key priorities for improving
waiting times: eliminating waits of 52 weeks or longer for planned operations,
improving cancer waiting times and improving the number of people
assessed, treated, admitted or discharged within the national standard of four
hours in our emergency departments.

Over the last year we were the fourth most improved Trust in the country for
the number of emergency patients seen, treated and admitted or able to go
home within 4 hours, despite 13,362 more people attending the Trust’s
emergency departments and minor injuries units than in the previous year, an
increase of 6.4 per cent. In total, staff treated 220,728 people over that period,
the equivalent of 605 people every day.

At the end of the year more than 80% of cancer patients were starting their
treatment within 62 days, compared to 66% at the start of the year and we
exceeded our target of 95% of patients being offered an appointment within
two weeks of an urgent referral. Despite high levels of demand we achieved
the national standard of 99.6% of diagnostics carried out on time.

At the end of the year 80% of planned care patients were starting their
treatment within 18 weeks, the highest level since November 2017. Following
this winter we have significantly reduced our waiting list for planned care,
compared to a rise following last winter, and the number of patients waiting
more than 52 weeks has fallen to eight from 222 at the beginning of the year.

With high numbers of patients, it's critical to have the right capacity in the right
places within the Trust so we can continue to provide services for all patients
even in the busiest of times, such as winter.

In the winter of 2017/18, for example, we had to reduce the number of
planned operations we provide, to make sure we had enough beds and
resources to care for emergency patients.

In November 2018, we opened a new 24-bed ward and two temporary
operating theatres at Kent and Canterbury Hospital to provide planned hip
and knee surgery at Canterbury. This meant we were able to continue to
provide this surgery throughout winter this year.

This winter 428 more patients had planned hip and knee operations compared
to last winter, when operations were stopped for three months to prioritise
care for emergency patients. During November 2018 and March 2019 the
Trust carried out 1,479 planned inpatient hip and knee operations, up from
1,051 during the same period the previous winter.
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The move was part of a national GIRFT (Getting it Right First Time) pilot, led
by the National Director for Clinical Quality and Efficiency, Professor Tim
Briggs, which is aimed at improving the experience and outcomes for patients
undergoing planned orthopaedic inpatient operations and those suffering a
trauma as a result of a fall or accident. Participating in this pilot enables the
Trust to improve services by carrying out more planned orthopaedic inpatient
surgery, continue operating throughout the winter and improve its capacity to
treat trauma patients more quickly.

We also succeeded in our bid for £6.4m of national funding to improve our
emergency department environments. We installed an observation ward on
our emergency floor at both William Harvey and Queen Elizabeth The Queen
Mother hospitals, and a new resuscitation area at William Harvey Hospital.

Other building and refurbishment work included redesigning and redecorating
the children’s ward at William Harvey Hospital, as part of our work to improve
services for children and young people. This work has given children and
young people and the staff caring for them a much improved environment.

We also opened new accommodation for parents of babies in east Kent's
neonatal intensive care unit, a private bereavement suite in the maternity unit
at William Harvey Hospital and a day room specifically for improving the
experience of patients living with dementia at Queen Elizabeth The Queen
Mother Hospital.

While we are working hard to improve our services and our facilities for
patients today, we're also working hard to develop the longer-term strategy for
health services in east Kent. The NHS in Kent and Medway held a series of
public listening events at the end of 2018 to help shape the options and we
continue to work in partnership, with patients, members of the public and staff
throughout the process.

Continuing to improve the quality of our services remains a priority for us. The
CQC inspected our hospitals in Ashford, Canterbury and Margate in May and
June 2018, and looked in detail at four areas at three of the Trust’s five
hospitals — urgent and emergency services, surgery, maternity and end of life
care — as well as the ‘well-led’ aspect of the Trust.

The Trust's rating remains at Requires Improvement. In its report, the CQC
recognised that the Trust is on a journey of improvement, aiming to build on
the progress which raised the Trust out of special measures in 2017, and
found areas of outstanding practice.

The report also reflected the significant challenges that the Trust is
addressing, including waiting times for surgery and for emergency
admissions, and the significant impact that high numbers of patients can have
on the Trust's ability to deliver some services, for example, in the Trust’s
emergency departments.

We also made significant changes to hospital care for children and young
people following a Care Quality Commission inspection in October 2018 of
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children’s services at Wiiliam Harvey Hospital, Ashford, and Queen Elizabeth
The Queen Mother Hospital, Margate. We immediately addressed concerns
raised by the CQC, including recruiting more specialist children’s staff,
implementing a thorough regime of daily safety checks and improving the
environment children are cared for within, particularly in our emergency
departments. In February this year, the CQC announced its assurance that
we had made significant improvements, and lifted its conditions of registration
on the service in March 2019.

One of the areas of outstanding practice highlighted in the CQC'’s report was
the Trust’s use of technology to improve the patient experience. This is
something we have continued to develop. For example, in 2018 we launched
an information app for expectant mums and our haemophilia centre is trialling
an app as part of a research project that allows patients to carry out their own
ultrasound scans at home without time-consuming trips to hospital.

We successfully upgraded our patient administration system and we are
preparing to implement the first phase of an electronic patient record this year.
Our research and innovation programme continues to go from strength to
strength, and this, along with our recruitment of specialist staff, will be boosted
by supporting the Kent and Medway Medical School. This is great news for
patients and great news for local recruitment to the NHS.

This year, we welcomed more than 1,100 new employees to the Trust and
staff experience continues to be a big area of focus for us. The annual NHS
staff survey results demonstrate that there is a great deal more to do to
improve the working lives of staff. In 2018, we used the ‘Listening into Action’
programme to kick start these improvements.

In response to staff feedback, we invested £2m into putting in new staff
changing rooms and upgrading staff rest rooms on our three main hospital
sites, improving 24-hour food provision for staff and changing our processes
to make ordering supplies easier for staff.

The Trust made £30.361m cost savings in 2018/19. However increased
demand for emergency care and the subsequent additional costs and
investments to prepare for winter and to ensure safe staffing levels has driven
a financial deficit of £42.071m compared with £29.830m plan. Improving our
use of resources is one of our key objectives and we continue to work closely
with NHS Improvement under financial special measures.

Of key importance to me was ensuring clinical leaders take responsibility for
the delivery of clinical services and influence the Trust's priorities at all levels.
To achieve this we moved from four divisions to seven smaller care groups,
each clinically led. This was significant change and while there is still some
settling to occur, | am delighted to see the progress being made.
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These care groups will now help us to deliver our six strategic objectives for
the next three years, developed with clinicians and based on feedback from
the public and staff.

Right skills Healthy

standards finances

placeto el right time

for patients right place

The objectives aim to:

e Improve quality, safety and experience, resulting in ‘good’ and then
‘outstanding’ care, as measured by the CQC'’s core domains.

¢ Deliver higher standards for patients to ensure we improve the quality
of patient care, as well as patients’ experience of the care we offer, so
they are treated in a timely way and have access to the best care at all
times.

» Make the Trust a great place to work, for our current and future
workforce

e Deliver our future by transforming the way we provide services across
east Kent, enabling the whole system to offer integrated services that
are recognised nationally as excellent.

e Develop our teams, with the right skills to provide care at the right time,
in the right place and achieve the best outcomes for patients.

e Have healthy finances by providing better, more effective patient care
that makes resources go further.

| look forward to working with staff, governors, volunteers, partners and
patients and the public in the year ahead to continue our improvement
journey.

Susan Acott
Chief Executive
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Our year

Key moments in our year

May 2018: We opened our day room for people living with dementia at
Queen Elizabeth The Queen Mother Hospital, Margate.

July: We celebrated the 70" anniversary of the NHS; staff and patients
from across East Kent Hospitals featured in the biggest NHS recruitment drive
in its 70 year history: the ‘We are the NHS’ campaign.

August: Our cleaning, catering, estates and portering services transferred
to a new NHS-owned organisation - 2gether Support Solutions - in a bid to
further improve standards for patients; we opened a new unit for bereaved
parents who have suffered miscarriages and stillborn births at the William
Harvey Hospital.

September: The Care Quality Commission published its report from its
inspection of our services in May and June; the Trust secured £6.42m in
national funding for new observation wards at its emergency departments at
William Harvey Hospital in Ashford and Queen Elizabeth The Queen Mother
Hospital in Margate.

October: We improved access to maternity services and advice by
launching the maternity self-referral service and the ‘MOMA' information app
for mums-to-be; the NHS in Kent and Medway began a series of public
‘listening events’ to explore potential options for changes to hospital and local
care services in east Kent.

November: Kent and Canterbury Hospital opened its orthopaedics service,
ensuring patients’ planned hip and knee operations could continue over the
busy winter period.

January 2019: The NHS Long-Term Plan is launched.

February: Hyper acute stroke units at William Harvey Hospital, Darent
Valley Hospital and Maidstone Hospital are given the go-ahead by a
unanimous decision of the Joint Committee of Clinical Commissioning Groups
for the Kent and Medway Review of Urgent Stroke Services.

March: The Apprenticeship Team beat a wide range of public and private
sector organisations including construction and engineering, hospitality and
retail, science and manufacturing, business administration and health and
beauty, to be crowned winner at the East Kent Apprenticeship Awards for
their hard work and commitment to championing apprenticeships. This is the
second year running the team has won this award. They also took away the
award for 'Public Sector Organisation of The Year'.
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A snapshot from our news pages

Staff star in ‘We Are the NHS’
national NHS recruitment campaigns:
East Kent Hospitals staff appeared on
TV, online and social media in two
national recruitment campaigns — for
nursing and midwifery and for recruiting
more IT and support staff to the NHS.

Calling time on cancer: A bell has been
installed in The Viking Day Unit at Queen
Elizabeth the Queen Mother Hospital so
- %' that patients who are receiving treatment
“ﬁ for cancer can ring it to mark when they
-~ have finished their course of
chemotherapy treatment. Shirley Ridge,
left, was among them.

Celebrating NHS 70: Staff at Queen

Elizabeth The Queen Mother Hospital
dressed in uniforms from the past and
hosted BBC South East live on 5 July,
as part of the nation’s celebrations of

the 70" anniversary of the NHS.

Comfort in the hardest of times: We
opened accommodation for families whose
children are being treated at William Harvey
Hospital's Neonatal Intensive Care Unit and
a private unit for bereaved parents who
have suffered miscarriages and stillborn
births at the hospital.

Innovative dementia project:
Work began on the new dementia-
friendly community in Dover, known
as 'The Harmonia Village', which
aims to help people living with
dementia live as independently as
possible. A ground-breaking
ceremony was held on the site in
Randolph Road.
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Purpose and activities of the Foundation Trust

We serve a population of 695,000 people in east Kent and over a million
through our regional services and employ around 8000 staff.

We have more than 1,000 beds over three hospital sites, including critical
care beds, and other specialist wards for maternity, paediatrics and neonatal
intensive care.

We provide a range of core and specialist healthcare services from five
hospitals and in community settings. We also provide health services from
other NHS facilities across east Kent and renal services in Medway and
Maidstone.

As a teaching Trust, we play a vital role in the education and training of
doctors, nurses and other healthcare professionals, and were delighted with
the announcement in 2018 of a new Kent and Medway Medical School. We
will continue to work with our long-term partner, King's College University in
London.

Our Trust has been ranked first in Kent for clinical research studies, and we
consistently recruit high numbers of patients into research trials. We are proud
of our national reputation for delivering high quality specialist care, particularly
in urology, kidney disease and head and neck surgery.

Our hospitals

Buckland Hospital provides a range of local outpatient services. Its facilities
include a minor injuries walk-in centre, outpatient facilities, renal satellite
services, day hospital services, child health and child development services
and diagnostic facilities.

Kent and Canterbury Hospital (K&CH) provides a range of surgical and
medical services. It is a central base for many specialist services in east Kent
such as renal, vascular, interventional radiology, urology, dermatology,
neurology and haemophilia services. It also provides a 24/7 minor injuries
unit. Kent & Canterbury Hospital has a postgraduate teaching centre and staff
accommodation.

Queen Elizabeth The Queen Mother Hospital, Margate (QEQMH) provides
a range of emergency and elective services and comprehensive trauma,
orthopaedic, obstetrics, general surgery and paediatric services. It has a
specialist centre for gynaecological cancer and modern operating theatres,
Intensive Therapy Unit (ITU) facilities, children’s inpatient and outpatient
facilities, a Cardiac Catheter Laboratory, a Renal satellite service and Cancer
Unit. QEQM has a postgraduate teaching centre and staff accommodation.
On site there are also co-located adult and elderly mental health facilities run
by the Kent & Medway NHS and Social Care Partnership Trust.
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The Royal Victoria Hospital, Folkestone provides a range of local services
including a minor injuries unit with a walk-in centre (both operated by the local
Clinical Commissioning Group), a thriving outpatients department, the Derry
Unit (which offers specialist gynaecological and urological outpatient
procedures), diagnostic services, and mental health services provided by the
Kent and Medway NHS & Social Care Partnership Trust.

The William Harvey Hospital (WHH), Ashford provides a range of
emergency and elective services as well as comprehensive maternity, trauma,
orthopaedic and paediatric and neonatal intensive care services. The hospital
has a Renal satellite service, a specialist cardiology unit undertaking
angiography, angioplasty, a state of the art pathology analytical robotics
laboratory that reports all east Kent’s General Practitioner (GP) activity and a
robotic pharmacy facility. A single Head and Neck Unit for east Kent includes
centralised maxillofacial services with all specialist head and neck cancer
surgery co-located on the site. WHH has a postgraduate teaching centre and
staff accommodation.

History of the Foundation Trust and statutory
background

East Kent Hospitals Trust was formed in 1999 when three hospital trusts
covering Thanet, Canterbury, Ashford, Swale, Shepway and Dover
merged.

A major reconfiguration of hospital services followed and we now have five
hospitals, the William Harvey in Ashford, the Queen Elizabeth The Queen
Mother in Margate, Buckland Hospital in Dover, Royal Victoria in Folkestone
and Kent and Canterbury in Canterbury.

The Trust achieved University Hospital status in 2007 and became a
foundation trust in 2009. It received its formal certificate of registration in June
2010 by the Care Quality Commission (CQC) under the Health and Social
Care Act 2008. The registration currently includes conditions which the Trust
is addressing through its improvement work.

East Kent Hospitals is regulated by NHS Improvement — the organisation
responsible for authorising, monitoring and regulating NHS trusts.

The Trust is being supported under NHS Improvement’s financial special
measures regime.

The CQC inspected the Trust's hospitals in Ashford, Canterbury and Margate
in May and June 2018. The Trust’s rating remains at Requires Improvement
after the CQC looked in detail at four areas at three of the Trust’s five
hospitals — urgent and emergency services, surgery, maternity and end of life
care — as well as the ‘well-led’ aspect of the Trust.
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This is the fourth inspection for the Trust since 2014 and the first since it was
taken out of quality special measures in February 2017.

The CQC inspected services for children and young people provided at the
William Harvey Hospital, Ashford, and Queen Elizabeth The Queen Mother
Hospital, Margate, on 23, 24 and 25 October 2018.

These services include the children’s ward at each hospital, the emergency
departments and operating theatres. In its report, the CQC rated children’s
services ‘good’ for caring, but the overall rating for children’s services in the
two hospitals is ‘inadequate’. A section 31 notice was placed on the Trust at
the time and lifted after three months following wide-spread improvements.

As well as the overall Trust rating, the CQC gives an individual rating to each
of the Trust's hospitals:

William Harvey Hospital, Ashford — remains rated ‘requires
improvement’ overall, with surgical services at William Harvey Hospital
upgraded to ‘good’ overall and critical care and outpatients diagnostic
imaging rated ‘good’ overall.

» Queen Elizabeth The Queen Mother (QEQM) Hospital, Margate - rated
‘requires improvement’ overall, with medical care, critical care and
outpatient and diagnostic imaging all ‘good’.

« Kent and Canterbury Hospital (K&C), Canterbury — remains rated
‘requires improvement’ overall, with services for children and young
people, critical care and end of life care rated ‘good’ overall.

« The ratings for the Trust’s two hospitals in Dover, Buckland Hospital,

and Folkestone, Royal Victoria Hospital, were rated ‘good’ in 2015 and

not re-inspected this year.

Our clinical strategy

East Kent Hospitals is working with the other local NHS and social care
organisations to deliver better healthcare to the people of East Kent, both in
and out of hospital.

During this year, clinicians and managers across the Trust have further
developed the two medium list options for future services.

Both options propose bringing together specialist hospital services into a
single hospital in east Kent. Reorganising services in this way will enable the
local NHS to improve standards for patients by delivering highly specialist
treatment more quickly, from a single expert team available 24/7, whose
expertise is built up by seeing lots of patients with the same condition, instead
of stretching specialist services across multiple hospitals.
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Our medium list of potential options

&

« Creates a major emergency + Creates a major emergency
centre with all specialist centre with all specialist
services at William Harvey services at Canterbury

Hospital, Ashford » Planned care hospitals at

« Emergency hospital at QEQM and William Harvey with
QEQM Hospital, Margate 24/7 GP-led urgent care
» Planned care hospitalin + Developer offer to build shell of a
Canterbury with 24/7 GP-led new hospital in Canterbury
urgent care + NHS investing to fit out new
« NHS investment in existing hospital and upgrade existing
hospitals buildings
a a - '-
The benefits change could bring -

Local care

a Wider range of local services

Hospital care

Specialist services 0
Across both consistently available

GP-led teams working seven days a week

together to treat the most v Only going to hospital Centres of excellence
vuinerable when you need to for serious/complex
conditions
- Recruitment and f
Better urgent care services retention of staff Offering the Iatgst
- treatments and adopting
provided locally new tech -
Reduced varation in eChNDIoYies
v/ quality and access Patients retuming home
Improved access to GP _ acrosseast Kant without delays
teams and other community Planned ti
clinicians anncgiopelprolis|go

ahead on time, not cancelled
due to emergencies

Our hospitals see over 1.5 million visits for advice and treatment each year, of
which 1.3 million of these are at QEQM Hospital, William Harvey Hospital and
Kent and Canterbury Hospital.
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The vast majority of visits to our hospitals (86% / 1.1 million visits) are for
routine care that does not require

patients to stay in hospital, such as ‘ Most hospital care is routine
outpatient appointments, visits for

minor illness and injuries and tests and
scans.

Routine
outpatient care
and urgent care

Some 14% (204,000 visits) are for B
more complex care for patients
needing to stay in hospital e.g. if you
are acutely unwell, seriously injured or
in need of highly specialist care that
most of us won’t ever need.

Specialist
and major
emergency care

Regardless of the option most care will remain local in future, either at your
local hospital, or closer to home. Our proposals involve changes to the small
proportion of what people come to hospital for, to enable us to improve their
quality of care.

Listening to our patients and public

Throughout this year we have continued to discuss the options with patients
and the public to help inform the proposals.

During October 2018-January 2019 the local NHS undertook an extensive
programme of pre-consultation engagement, to update local people on current
thinking, to gather feedback on the options and inform the consultation
process.

This included: What can your views influence?

e 10 pUbllC I'Ste.mng events There is still lots of work to do and opportunities
e asurvey (onhne and for patient and public views to shape the proposals. |_;

hardcopy) Specific areas we need :
talk about: feedback on are:
o feedback from seldom

" * Why we need to change
heard communities - What you like about the [
« feedback from maternity proposals Urgent treatment centres
. s . * Concerns you have and
and children’s services possible solutions Outpatient services
* What you like about current .
users services and what “ Matemity

¢ feedback from Qatlents ” you want to see improved m Children's services
from areas outside of east _

. . EldertyArail

Kent using regional X cccoray
services, which would be . PR Preveatons orconsutanon
affected by the proposals

During this time we heard the views of nearly 2,000 people - through public
meetings, small discussion groups, street surveys and online

questionnaires. More than 1,100 people discussed the plans face-to-face with
NHS leaders and independent researchers, and over 750 people responded
to a questionnaire.
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Key themes arising from the feedback included:

1. General support for the case for change, but wanting to see more
evidence on proposals

2. Questions about how the options had been developed and assessed

Travel and transport issues if services are relocated

4. Workforce shortages within hospitals, general practice, community care
and ambulance services

5. Questions about what urgent care will be available locally and plans for
the development of urgent treatment centres.

w

A full report summarising the feedback is available at
www_kentandmedway.nhs.uk/where-you-live/plans-east-kent/

Since we discussed the options with the public late last year, the proposals
have been updated to confirm that all three hospitals would have 24/7 urgent
treatment centres in both options; a midwife-led maternity unit at Margate is
proposed in option two; and outpatient services at the Kent and Canterbury
Hospital in both options.

Next steps

Both potential options will be assessed further by NHS staff, patient and
public representatives against key criteria to see whether they improve care
sufficiently for local people. This will lead to a recommendation on which
option(s) go forward to reach a shortlist for public consultation.

NHS commissioners and the NHS centrally will need to approve the shortlist
before public consultation, including a business case for funding the changes,
as both options require significant capital investment.

No final decisions will be taken until after commissioners have had the
opportunity to consider feedback from the formal public consultation alongside
all other evidence.

Kent and Medway Stroke Services Review

A decision to create three hyper acute stroke units in Kent and Medway - at
William Harvey, Darent Valley and Maidstone hospitals — was unanimously
agreed by NHS commissioners in February 2019.

The decision follows a five-year review of urgent stroke services in the county
led by local stroke specialists. They looked at a wealth of data and evidence
which shows that centralising stroke services in three hyper acute stroke units
is the right thing for patients.

Currently, despite the hard work of dedicated staff across the county, the way
stroke services are organised means that some people do not get the right
treatment fast enough, particularly overnight and at weekends. As a resuit,
local stroke services are rated as some of the poorest in the country.
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Once the new units are up and running, everyone having a stroke in Kent and
Medway will be taken to their nearest hyper acute stroke unit, which will offer
specialist care round the clock every day of the year. These new units will
allow people to get the best possible care in the vital first few hours and days
immediately after their stroke — saving lives and reducing disability.

An extensive public consultation last year, involving thousands of people,
showed support for the case for change and development of hyper acute
stroke units but concerns about the impact of those changes.

Work is underway to address these concerns, including improving
rehabilitation services to ensure they are available closer to home, with an
improved service up and running at the same time as the hyper acute stroke
units.

Work is also underway to address concerns raised by Medway Council’s
health scrutiny committee which stated it will refer the NHS's decision to the
Secretary of State for Health and Social Care for an independent review of the
process. Medway Council is one of four local authorities overseeing the
decision on future stroke services.

Work to plan and prepare to implement the NHS's decision continues but it
would not be appropriate to commit NHS funds or take irreversible steps until
the outcome of the review process is known.

Pending the outcome, it is anticipated that the new stroke service will begin at
Maidstone and Darent Valley hospitals in 2020, and at William Harvey
Hospital in 2021, following an extensive build. This involves £20 million NHS
investment to extend the William Harvey Hospital's stroke ward into a 52 bed
specialist unit and investment in intensive care, MRl and CT.

Working in partnership

The Trust is a member of the Kent and Medway Sustainability and
Transformation Partnership, working with commissioners, local authorities,
partners and provider organisations across the county to deliver
improvements to the health and wellbeing of the population.

The Trust’s relationship with its commissioners is critical to business success.
The four Clinical Commissioning Groups (CCGs) are GP-led, commission
services for the east Kent area and work together as a federation.

We work with local GPs, for example to enable GPs to seek advice and
guidance from a consultant colleague in the hospital before referring a patient
to a consultant, and to develop the e-referral system for first GP outpatient
referrals, which went live in 2018.
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The Trust is working closely with Kent County Council and Kent Community
Health NHS Foundation Trust (KCHFT), for example on Harmonia, the
Dementia Village and on integrated pathways of care for patients; and with
Kent and Medway NHS & Social Care Partnership Trust, on integrated
emergency care.

The Trust works with voluntary organisations and a number of its services are
delivered in partnership, for example with Age UK; with academic partners
such as University of Kent, Canterbury Christ Church University, Greenwich
University and King's College London GKT School of Medical Education; and
clinical networks, for example on Diabetes, Stroke, Maternity, Cancer, Mental
Health and Dementia services.

In future, the Kent & Medway Medical School opening in 2020 offers the Trust
an enormous opportunity to also work with local Kent Universities to attract
and retain medical staff in the future.

We also work closely with Health Watch Kent, an independent organisation
set up to champion the views of patients and social care users, improve
services and shape them for the future.

Key issues and risks

The Trust's 2018/19 contracts with the four East Kent Clinical Commissioning
Groups (CCGs) were agreed on a payment by results basis meaning that the
Trust was paid for the actual clinical work delivered.

As we did not agree our financial control total for the year, the Trust was not
eligible to receive any income from the Provider Sustainability Fund (PSF).
The Trust’s planned deficit for 2018/19 was set at £30.9m.

During the year we established a wholly owned subsidiary, 2gether Support
Solutions Limited, as a Property Facilites Management Company that
provides an Operated Healthcare Facility (OHF) to the Trust. The subsidiary
started trading on 1 August 2018 providing ancillary services, with the full
operated healthcare facility effective from 1st October 2018.

Under the supporting agreements the Trust has made available the supply of
assets to 2gether from which the contractor provides a fully functioning
building or facility within which medical and nursing professionals can treat
and care for their patients. Under the OHF, 2gether makes available to the
Trust the properties from which it will deliver its NHS clinical services.

We have continued to operate in financial special measures during the year.

Emergency services have been under considerable pressure all year resulting
in a year-end over performance in A&E, Non Elective Admissions and in adult
critical care services. Along with challenges in permanent recruitment, this
has led to the Foundation Trust being reliant on agency, bank and locum staff
in order to maintain safe staffing levels to meet challenges in Accident and



Page |23

Emergency, medical support and Care Quality Commission (CQC)
requirements. The total spent on all temporary workforce costs in the year
was £54.0m (2017/18: £40.2m).

A significant risk that the Trust has needed to manage this year has been its
cash position in order that creditors and staff can be paid. The Foundation
Trust's planned deficit and subsequent movement away from that plan
generated increased pressure that had to be closely managed throughout the
year.

In the year, the Trust has received support via an Interim Revenue Support
Facility of £42.1m (2017/18: £23.5m) from the Department of Health (DoH).
As the Trust has submitted a deficit plan for 2019/20, the cash position will
continue to be a risk; continued management oversight and further interim
support from the DoH will be used to actively mitigate this.

The Foundation Trust ended the year with a consolidated group (Foundation
Trust and all subsidiaries) adjusted deficit of £42.1m (2017/18: £19.4m).

Going concern

The Trust has considered the situation with regard to ‘going concern’ and after
making enquires, has a reasonable expectation that the Trust has adequate
resources to continue in operational existence in the foreseeable future.

This assessment is based on the anticipation of the provision of service in the
future, as evidenced by inclusion of financial provision for that service in
published documents.

How we measure performance

The Trust measures performance through a central integrated performance
dashboard known as the Balanced Scorecard, which feeds the integrated
performance report, allowing for more in-depth analysis and investigation.

The scorecard pulls key metrics from corporate and divisional areas into one
central and accessible report. These metrics are made up of the key
performance indicators including referral to treatment targets, cancer,
diagnostics and A&E, together with workforce, safety, quality, financial and
operational metrics. Metrics are interrogated both during the month and at the
end of the month at relevant performance reviews, with actions escalated to
the Trust Board.
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How many people we treated

Point of Delivery 2017/18 2018/19 Variance Variance %
Referral Primary Care 172,801 179,523 6,722 3.7%
Referral Non-Primary Care 163,832 183,404 19,572 10.7%
OP New 215,124 215,045 - 79 0.0%
OP Follow Up 475,250 475,572 322 0.1%
Elective Daycase 74,193 75,396 1,203 1.6%
Elective Inpatient 14,709 15,218 509 3.3%
A&E 207,401 221,204 13,803 6.2%
Non-Elective Inpatient 80,284 81,859 1,575 1.9%
Chemotherapy 14,293 14,695 402 2.7%
Critical Care 22,220 21,779 - 441 -2.0%
Diagnostic 5,191,891 5,473,445 281,554 5.1%
Dialysis 83,397 82,914 - 483 -0.6%
Maternity Pathway 14,116 13,478 - 638 -4.7%
Other 58,425 59,996 1,571 2.6%
Pre-Op 36,439 39,574 3,135 7.9%

Referrals into the Trust from primary care saw a 3.7% increase in 2018/19,
whilst A&E attendances increased by 13,803 between 2017/18 to 2018/19.
The outpatients’ service, in total, has remained stable. In addition to this, all
admissions into the Trust (for Elective Day Cases & Inpatients, together with
Non-Elective Inpatients) have increased in 2018/19.

Financial Performance

This section of the Annual Report provides a narrative on the financial
performance of the Foundation Trust and its subsidiaries (hereafter referred to
as the Group), highlights points of interest within the annual accounts and
shows the performance against its financial targets.

The financial results and the assets and liabilities of the Foundation Trust
have been consolidated with its wholly owned subsidiaries in the financial
statements. The subsidiaries are:

1) Healthex Limited (the parent company of East Kent Medical Services
Limited which manages and operates the Spencer Wing private facilities
at the Queen Elizabeth the Queen Mother and William Harvey hospitals).

2) 2gether Support Solutions — The Trust established a wholly owned
subsidiary, 2gether Support Solutions Limited, (2gether) as a Property
Facilities Management Company that will provide an Operated Healthcare
Facility (OHF) to the Trust. The subsidiary started trading on 1 August
2018 providing ancillary services (including cleaning, portering and
catering), with the full operated healthcare facility effective from 1 October
2018.
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The Group achieved an adjusted deficit, on an NHS breakeven duty basis, for
the year of £42.1m (2017/18: £19.4m).

The East Kent Hospitals Charity financial results are not included in the
consolidated accounts for 2018/19. As a corporate trustee of the charity the
relationship has been assessed and it has been determined that the charity is
a subsidiary, however the charity assets and results are not material to the
Group results and on this basis they continue not to be consolidated.

The Group results are shown in the full financial statements at the end of this
report.

Financial Analysis

Income

Total Group income at £606.5m (2017/18: £593.2m) was 2% higher than the
previous year as income has been generated based on activity performed.
The NHS Act 2006 requires that income for providing patient care services
must be greater than income for providing any other goods/services.

The Trust can confirm that 92% of total Group income comes from providing
patient care services. Any surplus made on the remaining 8% of income is
used to support the provision of patient care.

2018/19 Group Income - Total £606.5m

| Elective £95m
m Non-Elective £168.6m
® Outpatients £77.3m
m A&E £29.2m

m Other NHS clinical £169.4m
# Non-NHS clinical and NHS Injury Scheme £12.2m
» Education & Training £16m

u Non-patient care services to other bodies £9.9m
= Other income £28.9m

The majority of income for patient care came from NHS commissioners,
mainly the East Kent Clinical Commissioning Groups (CCGs) and NHSE
specialist services, secondary dental and screening programmes, which
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together accounted for £553m (2017/18: £526m) of the Group’s income in
year.

Other income includes:

£5.5m staff recharges to other organisations
£5.1m AfC pay award central funding
£4.7m from car parking

£2.3m for staff accommodation

£2.7m for research

£1.6m catering income

The Trust can confirm that it has complied with the cost allocation and
charging guidance issued by HM Treasury.

Operating expenses

Total Group costs increased by 11.68% (£70.7m) (2017/18: 2.91% (£17.1m))
compared to the previous year. The chart shows what the money has been
spent on. A total of 59.6% (2017/18: 58.8%) of the Group’s expenditure is for
employees’ salaries (including directors’ costs) and payment of temporary
staff. Details of directors’ salaries and pensions can be found on page 50 of
this report.

Total pay costs increased by 13.12% (£46.7m) (2017/18: 3.9% (£13.2m)) with
a greater number of permanent and temporary staff than last year. Clinical
supplies and medicines together account for 41.5% (2017/18: 54%) of non-
pay costs.

Each year we have to become more efficient providing the same service at a
lower cost or a higher quantity or quality of service at the same cost. In
2018/19 we achieved £30.4m (2017/18: £33.1m) in cost and other efficiencies
and income opportunities, enabling the Group to continue to meet demand
and enhance services.

However, our ability to sustain year-on-year efficiencies expected by tariff is
becoming progressively more challenging.
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2018/19 Operating Expenses — Total £676.1m (2017/18: £598.7m)

® Employee costs £351.7m
N Purchase of healthcare £10.7m
u Other clinical supplies £67.8m
® Medicines £67.8m
W General supplies & services £25.0m
® Premises and establishment costs £28.0m
u Depreciation and impairments £20.0m
Clinical negligence premium £21.6m and other £6.1m

Average number of Group Employees (Total 2018/19: 9,300)

| m2018/19
2017/18
(9
Q‘(\

Y
v

[
%

The numbers shown above are average full-time equivalent values. Policies
for staff pensions and other retirement benefits are shown in note 10 of the
annual accounts. There were seven early retirements on ill-health grounds in
2018/19; the estimated cost (£0.3m) is borne by the NHS Business Services
Authority — Pensions Division.
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Capital expenditure

We have continued our investment programme — improving and replacing
property, facilities, fixed and moveable equipment, investing in technology to
improve efficiency and enhance patient care and treatment. The main
schemes and other categories of spend are shown in the chart below.

Capital Expenditure 2018/19 - Total £26.7m

m A&E Observation Area £5.6m
B Transformation Through Technology (T3) £4.5m
W Medical Devices Group £3.4m

M Patient Environment Investment Committee £3.3m
# Information Development Group £2.7m

# Dementia Village £1.6m

0O Orthopaedic Modular Theatres £1.4m

m Energy Efficiency £0.4m

[ Charity Donation for Capital Purchases £0.9m

1 All Other Schemes £2.8m

In addition to the £25.8m (2017/18: £18.8m) Trust capital spend, £0.9m
(2017/18: £1.1m) was spent on assets funded from donations (see Charitable
Funds Committee chair's summary). A £22.6m capital investment programme
has been agreed for 2019/20. We comply with HM Treasury requirements for
cost allocation and charging methods, and use the ‘modern equivalent asset
on an alternate site’ basis for valuing land and buildings.

Cash

The Group retained £30.8m as at 31 March 2019, the Foundation Trust cash
balances increased by £11.5m in the year to £18.7m (2017/18 £7.2m). The
other significant cash holding was with 2gether Support Solutions.

The Trust has accounts with the Government Banking Service, and a high
street bank. The main categories of receipts and payments for the Foundation
Trust only are shown in the following chart.
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Trust Cash Receipts and Payments 2018/19

500 B CCGs
4
>6 ‘ m NHS England
400 - | mSundryreceipts
Working Capital Loan from DH
300 W Other NHS Trusts
200 o Other Government Agencies
m Other NHS Bodies
100 - 7 51 m Dividend and other payments
£m M Capital Payments
Y m Tax, NI, Pension
M Payroll
-100
W Payment to Suppliers
-200 -
-300
-329
-400

Paying suppliers

In accordance with the Better Payment Practice Code, the Trust aims to pay
undisputed trade invoices within 30 days of receipt of goods or a valid invoice;
unless other agreed payment terms are in force. In 2018/19, interest charges
totalling £54k (2017/18: £31k) were levied by suppliers under the Late
Payment of Commercial Debts (Interest) Act 1998.

Better Payment Practice Code - Measure of Compliance

. 2018/19 2017/18
Category:iNon;NHS Number | £000 | Number| £000
Invoices paid in the year 93,469 | 408,826 | 106,892 | 351,453
Invoices paid on time 17,785 | 219,277 12,799 | 159,359
Paid on time - % of total 19% 54% 12% 45%

. 2018/19 2017/18
Catedory=INLL> Number | £000 | Number | £000
Invoices paid in the year 3,061 39,039 3,055 | 36,642
Invoices paid on time 323 24,485 196 | 23,654
Paid on time - % of total 11% 63% 6% 65%

Payment performance to trade creditors in 2018/19 improved from that
reported in the previous year by 9% for value and 7% for number.
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Our business environment

Waste

The Total Waste Management Contract has been in place with Stericycle
(Healthcare Waste Specialists - formerly SRCL), for two-and-a-half years. The
contract aims to ensure that all waste produced is managed in line with waste
and environmental legislation. It forms part of the South East NHS Total
Waste Management Consortium that covers Kent and Medway.

Several clinical waste disposal sites that are owned/leased and operated by
Stericycle are in Kent, avoiding unnecessary long-distance transportation of
waste (e.g. the Ashford High Temperature Incinerator at the William Harvey
Hospital and the Larkfield Alternative Technology Plant), which make a
positive contribution towards the Trust's sustainability plans. The freehold for
the incinerator at William Harvey Hospital is owned by the Trust.

The Trust has been working together with the Kent Waste Consortium to
develop opportunities around environmental protection measures and the
reduction of waste generated across its hospitals. The reusable sharps
container system (Bio-systems) has been implemented across all hospitals in
East Kent, saving on the purchase costs of plastic disposable sharps
containers that would otherwise be sent to incineration for disposal.

This is a measure which further supports carbon reduction. An offensive
waste programme is being implemented across all hospitals, to reduce
unnecessary treatment of clinical waste which is not infectious. Other waste
reduction measures include reductions in the use of packaging, recycling of
cardboard, paper, plastics and electronic equipment.

The Trust is now working in partnership with 2gether Support Solutions (a
Trust subsidiary company), which has continued to work on the improvements
already in place across the Trust. As part of this work waste checks and
audits are completed frequently to ensure that all waste has been correctly
segregated, packaged safely and stored securely prior to being collected for
disposal.

Managers and staff are working together to actively discourage and deter fly
tipping, which can cause environmental and safety issues and would
otherwise add to the cost of waste disposal.

The Trust has legal and environmental responsibilities for waste
management, which remain the key objective for all waste matters, to protect
the health and safety of all employees, patients and visitors to our hospitals.

Security

A programme of CCTV improvement is in place focussing on areas of high
risk. A lock down procedure is operational at each site and an exercise has
been undertaken at WHH.
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Mains electrical power cables at Queen Elizabeth Queen Mother Hospital are
now enclosed in boarding with surrounding protective fencing to prevent
copper theft. Exposed mains cables have been similarly protected at all other
Trust sites. Security guards continue to patrol the perimeter, public and non-
public areas of the sites, deterring criminal activity.

Fire

Fire evacuation exercises are held with Kent Fire & Rescue Service and have
proved very useful. Staff across the Trust are trained as nominated fire
officers and support fire safety initiatives and provide coordination during
evacuations.

A programme of remediation works, identified during compartmentalisation
surveys, has been prioritised and is underway. Fire risk assessments and site
fire strategies are being updated and tiered training is being rolled out to all
staff, fire wardens and nominated fire officers who provide the command and
control fire response for each site.

Cyber Security

The Trust has been externally assessed for the quality of its security
processes and technology and we are one of the first NHS organisations to be
awarded the Cyber Essentials Plus rating. This confirms the benefit of our
continual investment in our infrastructure and people to ensure that the
information we hold is safe and secure.

Clinical Healthcare Records

At present, the majority of the patient records held are on paper. The Trust
has launched the “Transformation Through Technology” programme, known
as T3. A large team has been recruited and a supplier has been appointed.
T3 will, over time, make all patient records electronic. This will have added
benefits including improved safety as a result of electronic prescribing. The
system is expected to go live during 2019/20.

Patient Administration System (PAS)

The Trust successfully replaced its aging PAS with a new one with funding
provided by NHS England. Whilst there are always improvements to be made
with such large change programmes we are pleased that we are now on a
platform that allows us to move forward with our clinical transformation.

Health and Social Care Network (HSCN)

The Trust has completed its move to HSCN, the new national network to
securely connect NHS organisations together. This is the result of years of
planning and once again the Trust is one of the first to move to this latest
generation technology.
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Social, community and human rights

The director of human resources is the Board lead for equality issues and the
head of diversity and inclusion presents an annual equality report to the Board
of Directors to highlight any issues identified from a service and employer
perspective. This document is then published as equality information on the
Trust’s public website in compliance with The Equality Act 2010 (Specific
Duties) Regulations 2011. In addition, this year the Trust published a Gender
Pay Gap Report in response to The Equality Act 2010 (Gender Pay Gap
Information) Regulations 2017.

All the Trust's policies require an equality analysis.
Our policies in relation to social, community and human rights issues include:
« Covert Administration of Medicines Policy
« Diversity and Equality Policy
» Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR)
» Guidelines for the use of Chaperones During Intimate Examinations
and Procedures
Nutrition Policy for Adult Patients
Nutrition Policy for Neonate and Paediatric Patients
Patient Access Policy
Patient Information and Consent To Examination Or Treatment Policy
Privacy and Dignity Policy
Safeguarding Vulnerable Adults Policy Including Mental Capacity Act
and Deprivation Of Liberty, Forced Marriage, Prevent, Domestic Abuse

These policies are monitored for effectiveness by the individual committees
responsible for their implementation. They are considered in the annual
diversity and inclusion report published on the Trust website, following
approval by the Board of Directors.

The Trust is committed to creating a diverse and inclusive environment where
all our staff, patients and service users feel they can be themselves. We will
ensure that no employee or person visiting our hospitals will be illegally
discriminated against because of who they are, particularly in respect of their
age, disability, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion or belief, sex, sexual orientation, and
socio-economic status.

Overseas operations

The Trust has no overseas operations.

CA

Susan Acott,
Chief Executive
Date: 22 May 2019
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ACCOUNTABILITY REPORT

Directors’ report

Our Board comprises the chair, seven non-executive directors and seven
executive directors. Our Board of Directors has overall responsibility for the
operational and financial management of our Trust. The Board operates in
line with its standing financial instructions, standing orders, scheme of
delegation, and terms of its provider licence as issued by its regulator, NHS
Improvement.

The annual accounts have been audited by KPMG. The directors confirm that:

e As far as they are aware there is no relevant audit information of which
KPMG is unaware.

e They have taken all steps they ought to have taken as directors to
make themselves aware of any relevant audit information and to
establish that KPMG are aware of this information.

» The Trust can confirm there have been no regulatory investigations
undertaken at the Trust this year.

Whilst the day to day operational management is the responsibility of the
Chief Executive and Executive Directors, the Board of Directors has collective
responsibility for all aspects of performance.

Key responsibilities include:

¢ To provide effective and proactive leadership of the Trust

¢ Setting our strategic direction, incorporating continuous improvement and
innovation

e The design and implementation of agreed priorities and objectives

» Ensuring services are safe by monitoring stringent clinical quality and
patient safety standards

¢ Ensuring services are efficient and effective by ensuring processes are in
place to monitor delivery of the Trust's Operational Plan

e Ensuring performance management processes are in place to monitor all
local and national targets

¢ Managing strategic, operational and financial risks

o Continually monitoring the Trust's effectiveness by ensuring an assurance
framework is in place to support sound systems of internal control

o Ensuring sufficient perfformance management processes are in place to
support delivery of all local and national targets

e Ensuring the Trust operates in line with its constitution and terms of its
Licence

At the start of 2018/19 the Board was meeting every two months but a
decision was taken in May 2019 to meet at least 10 times a year with August
and January set as development session with the ability to hold a private
meeting alongside the development session. During 2018/19, the Board met
formally a total of 16 times.
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The composition of the Board of Directors as at 31 March 2019 is set out

below:

Non-executive directors as at 31 March 2019:

NAME DESIGNATION DATE OF BOARD OF
APPOINTMENT | DIRECTOR
ATTENDANCE*

Stephen Chair 01/03/18 16/16

Smith First Term

Barry Wilding | Senior Independent 11/05/15 13/16
Director Second Term

Sunny Non-Executive 01/11/15 12/16

Adeusi Director Second Term

Wendy Non-Executive 06/01/17 13/16

Cookson Director First Term

Nigel Non-Executive 01/07/17 14/16

Mansley Director First Term

Jane Ollis Non-Executive 08/05/17 14/16
Director (Deputy First Term
Chair)

Keith Palmer | Non-Executive 01/01/17 12/16
Director First Term

Sean Non-Executive 20/08/2018 8/10

Reynolds Director First Term

Executive directors as at 31 March 2018:
NAME DESIGNATION DATE OF BOARD OF
APPOINTMENT | DIRECTOR
ATTENDANCE*

Susan Acott | Chief Executive 1/04/18 11/16

Philip Cave | Director of Finance 09/10/17 14/16
and Performance

Sandra Le Director of Human 01/09/14 5/6

Blanc ** Resources

Lee Martin Chief Operating 26/01/15 10/13
Officer

Liz Shutler Director of Strategic 21/01/04 16/16
Development and
Capital Planning

Sally Smith | Chief Nurse and 28/07M15 14/16
Director of Quality

Paul Stevens | Medical Director 01/06/13 14/16

* Possible and actual shown/Where an Executive Director is unable to attend they are
requested to send a representative on their behalf
** | ong term sickness — possible / actual attendance shown until date of sickness
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Board biographies
Professor Stephen Smith, Chairman

Stephen joined the Trust in March 2018. Stephen is a
clinician scientist, having held senior positions in Academic
Medicine and the NHS at the University of Cambridge,
Imperial College, London and most recently the University of
Melbourne. He currently serves on various health and
health technology Boards including those of Netscientific
Plc, and is a Trustee of Pancreatic Cancer UK and Cochrane Innovations.

Stephen led the formation of the UK's first Academic Health Science Centre at
Imperial College Healthcare NHS Trust and was its first Chief Executive
Officer. A gynaecologist by training, he has published over 230 papers on
reproductive medicine and cancer. He was awarded his Doctor of Science in
2001 for his work in Cambridge on the complex gene pathways that regulate
the growth of blood vessels in reproductive tissue. He has served on the
Boards of Great Ormond Street Hospital, the Imperial College Healthcare
NHS Trust, the National Healthcare Group, Singapore and the Royal
Melbourne Hospital, Melbourne, Australia. He was founder/director of GNI
Group Plc that achieved IPO on the TSE in 2007.

Jane Ollis, Non-Executive Director (Deputy Chair)

Jane joined the Trust on 1 May 2017. Jane has extensive
years of diverse business experience from interning at
NASA to sitting on and advising boards of global companies,
charities and government bodies. She is a medical
= biochemist and environmental scientist by training with a
particular interest in how science and technology can shape
tomorrow’s world. Jane is also an alumni of Sydney's
- prestigious social leadership programme, a former Non-
Executive Director of the Wentworth Area Health Service (Sydney) and a
business fellow of Oxford University. Previously, Jane joined Quvium UK, a
med-tech start up that has developed a personalised early warning system for
people with a respiratory disease. She also took up the role of Kent Chairman
of the Institute of Directors and brings connections, inspiration, know-how and
first-hand experience of what it takes to be successful in business.

Barry Wilding, Senior Independent Director

Barry joined the Trust in May 2015. A qualified accountant
and banker he has extensive senior management
experience, largely in the insurance and healthcare sector.
He was previously a non-executive director of West Kent
Primary Care Trust, vice chair and senior independent
director of Kent Community Health NHS Trust, and a
member of the Council of People Living with Diabetes for the charity Diabetes
UK.
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Sunny Adeusi, Non-Executive Director

Sunny joined the Trust in November 2015. Sunny
specialises in driving sustainable cost competitiveness
across end-to-end value chains, generation of new profitable
revenue streams, and embedding a culture of continuous
improvement in healthcare and life sciences sectors. He
served as lead director for hospital and healthcare provider
transformation in the healthcare practice of a Big4 professional services firm.
In his early career, he spent more than 20 years in supply chain, operations
and commercial roles with increasing responsibilities at global life sciences
and fast moving consumer goods (FCMG) corporations. Sunny holds a
Master of Science (MS) degree from the Massachusetts Institute of
Technology, Boston, USA (Sloan Fellow) and an MBA from Imperial College
London (Lord Sainsbury Fellow in Life Sciences).

Nigel Mansley, Non-Executive Director

Nigel is an accountant by profession and joined the Trust in
July 2017. Nigel has significant experience in management
consultancy, specialising in corporate finance and change
». management. His experience as a management consultant
8 is enhanced by his senior board level executive experience
gained with major UK businesses such as BUPA and Road
Chef PLC where he was Head of Finance and Group Finance Director
respectively. Previously, he has had ten years’ experience as a Non-
Executive Director of the integrated South Eastern Health and Social Care
Trust based outside Belfast. Nigel is a Fellow of the Institute of Chartered
Accountants in England & Wales. He also brings experience of performance
improvement consultancy work within NHS England over a number of years.
He is also Chair of the Diocesan Board of Finance of the Church of England
Diocese of Canterbury.

Wendy Cookson, Non-Executive Director

Wendy joined the Trust in January 2017. Wendy is a degree
nurse with an MBA who has worked in healthcare for over
25 years and has significant experience within the NHS at
¥ 7 director level. More recently, her roles have been as the
" Quality Improvement Director to several trusts in breach of
regulatory compliance, an independent consultant to trust

boards on Care Quality Commission requirements, the ‘Well-Led’ framework
for Foundation Trusts and all other aspects of governance both clinical and
corporate. She also holds the Institute of Directors award for the Role of the
Director and the Board and has been chosen to attend NHSI's Aspirant
Chair's Programme
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Keith Palmer, Non-Executive Director

Keith joined the Trust in January 2017. Keith, a Chartered
Engineer, has worked for the last 28 years working in the
services sector delivering customised solutions to major
customers in both the public and private sectors. Keith's
early career was working and living overseas on major civil
engineering projects and on returning to the UK he became
involved in the facilities and property management sector.

Sean Reynolds, Non-Executive Director

Sean was appointed in August 2018. Sean is a professional
helicopter pilot and senior executive who has recently retired
from the Royal Air Force (RAF) after 34 years of service.
More recently Sean’s roles have been in a senior leadership
capacity with his last appointment being the RAF’s Deputy
Commander responsible for capability and people.

This portfolio included oversight of HR for the whole of the RAF, the delivery
of the RAF’s equipment plan, the delivery of all professional training for the
RAF and technical and flying training for Defence. The portfolio also included
infrastructure responsibility for the RAF’s 26 bases together with oversight of
the RAF’s medical, legal and chaplaincy services. Before that he enjoyed a
year's secondment to Marshal Aerospace as the Managing Director for its
Aviation Services business unit at Birmingham Airport.

Susan Acott, Chief Executive

Susan joined the Trust as Interim Chief Executive in October
2017 on secondment from Dartford and Gravesham NHS
Trust where she has been Chief Executive since 2010.
Susan chose to apply for the CEO position and was
appointed permanently from April 2018. Susan started her
career from the NHS's General Management Training
Scheme, having graduated from Birmingham University. She has long
standing experience in the NHS and has worked in a variety of posts in
Manchester, Merseyside, York and London.

Her Board level experience includes Operational, Strategic, Performance and
Transformation portfolios. Susan is passionate about the role of clinical
leadership and education in delivering and sustaining high quality, safe
services for patients. She has also worked with and led significant health IT
implementations. Susan has had considerable experience of service
improvement, service re-organisation, mergers and operational delivery.
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Phil Cave, Director of Finance and Performance

Phil joined the Trust in October 2017. Phil has over 18
years’ experience in the NHS having worked the majority of
his career in the Acute Setting. Prior to joining the Trust,
Phil was Executive Director of Finance/Deputy Chief
Executive at Kent and Medway NHS and Social Care
Partnership and before that Executive Director of Finance at
Cambridgeshire and Peterborough NHS Foundation Trust. Phil is a fellow of
the Chartered Institute of Management Accountants and has a biological
sciences degree from the University of Sheffield.

Lee Martin, Chief Operating Officer

Lee joined the Trust in January 2018 to support the Trust’s
emergency care pathway and covered the post of Chief
Operating Officer on an interim basis from 22 May 2018. He
was appointed as the Trust's permanent Chief Operating
Officer in August 2018. Lee has considerable experience at
board level and has been COO for large complex multi-site
organisations, including at London North West Healthcare NHS Trust.

He has also been responsible for emergency planning for major events, royal

visits and embassy VIPs. Lee completed the NHS top leaders programme and
also the Military Strategic Leadership Programme, Lee is a qualified executive
coach, and a Fellow of the Chartered Management Institute and Fellow of the

Institute of Leadership and Management.

Dr Sally Smith, Chief Nurse and Director of Quality

Sally was appointed as chief nurse and director of quality in
July 2015, previously holding the position of deputy chief
nurse since July 2013. Sally’s experience spans both senior
management and senior clinical posts. Having trained in
London she worked in intensive care at Lewisham Hospital
for 15 years before moving to Kent to take up the post of
head of nursing for critical care at Maidstone and Tunbridge Wells NHS Trust.
During this time Sally undertook her doctorate in nursing where her research
focus was decision-making around the care of the acutely unwell patient.

She then worked as a consultant nurse in critical care outreach for six years
before moving back into operational management as the associate director of
nursing for cancer and clinical support services division, followed by a short
spell providing support and leadership to the emergency services division, she
then took the deputy director of nursing post and was the dementia lead for
the Trust prior to her move to East Kent Hospitals.
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Dr Paul Stevens, Medical Director

Paul Stevens was appointed medical director in 2013. He
joined the then Kent and Canterbury Hospitals NHS Trust
from the Royal Air Force in 1995 as clinical director of the
Kent Kidney Care Centre, implementing a programme of
modernisation and development and establishing a
predominantly clinical research programme in kidney
disease. He has served on deanery, national and college committees, is a
former president of the British Renal Society and member of the Department
of Health Renal Advisory Group.

He was clinical advisor and chair of a number of National Institute for Health
and Care Excellence (NICE) clinical guidelines and was a member of the UK
consensus panel for management of acute kidney injury. He was co-chair of
the international Kidney Disease Improving Global Outcomes (KDIGO)
chronic kidney disease guideline and is a member of the KDIGO executive.
He has published more than 100 peer reviewed articles and has been invited
to give presentations to kidney societies around the globe. In April 2014 he
was awarded the International Distinguished Medal by the United States
National Kidney Foundation in recognition of significant contributions to the
field of kidney disease internationally.

Sandra Le Blanc, Director of Human Resources

Sandra Le Blanc joined the Trust in September 2014,
bringing more than 25 years’ experience in human
resources in both the public and private sectors. Sandra was
previously director of human resources at Southend
University Hospital where she was responsible for all areas
of human resources and IT. Her private sector experience
has included human resources roles within Prudential and Balfour Beatty.
Sandra is a magistrate and sits locally in East Kent. She also served as
chairman of East Kent Medical Services - a subsidiary company of the Trust.

Liz Shutler, Director of Strategic Development and
Capital Planning / Deputy Chief Executive

Liz joined the Trust in January 2004. Liz has more than 28
years of experience working for the NHS and has held
director level positions in health authorities and large acute
trusts. Having been a Board Director responsible for
commissioning hospital, community, mental health and
primary care services for more than ten years, Liz moved into strategic roles
in hospital trusts and more recently has led the development of estates,
facility, supplies, procurement and IT services in the Trust. Liz has
experience of strategic planning, service reconfiguration and redesign,
financial turnaround, performance management, estate and capital
planning. In 2016 Liz was appointed to the position of Deputy Chief
Executive.




Other directors who served during 2018/19:
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BOARD OF
NAME DESIGNATION APPOINTMENT | DIRECTOR
ATTENDANCE*
Colin Tomson Non-Executive 11/05/15 6/6
Director First Term
Jane Ely Chief Operating 26/01/15 3/3
Officer

Chair and non-executive director terms of office

Our chair and non-executive directors are appointed by our Council of
Governors and are appointed for three year terms. Non-executive directors
can be considered for reappointment for a further three-year term and, in
exceptional circumstances, can serve longer than six years but this would be
subject to annual appointments up to nine years in total.

The Trust's Constitution outlines the process should individuals become
ineligible to hold the position. Terms of office may be ended by resolution of
the Council of Governors following the provisions and procedures laid out in
the Constitution.

All of the non-executive directors are considered to be independent in
accordance with the NHS Foundation Trust Code of Governance and bring a
wide range of financial, commercial and business knowledge to the Trust.

Statement about the balance, completeness and appropriateness of the
Board of Directors

Arrangements are in place to annually review the Board’s balance,
completeness and appropriateness to the key priorities and requirements of
the NHS Foundation Trust.

Both executive directors and non-executive directors are subject to annual
performance reviews. The Board is therefore satisfied as to its balance,
completeness and appropriateness.

Evaluation of performance

Annual performance evaluations and appraisals are conducted for all of our
executive and non-executive directors. The chair is responsible for leading the
evaluation of non-executive directors. The senior independent director leads
the annual evaluation of our chairman. A framework is in place, agreed by the
Council of Governors, and outcomes are shared with the Council of
Governors. Executive directors are appraised by the chief executive and the
chief executive is appraised by the chair. Outcomes are provided to non-
executive directors at a meeting of the Board’s Remuneration Committee.
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The Board is required to undertake an annual review of the structure, size,
skills and composition of the Board of Directors and make changes where
appropriate. During 2018/19 the Trust undertook an internal review as and
when appointments were made with a proposal for a full review approved in
February 2019 the Nominations and Remuneration Committee will receive a
report in May 2019.

The outcome and recommendations from this review will be considered by the
Nominations and Remuneration Committee and the Board of Directors. This
will result in a revised Board Development Programme for 2019/20.

All of our Board committees undertake an annual review of their terms of
reference. Our Integrated Audit and Governance Committee, Quality
Committee, Finance and Performance Committee, Strategic Workforce
Committee, Nominations and Remunerations Committee and Charitable
Funds Committee conducted their annual reviews of effectiveness through a
questionnaire to the membership during the year.

Director interests

All members of the Board of Directors are required to declare other company
directorships and significant interests in organisations which may conflict with
their Board responsibilities. A register of directors’ interests is available on
the Trust website www.ekhuft.nhs.uk/patients-and-visitors/about-us/boards-
and-committees/the-board-of-directors/

Ethics, fraud, bribery and corruption

The Board of Directors maintains and promotes ethical business conduct, as
described in the ‘Nolan’ principles (selflessness, integrity, objectivity,
accountability, openness, honesty and leadership) and set out in the NHS
Codes of Conduct for board members, managers and staff, the documented
governance arrangements and the Staff Handbook.

The anti-fraud, bribery and corruption policy has been updated and is
available to all staff on 4Policy, this is reinforced with emails, leaflets, posters,
newsletters, face to face training and a dedicated page on the Trust website.
The Board re-stated its zero tolerance policy towards fraud, bribery and
corruption in February 2019 with a communication going to all staff through
Trust News. Preventative work and rigorous investigation of any suspicions is
carried out in accordance with the “Self Review Tool” best practice standards
by the local counter fraud specialist. There is regular liaison with the NHS
Couriter Fraud Authority. Disciplinary and/or legal action is taken where
appropriate with recovery of proven losses wherever possible.

NHS Improvement Well-led Framework

The Trust commissioned an external Well-led governance review in May 2016
which was undertaken by Grant Thornton (GT). The outcome showed
improvement on the previous Well-led review with seven domains rated as
amber/green and three areas as amber/red. The Board developed an action
plan to address the amber/red domains as a priority. One recommendation
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remains outstanding “develop a consistent approach to quality improvement”.
The Trust has a number of quality improvement methodologies and following

a focussed piece of work the Board will receive a report in April 2019 followed
by a half day session to agree next steps to deliver this final recommendation.

An overview of the ratings is provided below:

DOMAIN QUESTIONS DELOITTE | GT 2016
STRATEGY & 1 Does the board have a Ar
PLANNING credible strategy and robust |

plan to deliver?

2 Is the board aware of
potential risks to the quality,
sustainability and delivery

of services?
CAPABILITY & 3 Does the board have the
CULTURE skills and capability to lead

the organisation?

4 Does the board shape an
open, transparent and
quality-focused culture?
5 Does the board support
continuous learning and
development across the
organisation?

PROCESS & 6 Are there clear roles and

STRUCTURES accountability in relation to
board and quality
governance?

7 Are there clearly defined
processes for escalating
and resolving issues and
managing performance?
8 Are stakeholders actively
engaged on quality,
financial and operational
performance?

MEASUREMENT | 9 Is appropriate information
on organisational and
operational performance
being analysed and
challenged?

10 | Is the board assured of the
robustness of information?




KEY:
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RAG rating

Amber/G‘rean_

Definition

Evidence

Meets or exceeds
expectations

Many elements of good practice
and there are no major
omissions

Potentially meets
expectations but confident
in management'’s capacity
to deliver green
performance within a
reasonable timeframe

Some elements of good
practice, has no major
omissions and has robust action
plans to address perceived
short falls

with proven track record of
delivery

Partially meets
expectations but with
some concerns over
management's capacity to
deliver green performance
within a reasonable
timeframe

Some elements of good
practice, has no major
omissions. Action plans to
address perceived shortfalls are
in early stage of development
with limited evidence of track
record of delivery

Does not meet
expectations

Major omission in quality
governance identified.
Significant volumes of action
plans required and concerns on
management capacity to deliver

A self-assessment against the Well-Led Framework was discussed by the

Board of Directors in May 2018 in preparation for its externally facilitated Well-
Led review due to commence in May 2019 led by Deloitte LLP. In addition, as
part of the CQC Inspection process the Trust received a well-Led report from
the visit in May 2018. The Trust’s rating for Well-Led remained as “Requires
Improvement”. The areas for improvement form part of our Improvement Plan
which is overseen by the executive led Transformation and Improvement
Group and reported through Quality Committee to the Board of Directors’.

A constant challenge has been in relation to the Trust’s organisational
structure and culture. Led by the Chief Executive the Trust has embarked on
a move from a managerially led structure to clinically-led with smaller Care
Groups during 2018/19 and this is still embedding. In addition the Trust has
used the Listening into Action methodology to support staff make changes
that matter to them to improve patient and staff experience. Linked to this is
the need to agree, implement and embed a single quality improvement
methodology as outlined above.

The Trust undertakes a self-assessment against its provider licence
conditions, a review of the FT Code of Governance and along with any
external reviews in relation to quality and governance pulls all the
recommendations together in to one integrated Improvement Plan. Quality
governance, quality of care and quality improvement are discussed in more
detail in the Annual Report and Accounts, within the Quality Account and
Annual Governance Statement.
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Remuneration report

The purpose of the Remuneration Committee is to decide on the appropriate
remuneration, allowances and terms and conditions of service for the chief
executive and other executive directors.

Annual Statement on Remuneration from the Trust’s Nominations and
Remuneration Committee

As chairman of the Nominations and Remuneration Committee, | am pleased
to present the Directors’ Remuneration Report for the financial year 2018/19

The Director of Human Resources provides advice and guidance, and
withdraws from the meeting when discussions about his / her performance,
remuneration and terms of service are held.

The Committee conducted an annual review of Director Remuneration using
benchmarking data provided from NHS Providers and NHS Improvement.

The Committee reviewed the remuneration of Very Senior Managers based
on the Korn Ferry (formerly HayGroup) comprehensive review undertaken of
the Very Senior Managers and Executive Directors pay policies. This was
part of the committee’s work to ensure that the pay policies reflect best
practice, and to assist with setting of salaries for new and existing executive
directors and very senior managers.

Details of all director and executive director salaries can be found on page 50
of the report.

Yy

Wendy Cookson
Remuneration Committee Chair
22 May 2019
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Senior managers’ remuneration policy

The Nominations and Remuneration Committee agrees the remuneration and
terms of service of executive directors. The committee is responsible for the
annual review of the pay policy for executive directors and has regard for the
pay range within this policy and national pay agreements when making
decisions on pay for directors.

Pay and performance of executive directors is monitored by the Nominations
and Remuneration Committee with reference to both individual performance
and that of the wider organisation.

Executive directors are paid a base salary. There is no performance related
bonus available to the executive directors, except for an earn-back
arrangement for those earning in excess of £150,000 where base salary is
affected where there is either poor or exceptional performance. This is in
accordance with NHS Improvement guidance on Very Senior Manager pay.

Increases of pay, such of cost of living awards, are subject to the individual
evidencing effective performance.

Annual objectives cover both organisational and individual performance with
individual performance being determined against the performance objectives.

Trust very senior managers

Our very senior managers are appointed to Trust contracts in line with the
Very Senior Managers or Executive Directors pay policies that are reviewed
annually by the Nominations and Remuneration Committee. They are
designed to:-

* Recruit, retain and motivate high calibre staff

e Ensure that performance is recognised in the Trust's overall senior
management pay policy

These arrangements take account of independent advice commissioned from
the Hay Group in September 2010 and July 2015 and have been subject to
annual review, including:
e Job evaluation to ensure that pay is accurately benchmarked against
roles of a similar size
e Market identification and positioning for roles
Factors the Trust may need to consider when setting the actual pay for
individual directors within a given salary range

These arrangements cover the roles of Deputy Chief Operating Officer and
other senior roles that have been employed under the framework at the
discretion of the chief executive and director of human resources.

A further review has been undertaken for the forthcoming financial year
2019/2020 by Korn Ferry Associates.
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Future Policy Table — Executive Directors

The table below sets out the current elements of the total remuneration
package for the Executive Directors which are comprised in the Pay Policy for
Executive Directors.

How the
components support
the strategic
objectives of the
Company

How the component
operates (including
provision for
recovery or
withholding of any
payment)

Maximum potential value
of the component

Description of
framework used
to assess
performance

Base Saiary
Set at a competitive

Salaries are reviewed | Salary is determined on a None, although

level to attract and annually and any market-related total pay individual and
retain high calibre changes are effective | policy, reviewed annually and | Trust

candidates to meet 1% April each year. uplifted where appropriate performance are
the Trust's strategic taking into account the factors
objectives and following factors: considered when
national performance ¢ On-going level of reviewing
standards taking into performance salaries.

account the Capability

competitive market,
and the complexity
and challenges of the
organisation. .

Experience in role
(whether gained
internally or externally)
The availability of
appropriate talent
Challenge and
complexity of the job in
its particular context
Individual track record
Importance to the Trust
Marketability

Previous salary history

Base salary reflects .
the scope and
responsibility of the
role as well as the
skills and ability of the
individual.

Takes into account

NHS Improvement Affordability
guidance and pay NHS Improvement pay
ranges. ranges
There is no overall
maximum.

Earn - back arrangement
Incentivise the Earn back

Maximum 10% of salary None, although

achievement of key
performance
objectives aligned to
the Trust's strategic
objectives.

Applies to new
appointments where
salaries are at or
above £150,000 per
annum

arrangement will be
reviewed annually with
any changes effective
1% April.

individual and
Trust
performance are
factors
considered when
reviewing
salaries.




Future Policy Table — Very Senior Managers
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The table below sets out the current elements of the total remuneration
package for the Executive Directors which are comprised in the Pay Policy for
Very Senior Managers.

Base Salary

Set at a competitive
level to attract and
retain high calibre
candidates to meet
the Trust's strategic
objectives and
national performance
standards taking into
account the
competitive market,
and the complexity
and challenges of the
organisation.

Base salary reflects
the scope and
responsibility of the
role as well as the
skills and ability of the
individual.

Takes into account
NHS Improvement
guidance and pay
ranges.

Salaries are reviewed
annually and any
changes are effective
1% April each year.

Salary is determined on a

market-related total pay

policy, reviewed annually and

uplifted where appropriate

taking into account the

following factors:

¢ On-going level of
performance

o Capability

e Experience in role
(whether gained
internally or externally)

e The availability of
appropriate talent

¢ Challenge and

complexity of the job in

its particular context

Individual track record

Importance to the Trust

Marketability

Previous salary history

Affordability

There is no overall
maximum.

Meeting majority
objectives at a
satisfactory level
— No increase

Meeting all
objectives well —
1% increase

Exceeding
achievement of
objectives /
requirements of
role —

2% increase

Annual Bonus

Non-consolidated and
non-pensionable
payment that
provides the Trust with
the ability to make an
additional payment for
those individuals who
are at the top of the
pay range based on
achievement or
organisational and
individual performance
objectives

Salaries are reviewed
annually and any
changes are effective
1% April each year.

£6,000

None, although
individual and
Trust
performance are
factors
considered when
reviewing
salaries.
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The Trust has executive directors that are paid more than £150,000 per
annum. The Nominations and Remuneration Committee has satisfied itself
that this was appropriate taking the following into consideration:

¢ Independent remuneration advice;

¢ Remuneration advice from the executive search and selection consultancy
appointed to assist the Trust with the process;
The current market for experienced executive directors;
The complexity, size and location of the Trust;
Challenges the Trust faces with being in special measures and in breach of
its licence;
NHS Improvement established pay ranges;

e Approvals process as defined by NHS Improvement.

Non-Executive Directors

Fee payable to non- Additional fees payable for additional duties
executive directors

£10,000 (Basic fee) Committee chairs (with the exception of
integrated audit and governance committee) =
additional £2,500

Chair of integrated audit and governance
committee = additional £4,000

Senior independent director (SID) = additional
£1,000

Service contracts obligations

All executive directors and very senior managers have a substantive contract
of employment with a three or six month notice provision in respect of
termination. This does not affect the right of the Trust to terminate the contract
without notice by reason of the conduct of the executive director or very senior
manager.

The pay policy for executive directors or very senior managers does not
provide the Trust with discretion to compensate them for loss of office due to
conduct or performance.

Policy on payment for loss of office

In relation to loss of office other than conduct and performance, senior
managers would be compensated in line with provisions provided for all other
NHS staff as detailed in national terms and conditions. The Trust policy
provides no discretion for payment of loss of office.
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Statement of consideration of employment conditions elsewhere in the
Foundation Trust

The Trust's pay policy for senior managers was developed with specialist
support and advice from the Hay Group in 2011. The terms reflect Agenda for
Change terms and conditions other than pay (including enhancements).

The pay range was broadly based on Agenda for Change Band 8d to Band 9
and has been reviewed annually by the Remuneration Committee since
inception.

Trust employees were not consulted when the pay policy was developed as it
was implemented for new staff only at appointment. Hay undertook broad
comparisons across the public sector when the Trust identified roles that
would fall within the policy and these are all roles that report directly to an
executive.
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Senior Managers' 201819 201718
salaries, expenses and
pension
Salary Expense | Pension TOTAL Salary Expense | Pension | TOTAL
(bands of | payments | related (bands of | (bandsof | payments | related (bands
£5,000) (taxable) | benefits £5,000) £5,000) (taxable) | benefits | of
to (bands of to (bands £5,000)
nearest £2,500) nearest of
£100 Note 2 £100 £2,500)
Note 2
£000 £00 £000 £000 £000 £00 £000 £000
Stephen Smith 65-70 0-5 N/A 65-70 5-10 0 N/A 510
Sunny Adeusi 10-15 0 N/A 10-15 10-15 0 N/A 10-15
Wendy Cookson 10-15 0 N/A 10-15 10-15 0 N/A 10-15
Nigel Mansley 5-10 0 N/A 5-10 510 0 N/A 5-10
Keith Palmer 10-15 0 N/A 10-15 10-15 0 N/A 10-15
Jane Ollis 10-15 0 N/A 10-16 10-15 0 N/A 10-15
Colin Tomson 510 0 N/A 5-10 10-15 0 N/A 10-15
(to 31/08/2018)
Barry Wilding 10-15 0 N/A 10-15 10-15 0 N/A 10-15
Sean Reynolds 5-10 0 N/A 5-10 N/A N/A N/A N/A
(from 20/08/2018)
Susan Acott 215-220 0 342.5-345 | 555-560 80-85 0 117.5- 200-205
120.0
Phil Cave 150-155 0 97.5-100 245-250 70-75 0 N/A 70-75
Sandra Le Blanc 120-125 0 12.5-15 135-140 130-135 0 25.0-27.5 | 155-160
Andrea Ashman 45-50 0 25-275 70-75 N/A N/A N/A N/A
(Acting HRD from
0111118)
Jane Ely 90-95 0 0 90-95 130-135 0 12.5-15.0 | 145-150
(to 03/12/18)
Lee Martin 145150 0 310-312.5 | 460-465 N/A N/A N/A N/A
(from 22/05/18)
Sally Smith 125-130 0 0 125-130 125130 0 30.0-32.5 | 155-160
Elizabeth Shutler 125-130 0 255 130-135 130-135 0 55.0-57.5 | 185-190
Paul Stevens 195-200 0 0 195-200 195-200 0 60.0-62.5 | 255-260
Note:

1. No payments were made to existing or past senior managers in 2018/19 or 2017/18 in respect of performance pay and/or

bonuses

2. Pension related benefits is calculated as (20 x annual pension at 31st March 2019 + lump sum at 31st March 2019) - (20 x
annual pension at 31st March 2018 + lump sum at 31st March 2018 adjusted for inflation at 1.03%) less employee pension

contributions. Where applicable this value is apportioned for time in service.

3. Payroll expenses of 110-115 were incurred during 2018/19 regarding the former Chief Executive, Matthew Kershaw.
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Directors’ expenses 2018/19 201718
Directors’ mileage claims and | Total Number Total Total Number Total
other expenses are reported | directors claiming | expenses | serving claiming expenses
quarterly on the Trust serving in | expenses | £00 directors expenses | £00
website www.ekhuft.nhs.uk. | year
Total number and value 18 16 351 20 18 354
Governors' expenses 2018/19 2017/18
Total Number Total Total Number Total
governors | claiming | expenses | serving claiming | expenses
serving in | expenses | £00 governors | expenses | £00
year
Total number and value 20 10 25 32 10 19

Hutton Fair Pay Review

the table below:

Organisations have to calculate the 'median remuneration' of their workforce each year - this is the
whole time annual salary of an employee in the middle of the ranqe of salaries paid to all our staff.
We then compare this with the highest-paid director in post at 31% March. The results are shown in

2018/19 2017/18
Remuneration of highest-paid director (Chief Executive 215-220 195-200
Officer) (bands of £5k)
Median salary of all other staff £ 28,050 27,545
Ratio 7.7 :1 71:1
Number of employees receiving remuneration in excess 3 6
of the highest paid director
Range of remuneration paid in the financial year £ £7,235 (apprentice) £6,844
to £258,627 (apprentice) to
£286,281

Definitions: Total remuneration includes salary, non-consolidated performance-related pay and

benefits-in-kind. It also includes an average value for agency staff. It does not include severance payments, employer

pension contributions and cash equivalent transfer value of pensions.

Note: The ratio has increased from that reported in the previous year, primarily due to the change in the
highest paid director from Medical Director in 2017/18 to Chief Executive Officer in 2018/19.
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Pension information is provided each year by the Pensions Division of the NHS Business
Services Authority. Accounting policies for pensions are shown in the annual accounts notes 1.3
and 8.

Pension Real Real Total Lump Cash Opening | Real
benefits of increase in | increase in | accrued sum at equivalent | CETV increase in
senior pension at | pension pension pension | transfer CETV
managers pension lump sum | at age value

age at pension | pension related to | (CETV)

(bands of | age age accrued

£2,500) (bands of | (bands of | pension

£2,500) £5,000) (bands of
£5,000)
Name at 31 at 31 at 31 at 1 April
March March March 2017
2018 2018 2018

£000 £000 £000 £000 £000 £000 £000
Susan Acott 15-17.5 37.540 85-90 | 225-230 1,766 1,252 477
Phil Cave 5-7.56 10-12.5 30-35 60-65 450 307 134
Sandra Le 0-2.5 0 25-30 70-75 554 470 70
Blanc
Sally Smith 0 0 6265 | 185-190 1,521 1,360 121
Elizabeth 0-2.5 0 45-50 110-115 902 774 106
Shutler
Paul Stevens 0 0 60-65 | 190-195 | N/A-note1 N/A- N/A

note1

Lee Martin 12.5-15 47.5-50 30-35 60-65 550 244 299
Andrea 0-2.5 0 0-5 0 42 0 42
Ashman
Notes:

All the above are executive directors; non-executive directors do not receive pensionable remuneration

No contribution was made by the Trust to a stakeholder pension

Note 1 — Member over normal retirement age for scheme therefore CETV calculation is not applicable

Cash Equivalent Transfer Values (CETV): A CETV is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits valued are the
member’s accrued benefits and any contingent spouse's (or other allowable beneficiary’s) pension
payable from the scheme. CETVs are calculated in accordance with S| 2008 No.1050 Occupational
Pension Schemes (Transfer Values) Regulations 2008.

The 'real' increase in CETV takes account of the increase in accrued pension due to inflation,
contributions paid by the employee (including the value of any benefits transferred from another scheme
or arrangement) and uses common market valuation factors for the start and end of the period.

Signed:

Date:

G fet

220 w2209

Susan Acott, Chief Executive
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Board committees

The Board has established a number of sub-committees which meet regularly
throughout the year to undertake work delegated from the Board. Committees
in place as at 31 March 2019 are:

Statutory:
* Integrated Audit and Governance Committee
o Nominations and Remuneration Committee

Non-Statutory:

Finance and Performance Committee
Quality Committee

Charitable Funds Committee
Strategic Workforce Committee

NOMINATIONS AND REMUNERATION COMMITTEE REPORT

The Board of Directors merged its Nominations Committee and Remuneration
Committee during 2018/19 to establish a single Nominations and
Remuneration Committee whose membership consists of the Trust's
Chairman and all Non-Executive Directors of the Trust. Attendance during
2018/19 was as follows:

Attendance during 2018/19 was as follows:

Nominations and Remuneration Committee Membership as at 31 March 2019

Name Actual /
Possible

Wendy Cookson (Non-Executive Director) (Committee Chair) 5/5

Sunny Adeusi (Non-Executive Director) 3/5

Nigel Mansley (Non-Executive Director) 4/5

Jane Ollis (Non-Executive Director) 5/5

Keith Palmer (Non-Executive Director) 3/5

Sean Reynolds (Non-Executive Director) 2/3

Stephen Smith (Chairman) 5/5

Barry Wilding (Senior Independent Director) 4/5

Other non-executives who served during 2017/18

Name Actual /
Possible

Colin Tomson (Non-Executive Director) 1/2

* Possible and actual shown

The Chief Executive attends the Committee in relation to discussions about
succession planning, remuneration and performance of Executive Directors.
The Chief Executive is not present during discussions relating to his/her own

performance, remuneration and terms of service.
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The Director of Human Resources provides employment advice and advice to
the Committee, and withdraws from the meeting when discussions about
his/her own performance, remuneration and terms of service are held.

During 2018/19 the Committee was required to recruit to the following role
within the Trust:

¢ Chief Operating Officer, the Committee approved the appointment of
Lee Martin.

During 2018/19 the Committee was required to recruit to the following roles
within its subsidiaries:
e Finance Director for 2gether Support Solutions Limited - Stephen Smith
was successfully appointed in October 2018;
¢ Chairman for 2gether Support Solutions Limited — Chris Kenneally was
successfully appointed in November 2018; and
o Managing Director for 2gether Support Solutions — Finbarr Murray was
successfully appointed in February 2019.

The Committee received reports on the following, in line with its Terms of
Reference:

e Board Development Plan.

e Trust Board internal assessment (skills review).

e Reviewed the Directors Fit and Proper Persons Requirements Policy along

with the recommendations of the Kark Review.

Reviewed the commitments of the Non-Executive Directors.

Regularly reviews the register of interests.

Succession Planning

Subsidiary appointments / terms and conditions

Review of Pay Policy and Remuneration of Executive Directors and Very

Senior Managers (details can be found in the Remuneration Report)

o Executive Directors’ Objectives and Personal Development Plans
(including mid-year reviews)

The Committee also reviewed its effectiveness and terms of reference
through a survey of the members and the output of this was reported to the
Board in the Committee Chair report.

The Remuneration Report can be found on page 44.
INTEGRATED AUDIT AND GOVERNANCE COMMITTEE (IAGC)

All NHS Foundation Trust Boards of Directors are required to establish an
Audit Committee. It is the responsibility of our Board to have in place sufficient
internal control and governance structures and processes to ensure that the
Trust operates effectively and meets its objectives.

The Trust’s IAGC is a suitably qualified and dedicated body, that supports the
Board by critically reviewing those structures and processes upon which the
Board relies, and provides the whole Board with the assurance that this is
what is happening in practice. The committee advises our Board on the



Page |55

robustness and effectiveness of the Trust's systems of internal control, risk
management, governance and systems and processes for ensuring, among
other things, value for money. Quality and patient safety is an integral part of
the work of the IAGC and all of our Board Committees.

The main role and responsibilities of the IAGC are set out in the written terms
of reference, approved by our Board, which detail how it will monitor the
integrity of financial statements, review internal controls, governance and risk
management systems, and monitor and review the effectiveness of our audit
arrangements, including those covering clinical audit. A copy of the
Committee’s Terms of Reference can be accessed via the Trust website
http://iwww.ekhuft.nhs.uk/patients-and-visitors/about-us/boards-and-
committees/the-board-of-directors/board-committees!/.

The IAGC undertook an annual review of its effectiveness in line with its terms
of reference and the Healthcare Financial Management Association NHS
Audit Committee Handbook. As well as reviewing its terms of reference, and
agreed minor amendments that were approved by the Board.

Although the Committee has no executive powers, it does have authority to
receive full access to any information it requires, and the ability to investigate
any matters within its terms of reference, including the right to obtain
independent professional advice.

The IAGC receives quarterly reports prepared by the Trust Secretary on
behalf of the Board comprising the Board Assurance Framework (BAF) and
performance against each of the Annual Priorities objectives. This report
brings together the Trust's objectives and targets together with associated
risks and controls in place to manage those risks. The BAF is responsible for
affirming assurance is in place and helps to clarify what risks will compromise
our strategic objectives.

The IAGC will continue to scrutinise our risk management systems and
improve the format of reports to our Board. In taking this forward, the
Committee will consider recommendations from the Trust’s internal and
external auditors. The continual scrutiny of our strategic and corporate risks
enables the committee to conduct a thorough review of our Annual
Governance Statement see page 92.

Relationships between the IAGC and our internal auditors, external auditors
and counter-fraud consultants are central to the committee’s role, as they
provide independent assurance and insight into the robustness of the Trust's
internal control systems and management processes. Representatives attend
the IAGC meetings to outline, and seek approval for, their work programmes
and to present their findings. In addition, they meet separately with our IAGC
Chairman and other Non-Executive Director members prior to each IAGC
meeting to cover potentially sensitive issues and to ensure that their
independence is maintained.
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The IAGC receives the Trust's draft Annual Accounts, Annual Report and
Quality Report for scrutiny ahead of the formal approval processes. In
addition, the IAGC will receive assurance around the Trust's compliance with
its provider licence.

The IAGC approves the clinical audit programme in April each year. Ongoing
monitoring is undertaken by the Board of Director's Quality Committee.

The Committee has received a number of assurance reports during the year,
these include:

o the information governance toolkit and the Information Governance
Landscape 2018/2019;

losses and special payments;

single tender waivers;

freedom of information annual report;

gifts and hospitality annual report;

update on external audit;

update on internal audit;

update on counter fraud;

freedom to speak up (FTSU) guardian;

review of Senior Managers’ risk management training compliance;
Self-Assessment against NHS Core Standard for Emergency
Preparedness, Resilience and Response (EPRR);

The Data Security & Protection Toolkit;

Annual Review of Risk Management Maturity;

Strategic and Partnership Risks;

annual review of the Standing Financial Instructions;

Raising Concerns Update Report;

Trust Insurance - Property Expenses Scheme.

The Committee reviews the Trust's Strategic and Corporate Risk Register at
each meeting. The Committee has continued its programme of ‘deep dives’
into specific areas of risk from the risk register or specific requests from the
Board of Directors, during 2018/19 and these included:

Estates Health and Safety

IR35

Cost Improvement Programme (CIP):
patient flow 3;

theatre improvement plans;

NHS Resolution — Maternity Safety.

The following policies were reviewed by the IAGC during 2018/19:
+ Risk Management Strategy and Policy

¢ Anti-Fraud, Bribery and Corruption Policy

e Policy on Procuring Non-Core Services from External Auditors
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The Trust Secretary conducted an annual review of compliance against NHS
Improvement’s Code of Governance. The outcome of this audit is summarised
on page 86 of the annual report.

During 2018/19 a tender exercise was run to appoint the Trust’s External
Auditors. This appointment is made by the Council of Governor’'s. The Chair
of the IAGC worked with the Council of Governors Audit Committee who led
on the appointment process before making a recommendation to the full
Council of Governors in February 2019. In addition the Chair of IAGC attends
the Council of Governors meetings regularly to update them on matters
pertaining to their statutory duties. .

Membership of the Integrated Audit and Governance Committee

The Integrated Audit and Governance Committee (IAGC) is made up of four
Non-Executive Director. To ensure the proper segregation of duties and in line
with best practice, the Trust Chairman is not a member of the Committee and
the IAGC Chair has recent and relevant financial experience.

Members of the Executive Team, Director of Finance and Performance, and
the Chief Nurse and Director of Quality, attend each meeting by invitation.
The Trust's external auditors, internal auditors and counter fraud service also
attend.

The Chief Executive is invited to attend at least once a year when the Annual
Report, Annual Accounts, including the Annual Governance Statement, is
discussed by the Committee.

During 2018/19, the Committee met a total of five times.

Non-Executive members as at 31 March 2019

Name Attendance
actual/possible

Barry Wilding (Committee Chair) 5/5

Keith Palmer 55

Nigel Mansley 2/5

Jane Ollis 1/2

Other non-executives who were members during 2018/19

Name Attendance
actual/possible

Colin Tomson 3/3

* Possible and actual shown

A joint meeting of the IAGC, Quality Committee and Finance and
Performance Committee was held in May 2018, this meeting had delegated
authority from the Board of Directors to approve the Annual Report and
Accounts and Quality Report for 2017/18. As attendance for this meeting is
wider than just IAGC members it is not reflected in the attendance record
above.
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FINANCE AND PERFORMANCE COMMMITEE (FPC)

The Finance and Performance provides assurance to the Trust Board in
regard to the Trust's financial strategy, financial policies, financial and
budgetary planning. In addition, FPC monitors financial and activity
performance and approves major investments on behalf of Trust Board under
the Trust's scheme of delegation.

The Committee met a total of 12 times during 2018/19.

Membership of the Committee consists of:

e Sunny Adeusi, Chair (non-executive director)
Nigel Mansley, Non-Executive Director
Sean Reynolds, Non-Executive Director
Keith Palmer, Non-Executive Director
Director of Finance and Performance
Chief Operating Officer

Care Group Clinical Directors, Operational Directors and Heads of Nursing
are invited to attend the Committee on a rotational basis to discuss their
operational and financial performance.

One area of focus this year has been to improve access to the Trust’s
services and at each meeting the Committee has received reports on
progress in this area. The Trust has struggled to meet the constitutional
standards during 2018/19 but improvement has been made to ensure patients
on the cancer pathway are seen within the agreed timescales; to reduce the
number of patients waiting longer than 52 weeks for planned care; and whilst
the waits in the emergency department are still not meeting the required
standard performance has seen a year-on-year improvement and was
identified as one of the 10 top most improved in the HSJ.

The Trust remains in financial special measures and ended the year with a
deficit of £42.071m and the Committee has been focussed on improving the
financial performance of the Trust by keeping under review the Care Groups
plans and delivery against cost improvement programmes

The Committee undertook a review of its effectiveness and terms of reference
which was reported in the Chair report to the Board of Directors.

An overview of operational performance is available on page 12 and financial
performance on page 24.

QUALITY COMMITTEE

The Quality Committee is responsible for providing the oversight on all
aspects of quality, including strategy, delivery, governance, clinical risk
management, clinical audit; and the regulatory standards relevant to quality
and safety. The Committee provides assurance to the Board.
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During the 2018/19 the committee met 12 times and the membership current
consists of:

e Barry Wilding, Chair (Non-Executive Director)
Wendy Cookson, Non-Executive Director
Jane Ollis, Non-Executive Director

Medical Director

Chief Nurse and Director of Quality

Chief Operating Officer

The Care Group Heads of Nursing are invited to attend each meeting to
provide assurance around quality and safety to the Committee. Regular
invited attendees also include representatives from the risk governance and
patient safety teams.

Quality in health can be defined as 'meeting the requirements of the
community’. The Quality Committee aims to answer the question ‘how safe is
the Trust today and are we building quality?’ Alongside that is the issue of
whether there are systems in place to enable staff to do the right thing and to
prevent them doing the wrong thing. Where incidents have occurred, what has
been learned and what has been changed?

The areas of key focus for the Committee in 2018/19 were:

o Oversight of delivery of the Quality Strategy which includes the
fundamental standards of care and patient experience;

o Assurance around the implementation of the CQC recommendations in
both the full inspection and the unannounced inspection of Children’s and
Young Peoples services;

¢ Quality governance, including learning from incidents, claims, complaints
and concerns;

e Learning from Deaths, including regular reports from the Mortality
Information Group;

o Oversight of the Getting it Right First Time programme of visits; and

¢ Clinical Audit.

The Committee undertook a review of its effectiveness and terms of reference
which was reported in the Chair report to the Board of Directors.

More information on the quality of the Trust can be found in the Quality
Report.

STRATEGIC WORKFORCE COMMITTEE

The Strategic Workforce Committee is responsible for providing advice and
making recommendations to the Board of Directors on all aspects of
workforce and organisational development and raising concern (if appropriate)
on any workforce risks that are significant for escalating.

The committee met a total of 6 times during 2018/19, the current membership
is:

¢ Jane Ollis Chair (Non-Executive director)
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Wendy Cookson, Non-Executive Director
Sean Reynolds, Non-Executive Director
Chief Nurse and Director of Quality
Medical Director

Director of Human Resources

The Trust's Deputy Director of Human Resources, Head of Equality and Head
of Learning and Organisational Development are invited to attend each
meeting.

Care Group Clinical Directors, Operational Directors and Heads of Nursing
are invited to attend the Committee from time to time to account for their plans
and progress on workforce issues.

The critical importance of people issues for the performance and sustainability
of the Trust makes it essential that there is a well informed and challenging
committee that ensures there is a professional and high quality approach to all
aspects of HR planning, policy and delivery owned and supported by
executive and clinical colleagues. Key areas of focus have been:

o Development of a workforce strategy

¢ Recruitment and retention

e Culture and organisational development; and

e Medical School

The Committee undertook a review of its effectiveness and terms of reference
which was reported in the Chair report to the Board of Directors.

The Staff Report can be found from page 76.
CHARITABLE FUNDS COMMITTEE (CFC)

East Kent Hospitals Charity (the Charity) is an independent charity registered
with the Charity Commission (England & Wales) and was set up to receive
and raise funds for the wards and services provided by the East Kent
Hospitals University NHS Foundation Trust. The Trust is the corporate trustee
and the Board of Directors acts as agents for the Trust.

During this financial year the committee met 4 times and the current
membership is:

Keith Palmer, Chair (Non-Executive Director)

Barry Wilding, Non-Executive Director

Sunny Adeusi, Non-Executive Director

Chief Executive

Director of Finance and Performance

Medical Director

Director of Strategic Development and Capital Planning (Deputy Chief
Executive)

The Charitable Funds Committee oversees the affairs of the charity, which
held assets of £2.8m as at 31 March 2019, under delegated powers set out in
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the terms of reference to promote, monitor and set the strategic direction for
the charity to ensure that its objectives are met. The committee advises the
Board of Directors who retain overall responsibility on all aspects of the
charity. Membership comprises the Trust chief executive, director of finance
and performance, medical director, director of strategic development and
capital planning and three non-executive directors, one of which is the chair.

During the last year the charity received donations and legacies totalling
£0.5m and made grants across all our hospitals of £0.8m.

The charity’s full annual report is available on the Trust website. The report
features some of the positive stories of time and energy given by many to our
supporters and the difference their contributions have made to patients and
their families.

The trustees and staff would like to offer a huge, heartfelt thank you to all
those people and organisations who are inspired to support the work of the
staff and hospitals and whose efforts enable us to continually improve the
quality of services we are able to provide for our patients.

Council of Governors

The concept of an NHS foundation trust rests on local accountability, which
Governors perform a pivotal role in providing. Our Council of Governors
(CoG) connects the Trust to its patients, service users, staff and stakeholders.
It consists of elected members (staff and public) and appointed individuals
who represent members and other stakeholder organisations.

The Council of Governors was first established in March 2009 and takes its
power from the National Health Service Act 2006 and the Health and Social
Care Act 2012 which sets out the following statutory powers:

e The appointment and, if appropriate, removal of the Chair

o The appointment and, if appropriate, removal the other Non-executive
directors

o Decide the remuneration, allowances and other terms and conditions of
office of the Chair and other Non-executive directors

e To hold our Non-executive directors individually and collectively to account
for the performance of our Board of Directors

o Ratify the appointment of our chief executive

¢ Appointment and, if appropriate, the removal of our external auditors.

¢ Receive our Annual Report and Accounts together with any report of the
auditor on them

» Represent the interests of our Foundation Trust membership and the
interests of the public

o Approve any “significant transactions” (as defined by our Constitution)

e Approve any application by us to enter into a merger, acquisition,
separation or dissolution (in line with processes laid out in our Constitution)
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¢ Decide whether any of our non-NHS work would significantly interfere with
our principal purpose, which is to provide goods and services for the health
service in England, or performing its other functions

e Approve amendments to our Constitution

Composition of the Council of Governors
The Council of Governors consists of:

¢ 13 elected public Governors representing seven constituencies:
Ashford

o Canterbury

o Dover

o Folkestone and Hythe (formerly Shepway)

o

0

@)

o]

Swale
Thanet
Rest of England and Wales

e Three elected staff Governors
e Three appointed Governors, representing the:
o two Kent Universities
o six local authorities in East Kent
o volunteers working in the Trust, including the five League of
Friends

The Board of Directors’ relationship with the Council of Governors and
members

Ensuring that services provided are developed to meet patients’ needs, and
their views and those of the wider community are listened to, is of the utmost
importance to the Board of Directors. Our Board has an overall duty to ensure
the provision of safe and effective services for members of the public. The
Board does this by using its governance structures.

Governors are required to canvass the opinion of the Trust's members and
the public and communicate their views to the Board of Directors. Governors
are encouraged to participate in all public and member engagement events
organised by the Trust throughout the year.

The following sets out steps taken by members of our Board of Directors to
understand the views of our Governors and our membership:

e Our Board meetings are held in public and the agenda is shared with our
Council of Governors prior to the meeting, with the agenda and papers
published on our website. The Council of Governors also receive a
confidential copy of our closed Board meeting agenda and minutes to keep
them abreast of all issues discussed by our Board of Directors.

o Our chief executive is invited to attend each Council meeting to provide an
update on the latest performance and to keep Governors informed about
strategic developments.
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¢ At Council meetings, Governors have received presentations on the Trust's
Organisational Strategy and the planning for the creation of the subsidiary
company, 2gether Support Services.

e Board members are invited to attend Council meetings in line with their
roles on the Board, with at least one Non-Executive Director attending with
the Trust Chair. The Non-Executive Director chair of each of the Board’s
Committees attends two Council meetings a year to report on the work of
the Committee and take questions from Governors. In seeking to hold the
non-executives to account, Governors have the opportunity to ask
questions or raise concerns directly with our Chair at Council meetings, or
at the Board of Director meetings held in public.

¢ The Board of Directors engages the Council of Governors on a variety of
strategic issues formally at meetings and on an ad hoc basis.

e The Council meets in formal session four times a year in May, August,
November and February. Topics covered during the year include:

Financial Special Measures

Care Quality Commission report on Paediatric services

STP overview

Report from the External Auditors on the 2017/18

performance

o Statutory compliance with the provider licence

o Trust's Quality report and Governor commentary

o Non-Executive Director appraisal

O O O O

¢ The Council has three Committees:

o Nomination and Remuneration Committee which manages
appointments of non-executive directors and their remuneration.
Audit Committee to look at the appointment of the External Auditors as
required. An appointment process was carried out during this reporting
period and a recommendation made to Council, which was approved.

o Membership Engagement and Communication Committee which meets
quarterly and focuses on engagement and communication with
members and the public to help inform their discussions with the Board
of Directors. The Trust's Director of Communications and Engagement
is an attendee at this Committee.

There are eight voting governor members on each committee; it is open to all
Governors to attend and participate in any committee meeting they wish. The
meetings are supported by relevant members of Trust staff to provide any
professional expertise required by the Governors.

At each Full Council meeting the Chairs of the Council Committees provide a
summary report on any meetings held since the last public meeting,
highlighting key issues. Powers cannot be delegated to Council Committees,
they can only make recommendations for Council to discuss and decide in full
session.

e The annual joint meeting of Governors and Non-Executive Directors in
February, focussed on the Trust's Organisational Strategy and how the
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Council can hold the Non-Executive Directors to account against their
responsibilities to hold the Board to account for delivering the Strategy.

The following summarises some of the issues considered at the Full Council
meetings during 2018/19:

o Updates on latest Trust performance (each meeting).

Reports from the Council’'s Membership Engagement and
Communication Committee, including summaries of member feedback
Updates on developments with the local STP and service provision
Several iterations of the Trust’s draft Operational Plan for 2019/20
Progress on moving out of Financial special measures

Winter Preparedness

Quality report local indicator requirements for Governors

Council of Governors and Governor Committee effectiveness survey

Dealing with disputes

The Trust has in place a disputes resolution procedure for addressing
disagreements between the Council of Governors and Board of Directors.
This procedure was reviewed during 2015 and agreed by the Council of
Governors in October 2015.

The dispute resolution policy does not undermine the power the Governors
have under the Health and Social Care Act 2012, to require one or more of
the directors to attend a Governors’ meeting for the purpose of obtaining
information about the Foundation Trust’s performance of its functions or the
directors’ performance of their duties. This power was not used during
2018/19.

At the Joint meeting of Governors and Non-Executive Directors in February
2018, the Council considered and approved a process for managing
allegations that Standards of Conduct had been breached.

Governor training

In February 2018 a number of our Governors completed their term of office
and a new cohort of Governors joined the Council; five public Governors and
one staff governor joined the Council and two public Governors were re-
elected. In June 2018 a training session was held for the whole Council on
core Governor skills, delivered by NHS Providers. This was a good
opportunity for the Council members to work together and develop
relationships.

A networking meeting of Governors from the four Foundation Trusts in Kent
and Medway was held in October. Items covered included: a presentation
from the Care Quality Commission on working with Governors; an update
from the Chief Executive of the Kent and Medway Sustainability and
Transformation Plan and a workshop on effective questioning, holding to
account and building relationships with non-executive directors.
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Lead governor

The Lead Governor elections were held in March 2019 with no changes made
to the role description. Sarah Andrews, public Governor representing Dover,
was appointed to the post for a period of one year. The outcome of the vote
will be recorded at the meeting of Council scheduled on 24 May 2019.

Governor changes 2018/19
A list of all Governors who served during 2018/19 is detailed in this section.

Council of Governor public meetings

Our Council of Governors met in public four times during 2018/19. In addition,
a joint meeting with our Board of Directors was held on 14 February 2019
which was closed to the public.

Details of all public meetings, agendas, minutes and papers can be found on
the Trust website: www.ekhuft.nhs.uk
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Constituency | Name Term of In Year Attendance at
Office ends | Change Council of
Governor public
meetings
(See note to
table)
Ashford Junetta Whorwell | 29/02/2020 4/4
Borough
Council John Bridle 28/02/2021 3/4
Canterbury Philip Wells 29/02/2020 3/4
City Council ]
Alex Lister 28/02/2021 4/4
Dover District | Sarah Andrews 28/02/2021 4/4
Council
Paul Curd 29/02/2020 | Resigned 1/1
John East Joined 3/3
Folkestone & Philip Bull 28/02/2021 | Resigned 3/4
Hythe District
Council John Sewell 29/02/2020 4/4
Swale Borough | Jenny Chittenden | 28/02/2021 4/4
Council (previously Cole)
Ken Rogers 28/02/2021 4/4
Thanet District | Roy Dexter 29/02/2020 374
Council
Marcella 29/02/2020 4/4
Warburton
Staff David Bogard 29/02/2020 1/4
Mandy Carliell 29/02/2020 3/4
Sharon Hatfield- | 28/02/2021 4/4
Tugwell
Rest of Julie Barker 28/02/2021 3/4
England and

Wales
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University
Representation

(Joint
appointment by
Canterbury
Christ Church
University and
University of
Kent)

Debra Towes
(previously
Teasdale)

0/4

Local
Authorities

Christopher Wells

1/4

Volunteers
working with
the Trust

Nicholas Wells

4/4

* Attendance at meetings held during the year (actual/possible) is shown.

Board of Directors attendance at Council of Governors meetings
Board members are invited to attend Council meetings in line with their roles
on the Board, with at least one Non-Executive Director attending with the

Trust Chair.
NAME DESIGNATION DATE OF COUNCIL OF
APPOINTMENT | GOVERNORS
ATTENDANCE*
Stephen Smith | Trust Chair 01/03/18 4/4
Barry Wilding Senior Independent 11/05/15 1
Director Second
Term
Sunny Adeusi Non-Executive Director 01/11/16 1
Second
Term
Keith Palmer Non-Executive Director 01/01/17 0
First term
Wendy Non-Executive Director 06/01/17 0
Cookson First term
Jane Ollis Non-Executive Director 01/01117 3
First term
Nigel Mansley | Non-Executive Director 01/07/17 1
First term
Sean Reynolds | Non-Executive Director 20/08/18 1
First term
Susan Acott Interim Chief Executive 16/10/17 3
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Andrea Acting Director of Human | 01/11/18
Ashman Resources
Phil Cave Director of Finance and 09/10/17
Performance
Sandra Le Director of Human 01/09/14
Blanc Resources
Lee Martin Chief Operations Officer | Interim from
01/05/18
Substantive
01/08/19
Liz Shutler Director of Strategic 21/01/04
Development and Capital
Planning
Sally Smith Chief Nurse and Director | Interim from
of Quality 01/05/15
Substantive
28/07/15
Paul Stevens Medical Director 01/06/15

*number of attendances at Public Council meetings in year.

Other executive directors and Non-executive directors who served

during 2018/19

Colin Tomson Non-Executive Director 11/05/15
First Term
Jane Ely Chief Operating Officer 26/01/15

Annual Members’ Meeting

The Annual Members’ Meeting was held on 10 September 2018 and provided
an opportunity for the public to meet and ask questions of our Chair, Chief
Executive and Governors.

There were more than 100 people in attendance, made up of Trust members,
members of the public, members of the Council of Governors and Board of
Directors, representatives from partner organisations and members of the
Trust’s staff. In addition to sharing information about our performance for the
past year, including financial performance, there was a presentation on the
Trust's future strategy and a report from the Council of Governors. Questions
were invited from the audience to close the meeting. Attendees were also
able to visit a showcase area prior to the meeting where members of Trust
staff were demonstrating a number of both innovative and essential services
provided by the Trust.
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Details of all public meetings are available on the Trust's website
www.ekhuft.nhs.uk.

Council of Governor register of interests

All members of our Council of Governors are required to declare other
company directorships and significant interests in organisations which may
conflict with their Council responsibilities. A register of our Governors’
interests is available on the Trust website www.ekhuft.nhs.uk

Contacting members of the Council of Governors

Governors may be contacted via the Trust's governor and membership lead,
01233 651891, or through the membership area of our website
www.ekhuft.nhs.uk/members or by emailing amanda.bedford1@nhs.net

Work of the Council of Governors

Council of Governors’ committees and working groups

Our Council of Governors has established a number of committees. The
Council of Governors cannot delegate authority to committees, so all
recommendations made by these committees must be endorsed at a full
meeting.

The Council Committees are:

¢ Nomination and Remuneration
¢ Membership Engagement and Communication
e Audit and Governance

Each committee has eight governor voting members, although all Governors
can attend and participate in meetings. Senior Trust staff are invited to attend
in an advisory capacity as appropriate.

The membership of the Committees is refreshed annually at the Council
meeting following the Governor elections, or in March in years when no
elections are held. All Governors complete a skills audit and indicate their
preference for which Committee they would prefer to serve on. Allocation to
membership takes into account these skills and preferences as well as
seeking to have some continuity in membership and a reasonable
representation across the public governor constituencies, Staff and Partner
Governors

Council can also establish specific task and finish groups as required. In
2018/19 a working group of three governors was established to look at the
Trust's Annual Quality Report and draft a Governor Commentary for
consideration, amendment and agreement by the Full Council. The Governor
commentary was ratified by the Council following a virtual process undertaken
in May.
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A task and finish group of three Governors and the Senior Independent
Director was also established to review the Trust's Constitution, with the Trust
Secretary, to ensure that it continues to comply with legislation and guidance
form NHS Improvement. The group reported to the August 2018 meeting of
the Council and recommended the following changes:

e Section 49.3 under Mergers etc and significant transactions - replacing
a complex diagram with a single sentence description;

e replacing reference to ‘Shepway District Council’ with ‘Folkestone &
Hythe District Council’ to reflect the local authority name change;

e Annex 7 section 2.1 Composition of the Council — changing the
arrangements following the resignation of a Lead Governor in term to
ensure that the term of office remains aligned with the Governor
elections schedule

e Annex 7 section 3.1 Calling meetings — to adjust the minimum
requirement for a requisition to the Chairman for a meeting of the
Council to include two appointed governors to be reduced to one
appointed governor. This reflects the reduction in the number of
appointed governors on Council from four to three agreed by Council
the previous year,;

¢ Annex & section 3.12 Virtual voting — changing the criteria for a virtual
vote to be passed;

e Appendix 1 to the Council of Governors Standing orders —to be
deleted as the information included would now be part of the
information pack provided to new governors and, as such, be kept up
to date.

This task and finish group is also working on revising the content of the
information pack for new governors.

A further task and finish group, consisting of three members of the Council's
Membership Engagement and Communication Committee, has been
established to work on the drafting of the Council’'s Members’ Engagement
and Communication Strategy 2019 - 2021. This is due to be ratified by
Council at their August meeting in 2019.

Nominations and Remuneration Committee

The Council of Governors’ Nominations and Remunerations Committee is a
statutory committee which is responsible for:

¢ Considering and making recommendations to the Council of Governors
on the appointment of the Chair and Non-executive directors

o Agreeing the process for recruitment of the Chair and Non-executive
directors

e Making recommendations to the Council of Governors on the re-
appointment of the Chair and/or Non-executive directors where it is
sought and is constitutionally permissible. The committee will look at
the existing candidate against the required role description.
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e Considering and making recommendations to the Council of Governors
on the remuneration and terms of appointments of the Chair and Non-
executive directors

e Contributing to an annual review of the structure, size and composition
of the Board of Directors and making recommendations for changes to
the Non-executive director element of the Board of Directors to the
Council of Governors where appropriate. When undertaking this
review, the committee will consider the balance of skills, knowledge
and experience of the Non-executive directors

The committee follows the ‘Guide to the Appointment of Non-Executive
Directors’ which was endorsed by our Council of Governors in January 2014.
The aim of this document is to help our Council of Governors, Chair and Trust
human resources department by providing guidance on all of the actions that
would need to be completed to ensure an effective appointments process.
This document was reviewed and the revised version endorsed by the Council
of Governors at their meeting in April 2018.

When considering the appointment of Non-executive directors, the Council
should take into account the views of the Board and its nominations
committee on the qualifications, skills and experience required for each
position.

The Committee is mindful of its responsibility to ensure an appropriate level of
refresh and takes as its default position, unless there are compelling reasons
to the contrary, that non-executive director positions should be subject to
competition when their term ends.

The Committee met on several occasions through 2018 to complete the
recruitment to Non-Executive director vacancies in May and November 2018.

On the committee’s recommendation the Council of Governors endorsed the
following:

e Appointment of Sean Reynolds — Non-Executive director

¢ Re-appointment of Sunny Adeusi for a further three year period as a
Non-Executive Director.

In this reporting period the Council of Governors also approved the
appointment of Non-Executive Director, Jane Ollis as the Deputy Chairman to
replace Colin Tomson when he came to the end of his term of office. The

Council also approved the appointment of Susan Acott as the Chief Executive
Officer.

Details of all our Non-Executive directors who served during 2017/18 can be
found on page 34.
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Council of Governors Nominations and Remuneration Committee

members 2017/18

Philip Wells (Chair) 171

Sarah Andrews 1/1

Debra Towes (formerly Teasdale) | 1/1

Paul Curd Resigned as
Governor

Sarah Andrews 1M1

John Sewell 1M1

David Bogard 11

Marcella Warburton 1/1

*Attendance at meetings held during the year (actual/possible) is shown

Audit and Governance Committee

The appointment of the Trust's External Auditors was undertaken during
2018/19 and the process was led by the Council's Audit Committee. The
process was supported by the Trust's procurement department to ensure
regulations and guidance were met. Companies were shortlisted for interview
by a panel consisting of five Governors and the Non-Executive Director Chair
of the Board's Integrated Audit and Governance Committee, using pre-agreed
criteria. A Governor chaired the panel and support was provided by the
Assistant Director of Finance and a senior member of the procurement team.
The contract was awarded on the basis of the tenders submitted against pre-
agreed criteria.

A recommendation to appoint Grant Thornton as the Trust’'s External Auditors
was made by the Committee to the Council at their meeting in February 2019
and this was approved. The appointment is for three years with the option to

extend for one year.

At the Council meeting held in February 2019 it was agreed that the terms of
reference of this Committee would be extended to include greater involvement
in governance issues such as receiving the External and Internal Auditors’
plans and reports on performance; producing a Governor commentary for the
Quality Report; reviewing the Trust's Constitution; reviewing policies which
relate to the work of the Council; and reviewing the effectiveness of Non-
Executive Engagement with Council Committees and report conclusions to
the Council.

To reflect this change, the name of the Committee has been changed to the
Audit and Governance Committee.
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Membership Engagement and Communications Committee

The Committee meets on a quarterly basis and is responsible for developing,
overseeing implementation and monitoring the Council of Governors’
Membership Communication and Engagement Strategy. A task and finish
group is currently working on the next iteration of the strategy, which will cover
the period September 2019 to August 2021.

The work of the Committee is regularly reported to the Council. The section
below provides more detail about work undertaken during the year.

Membership

Trust members play an active part in helping us to understand the views and
needs of the people we serve in east Kent. Membership is open to anyone
over the age of 16 who lives in England and Wales.

Public constituencies

There are seven public constituencies — six are based on local authority areas
and the seventh, rest of England and Wales, allows non east Kent residents
to become members and elect a governor.

Ashford

Canterbury

Dover

Folkestone and Hythe (previously Shepway)
Swale

Thanet

Rest of England and Wales

Staff constituency

All staff on permanent contracts, or who are in contracted continuous
employment with the Trust for over a year, are opted in to this constituency.
Staff membership is covered at Trust induction and the process for opting out
is explained. A refresher explanation about staff membership is provided
annually through routine Trust communications. Staff members cannot be
concurrent members of any public constituency.

Engaging and recruiting our members

The current Membership and Engagement Strategy for 2016 — 2019 was
ratified at the Full Council meeting on 5 September 2016.

Throughout the year sessions were run across all Trust sites for members to
meet with their Governors. Members made use of a dedicated email enquiry
line to raise issues. The MECC overseas the implementation of the strategy
and is focussing on increasing opportunities for engagement between elected
Staff and Public Governors and their members. Recruitment of new members
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is concentrating on areas which are currently not well represented in our
membership.

We continue to run a virtual panel of members who provide valuable feedback
on patient leaflets, policies etc.

The Trust publishes a magazine three times a year as part of its
communication strategy. The publication is free and is available from
distribution points across the Kent and Medway area, such as doctors'
surgeries and pharmacies. It contains a dedicated area for Foundation Trust
members, the content of which is managed by the Governors. The magazine
is sent electronically to members and by post to members who have indicated
that they are unable to manage electronic communication.

An electronic newsletter is sent to members from the Governors providing
details of events and updating them on the Council’'s work. Copies of these
newsletters are sent with the magazine to members who are unable to receive
electronic communication.

Members’ evenings took place at William Harvey Hospital and the Kent and
Canterbury Hospital in February 2019. The first showcased innovative work
by Dr Mohammed Sakel to improve the efficacy of physiotherapy treatment for
Multiple Sclerosis patients using an exo-skeleton robot. The second
demonstrated the cutting edge work in the Trust's Maternity department to
provide real time information to expectant women and their families via an app
developed in-house.

These were the first two in what is planned as a regular programme of
evenings which will happen at each of the three main hospital sites two or
three times a year.

The MECC receives a report at each meeting which summarises the feedback
received from members. This is discussed by the Committee and the
outcome included in the report presented to Council.
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Membership Report for East Kent Hospitals University from 01/04/2018 to 31/03/19

Public constituency Population Percentage
As at start (April 1 2018) 11,066 793,944 1.4
New members 114

Members leaving 215

At year end (March 31 2019) 10965 793,944 1.4
Staff constituency

As at start (April 1 2018) 7,204

At year end (March 31 2019) 7,448

Public constituency

Age(years): |

0-16 0 154,952 0
17 — 21 105 52,613 0.2
22+ 8444 586,379 1.4
Ethnicity:

White 8966 720,670 1.2
Mixed 139 10,290 1.4
Asian 502 18,849 2.7
Black 284 6,461 44
Other 66 2495 2.6
Socio-economic groupings:

AB 2945 43,413 6.8
C1 3234 70,692 4.6
C2 2335 52,130 4.5
DE 2396 58,236 4.1
Gender analysis:

Male 3157 388,892 0.8

Female 7666 405,050 1.9
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Staff report

The Trust has 8,045 employees. Due to the flexible working practices
encouraged by the Trust this amounts to a total of 7,215.9 whole time
equivalent posts. The majority of staff are female, which is consistent with the
pattern of employment across the NHS.

The Trust continues to be representative of its local community with 63% of
employees having a white British ethnic origin and 37% of employees having
a minority ethnic origin reflecting the diversity of its patient population.

Staff engagement continues to be an important aspect of our communication
with all of our staff, to share information and strength links between the Board
and front-line colleagues.

At the beginning of 2018 we launched monthly briefings on all five hospital
sites, led by the Chief Executive or an executive colleague. The briefings are
aimed at the Trust's leaders who have a responsibility to cascade the
information to their teams, and bring back feedback, creating two-way Board
to Ward communication.

Bi-annual leadership events have created an environment where learning can
be shared and the Trust’s strategy co-designed. Admin and service-specific
staff forums and listening events have enabled more regular communication
and feedback opportunities, and developed greater medical engagement.

A programme of ward “buddying” has made our executive directors much
more visible around the Trust and governors and non-executive directors also
have a programme of visits.

Regular, consistent communication with staff is at the heart of developing and
living the Trust values. A range of methods are used including the weekly staff
newsletter, desktop “wallpaper”, campaigns and resources in improvement
and innovation hubs, along with regular messages from the Chief Executive.

We use these channels to provide regular information to our staff on the
Trust's performance (including financial performance) and new developments;
and to share best practice and encourage improvements in quality, the latter
highlighted by the CQC in 2018 as an area of outstanding practice.

Our staff are important to us and have a voice through a number of forums,
including trade unions. We continue to maintain positive relationships with our
trade union colleagues and work with them in partnership through our joint
negotiating committees (the Staff Committee and the Local Negotiating
Committee). These forums are where we discuss issues regarding terms and
conditions of employment and important strategic and clinical matters
affecting our employees. We work with the unions to develop new policies,
revise existing ones and consult on matters of strategic importance to staff.
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We have a range of best practice human resources policies and procedures
covering areas such as discipline, performance management, sickness
management, redeployment and organisational change.

Head count
Ethnic Origin Exec Non Exec Non Board Grand
Director Director & Members Total
Chair
A White - British 5 5 5046 5056
B White - Irish 77 77
C White - Any other White
background 440 440
D Mixed - White & Black
Caribbean 24 24
E Mixed - White & Black
African 3 3
F Mixed - White & Asian 30 30
G Mixed - Any other mixed
background 39 39
H Asian or Asian British —
Indian 422 422
J Asian or Asian British —
Pakistani 47 47
K Asian or Asian British -
Bangladeshi 21 21
L Asian or Asian British -
Any other Asian background 290 290
M Black or Black British —
Caribbean 1 30 31
N Black or Black British —
African 1 140 141
P Black or Black British -
Any other Black background 15 15
R Chinese 37 37
S Any Other Ethnic Group 106 106
Z Not Stated 1 2 1263 1266
Grand Total 7 8 8030 8045
Gender Executive Non Exec Non Board Grand
Director Director & Members Total
Chair
Female 4 2 6364 6370
Male 3 6 1666 1675
Grand Total 7 8 8030 8045
Full-time Part-time Grand total
5545 2500 8045
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Out on Out on
external external
Fixed term Internal secondment | secondment
contracts secondment | - paid - unpaid
637 74 2 1

Trade Union Facility Time

65 8045

Percentage of time spent on facility time

Percentage of time Number of employees
0% 50
1-50% 15
51%-99% 0
100% 0

Percentage of pay bill spent on facility time

Provide the total cost of facility time £22,819.44
Provide the total pay bill £331,256,785.00
Provide the percentage of the total pay bill spent on facility
time, calculated as (total cost of facility time + total pay bill) 0.69%
x 100

Paid trade union activities

Time spent on paid trade union activities as a percentage of
total paid facility time hours calculated as: (total hours spent
on paid trade union activities by relevant union officials 0
during the relevant period + total paid facility time hours) x
100




Staff costs FINANCE

Salaries and wages
Social security costs
Apprenticeship levy
Employer's contributions to NHS pensions
Pension cost - other
Temporary staff
Total gross staff costs
Recoveries in respect of seconded staff
Total staff costs

Of which
Costs capitalised as part of assets

Average number of employees (WTE basis)

Medical and dental

Administration and estates
Healthcare assistants and other support
staff

Nursing, midwifery and health visiting staff
Scientific, therapeutic and technical staff
Healthcare science staff
Other

Total average numbers

Of which:

Number of employees (WTE) engaged on
capital projects
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Reporting of compensation schemes - exit packages

201819

Exit package cost band (including any special payment

element)

<£10,000

£10,000 - £25,000

£25,001 - 50,000

Total number of exit packages by type

Total cost (£)

Group
2018/19 2017118
Permanent Other Total Total
£000 £000 £000 £000
285,907 - 285,907 258,359
29,354 - 29,354 25,912
1,407 - 1,407 1,274
32,332 - 32,332 30,332
- 60 60 22
- 53,969 53,969 40,191
349,000 54,029 403,029 356,090
349,000 54,029 403,029 356,090
355 - 355 205
Group
201819 2017118
Permanent Other Total Total
Number Number Number Number
1,007 165 1,172 1,102
2,623 169 2,792 1,605
1,147 246 1,393 1,274
2,153 316 2,469 2,315
1,001 42 1,043 1,037
396 - 396 314
- 35 35 26
8,327 973 9,300 7,673
1 - 11 3
Number of Total
Number of other number
compulsory departures of exit
redundancies agreed packages
Number Number Number
- 1 1
- 2 2
- 1 1
- 4 4
£0 £71,000 £71,000



Exit packages: other {(non-compulsory) departure

payments

Contractual payments in lieu of notice
Total

Page | 80

2018/19 201718
Total

value of Total
Payments agreement Payments value of
agreed S agreed agreements
Number £000 Number £000
4 71 - -
4 71 - -
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Staff survey

The Trust remains committed to improving staff engagement and in June
2018 it signed up to the Listening into Action (LiA) programme. This involved
running a ‘pulse check’ survey followed by a programme of improvements
which responded to the feedback provided. The improvements have included
a number of enhancements to work environments and facilities and also ten
projects across the Trust which will ultimately lead to developments in patient
care and experience. The process of embedding improvement methodology,
based on staff feedback with the aim of improving patient care, will continue
and the Trust is currently considering ways to make this process more robust.

Overall the Trust has maintained progress made over the last two years in 58
questions (71%) and in order to build on this, and move from the lowest 20%
of all acute trusts, East Kent Hospitals will focus on a number of key areas
including:
¢ Leadership and management - this includes the development and
delivery of a Care Group Development programme to support leaders
in the Trust’'s new structure
e Communication and engagement — continuing with a monthly face-to-
face briefing by the CEO, Team Talk, to facilitate people managers
engaging with their teams on key updates. The CEO also leads six-
monthly Leadership Events.
e ‘Respecting each other’ — this campaign is being refreshed and will
continue developing the role of the workplace contacts to support staff
who feel they are being bullied. It will also provide targeted training.

2017/18 | 2018/19 Trust
Improvement/deterioration
Trust Trust Benchmarking
group — acute trust
average
Response rate | 50.3% 47% 44% 3.3% deterioration
2017/18 | 2018/19 Trust
Improvement/
deterioration
Trust Trust Benchmarking

group — acute
trust average

Appraisal/performance review: 68% 1% 69% 3% improvement

training, learning or development
needs identified

Not experienced physical 86% 87% 85% 1% improvement

violence from patients/service
users, their relatives or other
members of the public

Not experienced discrimination 94% 93% 92% 1% deterioration

from patients/service users, their
relatives or other members of the
public
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Not experienced physical 98% 98% 98% No change
violence from other colleagues
Not experienced physical 99% 99% 99% No change
violence from managers
2017/18 2018/19 Trust
Improvement/
deterioration
Trust Trust Benchmarking
group — acute
trust average
Would recommend 43% 45% 62%3.91 2% improvement
organisation as a place to
work
If friend/relative needed 54% 54% 71% No change
treatment would be happy with
standard of care provided by
| organisation
Organisation acts on concerns | 60% 59% 73% 1% deterioration
raised by patients/service
users
Care of patients/service users | 64% 64% 77% No change
is organisation’s top priority
Feedback from 52% 47% 58% 5% deterioration
patients/service users is used
to make informed decisions
within directorate/department

Employee sickness absence

The Department of Health Group manual for accounts requires the sickness
absence data for NHS bodies to be recorded in the Annual Report on a
calendar year basis using data provided by the Health and Social Care
Information Centre (HSCIC).

days lost (per
WTE)

Total days lost 65,321.04 63,973.55 67,509.00
Total staff years 6,938.45 6,881.69 6,983.26
Average working 9.41 9.29 9.6
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The Trust has calculated the employee sickness absence level for 2018/19 is
4.03%, 0.99% relating to short-term absence and 3.04% relating to long-term
absence.

Occupational Health

The occupational health service is provided in house and has successfully
retained SEQOSH (Standard of Excellence and Quality) reaccreditation in
2017 and is soon to undergo revalidation.

The department continues to host a specialty training registrar in occupational
medicine and lead the diploma in occupational medicine in partnership with
the University of Kent.

Fast track access to psychiatric services, counselling and mediation provision
are coordinated through the department with self-referral options for all staff
with musculoskeletal issues to attend physiotherapy. Increased provision has
been invested in stress management support, training and awareness through
one to one clinics and the Mental Health First Aid course and mindfulness
sessions.

The seasonal flu vaccination programme has met the CQUIN target and staff
continue to be offered immunisations.

The department continues to offer in house occupational health services as
well as services to external contracted organisations and on an ad hoc basis
to over 100 other clients, ranging from small to medium businesses and sole
traders.

Recruitment and retention

Recruitment and retention of our staff is a key priority and supports our
strategic aim to deliver “great healthcare from great people”.

We have redoubled our efforts during the last year to encourage applications
from a wide pool of potential candidates with skills and abilities to provide the
professional service that our patients have a right to expect.

We have continued to implement our People Strategy with a renewed focus
on four critical aspects; Attract, retain, engage, develop.

We have ensured that our activity has provided a professional workforce,
trained and equipped to meet the varying demands of our service as we
continue our improvement journey, delivering high standards of care and
service to our patients.

We seek to be an employer of choice and offer unique opportunities and
experiences that support the continuous professional development of our
staff. Access to world class research and development is provided for staff
who wish to pursue their professional path under the guidance of leading
expert clinicians.

We continue to focus not only on recruiting new staff, but also retaining
existing staff, who have a wealth of skills and experience to use and share
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with colleagues. We have been successful in our work to support individuals
in their first year of employment with the Trust and have continued to develop
models of best practice to support induction and ‘on boarding’ for each person
participating in national programmes that support this activity.

Diversity and Inclusion policy

The Trust is committed to equality, diversion and inclusion, promoting
recruitment and selection processes that are open, fair and transparent. We
will not discriminate on the grounds of age, disability, gender reassignment,
marriage and civil partnership, pregnancy and maternity, race (which includes
colour, nationality and ethnic or national origins), religion or belief, and sex or
sexual orientation

Candidates for employment or promotion will be assessed objectively against
the requirements for the job, taking account of any reasonable adjustments
that may be required for candidates with a disability.

The Trust supports and engages with our BAME (Black, Asian and Minority
ethnicity), LGBTQ+ (Lesbian, Gay, Bisexual, Transgender and querying, plus)
networks and our staff disability council.

Our networks meet regularly and join collectively for our bi-monthly Equality,
Diversity and Inclusion Steering Group which is incorporated into our
governance framework and reports to our Strategic Workforce Committee,
Patient Experience Group and Quality Committee.

We work in partnership with our networks and Disability Council through the
Equality, Diversity and Inclusion Steering Group to discuss the analysis of
data for our Gender pay gap, Workforce Race Equality Standards and our
Workforce Disability Equality standards responsibilities, and identify actions to
address our priorities for the coming year.

For 2019/20 we have identified a need to positively promote Consultant job
roles through our advertising, discuss and act on the promotion of flexible
working options in senior Agenda for Change vacancies and take positive
action in encouraging female Consultants to apply for Clinical Excellence
awards.

We are currently supporting our networks to plan and hold annual
conferences to engage and develop their membership and raise awareness of
pertinent issues amongst colleagues and senior leaders.

We value partnership working to improve the experience at work or in
applying for roles within our Trust and are active members of the Kent Surrey
and Sussex Inclusion network and are planning a joint float and march at the
Canterbury Pride event this year with other Kent Trusts.

Managers’ guidance on redeployment

Employees cannot be redeployed into a position which attracts a higher
band/grade than their substantive position with the exception of individuals
who are looking for redeployment as a reasonable adjustment as advised by
the occupational health team and who are deemed to be disabled for the
purpose of the Equality Act 2010.
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Health and safety

The Trust continues to improve implementation of health and safety
governance structures corporately and by division. The Trust has adopted a
revised set of Key Performance Indicators (KPIs) to scrutinise results and
trends. These KPls, along with the results of the Health and Safety Toolkit
Audit program and report, demonstrate the Trust is appropriately monitoring
its health and safety performance.

The 4Risk risk management software assists in ensuring significant health
and safety risks are escalated and managed as necessary.

Training for the Health and Safety Link Workers is now undertaken in-house,
ensuring the content is better tailored to Trust needs. Additional specialist
courses including controlling hazardous substance and Health and Safety
training for managers are in place.

Accident / fall (staff or visitors only) 573 509 440
Breach of confidentiality / data protection / 570 434 523
computer misuse

Facilities / estates issues 318 304 288
Fire including false alarm 200 174 160
Manual handling 128 93 106

Security 988 898 957
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Disclosures set out in the NHS Foundation Trust
Code of Governance

East Kent Hospitals University NHS Foundation Trust has applied the
principles of the NHS Foundation Trust Code of Governance on a comply or
explain basis. The NHS Foundation Trust Code of Governance, most recently
revised in July 2014, is based on the principles of the UK Corporate
Governance Code issued in 2012.

The Trust conducts an annual review of the Code of Governance to monitor
compliance and identify areas for development. The Integrated Audit and
Governance Committee reviewed the Trust's assessment at a meeting held in
April 2019.

The Integrated Audit and Governance Committee confirmed the Trust is
compliant with all provisions in the Code.

NHS foundation trusts are required to provide a specific set of disclosures in
their annual report to meet the requirements of the NHS Foundation Trust
Code of Governance. The following table details these disclosures and where
the information can be located in this report:

PROVISION

ANNUAL REPORT AND
ACCOUNTS SECTION

A1

The schedule of matters reserved for the board of
directors should include a clear statement detailing
the roles and responsibilities of the council of
governors. This statement should also describe how
any disagreements between the council of governors
and the board of directors will be resolved. The
annual report should include this schedule of matters
or a summary statement of how the board of
directors and the council of governors operate,
including a summary of the types of decisions to be
taken by each of the boards and which are
delegated to the executive management of the board
of directors.

Accountability Report:

Director’s Report
Council of Governors’
Report

A12

The annual report should identify the chairperson,
the deputy chairperson (where there is one), the
chief executive, the senior independent director (see
A.4.1) and the chairperson and members of the
nominations, audit and remuneration committees. It
should also set out the number of meetings of the
board and those committees and individual
attendance by directors.

Accountability Report:

Director’s Report
Nominations and
Remuneration Committee
Integrated Audit and
Governance Committee
Remuneration Report
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Ab53

The annual report should identify the members of the
council of governors, including a description of the
constituency or organisation that they represent,
whether they were elected or appointed, and the
duration of their appointments. The annual report
should also identify the nominated lead governor.

Accountability Report:

Council of Governors'
Report

B.1.1

The board of directors should identify in the annual
report each non-executive director it considers to be
independent, with reasons where necessary.

Accountability Report:

Director's Report

B.1.4

The board of directors should include in its annual
report a description of each director’s skills,
expertise and experience. Alongside this, in the
annual report, the board should make a clear
statement about its own balance, completeness and
appropriateness to the requirements of the NHS
foundation trust.

Accountability Report:

Director's Report

B.2.10

A separate section of the annual report should
describe the work of the nominations committee(s),
including the process it has used in relation to board
appointments.

Accountability Report:

Nominations and

Remuneration Committee

B.3.1

A chairperson’s other significant commitments
should be disclosed to the council of governors
before appointment and included in the annual
report. Changes to such commitments should be
reported to the council of governors as they arise,
and included in the next annual report.

Accountability Report:

Director's Report

B.5.6

Governors should canvass the opinion of the trust’s
members and the public, and for appointed
governors the body they represent, on the NHS
foundation trust's forward plan, including its
objectives, priorities and strategy, and their views
should be communicated to the board of directors.
The annual report should contain a statement as to
how this requirement has been undertaken and
satisfied.

Accountability Report:

Council of Governors’
Report

B.6.1

The board of directors should state in the annual
report how performance evaluation of the board, its
committees, and its directors, including the
chairperson, has been conducted.

Accountability Report:

Director’'s Report

B.6.2

Where there has been external evaluation of the
board and/or governance of the trust, the external
facilitator should be identified in the annual report
and a statement made as to whether they have any
other connection to the trust.

Accountability Report:

Director's Report

Cc11

The directors should explain in the annual report
their responsibility for preparing the annual report
and accounts, and state that they consider the
annual report and accounts, taken as a whole, are

Performance report:
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fair, balanced and understandable and provide the
information necessary for patients, regulators and
other stakeholders to assess the NHS foundation
trust's performance, business model and strategy.
Directors should also explain their approach to
quality governance in the Annual Governance
Statement (within the annual report).

Summarised annual
accounts

C.21

The annual report should contain a statement that
the Board has conducted a review of the
effectiveness of its system of internal controls.

Annual Governance
Statement

C.22

A trust should disclose in the annual report:

(a) if it has an internal audit function, how the
function is structured and what role it performs; or
(b) if it does not have an internal audit function, that
fact and the processes it employs for evaluating and
continually improving the effectiveness of its risk
management and internal control processes.

Annual Governance
Statement

C.3.5

If the council of governors does not accept the audit
committee’s recommendation on the appointment,
reappointment or removal of an external auditor, the
board of directors should include in the annual report
a statement from the audit committee explaining the
recommendation and should set out reasons why the
council of governors has taken a different position.

Not applicable for 2018/19
see Council of Governors
report

C.3.9

A separate section of the annual report should
describe the work of the audit committee in
discharging its responsibilities. The report should
include:

o the significant issues that the committee
considered in relation to financial statements,
operations and compliance, and how these issues
were addressed;

¢ an explanation of how it has assessed the
effectiveness of the external audit process and the
approach taken to the appointment or re-
appointment of the external auditor, the value of
external audit services and information on the
length of tenure of the current audit firm and when
a tender was last conducted; and

» if the external auditor provides non-audit services,
the value of the non-audit services provided and an
explanation of how auditor objectivity and
independence are safeguarded.

Accountability Report:
Integrated Audit and
Governance Committee
Report

Annual Governance
Statement

Council of Governors Report

D.1.3

Where an NHS foundation trust releases an
executive director, for example to serve as a non-
executive director elsewhere, the remuneration
disclosures of the annual report should include a
statement of whether or not the director will retain
such earnings.

Not applicable for 2018/19
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E.1.5

The board of directors should state in the annual
report the steps they have taken to ensure that the Accountability Report:
members of the board, and in particular the non-
executive directors, develop an understanding of the | Council of Governors’
views of governors and members about the NHS Report

foundation trust, for example through attendance at
meetings of the council of governors, direct face-to-
face contact, surveys of members’ opinions and
consultations.

E14

Contact procedures for members who wish to Accountability Report:
communicate with governors and/or directors should
be made clearly available to members on the NHS Membership Report
foundation trust's website and in the annual report.

E.1.6

The board of directors should monitor how Accountability Report:
representative the NHS foundation trust's
membership is and the level and effectiveness of Membership Report
member engagement and report on this in the
annual report.

Regulatory ratings
NHS Improvement’s Single Oversight Framework

NHS Improvement’s Single Oversight Framework provides the framework for
overseeing providers and identifying potential support needs. The framework
looks at five themes:

e Quality of care

Finance and use of resources

Operational performance

Strategic change

Leadership and improvement capability (well-led)

Based on information from these themes, providers are segmented from 1 to
4, where ‘4’ reflects providers receiving the most support, and ‘1’ reflects
providers with maximum autonomy. A foundation trust will only be in
segments 3 or 4 where it has been found to be in breach or suspected breach
of its licence.

Segmentation

East Kent Hospitals has been placed in segment 4 by NHS Improvement.
This segmentation information is the Trust's position as at 31 March 2019.
Current segmentation information for NHS trusts and foundation trusts is
published on the NHS Improvement website.

As set out in the Annual Governance Statement the Trust was placed in
Financial Special Measures in March 2017 and has agreed financial
undertakings with NHS Improvement. Details of these and the actions being
taken to improve can be found on page 95.
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Finance and use of resources

The finance and use of resources theme is based on the scoring of five
measures from ‘1’ to ‘4’, where ‘1’ reflects the strongest performance. These
scores are then weighted to give an overall score. Given that finance and use
of resources is only one of the five themes feeding into the Single Oversight
Framework, the segmentation of the Trust disclosed above might not be the
same as the overall finance score here.

Capital
Financial Service 4 4 4 4 4 3
Sustainability Capacity
Liquidity
Financial .
Efficiency I&E Margin 4 4 4 4 4 4
. . Distance from
Elg:tr; g::l Financial Plan 2
Agency Spend 4 4 4 4 2 2
Overall Scoring 4 4 4 4 4 4

i
Susan Acott, Chief Executive, 22 May 2019 /g‘:/u /{\ﬂ/"‘/l
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Statement of accounting officer’s
responsibilities

Statement of the chief executive's responsibilities as the accounting officer
East Kent Hospitals NHS Foundation Trust

The NHS Act 2006 states that the chief executive is the accounting officer of the NHS
foundation trust. The relevant responsibilities of the accounting officer, including their
responsibility for the propriety and regularity of public finances for which they are
answerable, and for the keeping of proper accounts, are set out in the NHS
Foundation Trust Accounting Officer Memorandum issued by NHS Improvement.

NHS Improvement, in exercise of the powers conferred on Monitor by the NHS
Act 2006, has given Accounts Directions which require East Kent Hospitals
University NHS Foundation Trust to prepare for each financial year a statement of
accounts in the form and on the basis required by those Directions. The accounts
are prepared on an accruals basis and must give a true and fair view of the state of
affairs of East Kent Hospitals University NHS foundation trust and of its income and
expenditure, total recognised gains and losses and cash flows for the financial year.

In preparing the accounts, the Accounting Officer is required to comply with the
requirements of the Department of Health Group Accounting Manual and in
particular to:

» observe the Accounts Direction issued by NHS Improvement, including the
relevant accounting and disclosure requirements, and apply suitable
accounting policies on a consistent basis
make judgements and estimates on a reasonable basis
state whether applicable accounting standards as set out in the NHS
Foundation Trust Annual Reporting Manual (and the Department of Health
Group Accounting Manual) have been followed, and disclose and explain
any material departures in the financial statements

* ensure that the use of public funds complies with the relevant legislation,
delegated authorities and guidance

o confirm that the annual report and accounts, taken as a whole, is fair,
balanced and understandable and provides the information necessary for
patients, regulators and stakeholders to assess the NHS foundation trust’s
performance, business model and strategy; and

» prepare the financial statements on a going concern basis.

The accounting officer is responsible for keeping proper accounting records which
disclose with reasonable accuracy at any time the financial position of the NHS
foundation trust and to enable her to ensure that the accounts comply with
requirements outlined in the above mentioned Act. The Accounting Officer is also
responsible for safeguarding the assets of the NHS foundation trust and hence for
taking reasonable steps for the prevention and detection of fraud and other
irregularities.

To the best of my knowledge and belief, | have properly discharged the

responsibilities set out in the NHS Foundation Trust Accounting Officer
Memorandum.

G A

Susan Acott, Chief Executive
Date: 22 May 2019
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Annual governance statement

Scope of responsibility

As Accounting Officer, 1 have responsibility for maintaining a sound system of
internal control that supports the achievement of the NHS Foundation Trust's
policies, aims and objectives, whilst safeguarding the public funds and
departmental assets for which | am personally responsible, in accordance with
the responsibilities assigned to me. | am also responsible for ensuring that the
NHS Foundation Trust is administered prudently and economically and that
resources are applied efficiently and effectively. | also acknowledge my
responsibilities as set out in the NHS Foundation Trust Accounting Officer
Memorandum.

The Purpose of the system of internal control

The purpose of the system of internal control is designed to manage risk to a
reasonable level rather than to eliminate all risk of failure to achieve policies,
aims and objectives; it can therefore only provide reasonable and not absolute
assurance of effectiveness. The system of internal control is based on an on-
going process designed to identify and prioritise the risks to the achievement
of the policies, aims and objectives of East Kent Hospitals NHS Foundation
Trust, to evaluate the likelihood of those risks being realised and the impact
should they be realised, and to manage them efficiently, effectively and
economically. The system of internal control has been in place in East Kent
Hospitals NHS Foundation Trust for the year ended 31 March 2019 and up to
the date of approval of the annual report and accounts.

Capacity to handle risk

As designated Accounting Officer, | have overall accountability for risk
management in the Trust. | am supported by the Medical Director, who is the
Caldicott Guardian and the Chief Nurse and Director of Quality, who lead
jointly on clinical risk management; the Director of Finance who is responsible
for financial risk management and the Senior Information Risk Officer (SIRO),
the Chief Operating Officer who is responsible at Trust Board level for risks to
achieving operational performance, the Director of Human Resources who is
responsible for staffing and workforce risks, the Deputy Chief
Executive/Director of Strategic Development and Capital Planning who is
responsible for health and safety and the Deputy Director of Risk,
Governance and Patient Safety who is responsible for information governance
risks. The Chief Nurse and Director of Quality also has responsibility for
establishing and implementing the processes and systems of risk
management across the Trust and the Trust Secretary for the promotion of
good corporate governance.

Risk Management

The leadership framework for risk management is as described above. The
Chief Executive and Executive Directors are responsible for managing risks
within their scope of management responsibility, which is clearly defined.
Assurance is provided through reports and dashboards to working groups and
committees to the Board.
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The Care Group leadership teams are responsible for ensuring the Care
Group risks are identified, assessed, mitigated as appropriate and escalated
when they cannot be mitigated locally. Each Care Group has its own Risk
Register and these are presented and monitored through the Risk and
Governance Executive Performance Review process on a monthly basis and
through the Risk Group bi-monthly.

General Managers/Line Managers ensure that all staff are aware of the risk
management processes and report risks for consideration to the relevant
Board/Committee. All staff have a key role in identifying and reporting risks
and incidents promptly thereby allowing risks to be mitigated. In addition, staff
have the responsibility for taking steps to avoid injuries and risks to patients,
staff and visitors.

The BAF and Corporate Risk Register inform the Board, at quarterly and
monthly intervals respectively, of the most significant risks, the control
measures in place to mitigate the risks and assurance on the effectiveness of
controls. The Risk Register covers all areas including potential future external
risks to quality and has clear ownership at executive level. The Integrated
Audit and Governance Committee oversees the risk management process.

The Integrated Audit and Governance Committee, Strategic Workforce
Committee, Finance and Performance Committee and Quality Committee
receive the BAF and risk register reports relevant to their Terms of Reference.

All staff are encouraged to report incidents and near miss events, via an
embedded electronic system, as part of the Incident Management Policy.
Trends and themes on incidents are reported to the Board of Directors
monthly. This information is augmented by a quarterly and annual aggregated
report on incidents, complaints and claims, which outlines lessons learned
from such events.

Public stakeholders have been involved in the consultation programme for
Clinical Strategy reconfiguration to support the Trust to deliver safe,
sustainable services for the next 5-10 years. The Trust monitors compliance
with the Duty of Candour and our obligation to be open, transparent and
accountable to the public and our patients for our actions and omissions
leading to episodes of poor care; this is reported to and monitored by the
Quality Committee and the Patient Safety Committee quarterly.

The risk and control framework

The Trust has in place a Risk Management Strategy and Policy, last reviewed
and approved by the Board in February 2019, which applies to all Trust staff
and sets out the Trust's approach to managing clinical and non-clinical risks.
The Trust also has in place a Risk Management Handbook which provides a
detailed guide to understanding the Risk Management process. The Clinical
Executive Management Group has overall responsibility for risk management
and is supported in relation to clinical risk by the Patient Safety Committee
and the Risk Group for the operational management and escalation of risk
from the Care Groups; both committees meet monthly.
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The Strategic Health and Safety Committee is responsible for the health and
safety of employees, visitors and contractors. Monthly reports are received
from the site-based Health and Safety Committees that report directly to the
Clinical Executive Management Group.

The Integrated Audit and Governance Committee scrutinise the effectiveness
of the process and in respect of quality and safety risks the Quality Committee
receive reports and assurance from the Patient Safety Committee and
scrutinise evidence on behalf of the Board of Directors. During 2018/19 there
have been a nhumber of occasions where the Integrated Audit and
Governance Committee and the Quality Committee have not taken assurance
from the risk register reports due in the main part to timeliness of updates.
Executive action is being taken to address this. In addition an internal audit
was requested on the Care Group Risk Management processes which
received reasonable assurance, the recommendations have been actioned.

Risk is a key component of the Risk and Governance Executive Performance
Reviews held with each Care Group on a monthly basis. Not only are the
Care Groups key risks discussed but the agenda focuses on exception
reporting and therefore risk is discussed in this context.

The Datix risk management system is in use to record incidents, complaints,
Patient Advice and Liaison Service (PALS) enquiries and legal claims,
including Coroner’s inquests.

Risks at all levels are recorded on 4Risk, the Trust’s risk management system
and these are linked to the relevant annual objective and the appropriate risk
appetite heading. The risk appetite statement for the Trust was agreed by the
Board of Directors in March 2019. Health and Safety risk assessment tools
are available on the Trust's intranet and it forms an integral part of the Health
and Safety Policy.

The Board Assurance Framework (BAF) assesses and evaluates the principal
risks to the achievement of the strategic priorities and there is an alignment
between the BAF and the risks currently outlined on the strategic risk register.
Risks to the strategic priorities are highlighted on each Board and Committee
report as a way of demonstrating clear links and allows for good discussion in
meetings. The BAF is reported on a quarterly basis through the committee
structure to the Board. The end of year BAF was received by the IAGC and
Board. The BAF also provides assurance that effective controls and
monitoring arrangements are in place. It is also the key document that
underpins this Annual Governance Statement (AGS).

The top six risk themes affecting the Trust and recorded on both the Strategic
and Corporate Risk Registers, over the year under review were:

Emergency Care
WHH and QEQM flow and timely access
Achieving the A&E Improvement Plan
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Finance

Achieving financial plans as agreed under the Financial Special Measures
regime

Staffing
Attracting, recruiting and retaining substantive staff/
Capacity and capability of the Leadership Team

Clinical governance and safety culture
Maintaining quality and standards of patient care
Patient Safety culture in Obstetrics and Maternity

Planned Care

Increased demand for elective services

Impact of waits in Cancer, Referral to Treatment (RTT)
New and follow-up appointment delays

Estate condition and backlog maintenance
Backlog of work (£74million);
The financial constraint on capital funding;

The Trust's Local Counter Fraud service ensures that the annual plan of
proactive work minimises the risk of fraud within the Trust and is fully
compliant with NHS Counter Fraud Authority standards for providers.
Preventative measures include reviewing Trust policies to ensure they are
fraud-proof utilising intelligence, best practice and guidance from NHS
Protect. Detection exercises are undertaken where a known area is at high
risk of fraud and the National Fraud Initiative (NFI) data matching exercise is
conducted bi-annually. Staff are encouraged to report suspicions of fraud
through utilising communications, presentations and fraud awareness
literature throughout the Trust’s sites. The Local Counter Fraud Specialist
liaises with Internal Audit in order to capture any fraud risks from internal
audits undertaken within the Trust. Counter Fraud reports are presented to
the IAGC at each meeting.

Information governance and data security risks are managed and controlled
within this policy framework. The Trust has an Information Governance
Steering Group which receives reports on information governance incidents,
compliance with training requirements, data quality and compliance with the
Information Governance Toolkit.

Regulation

NHS Foundation Trust Governance: Licence Provisions

NHS Improvement Undertakings

On the 13 December 2018 NHS Improvement (NHS!) issued compliance
certificates in relation to the undertakings accepted by them previously in
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September 2014, August 2015 and June 2017. However, the Trust remains in
Financial Special Measures (FSM) and there remain underlying issues in
relation to operational performance, finance and governance. As a result the
Trust offered a new set of undertakings. The full text of these can be found on
the NHSI website but in short the Trust is in breach of the following elements
of its Provider Licence:

e FT4(4)(c) The Trust has established and implemented clear reporting

lines and accountabilities throughout the organisation
o FT4(5) The Licensee shall establish and effectively implement systems

and / or processes:

o (a)to ensure compliance with the Licensee’s duty to operate
efficiently, economically and effectively;

o (b) Timely and effective scrutiny and oversight by the Board of
the Trust's operations

o (c) compliance with health care standards binding on the Trust
including but not restricted to standards specified by the
Secretary of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of health care
professions

o (d) for effective financial decision-making, management and
control (including but not restricted to appropriate systems and /
or processes to ensure the Licensee’s ability to continue as a
going concern);

o (e)obtain and disseminate accurate, comprehensive, timely and
up to date information;

o (f) identify and manage material risks to compliance with the
Conditions of its Licence.

o FT4(6)(c) The Board is satisfied that the systems and/or processes
referred to in paragraph 5 should include but not be restricted to
systems and/or processes to ensure the collection of accurate,
comprehensive, timely and up to date information on quality of care

e FT4(6)(d) The Board is satisfied that the systems and/or processes
referred to in 4.5 should include but not be restricted to systems and/or
processes to ensure that the Board receives and takes into account
accurate, comprehensive, timely and up to date information on quality
of care

e FT4(6)(e) The Board is satisfied that the systems and/or processes
referred to in paragraph 5 should include but not be restricted to
systems and/or processes to ensure Engagement on quality of care
with patient, staff and other stakeholders

o FT4(6)(f) The Board is satisfied that the systems and/or processes
referred to in paragraph 5 shouid include but not be restricted to
systems and/or processes to ensure accountability for quality of care
throughout the Trust including but not restricted to systems and/or
processes for escalating and resolving quality issues including
escalating them to the Board where appropriate

e FT4(7) The Board is satisfied that there are systems to ensure that the
Trust has in place personnel on the Board, reporting to the Board and
within the rest of the organisation who are sufficient in number and
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appropriately qualified to ensure compliance with the conditions of its
NHS provider licence

e CoS3(1)The Licensee shall at all times adopt and apply systems and
standards of corporate governance and of financial management which
reasonably would be regarded as suitable for a provider of the
Commissioner Requested Services provided by the Licensee, and
providing reasonable safeguards against the risk of the Licensee being
unable to carry on as a gqing concern.

Risks to NHSI Provider Licence:
The principal risks in relation to compliance with our Provider Licence are:

¢ Planned care — patients waiting longer that 52 weeks for an elective
procedure (CRR 44 - Failure to meet the Referral to Treatment (RTT)
Standard for the Trust).

¢ Emergency care — to deliver the A&E 4 hour performance standard
and provide high quality safe care for patients (CRR 61 - Failure to
achieve the A&E Improvement Plan and evidence sustained
improvements to the Emergency Care Pathway)

e Cancer 62-day standard (CRR 19 - Delays in the cancer pathway of
over 100 days)

¢ Financial stability — (SRR 5 - Failure to achieve financial plans as
agreed by NHSI under the Financial Special Measures regime; SRR
10 - Non-delivery of a timely Sustainability and Transformation
Partnership that can be resourced)

o Workforce planning, to ensure a comprehensive workforce strategy is
in place to deliver our long term strategy (SRR 8 - Inability to attract,
recruit and retain high calibre staff (substantive) to the Trust; SRR 10 -
Non-delivery of a timely Sustainability and Transformation Partnership
that can be resourced)

¢ Quality improvement and quality governance (SRR 2 - Failure to
maintain the quality and standards of patient care)

e Governance to oversee the delivery of regulatory and statutory
obligations (SRR 12 - Insufficient capacity and capability of the
leadership team (Executive and Care Group Clinical Directors) to
develop and deliver key strategies and recovery plans).

The Trust has commissioned Deloitte LLP to undertake an external Board
Governance Review in line with the NHS Improvement requirement to have
an externally facilitated review every three years. They will be reporting their
findings to the Board in July 2019.

The Board will self-certify its Corporate Governance Statement following a
robust process of review through the IAGC. Each provision of the Trusts
Provider Licence is allocated to a Board Committee where the evidence to
support compliance is presented along with any risks. The full Provider
Licence is reviewed by the Integrated Audit and Governance Committee
noting the risks identified above and a recommendation on compliance made
to the Board for approval. The self-certification is available on the Trust’s
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website along with the full Provider Licence compliance document approved
by the Board. This outlines in detail the evidence and assurance the Board
has that the risks to its Provider Licence are mitigated as much as possible.

The Trust is fully compliant with the registration requirements of the Care
Quality Commission (CQC).

The CQC undertook an inspection of Trust services in May 2018, this included
un-announced visits as well as a Well-Led inspection during June 2018 with
the reports being published in September 2018. The rating remained
unchanged as ‘requires improvement’. The following ratings were applied
overall in respect of the five CQC domains:

CQC domain Rating RAG
SAFE Requires Improvement
EFFECTIVE Requires Improvement

CARING Good

RESPONSIVE Requires Improvement

WELL-LED Requires Improvement

Overall Requires Improvement

The hospital sites in Dover and Folkestone were inspected in July 2015 and
both were rated as ‘good’ overall and this remains the position as they were
not inspected in this last inspection process.

NHS England Conflicts of Interest Guidance

The Trust has published an up-to-date register of interests for decision-
making staff within the past twelve months, as required by the ‘Managing
Conflicts of Interest in the NHS guidance”.

Developing Workforce Standards

The Trust complies with the ‘Developing Workforce Safeguards
recommendations by providing regular reports to the Trust Strategic
Workforce Committee and to the Board outlining our detailed annual and 5
year workforce plans. The plans incorporate remodelling intentions and the
way in which the introduction of new roles will change the overall makeup of
our workforce. Specifically this is in preparation for our Clinical Strategy
evaluation in 2019, the opening of the Trust Hyper Acute Stroke Unit in 2021
and the improvement and safe delivery of our clinical services whilst the long
term strategies are agreed and implemented. Our workforce plans and
remodelling proposals are all quality impact assessed and approved at board
level.

The Trust Recruitment and retention strategy is informed by staff surveys and
exit questionnaires making use of specific feedback from individuals across all
staff groups. The strategy delivers against our workforce plans supporting our
emphasis on substantive recruitment to roles, retention of existing staff and
reducing our need for temporary workers. This is underpinned by our Agency
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Taskforce group and regular temporary staffing discussions with Care Groups
to achieve the most effective staffing solutions.

The use of Safe care tools enables oversight of the staffing picture, helps to
identify any areas of risk and facilitates requests for assurance from the chief
nurse with regard to safety and quality prior to further escalation for additional
staff. Heads of Nursing and Allied Health professional leads engage in weekly
reviews of the data from the safe care tools. The Trust is providing on-going
development and support to the leaders responsible for the use of these
systems to continue to improve the accuracy of the data input and ensure that
these staffing tool(s) are used to their optimum / to provide safe staffing
profile. In this way the national tools (Shelford, Hurst) and professional
judgement support safe staffing management.

The Trust Corporate Retention Group works directly with Care Groups to
monitor retention of staff, identify areas where the risk if higher turnover is
greater and provides support with implementation of both Trust wide and Care

Group specific actions to improve retention rates in response to staff
feedback.

The Trust Integrated performance report incorporates workforce metrics
including vacancy rates, use of temporary staff, sickness absence,
recruitment activity, appraisal and statutory and mandatory training
compliance. These are reviewed by the board on a monthly basis with further
analysis undertaken as required. In addition the Care Groups produce
Executive Performance reports relating to workforce metrics outlining key
actions being undertaken to address any unplanned challenges.

The Board and Strategic Workforce Committee receive reports on the annual
staff survey findings and are informed of progress with the actions identified to
resolve issues reported. In addition, to the annual staff survey the Trust has
engaged with Listening Into Action, a formal staff engagement programme
and is undertaking 10 key improvement projects that staff identified as
priorities. Each project has an Executive sponsor and there are regular
progress reports submitted to the Board. Our Care Groups and Executive
team benchmark our services with regional and national peers using tools
such as Model Hospital which is used to identify and implement improvements
to our efficiency.

The Trust has implemented Healthroster for all non-Medical staff and is will
complete implementation for Medical staff during the first quarter of 2019/20.
All Medical staff have e-job plans and the Trust is currently producing plans
for the implementation of e-job planning for Allied Health Professionals and
the efficiencies and assurance this is expected to deliver.

PENSION

As an employer with staff entitled to membership of the NHS Pension
Scheme, control measures are in place to ensure all employer obligations
contained within the scheme regulations are complied with. This includes
ensuring that deductions from salary, employer’s contributions and payments
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into the scheme are in accordance with the scheme rules, and that member
pension scheme records are accurately updated in accordance with the
timescales detailed in the regulations.

EQUALITY AND DIVERSITY
Control measures are in place to ensure that all the organisation’s obligations
under equality, diversity and human rights legislation are complied with.

SLAVERY AND HUMAN TRAFFICKING STATEMENT

This statement sets out the Trust's actions to understand all potential modern
slavery risks related to our activities and to put in place steps that are aimed
at ensuring that there is no slavery or human trafficking in our own business
and supply chains. As part of the NHS, we recognise that we have a
responsibility to take a robust approach to slavery and human trafficking. The
Trust is absolutely committed to preventing slavery and human trafficking in
our corporate activities, and to ensuring that our supply chains are free from
slavery and human trafficking. The statement is on the Trust's website here.

CARBON REDUCTION

The Trust has undertaken risk assessments and has a sustainable
development management plan in place which takes account of UK Climate
Projections 2018 (UKCP18). The Trust ensures that its obligations under the
Climate Change Act and the Adaptation Reporting requirements are complied
with.

REVIEW OF ECONOMY, EFFICIENCY AND EFFECTIVENESS OF THE
USE OF RESOURCES

The objectives of maximising efficiency, effectiveness and economy within the
Trust are achieved by internally employing a range of accountability and
control mechanisms whilst aiso obtaining independent external assurances.
One of the principal aims of the whole system of internal control and
governance is to ensure that the Trust optimises the use of all resources. In
this respect the main operational elements of the system are the Management
Reporting, BAF and the Boards Committees of the IAGC and the Finance and
Performance Committee (FPC).

In addition the Trust holds monthly Transformation and Improvement Group
(TIG) to review progress on improvement initiatives. Due to the Trust's
challenging financial position during 2018/19, additional control measures
have been maintained. These include the use of an Agency Control Group
and holding regular and Care Group Confirm and Challenge meetings. In
addition the executive performance reviews, the main forum for performance
management of the Care Groups, continue to have consistent agendas and
regular attendance by the executive team. Underlying this structure there is a
comprehensive system of budgetary control and reporting, and the assurance
work of both the internal and external audit functions.

The IAGC is chaired by a Non-Executive Director and the Committee reports
directly to the Board. Three other Non-Executive Directors sit on this
Committee. Both Internal and External Auditors attend each Committee
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meeting and report upon the achievement of approved annual audit plans that
specifically include economy, efficiency and effectiveness reviews. This year
the IAGC requested reports from Executive Directors in operational areas
including:

Annual Report and statutory declarations
Risk Management Strategy and Policy
Highest mitigated strategic risks and full Corporate risk register
Risk maturity self-assessment
Standing Financial Instructions
Single Tender Waivers
Information Governance Toolkit, The EU General Data Protection
Regulation & The Information Governance Landscape
. Deep dives into the process around critical cost improvement
programmes
o Patient Flow
o Agency spend
o NHS Resolution — Maternity Safety
o Theatre Improvement Plans
) Deep dive on risks:
o Estates Health and Safety
o IR35
. Annual reports on
o Gifts, Hospitality and Sponsorship
o Freedom of Information
o Emergency Planning
o Freedom to Speak up reports from the Guardians

A Non-Executive Director chairs the Finance and Performance Committee
(FPC) which reports to the Board upon resource utilisation, service
development initiatives as well as financial and operational performance. As
part of this assurance process the Trust has presented to the FPC the
planning documents for 2018/19 and regular updates on cost improvement
plans. In addition the FPC received regular cash management updates. The
Board of Directors also receives both performance and financial reports at
each meeting, along with reports from its Committees to which it has
delegated powers and responsibilities.

The Trust continues to be in Financial Special Measures. The Trust had the
support of a Financial Improvement Director (FID) in 2017/18 but as a result
of good progress this support was withdrawn by NHS Improvement (NHSI).
However, the Trust retained the services of the FID to undertake quarterly
independent reviews on behalf of the Chief Executive and Director of Finance.
The Trust continues to meet with NHSI on a monthly basis and each quarter
this meeting will involve the Trust’s partners so that system wide challenges
can be discussed and actions, where appropriate, agreed.

INFORMATION GOVERNANCE
The Trust had one information governance breach that required action.
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A patient, who was treated in one of our accident and emergency
departments, later received unwarranted and unsolicited telephone SMS text
messages from the treating doctor. The locum doctor is believed to have
obtained the telephone number from the Trust's computer systems. The
General Medical Council is investigating.

ANNUAL QUALITY REPORT

The directors are required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 (as amended) to prepare Quality
Accounts for each financial year. NHS Improvement (in exercise of the
powers conferred on Monitor) has issued guidance to NHS foundation trust
boards on the form and content of annual Quality Reports which incorporate
the above legal requirements in the NHS Foundation Trust Annual Reporting
Manual.

Overall responsibility for Quality Governance rests with the Chief Nurse and
Director of Quality who is supported by the Medical Director and the Deputy
Chief Nurse and Deputy Director of Risk, Governance and Patient Safety.

The Trust’s quality improvement is driven by implementing the Quality
Strategy which has been approved by the Trust Board. It sets out a clear
governance framework for delivering high quality healthcare. The Trust
agreed quality priorities for 2018/19 have been reported quarterly and
progress against them forms the basis of the Quality Account for this financial
year.

Recognising that it is essential that the Trust improvement journey is both
owned and informed by those who provide, receive, commission and regulate
our service, the quality objectives described within the Trust Quality Strategy
have been the subject of review and refinement to reflect feedback for our
stakeholders. The Trust's focus on engagement continues through the
development and sign off the Trust Quality report which is scheduled at the
end of this financial year.

We monitor and encourage improvement through a broad range of different
mechanisms including but not limited to the monthly Quality Committee,
Clinical Management Executive Group and through the Executive
Performance Review process.

Recognising the importance of both holding to account and inspiring
innovation and change, additional focus is being attributed to developing
ownership of actions from front line staff so that they can be truly owned. This
focus will be strengthened in the forthcoming year, supported by development
of the newly reconfigured care groups, development of their capacity through
restructure of their governance teams, additionally supported by the recently
developed Risk and Quality Executive Performance Meetings led by the Chief
Operating Officer, Medical Director and Chief Nurse & Director of Quality.

The Trust has a clear process for monitoring Trust wide performance with
progress against the Quality Strategy reported to the strategic committees
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which oversee quality and safety, specifically the Patient Safety Committee,
Patient Experience Group and Quality Committee(s).

Key metrics are reported within the Trust integrated performance report and
as such shared throughout the Trust committees and within care groups (
including the Trust board) and with external stakeholders, to provide
transparency and through this support collective work to achieve (system
wide) improvement.

The development of an Information Assurance Board additionally provides a
clear process to ensure data accuracy and data quality across the range of
indicators which are included within the Quality Report.

The accuracy of the data within the Quality Account is supported by auditor’s
assessment and validation of data using the mandated and governor selected
indicators. This is explained further in the Quality Account.

The Quality Report describes the Trust's performance against the agreed
performance measures for 2018/19 in more detail.

REVIEW OF EFFECTIVENESS

As Accounting Officer, | have responsibility for reviewing the effectiveness of
the system of internal control. My review of the effectiveness of the system of
internal control is informed by the work of the internal auditors, clinical audit
and the executive managers and clinical leads within the Trust who have
responsibility for the development and maintenance of the internal control
framework. | have drawn on the content of the Quality Report attached to this
Annual Report and other performance information available to me. My review
is also informed by comments made by the external auditors in their
management letter and other reports. | have been advised on the implications
of the result of my review of the effectiveness of the system of internal control
by the Board, the Internal Audit and Governance Committee and the Quality
Committee and a plan to address weaknesses and ensure continuous
improvement of the system is in place.

Executive directors within the organisation who have responsibility for the
development and maintenance of the system of internal control within their
functional areas provide me with assurance. The Risk Group is the principal
executive Committee for reviewing risk in the Trust; the Committee is chaired
by the Chief Nurse and Director of Quality and their work is provided in more
detail in the risk sections of this Annual Governance Statement.

Clinical audit continues to contribute to the on-going monitoring of the
effectiveness of the system of internal control. The process supporting the
development of the annual clinical audit programme is now well established
with priority given to topics that address areas of key clinical challenge. The
central objective of the annual clinical audit programme is to support
improvements in patient care identified through clinical audit. The programme
is overseen by the executive led NICE / Clinical Audit and Effectiveness
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Committee that reports into Quality Committee and thereafter the Board of
Directors. The Integrated Audit and Governance Committee provide
assurance over the process.

The Board Assurance Framework provides me with evidence that the
effectiveness of controls, which manage the risks to the Trust in achieving its
annual priorities have been reviewed and addressed.

Processes are in place to maintain and review the effectiveness of the system
of internal control by:

e monthly reports to the Board on the corporate and strategic risks to the
Trust and assurance on the same through the Integrated Audit and
Governance Committee, as well as regular internal audits;

e assurance, as provided through internal audit, on the risk management
processes from ward to Board;

e quarterly reports through the Integrated Audit and Governance
Committee to the Board on the Board Assurance Framework and
achievement against our annual priorities;

¢ Chair reports from the Board Committees.

A report from the Integrated Audit and Governance Committee on their work
is included in the Accountability Statement in the Annual Report along with
short reports on the work of the other committees that provide assurance to
me and the Board on quality, safety, effectiveness, finance and workforce
namely:

¢ Quality Committee

¢ Finance and Performance Committee

e Strategic Workforce Committee.

During the year the Board held a number of workshops and development
sessions which have been essential in improving the Board’s effectiveness. In
order to ensure a strong start to 2019/20 the Board has developed a three-
year strategy with associated outline plans and this was approved at the April
2019 Board of Directors.

The Board also had a facilitated session in March 2019 to review the Board’s
strategic risks and risk appetite aligned to the organisational plans and
strategic objectives. The Board reviews performance against its strategic
objectives, associated risks and adherence to its risk appetite on a quarterly
basis. The Trust continues to embed its use of 4Risk, with Care Groups
presenting their risks at the Quality and Risk Reviews and on a rotational
basis to the Risk Group.

The Board received reports on patient safety and experience and the
corporate risk register at each public meeting. The Board has played a key
role in reviewing risks to the delivery of the Trust's performance objectives
through monitoring, and discussion of the performance.

The Integrated Performance Report (IPR) continues to be developed and will
be refreshed during 2019/20 to focus on the strategic objectives of the Trust.
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The IPR includes metrics covering key relevant national priority indicators and
a selection of other metrics covering safety, clinical effectiveness, patient
experience and valuing staff. The Board also receives individual reports on
areas of concern in regards to internal control to ensure it provides
appropriate leadership and direction on emerging risk issues.

Head of internal audit opinion

Based on the work undertaken in 2018/19 there is a generally sound system
of internal control, designed to meet the Trust's objectives, and controls are
generally being applied consistently. The Internal Auditors have issued either
a substantial or reasonable level of assurance in the majority of areas
reviewed.

However, they issued seven reports relating to A&E Discharge Summaries;
Data Quality-RTT; Getting it Right First Time; Health & Safety Compliance;
Pre-Implementation Review—PAS (Patient Administration Systems);
Workforce Rostering & Recruitment and Standards of Business Conduct
where they were only able to provide partial assurance that the controls to
manage risks are suitably designed and consistently applied, and that action
is needed to enhance the control framework to manage the identified risks.

A&E Discharge Summaries — There were gaps in the policy and procedural
guidance around the use of ECas. They were also unable to confirm any
central or local recording of staff having attended Ecas training or details of
training provided. All agreed management actions to close the identified gaps
in control have now been implemented.

Data Quality — RTT — 17 individual instances were identified within the sample
(50) which impacted the 18-week RTT pathways reported for incomplete
pathways and as such may have resulted in incorrect reporting against the
18-week target. Exceptions identified during testing would have had both a
positive and negative effect on the Trust 18-week RTT pathways reporting
and were not considered in any capacity to be indication of any attempt to
manipulate performance. All agreed management actions to close the
identified gaps in control have now been implemented.

Getting it Right First Time (GIRFT) — for the sample of GIRFT visits reviewed,
reports and action plans were in place and had been agreed between the
Trust and the GIRFT team. However, improvement plans had not always
progressed in line with intentions. There were plans in place to review
progress with Care Group Directors and Clinical Leads and from March 2019,
it was also planned to have high level summary reports produced by the
GIRFT project team and for these to be presented to the Transformation and
Improvement Group monthly. All agreed management actions to close the
identified gaps in control are planned for implementation by 30 April 2019.

Health & Safety Compliance — From review of the overall Trust Health and
Safety Toolkit audits relating to 2018/19 undertaken to date, for each of the
Care Groups reviewed there had been a decline in overall scoring from the
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same period in the previous year, ranging between 9% and 13% for the Care
Groups reviewed. At the time of the audit CSS stood at 77% compliant,
Specialist Medicine 63% and Surgical Services 76%. Some of the decline
may have resulted from the organisation change into Care Groups during
2018/19 and management expect the current level of compliance to improve
by the end of March 2019. Nevertheless, if overall scoring has declined there
is an increased risk of non-compliance with key health and safety processes.
Actions to close the gaps in internal control are scheduled for completion by
30 April 2019.

Pre-Implementation Review-PAS (Patient Administration Systems) —several
positive steps had been taken by the Trust such as the extent of focussed
activity undertaken by the Project Team and work streams in preparation for
the September 2018 go-live. In addition, the Trust’s project team’s
implementation methodology was informed by a lessons learnt analysis from
the experience of Maidstone and Tunbridge Wells NHS Trust who went live
with Allscripts PAS in October 2017. However, operational staff readiness and
significant concerns regarding the numbers of floorwalkers and their
scheduling during implementation and the post-implementation support period
remained as key risk areas in the run up to go-live. Agreed management
actions to close identified gaps in control have now been implemented.

Workforce Rostering and Recruitment — There had been a considerable
degree of change that the recruitment department had undergone in the
months leading up to the internal audit review, including the head of the
department. New staff were appointed just at the time that the new process
was being developed and implemented. Several medium priority management
actions were identified and one high priority action concerning a Matron
sharing Healthroster access and log in details with a Registered Nurse to
have access to Healthroster without having been properly trained. As at 31
March 2019, 7/12 management actions had been implemented, 2/12 were
being implemented and 3/12 were not yet due.

Standards of Business Conduct - It should be noted that the Trust had a
compliant policy from June 2017 which had been published and advertised,
however, until January 2019, the Trust had focused on Board members,
Governors and sub-committees of the Trust Board for management of
interests and for capturing those interests formally in a register. The new
system implemented from January 2019 follows the amendment of the Gifts,
Hospitality and Conflicts of Interest Policy, in line with the requirements as set
out by NHS England and adopted by NHS Improvement. The Trust is now
creating awareness of Conflict of Interest amongst all staff and has put in
place processes to commence a return around any interests from all staff.
This goes beyond the requirements of the policy, which requires its
application for all decision-makers and the Trust may seek to revert to this
position given the scale of the challenge for obtaining and maintaining a
register of interests for all staff going forwards. Nevertheless, the conclusion
of the process to capture interests from decision-makers and the active
maintenance of a register of these, which can be used to help manage
conflicts of interests, especially around procurement decision-making should
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ensure there are suitable controls in operation in this area. Management
actions are due for implementation by 31 July 2019 and will be tracked
through the Integrated Governance & Audit Committee.

SIGNIFICANT CONTROL ISSUES
The Trust’s definition of significant control issue is:

o Consistent failure of an NHS Constitutional Standard where little or no
progress has been made in the year;

e Unplanned issues that required significant resource investment and or
capital investment; and

* Any significant concerns raised by regulators, auditors or external visits
as agreed by the Committee.

The Trust highlighted the following significant control issues for 2017/18.

¢ 4 Hour Access Standard for NHS Constitution Standard for Accident
and Emergency

o Referral to Treatment Time — 52 Week Waits

e Cancer 62 day wait for treatment

The Trust has made significant improvements during 2018/19 and these are
outlined below.

The Trust was the fourth most improved in the country for the number of
emergency patients seen, treated and admitted or able to go home within 4
hours, despite 13,362 more people attending the Trust's emergency
departments and minor injuries units than in the previous year, an increase of
6.4 per cent. In total, staff treated 220,728 people over that period, that's 605
people every day.

These pressures are felt across the system and there are many Trusts with
performance below that of East Kent Hospitals. However, this improvement
has been hard fought for, with an enormous amount of hard work by our staff;
major changes to the way we run our emergency departments; the expansion
of our resuscitation area at William Harvey Hospital (WHH) and use of new
observations wards at the WHH and the Queen Elizabeth Queen Mother
Hospital at Margate.

Reducing these waiting times further is largely dependent on ensuring there is
capacity in the community for patients who no longer need acute care, as well
as ensuring people use the right services for their needs.

In other areas we are also making good progress, more than 80% of cancer
patients are starting their treatment within 62 days, compared to 66% at the
start of the year and we have exceeded our target of 95% of patients being
offered an appointment within two weeks of an urgent referral, for the fourth
consecutive month. Despite high levels of demand we achieved the national
standard of 99.6% of diagnostics carried out on time.
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We are working hard to bring waiting times down for planned care. At the end
of the year 80% of planned care patients started their treatment within 18
weeks, the highest level since November 2017. Following this winter we have
significantly reduced our waiting list for planned care, compared to a rise
following last winter, and the number of patients waiting more than 52 weeks
has fallen to eight from 222 at the beginning of the year.

The Trust is highlighting the following significant control issues for 2018/19:

Report from the Care Quality Commission on Children’s and Young People’s
Services.

The CQC undertook a responsive inspection on services for children and
young people at both the Queen Elizabeth the Queen Mother Hospital and the
William Harvey Hospital on 24 and 25 October 2018. As a result the services
at both sites were rated as inadequate and the CQC used their enforcement
powers in the form of a section 31 notice. The main areas of concern related
to staff shortages, provision of A&E services for children and young people,
oversight of medicines management, risk management and infection control.
The Trust took immediate action to address the concerns by increasing staff
levels, providing 24/7 children’s nurses in A&E, implementing daily safety
checks and provision of additional training. The Trust's positive response to
this was recognised with the CQC removing the section 31 on 4 March 2019.
Progress to address the concerns raised is covered in more detail in the
Quality Report. The action plan is monitored through the Transformation and
Improvement Group and Quality Committee.

NHSI Undertakings

The Trust provided NHS Improvement with a number of undertakings in
2018/19 and these are discussed earlier in this Annual Governance
Statement. An externally facilitated well-led review has been commissioned
and will commence 1 May 2019.

Single Tender Waiver processes

The Board of Directors requested an internal audit into a specific single tender
waiver (STW). This identified a number of concerns in terms of business
planning and its link to workforce and the way an increase in staffing levels is
planned. It also highlighted the need for training and guidance for staff in
relation to the use of single tender waivers and the link to the Standing
Financial Instructions (SFl).

Additionally the Integrated Audit and Governance Committee will receive an
improved report on single tender waivers. This is a recent report and the
actions are underway. The report also highlighted the immediate actions had
been taken internally following review the Executive’s identification of the
issue:
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o the procurement function will formally write to the Trust Deputy CEO
when it is likely an SF1 will be breached. At that point, depending on the
value, the appropriate escalation routes will be taken to ensure STWs
are signed off prospectively; and

o directors will be asked to review and sign the Trust's SFls and SOs.

In addition the business planning process for 2019/20 is more robust with the
Care Group's identifying early their plans for the year followed by a
prioritisation process along with quality impact assessment. This should result
in a robust 2019/20 operational plan.

Change in planned year-end financial position

The Trust submitted a draft operational plan to NHS Improvement for 2018/19
outlining its intent to deliver a £42m deficit which was rejected and resuited in
an operational plan to deliver a £30m deficit. In December 2018 the Board of

Directors agreed to request a change to the planned deficit from £32m deficit

to £42.2m deficit. This was accepted by NHSI.

The main operational drivers of the Trust’s financial performance in 2018/19
included the increased demand for emergency care and the subsequent
additional costs and investments to prepare for winter. In addition there has
been a knock on impact on the Trust's ability to deliver planned care which
has reduced planned income. In addition increased pressure on our services
and continuing difficulties in recruiting permanent staff led to the Trust being
reliant on agency and locum staff in order to maintain safe staffing levels.

These operational pressures and the measures the Trust has taken to ensure
safe staffing levels, has lead the Trust to increase its forecast deficit in
2018/19 from £30.2m to £42.2m. For 2019/20 there has been a'more forensic
approach to planning based on the leaming over the past 2 years.

CONCLUSION

Working with the board, governors and all staff, | am fully committed to
providing sustainable high quality care for the population of east Kent.

g‘;gM |

Susan Acott,
Chief Executive
Date: 22 May 2019
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What is a Quality Report

All providers of NHS services in England have a statutory duty to produce an annual report to
the public about the quality of services they deliver. This is called the Quality Account.

The Quality Account aims to increase. public accountability and drive quality improvement
within NHS organisations. They do this by getting organisations to review their performance

. over the previous year, identify areas for improvement and publish that information, along with
a commitment to you about how those improvements will be made and monitored over the
next year.

Quality consists of four areas which are key to the delivery of high quality services:
¢ How well do patients rate their experience of the care we provide? (Patient experience
and person-centred care)
o How safe is the care we provide? (Improving safety and reducing harm) -
How well does the care we provide work? What are the outcomes of care? (clinical
effectiveness)

e How effective is the work-place in enabling staff to provide good quality care? (effective
workplace culture).

This report is divided into four sections, the first of which includes a statement from the Chief
Executive and looks at our performance in 2018/19 against the priorities and goals we set
for patient experience, patient safety, clinical effectiveness and effective workforce culture.

The second section sets out the quality priorities and goals for 201 9/20 for the same
categories, and explains how we decided on them, how we intend to meet them, and how we
will track our progress.

The third section provides exarhples of how we have improved services for patients
during 2018/19 and includes performance against national priorities and our local indicators.

The fourth section includes statements of assurance relating to the quality of services and
describes how we review them, including information and data quality. It includes a description
of audits we have undertaken and our research work. We hiave also looked at how our staff
contribute to quality.

The first of two annexes at the end of the report include the comments of our external
stakeholders including:

e Our Commissioners (CCGs)

¢ Healthwatch Kent

s Council of Governors )

o Health Over view and Scrutiny Committee (HOSC).

,' The second annex includes our statement of directors’ responsibilities for the quality report. '
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Statement on quality from the Chief Executive of the NHS Foundation Trust

This is our tenth annual Quality Report and its purpose is to provide an overview of the quality
of the services we provided to our patients during 2018/18 and to outline Trust priorities and
plans for the year ahead.

How are we doing?

Our priority for 2018/19 was to improve access and the experience for our patients by
focussing on reducing waiting times for patients, specifically:

= improving access to emergency care
¢ reducing the amount of time patients wait for cancer care
¢ e¢liminating long waiting times for planned care.

Over the last year (April 2018 - March 2019) we were the fourth most improved Trust in the
country for the number of emergency patients seen, treated and admitted or able to go home
within four hours. More than 22,000 more patients were seen within four hours than the
previous year, despite 13,362 more emergency patients attending our hospitals than in the
previous year, an increase of 6.4 per cent. ‘ :

This has required an enormous amount of hard work by our staff, major changes to the way
we run our emergency departments; investment in and the expansion of our resuscitation area
at William Harvey Hospital (WHH), Ashford and building new observations wards at the WHH
and the Queen Elizabeth Queen Mother Hospital at Margate.

This has enabled us to treat patients more quickly and in more suitable environments for their
needs and has improved the working conditions for our staff. :

We are also making good progress in cancer care, with more than 80% of cancer patients
starting their treatment within 62 days in April 2019, compared to 66% the previous year.

We are also working hard to bring waiting times down for planned care. At the end of the year
80% of planned care patients started their treatment within 18 weeks, the highest level since
November 2017.

The number of patients waiting more than 52 weeks fell from 222 at the beginning of the year
to 8 at the end of the year. -

While we are working hard to improve our services and our facilities for patients today, we're
also developing the longer-term strategy for health services in east Kent. The NHS in Kent and
Medway held a series of public listening events at the end of 2018 to help shape the options
and we continue to work in partnership, with patients, members of the public and staff
throughout the process.

During the year we regrettably reported seven Never Events. We have robust improvement
plans in place supported by continued roll out of Human Factors training across the Trust,
supported with renewed focus on engaging our front line staff and actively sharing learning to
prevent occurrence.

We take the control of infection extremely seriously. C-difficile .levels at East Kent Hospitals ~
have continued to drop this year. But we also experienced some challenge with our healthcare
associated infections performance during the year. .
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The Trust repdrted pseudomonas in the neonatal Intensive Care Unit at William Harvey
Hospital. Rapid actions were taken in accordance with guidance for augmented care units
including deep cleaning and improved infection control measures.

What is going well?

Since November 2018, patients previously treated at William Harvey Hospital in Ashford
(WHH) have had their planned inpatient hip and knee operations, such as hip or knee
replacements, in dedicated operating theatres at Kent and Canterbury Hospital, as part of a
national pilot to improve patient outcomes and experience in orthopaedic care.

The pilot is part of the national NHS Getting it Right First Time (GIRFT) programme. Where
these changes have already taken place in other parts of the country, waiting times have
reduced, fewer patients have had their operations cancelled and recovery times are quicker.

In east Kent, beginning the pilot meant that this winter 428 more patients had planned hip and
knee operations compared to last winter.

The pilot has also freed up operating theatre capacity at WHI:I so that patients can be seen
more quickly in those hospitals too

We are awaiting a decision about whether we will receive £14.9m capital funding to complete
the next phase of the pilot which involves building new theatres to accommodate all planned
inpatient hip and knee operations.

In September last year, to enable a closer focus on individual patient services and pathways,
we started a major reorganisation of the Trust from four large divisions to seven smaller Care
Groups. These Care Groups are led by new Clinical Directors, supported by Heads of Nursing
‘and Operational Directors. -

We also introduced the nationally-recognised Listening into Action programme, which resulted
in almost 3,000 staff completing surveys and providing suggestions for improvement. As a
_fesult 10 teams have taken forward specific projects in their services to improve patient care
and £2m was allocated to improving patient and staff areas, including providing changing
- rooms and refurbishing rest rooms, installing air conditioning and making it easier to order
supplies.

We have continued to progress our use of data and IT to enhance patient care. For example,
our maternity teams have launched an information app for expectant mothers to improve their
understanding of their health in pregnancy and provide the health information they need at the
touch of a but_ton. ' .
We are also preparing to implement the first phase of an eleétronic patient record this year.

There is still much more to do to improve the experience for patients énd staff, but the last
year has shown some really good progress.

What needs to improve?

This is a time of inmense change for the Trust and growing demand on our services and this
is reflected in the results of our 2018 annual NHS Staff Survey.

Our staff are our most important asset and we need to make sure they are cared for as well as
our patients. : :

Although we have started making some big changes, we know we have much more to do and
are aware that seeing improvements as a result of these changes takes time.



R A Page | 114

We also recognise the need to build 'upon and continue our Trust-wide improvement journey to
‘getting to good’ in our CQC ratings. :

The CQC inspected our hospitals in Ashford, Canterbury and Margate in May and June 2018,
and looked in detail at four areas at three of the Trust's five hospitals — urgent and emergency
services, surgery, matemity and end of life care — as well as the ‘well-led’ aspect of the Trust.

The Trust’s rating remains at Requires Improvement. In its report, the CQC recognised that
the Trust is on a journey of improvement, aiming to build on the progress which raised the
Trust out of special measures in 2017, and found areas of outstanding practice. The report
also reflected the significant challenges that the Trust is addressing, including waiting times for
surgery and for emergency admissions, and the significant impact that high humbers of
patients can have on the Trust's ability to deliver some services, for example, in the Trust's
emergency departments. ‘ '

We also made significant changes to hospital care for children and young people following a
Care Quality Commission inspection in October 2018 of children’s services at William Harvey
Hospital, Ashford, and Queen Elizabeth the Queen Mother Hospitai, Margate. We immediately
addressed concerns raised by the CQC, including recruiting more specialist children’s staff,
implementing a thorough regime of daily safety checks and improving the environment
children are cared for within, particularly in our emergency departments. In February this year,
the CQC announced its assurance that we had made significant improvements, and lifted its
conditions of registration on the service in March 2019.

We will continue to develop ways to help frontline staff make tangible improvements in the -
care we deliver to both patients and staff. Our Quality Improvement & Innovation Hubs,
commended by the CQC, will continue to provide a focus for staff to share innovations and
learning with each other and to promote standards of care.

We are implementing a new Quality Strategy for the Trust, to continually develop safe,
effective and sustainable services. We will a maintain our focus on improving standards of
medicines management, reducing the number of falls, health care acquired infections and
pressure ulcers in our hospitals. -

| am very grateful to our staff, governors, volunteers and partners for their commitment and
continued support for East Kent Hospitals. 1 look forward to working with you in the year
ahead to provide excellent hospital services for local people. _ :

The content of this report is subject to internal review and, where appropriate, to external
verification. The Council of Governors opinion can be read in full on page 250.

We have the opinion from our external auditors on our Quality Report and specifically to
review how we report on our 62 day cancer and our four hour A&E national standards. The
Auditors have advised me of a clean opinion on both standards. 1 confirm, therefore, that to

- the best of my knowledge the information contained within this report reflects a true, accurate
and balanced picture of our performance. ‘

C~
Susan Acott :
Chief Executive ‘ Date: 22 May 2019
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How well did we do in 2018/19 in relation to the goals we set to improve quality?

The quality goals and priorities for 2018 are embedded within an ambitious 3 year plan. The
priorities we set ourselves were identified through discussion with our staff, patients,
community and professional partners. We built on the progress and innovation of the previous
year to ensure that the action we committed to take was targeted in the most effective way
and at the most relevant issues. '

The Trust Quality Strategy drives this improvement work each year. With a central focus on

understanding and delivering positive, person centred, safe and effective (patient) care, we

continue to work hard to deliver a responsive and positive culture within our organisation.

Within this we recognise the importance of working together effectively and continuously

striving to improve through a co-ordinated approach to delivery, improvement and governance.
. /

This focus is embedded within the Trust values, strategic objectives, vision and mission to
provide a positive and consistent thread from the Trust Board to every part of our service. See
Figure below.
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Our vision, mission, values, objectives and priorities

Our mission:
Improve health and wellbeing

Our vision: o
Great healthcare from great people

Our strategic objectives:

Higher A great . AT Right skills
standards placato 1 ; right time

Healthy
for palients Work i right place

finances

individt

Our strategic objectives

Getting to good: Improving quality, safety and experience, resulting in Good and then
Outstanding care.

Higher standards for patients: Improving the quality and experience of the care we offer, so
patients are treated in a timely way and access the best care at all time

A great place to work: Making the Trust a great place to work for our current and future staff

Delivering our future: Transforming the way we provide services across east Kent, enabling
the whole system to offer excellent integrated services

Right skills right time right place: Developing teams with the right skills to provide care at
the right time, in the right place and achieve the best outcomes for patients

Healthy finances: Having healthy finances by providing better, more effective patient care
that makes resources go further _ : ’
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Our Quality Strategy 2018/2019

Our organisational strategy is reviewed each year. The priorities we selected for 2018/2019
are described below. Consistent with our previous quality account we have described our

progress in relation to the overarching themes of person centred care, safe care, effective care
and effective work place culture.

How did we do in 2018[19?

1. Person-centred care and improving patient experience

We said we would achleve 6 pnonty actions in relation to person centred care within
2018M19:

Priority 1 - Improve Friends and Family Test (FFT) satisfaction for inpatients, maternity,
outpatients, day surgery and Emergency Department (ED). :

Why was this priority?

Our previous FFT survey results in 2017/2018 identified that patients were not consistently
experiencing the positive level of care that we sought to deliver and we recognised that this
was particularly true in some of our busiest areas like the Emergency Department (ED).

We chose to focus on our FFT performance so that we could track our patient’s experience,
within some of our most challenged services and through this, measure the impact of the
changes we were making to improve.

What was our aim?

We wanted to reach or exceed the following FFT performance targets:
Target of 95% positive FFT response for Inpatients

Target of 90% positive FFT response for Outpatients

Target of 100% positive FFT response for Maternity

Target of 95% positive FFT response for Day Surgery

Target of 85% positive FFT response for ED

Did we achieve this priority?

We partially achieved our FFT lmprovement alm achieving our FFT target for3ofthe 5
service areas.’ '

The 2 targets we did not achieve related to our Maternity services and ED.
* We had set ourselves an ambitious target of 100% FFT response for Maternity and we
achieved just short of this at 98%.
¢ Performance in relation to ED improved from a low basehne to 82.5% against a target
of 85%. We will continue our focused work in this area wnth the aim of achieving or
exceedlng the 85% target in 2019/20.

We recognise that crowded and congested EDs have led to some poor patient experience
during the year. To improve this in 2019/20 we are (a) improving the timeliness of patients
being seen and the timeliness of management decisions being made, and (b) increasing the
flow of patients through ED to the wards when a decision has been made to admit them.
Collectively these steps will reduce overcrowding and improve patient privacy, dignity and
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comfort. These actions will also make it easier for our staff to meet the needs of thoée :
patients who need to be in ED for assessment.

Further steps:

We are revisiting our FFT Maternity target in 2019/20 to ensure that it is stretching but also
realistic.

We are continuing work to improve patient flow through our hospitals. This improvement work
is described in more detail within the service improvement section of this report. See page
188,

How did we measure, monitor and report our improvement?

We measured our improvement through review of the Trust FFT results, reporting monthly to
the Trust Quality Committee (sub-committee of Trust Board) and directly to the Trust Board.
We also reported our progress to our external stakeholders (i.e. commissioners) through the
Trust Integrated Performance Report.

The Executive lead for Patient Experience (Chief Nurse and Director of Quality) reports to the
Trust Chief Executive. ‘

Priority 2 — Improve the responsiveness of our complaints process. To increase the
proportion of complaints responded to within the timeframe agreed with the client (and
within this, reduce the time taken for us to acknowledge new complaints).

Why was this a priority?
By setting this target we aimed to improve the experience of complainants and increase our
ability to learn and respond quickly to feedback. We recognise that listening carefully to the
voice of those who use our services is fundamental to developing and maintaining a safe and
effective service. ' ,
« Specifically in relation to our target related to timeliness of complaints, we recognised
- the impact that a delayed response can have on a complainant and wanted to address
this decisively. We wanted to significantly reduce (and ultimately eliminate) the number
of complaints open beyond timeframe. We recognised that to achieve this we would
need to establish new ways of working that would secure and maintain this reduction.

« Through improving our compliance with the national acknowledgement standard we
aimed to improve the experience of our complainants when accessing our complaints
process. Through this, providing an early opportunity for complainants to agree the way
their complaint is responded to (meeting and / or full response letter) and the timeframe
to respond.

Collectively these targets strengthen our ability to meet the expectations of our complainants
and to respond more rapidly to patient feedback.

What was our aim?

. 90% of complaints will be responded to within the timeframe agreed with the client. As
part of this we also wanted to significantly reduce the number of complaints which had
been open for a long time (over 80 working days).

. We wanted to improve our performance in acknowledging receipt of complaints against
the national standard of 3 working days. The national standard for acknowledging
complaints is described within the Local Authority Social Services and National Health
Service Complaints (England) Regulations 2009. '
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We measured improvement in the timeliness of our complaints management through the Trust
Datix system, measuring performance in 2018/19 against the performance reported in the
previous year (2017/18). S

Did we achieve this priority?

Response within agreed timeframe.

While we have not fully met our target of 90% of complaints responded to within agreed
timeframe, we achieved 87%, which represents a slight improvement on 2017/18 where 86%
of complaints were responded to within agreed timeframes.

This performance is in the context of significant and on-going organisational change. This
change, coupled with high operational activity, has diverted (albeit temporarily) staff capacity

. during 2018/19. The teams that provide complaints management to our operational staff are
being aligned to the new organisation structure and while this has created some challengse, the
change will support our ability to respond more quickly in the future.

In the meantime the Corporate Complaints Team has been focused on developing and testing
new ways of working. Using a Quality Improvement approach, the team has instigated and
evaluated small cycles of change. It has used this work to update the standard operating
procedures and process they follow and to deliver improved performance. Due to the time lag
between introducing a change and realising its full positive impact; the outcome of this recent
improvement work is anticipated to be more clearly demonstrable in 2019/20.

Reduction in the number of older complaints. Following targeted action which commenced
in September 2018, we have successfully reduced the number of older open complaints
(those over 90 working days) from 26 complaints in August 2018 to four complaints at the end
of March 2019. ‘As part of this work we recognise that we still have more work to do to reduce
the average length of time that a complaint is recorded as open and this remains an important
part of our improvement work for the forthcoming year.

Acknowledgement within three working days. We have met this target. We significantly

improved our performance achieving 96% at the end of this year (March 2019) compared with
68% in 2017/2018. ‘ '

Sustaining improvement: There is greater assurance that improvement will be sustained
when it is consistently demonstrated over a series of data points, it is therefore of note that
while performance over a 12 month period is calculated at 96% for acknowledgement within 3
working days, monthly performance has consistently increased as the year has progressed.

Performance has exceeded the target registering at 100% for the three most recent months,
from Janqary - March 2019 :

There has been a similar recent improvement for 'responée within timeframe”. While the end

of year average registers 87%, the Trust reported 96% achieved *response within timeframe"
in March 2019, - '

While we are not complacent and there still remains a lot to do, this data pr6vides some
assurance that the actions we are taking are being effective and that they will lead to
sustained improvement. We aim to maintain this improvement trajectory into 2019/20

There are a number of actions that have contributed to this:

» ‘We have provided additional training to our staff to enable them to more accurately and
consistently assess (triage) feedback from our complainants so that the issues are
clearly identified and managed in the most effective way from the outset.

* Recognising that complaints can come into our Trust through many different routes we
have strengthened the way complaints are communicated to our Corporate Complaints
Team. This enables us to respond more quickly to patient feedback.
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We have changed the way that we acknowledge complaints. In addition to formally
acknowledging all complaints in writing, wherever possible we also contact
complainants by telephone to discuss how they would like their complaint managed.
This contact provides an important early opportunity to talk through the issues and to
offer an early meeting as part of the complaints resolution process.

We have reviewed and strengthened the processes that we follow to respond to a
complaint and we have used staff and client feedback to make our processes more
person centred. In response to a patient story presented at our Trust Board we
changed our approach to seeking consent. We provided training to our staff to better
equip them to apply the principles of effective complaint (consent) management in a

- way which was sensitive to client need, actively encouraging and enabling our staff to

escalate when they highlighted extenuating circumstances which required a different
approach, so that they can apply the right process for that particular client.

We have also worked with our staff through our Quality Improvement Hubs (Qll Hubs)
to support them in proactively identifying and acting on complaints and informal _
feedback. Specifically to secure early identification and remedy of concerns at the first
point that they are identified (at point of care).

Further steps: _

We recognise that we have more work to do and continued improvement in complaints
performance remains a strong focus within our Quality Strategy for the forthcoming year
supported by a Trust wide improvement plan. Future actions include:

We will continue to embed the identification of realistic response timeframes at the very
outset of a complaint being raised with us, differentiating time required to fully address
complex and non-complex complaints.

We are increasing our improvement ambition to intervene earlier in our complaints
process, to prevent breaches in the timeframe to respond to complainants. Building on
work undertaken in 2018/19 which reduced the number of open older complaints, we
are extending the focus of our meetings with senior (Care Group) clinical leaders to
review all complaints which are approaching their deadline (i.e. 30+ days). Through -
this we aim to significantly reduce the average length of time a complaint remains
open. ,

Recognising that complaints are investigated by operational staff aligned to newly
formed Care Groups, we are reviewing the training needs of these new teams to
develop their capability. We will review and redraft our complaints process to reflect the
revised team structure.

We are continuing a review of our Patient Advice and Liaison Service (PALS) to
maximise its effectiveness, within this exploring the feasibility of an alternative phone
system which will help us manage incoming calls more effectively. Improvements in the
PALS service will enable issues to be responded to in a more timely way for our
service users. '

How did we measure, monitor and report our improvement?

We develop our complaint handling processes, share learming and hold ourselves to account
through the Trust Complaints and Feedback Steering Group. We measure our improvement
through monthly reporting of complaint acknowledgement times and responsiveness to the
Trust Patient Experience Committee (PEC), to the Quality Committee (sub-committee of Trust
Board) and directly to the Trust Board through the Integrated Performance Report.

The Executive Lead for complaints management is the Chief Nurse and Director of Quality
who reports to the Trust's Chief Executive.

Priority 3 - Work collaboratively with service users to improve patienis' experience
accessing advice and support to enable self-care.
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Why was this a priority? . :

It is crucial that the services that we provide are truly person centred and that we recognise
that the people who use our services are experts in understanding what they need and want
from them. Empowered people, especially those with long-term conditions who know how to
manage their conditions should be supported and enabled to take a leadership role.

By working in partnership we are more likely to achieve right care at the right time-by the right
person which is fundamental to the NHS England (NHSE) Ten Year Forward Plan and central
to delivering authentic, effective patient centred care. o '

Furthermore people who are able to access suitable advice and who feel involved and

engaged in their treatment are more likely to have a positive experience of their care and more
positive health outcome;

What was our aim?

¢  Strengthen visibility of Trust action arising from feedback. Specifically to implement
“you said we did” on 2 pilot wards by December 2018. -

e Map current involvement and co construct best practice model by March 2019;

»  Capture service user's feedback regarding our services through implementing Multi-
Disciplinary Team (MDT) Peer Review Visits Trust wide incorporating the feedback tool
(emotional touch points). We will measure our progress by achieving peer review on
80% ward areas within year

¢ Implement the PIE (Person Interaction Environment — National institute Health Service

Research Project) to one ward at William Harvey Hospital (WHH), to evaluate and
assess roll out. . '

¢ .Train and draw upon volunteers to obtain feedback on relationship based care.

Specifically to train an additional 6 volunteers by March 2019.

* Toimplement and evaluate virtual support services across three client groups to
enable patients to access support and advice for greater self-care.

Did we achieve this priority? - '

" We have secured significant progress across the metrics that underpin this priority, but not yet
‘all. We have further work to roll out MDT peer review to 80% to all our clinical areas and while
we have drafted our Patient Involvement strategy it is not yet ratified. This work is on track to
be achieved by December 2019. Progress for each of the metrics is described below:

» While there is still much more that we can and want to do, we have strengthened
visibility of Trust action arising from feedback during 2018/19. We have
implemented “you said we did” model across all of our sites. We have used this -
approach to explain the action we are taking in response to complaints and incidents.
We are also using this approach to communicate internally within the Trust with our
own staff about action we are taking in response to their feedback (through our
Listening into Action campaign).

» We are also using client feedback to develop the service we provide. We are
developing a diabetes passport which is scheduled to be completed in June 2019. Our
further steps for 2019/2020 include ongoing development of a pressure ulcer pathway.
We will also work increasingly with other Trusts (on a system footprint) to identify
common pathways of care and patient resources. An example of this is exploring the
development of a "system” Patient Passport, which would be the same no matter
whether you are receiving care within the community or within an acute setting. In this
way we aim to improve communication when patients transfer between health sectors,
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reducing duplication and making it easier for our patients to engage in their own care
and secure continuity. See page 167 for further detail.

To understand where we need to strengthen our patient involvement model, we have
mapped patient and carer involvement and presented this to the Trust Patient
Experience Committee. This work forms the foundation of the Trust Patient

* Involvement Strategy which is due to be released for consultation in 2019/20. Further
steps planned for 2019/20 include developing a cohesive implementation plan. Patient
Involvement will be threaded through the quality metrics for the forthcoming year
reflecting the importance of working in partnership.

We have established a trust wide programme of MDT Peer Review Visits that use
emotional touch points to capture patient experience. We have extended this feedback
approach piloting an emotional touch point tool for staff, in 2018/19. Further work is
required in 2019/20 to ensure that this improvement methodology is truly embedded
across all our clinical areas and that learning identified from the peer review process is
consistently and effectively captured and acted upon.
o Atend of year we achieved approximately 50% of clinical areas undertaking
peer reviews. Visit activity spanned all EKHUFT acute sites at WHH; QEQM;
K&CH. While this is less than our targeted 80% , additional activity using similar
peer review methodology (but more focused on CQC domains), has
supplemented this quality improvement work during this period. The Trust's
overarching Quality Improvement and Assurance model will be reviewed in the
forthcoming year to capture this additional peer review activity within our
improvement target and to develop a single assurance approach

Further steps for 2019/20 include roll out of the peer review programme to the
remaining clinical areas as per plan. We will embed a rolling annual programme
supported by senior nursing and AHP staff, members of the MDT team and lay
representatives. Progress will be presented to and monitored by the Patient
Experience Committee (PEC) in the forthcoming year as we build our quality

assessment capability reflecting the significant role that users of our service play in our
improvement journey.

We have achieved the target implementation of the PIE project on one ward. PIE
has been implemented on one of our busy medical wards on the WHH site. During roll
out we learned that staff engagement is crucial to successfully embedding this project.
Successful implementation was due to support from the Dementia Team. The project
has been less successful on another ward where there was a higher ratio of temporary
staff and where support from the Dementia Team was not so readily available, This
important learning will be used to inform roll out of this initiative within the forthcoming
year. Our further steps in 2019/20 will include:
e We will share the learning from this project through our professional meetings
and with our clinical nursing leaders (Leadership Forum) to secure their
involvement in the implementation plan for the forthcoming year.

e We will promote the effectiveness of our pilots by drawing on our Therapy staff.
Engagement will be supported by 2 monthly PIE meetings.

We achieved our target to train and draw upon our volunteers to obtain feedback
on relationship based care. We have trained 61 additional volunteers. We have
strengthened the role of our volunteers in providing feedback on service quality. To
achieve this we have rationalised job descriptions, creating the role of ward helper.
This has provided an extra 42 ward helper roles in 2018/19, compared with 24 in
2017/18 and the total number of ward helpers across the three main sites is now 91.
After the recent Daily Mail Help force campaign another 89 potential volunteers have
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also applied for ward helper roles which is extremely encouraging. This marks an
important change in direction that we are building on in 2019/20 and future
developmerit will be reported to the PEC ini quarter 1. .

* We set ourselves the target of having in place 3 client groups with access to virtual
support. We achieved and exceeded this target. We worked with patients with:

Rheumatoid

Arthritis

Stomas

People being treated in hospital with haemophilia,

People receiving haemodialysis

People experiencing orthopaedic surgery and also physiotherapy.

DA WON -

Through working with these groups we recognised that there are multiple sources of
information which include web based, telephone support and face to face contact. We
used emotional touch points to help us understand what matters to people when they are
trying to become more independent and self-caring.and by working in this way we learnt
the importance of health professionals being responsive and flexible in how they provide

~ access to advice and support. We used this to develop our virtual resources and our
further steps include applying this learning to other areas. The future projects will be

" reported to the PEC in 2019/20. :

How did we measure, monitor and report our improvement?

We measured our improvement through quarterly progress reports to the Trust Quality

Committee (sub-committee of Trust Board). The Executive Lead for Patient Experience (Chief

Nurse and Director of Quality) reports to the Trust Chief Executive.

Priority 4 — implement national guidance/best practice to deliver great care to our
patient with dementia and become dementia friendly in all aspects of our service by
2021. Specifically to identify standards and confirm an implementation plan to embed
standards for people with Dementia and develop technological interventions that support
safety and quality of life for people with Dementia;

What was our aim? . -

» Secure Darzi fellow to focus on technology and the model of care for people with
dementia by July 2019; . :

¢ Confirm a pilot for implementation of relationship based standards for people with

dementia. Specifically to identify care standards and confirm implementation plan by
March 2019.

Why was this a priority? ,
Relationship based care is central to good quality care for people with dementia.

Did we achieve this priority?
We partially achieved this priority.

e We achieved the appointment of two Darzi Fellows who were linked with different
models of quality care for people with Dementia and technological interventions. Both
have been working to inform the Cascade project (Community Areas of Sustainable
Care and Dementia Excellence in Europe) through the Harmonia Village initiative
planned for Dover. This Harmonia Village includes three houses for people living with
dementia supported by specialist nurses; a community hub building and a guest house
which will be fully equipped for people living with dementia.

» We have not yet been able to establish a pilot for implementation of relationship based
standards for people with dementia due to the fact that the evidence based standards
developed by the Quality Nursing Institute in Germany (equivalent to NICE) have yet to
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be translated through the Cascade project. We remain committed to this work once
these are released. :

Further steps: Wa are using the feedback from the work described above to develop our
improvement work for 2019/20. The Cascade model developed collaboratively with European
partners and local partners in Medway is being used to guide the implementation and
evaluation of the Harmonia Village. A subsequent proposal has also been submitted to
Research for Patient Benefit to take forward other technological interventions to support the
care of the frail older person. ‘

How did we measure, monitor and report our improvement? '

We report our progress to the Health and Europe Centre to the fundihg body and locally
through Strategic Development. -

This work is monitored and reported through the Kent Partners Steering Group of the
European Cascade Project. The evaluation will be undertaken by local teams supported by the
England Centre for Practice Development Centre Team at Canterbury Christ Church
University over the remaining 2 years of the project.

Priority 5 — recognising the role of an acute hospital, we will promote effective care
delivery to patients with Mental Health needs and Learning Disabilities — we will assess
ourselves against best practice guidelines including but not limited to National
Confidential Enquiry into Patient Outcome and Death (NCEPOD) and identify and
respond to required action by 2021;

Why was this a priority? .

Patients with learning disability and mental health needs can find it difficult to navigate and
secure the full care they need within an acute medical environment. Focus on this client group
will enable the Trust to develop services which are responsive to the needs of all patients.

What was our aim? Y , :
« Assess ourselves against best practice guidelines (including but not limited to
NCEPOD) and identify and respond to required action by 2021;
« Identify Trust Plan and milestones by March 2019;
e Identify a Trust wide Multi-disciplinary team (MDT) training programme by March 2019

Did we achieve this priority? _ )

Assessment against the NCEPOD (National Confidential Enquiry into Patient Outcome and
Death) While progress has been made we did not achieve this by end of year. We have
established a Trust wide Steering Group to focus on mental health and NCEPOD assessment
and the actions required following the mapping will be reflected within a detailed Trust wide
action plan in 2019. T '

Identify Trust Plan and milestones by March 2019. We partially achieved this priority.

We established site based operationai engagement group(s) at WHH and QEQM in 2018/19
and as described above, we have developed a Trust wide Steering group. Trust wide action to
date is described within a plan. Ward based service improvement projects have been '
identified at QEQM and this work will be implemented, evaluated and shared as part of the
2019/20 improvement action. We have engaged our front line staff and mental health
specialists in the development of this work stream and this grass roots approach has taken
time to develop. In the forthcoming year we will identify further detailed milestones linked to
our Quality Strategy. _

Identify Trust wide Multi-disciplinary team (MDT) training programme by March 2019
Training needs analysis has been undertaken in 2018/19 to enable us to identify what training
support our staff need to develop their understanding and knowledge of mental health
specifically. Targeted training has been undertaken within our Emergency Department and we



Page | 125

have an annual programme of specialist training (including but not limited to MAYBO and
Mental First Aid) offered Trust wide. We have undertaken Mental Health Matters sessions
within our WHH; QEQM and K&CH Quality Improvement Hubs (Qil Hubs) and we will use the
feedback from these and from our site based Operational Groups to populate a refreshed
annual training plan in 2019/20. K

Additional work undertaken in relation to Learning Disability in 2018 /19 has included:

e EKHUFT is participating in the Leaming Disability (LD) Mortality Review National
Programme, (LeDeR). The local Learning Disability Mortality Review Group has
reviewed more than 20 cases, since April 2018. To identify and respond to learning.

* The LD awareness week took place in June 2018, with hub sessions at Queen
Elizabeth the Queen Mother Hospital (QEQM), Kent & Canterbury Hospital (K&CH)
and William Harvey Hospital (WHH), in joint partnership with the local Community
learning disability Health teams and the stands were visited by more than 200 staff.

¢ February 2019 the first Ieafning disability workshop took place at WHH, attended by
more than 25 staff, the theme was autism and “my health navigation”. ‘

» Leamning disability badges (with purple butterfly logo) are being distributed to LD
champions to promote LD awareness and to highlight the specialist support that the LD
champions can provide. '

¢ Further steps for clients with a learning disability diagnosis include commencement of
the Acute Liaison Pathway Pilot. This pilot aims to improve client's length of stay.
Specifically enabling through interagency collaboration the triggering of an automatic
referral to the local community Learning Disability Health Team to request
commencement of a Health Action Plan and “my health navigator” for clients who have
been admitted more than twice to hospital or attended ED more than four times in a 12
month period.

Further steps: '

Both Mental Health and LD actions are reflected within the 2019/20 Quality Strategy.
Future action includes further development of the Trust Mental Health Steering Group
established in 2019 and refresh of a Trust wide plan for Mental Health, implementation and
evaluation of a Trust wide Training programme.

How did we measure, monitor and report our improvement? :
Progress is reported to the Patient Experience group and onward to the Trust Quality
Committee. The Executive Lead for mental health is the Chief Operating Officer. The
Executive Lead for Learning Disability is the Chief Nurse and Director of Quality. Both
Executive Offices report to the Chief Executive. :

Action against the quality 2019/20 strategy metrics will be reported to the Quality Committee
quarterly. :

Priority 6 — Enable patients to become more independent and self-caring.

Why was this a priority?
Both initiatives have similar benefits, they help people to retain and recover their ability to
move within the hospital environment, and provide self-care.

It's better to get up, dressed and moving when you’re in hospital because being as active
as possible helps your body work properly. It also helps keep your muscles, appetite and
immune system working. Washing, dressing, walking to the toilet and sitting in a chair are all
ways to stay active in hospital. :
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Bed rest can actually be bad for you - staying in bed makes your muscles lose strength, you
get weaker and tire more easily. People who stay in bed in hospital often struggle to get back
to their normal lives when they get home. But taking simple steps, like getting dressed in your
own clothes, will help you want to get up and about. ‘

This will help you recover better and faster. Being as active as possible will help you stay
strong and fight infection. Doing everyday things as soon as you can, like getting up and
dressed, will help you stay independent. Ask a family member or friend to bring in your shoes,
clothes, hearing aids or glasses so you can stay active.

What was out aim? S
To establish “Get U Get Moving” and “Meal Time Matters® pilots
o Implement corporate meal time matters standards on 3 wards for a minimum of 80% of
the time by September 2019;
o Instigate "Get Up Get Moving” initiative on 3 pilot wards at QEQM, K&CH and WHH by
March 2019. _ '

L

" Did we achieve this priority?

We achieved implementation of Meal Time Matters pilots on three wards across the three
main hospital sites. Roll out has started Trust wide. An audit tool has been developed to
monitor our level of compliance with the meal time matters standards on all wards. This
baseline will be used to define future support and improvement for 2019/20 to truly embed
mealtime matters in every clinical area. .

‘We pértlally achieved Get Up Get Dressed Initiative. The initiative has started but it is not

yet embedded. Both these initiatives are supported by Mobility May Campaign which
commended at QEQM in May 2019. - ,
Further steps: : )
To embed these initiatives and deliver the required cultural change we will:
¢ Roll out of Trust meal time matters audit to establish baseline and identify future
support and improvement action for specific clinical areas the next year. Meal time
matters metrics will feature within the Trust Quality priorities for 2019/20 reporting to
the Quality Committee.
e We will use printed information cards for patients and carers to promote activity,
circulating them to the wards and the ED. N .
¢ We will train and support our staff through the Quality Improvement Hubs (Qll) to
heighten awareness of the impact of reduced mobility on the older person, recognising
that it can result in delayed recovery and poorer health outcomes..

How did we measure, monitor and report our improvement?

Improvement is reported to the Patient Experience group and onward to the Trust Quality
Committee. The Executive Lead is the Chief Nurse and Director of Quality who reports to the
Chief Executive. . - ,

We said we would achieve 7 priority actions in relation to safe care within 2018/2019: .

. Priority 1 - Maintain the falls rate to be less than the national average and achieve a
decrease in the rate of falls compared with 2017 /18
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Why was this priority?

Inpatient falls remain a great challenge in our hospitals and for the NHS.

Falls are costly in terms of the negative impact that they can have on patients (resulting in
serious injuries, fractures, and sometimes death) but also costly in terms of increased
hospital stay. ' '

Falls are the most commonly reported patient safety incident, with more than 2,000 reported
every year. All falls can cause older patients and their family to feel anxious and distressed.

Tackling fall prevention is challenging. There is no single or easily defined intervention which,
when performed on its own, will reduce falls. Multiple interventions performed by the
multidisciplinary team tailored to the individual patient, is more effective. These interventions

are particularly important for patients with dementia or delirium, who are at high risk of falls in
hospitals. : )

What was our aim?

e To maintain the Trust falls rate to be less than national average:

* Achieve a decrease in the rate of falls compared with the 2017/18 rate;

» Improve compliance with all the 7 main indicators included in the falls risk assessment

and care plan. . -
o Achieve 100% increase for overall compliance from 2017/18 baseline;
o Specifically increase the measurement of lying and standing blood pressures
on 2 pilot wards (improvement against 2017/18 baseline);

o Increase medication review on 2 pilot wards (improvement against 2017/18
baseline).

Did we achieve this priority?

To maintain the Trust falls rate to be less than national average:

. We have achieved this priority. The Trust falls rate is 5.05 compared with the National
average. While there is some variation between the different hospital sites (wards) this
remains favourably below average. A higher rate of falls at K&CH (Kent and Canterbury) site

reflects the higher proportion of older, frail and rehabilitating patients who are at higher risk of
falls. ‘

Achieve a decrease in the rate of falls compared with the 2017/18 rate;
We have achieved this priority. We achieved 5.34 falls per 1000 bed days in 2017/18

compared with 5.05 falls per 1000 bed days in 2018/19, which is a good improvement against
the 2017/18 baseline. '

Compliance with all the 7 main indicators (included in the falls risk assessment);
We have achieved significantly improved performance in overall compliance with the Falls
Risk Assessment and Care Plan indicators, improving from 10% in 2017/18 to 85% 2018/19.

Increase the measurement of lying and standing blood pressures on 2 pilot wards.
Improvement against 2017/18 baseline. This intervention is significant since identifying this
risk factor enables action to be taken to reduce a patient's risk of falls, thereby promoting their
health and safety. We have improved 93% on one of our pilot wards. Accurate comparative
data is not yet available for the second ward due to ward reconfiguration. '

There has however been a significant improvement Trust wide. We met our target to improve
the recording lying and standing blood pressure with performance increased from 19%
reported in 2017/18 to 72% 2018/19. : :
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Increase medication review on 2 pilot wards. Improvement against 2017/18 baseline.
We partially met our target to increase medication reviews on 2 frailty wards. Medication
reviews were successfully embedded on one of the two wards.

Due to changes (described above) within the second ward it is not possible to provide
accurate comparative data. However, the Trust wide position measured through the annual
audit is 72% compliance in 2018/19.This issue is being addressed and the action taken
forward as part of our 2019/20 actions to ensure completion.

Our focus on Falls prevention has been supported by:
o Delivery of a multi professional training programme,
« Using social media (Twitter) to share learning and celebrate achievements;,
¢ Participation in the National Audit of Inpatient Falls Programme; :
o Continued roll out our falls prevention campaign ("Fall Stop” programme) supporting
audit and providing education; ’ '

« Using the “Fall Stop" audit data to target areas for priority action, e.g. assessing non- )
compliance with our post falls protocol.

Further steps:
Our improvement action is described within a Trust Improvement plan.

e We are developing next year's actions based on the results of the National Audit of
Inpatient Falls (NAIPF). Specifically we will:

o focus on the provision of information to patients and carers;
o grading of the severity of hip fractures; ,
o rapid response to the risk of falls in our Clinical Decision Units (CDUs).

o We will develop the capability of our multidisciplinary team, working with the Falls

' Working Group to optimise our response to elderly patients who fall on the wards.

» We will continue to develop the use of social media to promote engagement in the falls
prevention agenda; to identify, highlight and celebrate individual and team success.

e We will review our falls prevention equipment provision.

« We will evaluate the current provision and explore the feasibility and likely impact of
specialist falls prevention staff being provided to all acute sites, including at the
weekend

« We will work to achieve the CQUIN (Commissioning for Quality and Innovation
payment framework) which tackles common causes of falls by targeting the following
standards: ‘ ‘

o Lying and standing blood pressure recorded at least once.

o No hypnotics or antipsychotics or anxiolytics given during stay OR rationale for
giving hypnotics or antipsychotics or anxiolytics documented (British National
Formulary defined hypnotics and anxiolytics and antipsychotics).

o Mobility assessment documented within 24 hours of admission to inpatient unit
stating walking aid not required OR walking aid provided within 24 hours of
admission to inpatient unit.

How did we measure, monitor and report our improvement? .

Trust improvement action is reported to the Trust Falls steering group and a high level
improvement plan is in place. Care Group and ward engagement and monitoring remains
crucial to delivery. Monthly performance is reported to the Trust Board and to the Quality
Committee through the Integrated Performance Report.

Priority 2 -
¢ Toreduce Pressure Ulcers (PUs)
e Increase our risk assessment of patients skin within 6 hours of admission
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Why was this a priority?
The development of a pressure ulcer is a major burden to patlents and carers and it can have
a detrimental effect on quality of life.

They are a major cause of concem for health and social care providers and identifiable as an
important quality indicator within Department of Health policies. -

Early identification of risk factors that can contribute to pressure ulcers enables preventative

measures to be instigated early, thereby reducing the progression to uicers and avoiding

broader health problems that can be linked to these. In this way a decrease in PUs can
contribute to more posmve patient outcome experience and reduced Iength of stay.

What was our aim?
» To achieve below 0.15/1000 bed day trajectory on avondable category 2 pressure
ulcers;
¢ To maintain our |mprovements in the reduction of deep (category 3 .4 and unstagable)
pressure ulcers;
» To achieve 10% increase in risk assessment within 6 hours of admission achieving or
~ exceeding 90% in 2018/19.

Did we achieve this priority?

Reduction in category 2 pressure ulcer rates

Wae did not achieve this priority every month but we have improved our overall performance
compared with the prewous year (2017/18). : .

e The average for avoidable category 2 pressure damage for 2017/18 was 0.25/1000
bed days and in 2018/19 it was 0.18. which is an improvement.

‘e _ There is a similar improvement when we look at the number of PUs (rather than the
number per 1000 bed days) reported within the same period. In 2017/18 the trust had
reported in total 95 avoidable category 2 pressure ulcers, compared with 71 in
2019/20. This equates to a 25% reduction. See below

Category 2 Pressure Ulcer incidence against trajectory:

Hospltal Acquired Cat 2 Pressure Ulcer - Trust
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Reduction in cumulative bed days in comparison to last year
Anebysh. Cumulolive iacidon s pet 1008 Bed duys Vi eviews Yetu
4o |

Qi"

Ay

¢

Inosercret LOROBabiuys

s
|

Ll

3 i
i Ny el [ Y 'Y B = R S R ]

Multiple actions have been taken to support this improvement. :
e We have used a wide range of approaches to promote staff awareness of good tissue
viability practice which have included:

« Site based teaching. :

« Specific campaigns within the Trust QIl Hubs, which have included “Manage
Moisture” in May; Worldwide stop the pressure event held trust-wide with
PROMPT cards given to all nursing staff; and introduction to Tissue Viability
Tuesday commenced at WHH. : '

e To promote staff access to the TV team training we have carried out Tissue
Viability trolley dashes. These enable the specialist Tissue Viability team to take
their training directly to clinical areas.

e We have also provided specialist training across our wards. This training has
included a focus on important prevention techniques, including active mattress
and Heelpro boots, which has been further supported by the circulation of
specialist information packs to our ward managers. The effectiveness of this
action is illustrated by an increased number of referrals for specialist tissue
viability advice.

« We recognise the importance of timely intervention and our TV team attend the

_ Emergency Department (ED) at least twice daily to ensure appropriate
~ equipment and pressure prevention strategies are in place at the very
beginning of their inpatient stay. '

e We are increasingly working on a system footprint, working with other Trusts
and community services to codesign ever more effective, patient centred care
pathways based on best evidence. '

o In 2018 we met with East Grinstead outreach nurse to support the care
of patients who have undergone complex skin flap surgery at William
Harvey Hospital

o We have developed a community of practice to support closer
professional working relationships between specialist Nursing and Allie
Health professional (AHP) teams and the development of increasingly
seamless pathways of care when patients transfer between community

_ and hospital setting.

e Woa have also reviewed the resources available to our staff to deliver good care.
Active mattress trials have commenced with our Intensive Care Units at our
QEQM and K&C sites. We have also extended a trial of hybrid mattresses
which will lead to over 200 specialist mattresses being available.
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Investigation of catégory 2 pressure ulcers highlights the importance of timely implementation
of documented prevention strategies and appropriate risk assessment. This is important to
ensure that the intervention undertaken is appropriate to the patients’ needs and level of tissue
viability risk.

There have been a number of challenges to consistent recording of this intervention this'
includes staffing fluctuations over time, patient acuity and consistency of record keeping.

Risk assessment within 6 hoﬁrs:

¢ The audit confirmed that 75% of patients were risk assessed with 6 hours of admission

and this data demonstrates a 7% decline in the result compared with 82% reported in
2018.

The decline in performance is likely to be associated with the heightened leve! of challenge
experienced within our EDs during the year, potentially resulting in risk assessment

/ improvement not being either recorded or achieved. This is a serious issue and in response
our Tissue Viability (TV) team has been undertaking regular visits to the ED to support staff,
risk assessment and crucial record keeping. It is also of note that the risk assessment
question was slightly altered in the planning stage of the 2018/19 audit and this may have had
a potentially negative effect on the finding.

When we look at the proportion of patients who have had a risk assessment (not limited to
within 6 hours of admission) an improvement is noted. We achieved 99% in 2019 compared
with 90% in 2018 which is positive. . -

It is of positive note that the introduction of additional clinical space in the form of observation
bays at WHH and QEQM supports improvement in tissue viability by providing an environment
where patients at risk of developing pressure ulcers can be cared for on a bed, provided with
active mattresses and suitable privacy conditions to allow for skin inspection and adequate
repositioning. '

An action plan is being developed and will be agreed at the Pressure Ulcer Steering Group in
May 2019, ‘

Improvement action includes:

» . a programme of educational sessions undertaken within the Qll Hubs and site based
study days to improve the documentation of early risk assessment _

* an addition of a simplified body map and risk assessment on the ED paperwork and
Situation Background Assessment Recommendation (SBAR) transfer documentation.

* proxy measures which include our incident reporting rate and increased number of
requests for active mattresses from the Emergency Departments also corroborate
improvement in initial risk assessment and skin inspection.

To maintain our improvements in the reduction of deeﬁ (category 3 ,4 and Unstageable)
pressure ulcers. : :
We have achieved this target.

During 2018/9 we also set out to maintain our improvements in the reduction of deep
(category 3 and 4) pressure ulcers. In 2018/19 the number of deep ulcers is under trajectory
by 2 ulcers. :
® The Trust has been significantly under the 0.15/1000 target rate month on month.
Despite this positive position we remain absolutely committed to improving still further.
_ See figure below
® There were two confirmed category 4 pressure ulcers in 2018/19 and one avoidable
_category 3 pressure ulcer reported in January 2019. '
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Category 3 Pressure Ulcer incidences against trajectory:

Hospital Acquired Cat3 & 4 [;tsiuro Ulcer - Trust
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Unstagable or potential Deep Tissue Injury (DTI) occurs if the wound bed is obscured by
devitalised tissue. Some of these are resolving and may be reclassified as superficial
(category two) and others may be lost to follow up when the patient leaves hospital. There
have been 133 acquired unstagable/DTI ulcers reported in 2018/2019 and 30 have been
classified as avoidable thus far. We have been under the set 0.15/100 bed day’s target in all
but Sept and Nov where we were marginally over the 0.15 trajectory. (see figure below).

}Jnstagable Pressure Ulcer incidence against trajectory:

]Hosﬂa! Acquired Unstageable Prassure Ulcer - Trust
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We recognise that we still have work to do to achieve and then exceed our pressure ulcer
target. '

Further steps: During 201 9/20 we will:
o Set further pressure ulcer reduction trajectories for continuous improvement.
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¢ Strengthen the role of the Tissue Viability link network - developing link nurse
competencies and launching these within our Qil Hubs. :

* Launch and embed the new wound care passport to improve the quality of wound
assessment and documentation. _ ,

» Continue to participate in the Kent and Medway Collaborative group to ensure
continued best practice and continuity of patient care with our acute and community
colleagues. :

» Develop a process to improve follow up of unstageable pressure ulcers following
discharge.

Provide specialist ward based training i.e. active mattress and specialist dressings.
Work closely with the Emergency Departments to embed improved PU assessment
and treatment,

*  Work with moving and handling to assess the appropriate use of slide sheets to assist
in reducing some avoidable sacral pressure ulcers. .

How did we measure, monitor and report our improvement?

Improvement is measured through annual audit. The audit provides an annual comparison of
performance against the standards set out in the SKINS bundle. Improvement action is

- reflected within a Trust wide action plan, overseen by the Pressure Ulcer Steering Group.

Monthly performance is reported to the Quality Committee and Trust Board through the
Quality Report and Integrated Performance Report. : '

Priority 3 - Delivery of the Sepsis CQUIN

Why was this priority? .

Sepsis is a potentially life-threatening condition, early identification and treatment is crucial.
Sepsis is the third highest cause of mortality in the hospital setting and the most common
reason for admission to the Intensive Care Unit.

Publications suggest that if basic interventions were reliably delivered to 80% of patients then
the NHS could save 11,000 lives and £150 million (Ombudsman’s report 2014, all

parliamentary group on Sepsis 2014, NHS England Patient Safety Alert 2014, NCEPOD report
2015). o .

National Drivers and Internal Audit has led to a recognition that we need to improve
recognition and delivery of Sepsis care.

The SEPSIS CQUIN focuses on ensuring timely recognition and intervention, and this targeted
work will provide the Trust with the detail it needs to ensure that the improvement work we are
undertaking to promote the management of SEPSIS is being effective, promoting improved
safety and experienca for our patients.

What was our aim? -
Our aim has been to ensure both reliable screening for Sepsis and appropriate, timely
treatment. This included children and adults both at initial presentation in our emergency
departments (EDs) and on our wards.
»  We measured our improvement through achievement of 90% standard for both
screening and antibiotics within an hour. ‘

Did we achieve this priority? _
We achieved this priority. See Table below

Quarters 1 2 3 4
Screening 90% ] 92% 91.8% ' 91.5%
Antibiotics 90% 90% 93.1% 90.8%
within 1 hour '
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» During 2018/2019 we continued training teams in recognising and treating Sepsis.

e We extended this to include the deteriorating patient with focused work taking place for
paediatric patients.

o NEWS2 (National Early Waming Score) was introduced Trust wide in December 2018
in order to improve the detection of clinical deterioration due to Sepsis in adults in line
with Q4 CQUIN requirements.

_ « Ward screening continues to improve due to increased engagement from the ward
teams. EDs have achieved the target for antibiotics within an hour of diagnosis for all
months from April 2018 with wards improving from 75% in Q1 to 86.4% in Q4.

It is important that not only do we achieve the target but also that we check that achievement
has had a positive impact on the outcome our patient's experience. It is therefore positive that
information currently available on the National Dashboard of mortality data indicates that
EKHUFT mortality has improved.

Further steps: One of the main focuses for 2019/20 will be on driving a more holistic

approach to the deteriorating patient, ensuring that even when Sepsis is not thought to be the
cause an appropriate treatment and escalation plan is described. Improvement work continues
to be led through the Sepsis Collaborative.

How did we measure, monitor and report our improvement?

Improvement action is reflected within a Trust wide action plan, overseen by the Trust wide
Sepsis Collaborative. Performance is monitored by the Deteriorating Patient Group and
reported to the Patient Safety Committee and onward to the Quality committee and Trust
Board. The Sepsis CQUINs is monitored quarterly and the programme itself reports twice a
year to PSC. In addition the improvement work is discussed biannually at the Patient Safety
Committee as part of the Deteriorating Patient Group report and reported regularly to our
Clinical Commissioning Groups. _ :

Priority 4 - Improve medicines reconciliation to 90% across the Trust
Why was this a priority? _
Medicines reconciliation (MR) is important to deliver continuation of care and therefore safe

- and effective treatment.

MR is used to provide assurance of safe transition of care and as such an important indicator
of safety and culture in its own right and an important improvement metric represented within
the Hospital Pharmacy Transformation Programme.

What was our aim? -
To achieve national average (68%) by 2019 and then to progress to 90% for all patients.

Did we achieve this priority?
While we have not yet fully met this priority we have improved our Medicines Reconciliation

rate from 35% to >65% (currently at national average), this work continues to achieve the
Trust stretch target of 90%.

We have increased our focus on our most acute and busiest areas like Emergency
Departments, to provide flexible support on a risk based approach so that we can better
respond to the fluctuating and seasonal needs of our service.

Improvement is further underpinned by strengthened reporting and engagement between our
Divisions and the Pharmacy Team. We have also renewed Antimicrobial Stewardship service
and introduced a Clinical Pharmacy PTL.

Successes accrued over 2017/2018 include the establishment of an award winning Pharmacy
Homecare Service, an education and training team which was rated excellent by NHSI.
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Further steps:

Progress is supported by the Trusts Hospital Pharmacy Transformation Programme. During
2019/20 we will revnew the feasibility and timeframe for developing a 7 day clinical pharmacy
service. .

How did we measure, monitor and report our improvement?

Progress is monitored by the Clinical Pharmacy Team and Medicines Safety Group and
reported to the Trust Patient Safety Committee reporting onward to the Quality Committee.
The Executive Lead (Medlcal Director) reports to the Chief Executive.

Priority § — implement nat:onal guudelmes in relatIon to ensuring safe and effective
oxygen management

Why was this a priority?
Because Oxygen is life sustaining (if used appropnately) and a risk if used incorrectly — hence
the patient safety alert (NHS/PSA/W/2018/001) on use of oxygen cylinders.

Patient | Risk of death and severe harm from
| f failure to obtain and continue flow
Sa ety from oxygen cylinders

Alert | 9January 2018

What was our aim?
» To comply with the 4 specified actions within the oxygen Patient Safety Alert
* To identify and commence training plan by March 2019.
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Actions

Who: All organisations providing
NHS funded-care where

oxygen cylinders are used,
including hospitals, GP practices,
ambulance services and mental
health units.*

When: To commence
immediately and be completed
mo later than 20 February 2018.

identify if oxygen cylinders are used
in your organisation, even if only in
emergencies :

Bring this alert to the attention of
all those with a leadership role in
ensuring clinical staff understand
how to operate oxygen cylinders
safely

Consider if immediate local action

| is needed and ensure that an action
plan is underway to reduce the risk
of incorrect use of oxygen cylinders

- Communicate the key messages in
this alert and your local action plan
to all relevant medical, nursing.
therapy. pharmacy and support
staff .

*\While this alert is directed at improving safe use by
dinical staff, home oxygen services may also be able to
use these findings to improve training and support for
people using oxygen at home and their family/carers.

Did we achieve this priority?

We partially met this priority. While we recognise that we have much more to do promote
and ensure safe and effective oxygen management, we have achieved against the PSA. We
have put in place a training programme and we are using our Qli Hubs to raise staff
awareness of safe oxygen management. '

Implementation of the Patient Safety Alert (PSA):

We achieved implementation of the PSA. In addition to delivering required staff training
through our QIl Hubs, we are in the final phase of producing a training video to further support
staff awareness / safe oxygen management.

Further steps: In 2019/20 we will embed a new oxygen policy. We will also revisit the training
plan (in line with the medical gases policy) to ensure that it is cohesive.

How did we measure, monitor and report our improvement?
We delivered the action plan that was reported back through the Central Alerting system. The
monitoring is through cylinder audits and the trust incident reporting system. :

Progress is reported to the Patient Safety Committee. The Executive lead is the Medical
Director who reports to the Chief Executive.

Progress is reported to the Trust Quality Committee. The Executive lead for quality is the Chief
Nurse and Director of Quality and the Executive Lead for the Health and Safety elements lies
with the Director of Strategic Development both report to the Chief Executive.
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Priority 7 - Maintain Hospital Standardised Mortality Ratio {HSMR) below 85

Why was this a priority?
Favourable achievement of Hospital Standardised Mortality Ratio (HSMR) supports assurance
that the care we deliver is of a good standard.

“The Hospital Standardised Mortality Ratio (HSMR) is a method of comparing mortality levels
in different years, or for different subpopulations in the same year, while taking account of
differences in population structure such as age, sex, diagnosis, planned or emergency
admission. The ratio is of (observed) to (expected) deaths, multiplied conventionally by 100.
Thus if mortality levels are higher in the population being studied than would be expected, the
HSMR will be greater than 100."

In 2017/2018, the latest in year HSMR was just below 82, which meant thatthe Trusthad a
significantly lower death rate than the national average; we wanted to maintain or improve this
positive position. :

What was our aim? .
To maintain HSMR below 85, indicating fewer deaths than predicted.

Did we achieve this priority? : ‘
This priority was not achieved. In 2018/19. This was due in part to the fact that HSMR was
rebased in year. The reason for rebasing is briefly described below.

Due to a number of changes that are seen over a period of time, including improvements in
clinical practice and clinical coding and changes in population demographics, the average
‘base” of 100 will change over time. It is therefore good practice to re-base the statistical

- model of a mortality ratio at regular intervals to re-set the average to 100.

Rebasing often changes an organisation’s HSMR position (ratio); by how much and in which
direction is influenced by a number of factors. The most common change is for the number to
-go back up to a higher level, which is indeed what happened when the HSMR was re-based at

the end of last year. Although our re-based HSMR remains below the national average we

have not improved as much as our peers, as can be seen by comparing the 2 funnel plots in
the figures below. ' ’

Hospital Standardised Mortality Ratio 5 Yeaf Funnel Plot Comparison (February 2014 to
January 2019) a
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Hospital Standardised Mortality Ratio 1 Year Funnel Plot Cémparison (February 2018 to
January 2019)
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However, HSMR does not consider all deaths (88.5% of deaths in the latest 12 month

reporting period) and although a key part of our regular reporting analysis it should not be
considered alone. We use 2 other adjusted mortality indices, the Risk Adjusted Mortality Index
(RAMI) and the Summary Hospital Mortality Index (SHMI).

The RAMI was redesigned in 2017 specifically to avoid sources of inconsistency in the
calculation of expected deaths. It does this by disallowing exclusions, ignoring certain known
inconsistently coded attributes, and focusing on relatively noiseless attributes such as patient
age, sex, admission type and length of stay. Overall, in the 5 year period from February 2014
to January 2019, the Trust RAMI was 98.3, compared to a peer value of 92.7. In the last year
from February 2018 to January 2019 the Trust RAMI improved to 88.6, compared to a peer
improvement to 84.9. The comparisons can be seen in the 2 RAMI funnel plots below.

Risk Adjusted Mortality Index § Year Funnel Plot Comparison (February 2014 to January
2019) .
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Risk Adjusted Mortality Index 1 Year Funnel Plot Comparison (February 2018 to January
2019)

RAMI (Risk adjusted mortality index)
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The Summary Hospital Mortality Index (SHMI) is a different way of recording mortality,

taking into account all deaths including patients who die within 30 days of their discharge from
hospital. The latest summary hospital mortality index reported on NHS digital is from the
October 2017 to September 2018 period and was 1.06 (0.88-1.12, 95% over dispersion

control limits), described on NHS digital as being as expected. Overall 64.8% of deaths
contributing to the SHMI occurred in hospital and 35.2% within the 30 days of discharge, these
percentages have remained consistent since October 2015. Below is the SHMI funnel plot for
the 131 trusts included in the latest SHMI data from NHS digital

Summary Hospital Mortality Index Funnel Plot Comparison (October 2017 to September
2018) ,
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Further work:

Each Care Group is made aware of outcomes reléting to individual diagnostic codes and all
. Care Groups report and review their compliance with the Leaming from Deaths programme on
a monthly basis in their Quality & Risk meetings which are reviewed by the Quality Committee.
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How did we measure, monitor and report our improvement?

All mortality indices are examined monthly by the Mortality Information group and diagnostic
codes alerting in the SHMI, RAM| and HSMR data are triangulated to assess trends. Cluster
‘reviews of randomly selected notes are then undertaken using the structured judgement
review methodology and the leaming and required actions are taken up through the Trust
Patient Safety Committee and then the Quality Committee and down through the Care Group
Governance structures to the wider organisation. Mortality indices are additionally reported
through the Integrated Performance report to the Trust Quality Committee and Trust Board
and a formal mortality report is taken to the Trust Board every 3-4 months. The Executive lead
(Medical Director) reports to the Chief Executive.

Priority 8 - Achieve and maintain Venous Thromboembolism (VTE) assessment above
95% '

Why was this a priority? -
VTE is a significant cause of death, long term disability and chronic ill health. Reducing VTE
incidence is a clinical priority for the NHS.

Our Trust has not yet achieved the national standard of 5%, i'eporting 94% in 2017.

What was our aim?

Our improvement programme aims to ensure all adult inpatients are risk assessed and receive
the correct thromboprophylaxis both during admission and on discharge with clear and
accurate information on preventing hospital associated thrombosis (HAT).

Specifically, we set ourselves the target of:
e achieving the national standard (95%)} for Venous thromboembolism (VTE) risk

assessment and implementing the updated VTE prevention NICE guidance (NG89)
. published March 2018.

Did we achieve this standard?

We have not yet maintained this target at end of year. The 95% standard was met in May
2018, but was not maintained. .

Recognising that risk assessment is one of 7 quality standards identified within NICE National
guidance relating to VTE, itis of positive note that we have undertaken significant work over
2018/19 to benchmark ourselves against all the standards and to change our practice to
secure compliance. This led to the following Trust wide and speciality specific actions:

e We have identified a wider group of patients for VTE risk assessment so that active
preventative measures will be instigated for more patients. For example we are
including women who have miscarried in the last 6 weeks; we are making changes to
the orthopaedics and acute medical thromboprophylaxis guidance.

e Recognising the importance of supporting good VTE care at every stage of a patient's
pathway we have undertaken reviews of VTE prophylaxis patients at end of life.

e We are undertaking specific work with our Maternity services and Matrons on each of
our acute sites, to develop specific Maternity action plans supported by the VTE team.

« We have refreshed our patient information leaflets in line with NICE guidance by
March 2019 (standard 2 NICE Guidance)

e We have updated Trust Guidelines relating to the fitting and monitoring of anti-embolic
stockings, (Quality standard 3 NICE guidance)

e The Trust policy for VTE prevention was updated (including clarification of its
application to 16 & 17 year old patients, changes to mechanical thromboprophylaxis
guidance, and patient information from admission to discharge) and included in Trust
leaflets on ‘preventing blood clots in hospital’. :

“Changes in our Patient Administration System (PAS) and the resuttant impact on coding have
impacted on our improvement pace for risk assessment in particular but nevertheless we
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recognise that we have more work to do to achieve this standard and as such VTE features
within our priorities for the coming year (2018/19).

Further steps:
Next steps for 2019/20 focus on continuing the actions described above and to improve VTE
risk assessment through monitoring and challenge. These will include:

e Robust clinical audit programme across the Trust reviewing performance in line with
VTE NICE quality standard update (Quality standard 3) and other guidelines.

» We will embed the VTE training that was commenced as part of clinical induction in
2018, and continue to deliver and refine our established VTE training resources which
include mandatory eL.eaming (for clinical staff), midwives and junior doctors, unit
specific sessions (e.g. theatres, day surgery) and VTE link worker programme,

* Awareness workshops in all Qll Hubs for both National Thrombosis Week and World
Thrombosis Day. '

How did we measure, monitor and report our improvement?

Progress is monitored by the Trust Patient Safety Committee and additionally reported through
the Integrated Performance report to the Trust Quality Committee and Trust Board. The
Executive lead (Medical Director) reports to the Chief Executive.

Priority 9 - Eliminate Never Events

Why was this a priority? :

Never Events are defined as "Serious Incidents that are wholly preventable because guidance
or safety recommendations that provide strong systemic protective barriers are available at a
national level and should have been implemented by all healthcare providers® (NHS
Improvement, 2018). :

What was our aim? A -

Our aim was to eliminate Never Events through compliance with the National Safety
Standards for Invasive Procedures (NatSSIPs) and ensuring staff are aware of the impact of
Human Factors in clinical practice.

Did we achieve this priority?
We did not achieve this priority in the last year. We had 7 Never Events in 2018/19.

Our investigations into the reasons that the Never Events occurred have identified that we do
have processes in place to reduce the likelihood of Never Events occurring however these are
not consistently firmly embedded across the organisation. Our understanding of how Human
Factors influence clinical practice has also developed over the last year. Human Factors are
organisational, individual, environmental, and Jjob characteristics that influence behaviour in
ways that can impact safety (Clinical Human Factors Group, 2019). Since 2015, over 2000
staff have received Human Factors awareness training and the on-going cultural change
-programme is also empowering staff to influence improvements in patient safety.

A Trust Wide action plan is in place to monitor planned improvements-in practice in relation to
" Never Events.

Table 3 — Never Events

Type of event Learning identified
2018/15956 | Retained Vaginal packs must be recorded on the whiteboard as part
foreign object | of the count process.
(vaginal
pack) :
2018/27958 | Wrong site A range of size of retrieval bags to be available within the
surgery theatre lay out room.
(ovary)
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2018/30407 | Fall from The SMaRT plus tool to be used to inform the management
poorly of patients with delirium and/or mental health problems.
restricted
window Handover between night and day shifts to include

behavioural issues as standard.

Windows opening further than 100mm to have a secondary
cable restrictor fitted as standard on all hospital sites.

2019/882 Wrong site Strengthen handover and communication processes

surgery between different teams.

(block) .
. Ensure the site of injury is clearly and consistently

documented within the patient records.

Ensure checking processes for nerve blocks outside of - -
theatre follow nation recommendations for safe practice.

2019/1418 | Wrong Incorrect lens selected due to misunderstanding the -
*| implant (lens) | measurements required to identify the correct strength of
lens.

Ensure checking processes in ophthalmic theatre follow
national recommendations for safe practice.

2019/5979 | Wrong Two components selected from different manufacturers —
Implant (hip) | investigation on-going to identify the reason for this error.
2019/6936 | Retained The investigation is on-going, however the initial learning is
' foreign object | to ensure equipment is checked for completeness at the
(catheter) end of a procedure.
Further steps: '

For 2019/20, the Never Event action plan has been further developed to a Trust Wide
Implementation and Improvement plan for NatSIPPs and Local SSIPs.

A business case has been submitted to support the continued roll out of Human Factors
training across the Trust, and a plan put in place to increase the number of sessions available.
Learning from Never Events is shared via newsletters and meetings and this requires further
development in 2019/20 to ensure key learning messages reach as many staff as possible.

Priority 10 ] Embed NATSiPPS (National Safety Standards for Invasive Procedures) and
achieve compliance to the Patient safety alert :

Why was this a priority? .

National Safety Standards for Invasive Procedures (NatSSIPs) are a set of standards which
provide a framework for the production of Local Safety Standards for Invasive Procedures
(LocSSIPs). The LocSSIPs are created by multiprofessional clinical teams and their patients.

Implementation of LocSSIPs, and associated procedural documents, relies on staff awareness
of Human Factors and effective team working. '

The Trust has reported 7 Never Events in 2018/19 and the development of LocSSIPs has
been recognised as key to reducing the potential for patient harm associated with procedures
and also reducing the risk of Never Events occurring.

Did we achieve this priority? ' : .
While progress has been made, the full programme of actions required is not yet complete and
we have not yet achieved this priority.

Progress during 2018/19 has focused on ensuring areas undertaking the most *high risk®
procedures have the systems and process around invasive surgical procedures embedded.
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Implementation of the LocSSIP (Local Safety Standards for Invasive Procedures) for theqtres
has begun. ‘ : .
¢ A new Integrated Care Pathway for theatres was introduced at the beginning of 2019
to prompt practice and enable comprehensive documentation of the procedure
undertaken. The Integrated Care Pathway includes the WHO Safer Surgery checklist,
Stop Before You Block procedures and information handovers.
» Continuous and periodic auditing of elements of the processes has been introduced
- and a theatres improvement plan is being drafted to incorporate governance, workforce
management and list scheduling.

This work is supported by the Trust programme of Human Factors training for staff. This
training empowers staff to consider the impact of Human Factors, such as communication,
safe systems of work, equipment checks, environmental issues and attending to their own and
their team members’ needs. In turn this enables individual staff members and teams to
recognise and address potential risks to safe care. .

Trust action is led by implementation of the Patient Safety alert that relates to this area and as
such remains a priority for action 2019/20. '

Further steps: i
Draft LocSSIPs for other specialities outside of theatre are under development and a

programme plan is currently under development to enable the Patient Safety Committee to
monitor progress.

How did we measure, monitor and report our improvement? :
Performance is monitored and reported to the Patient Safety Committee and onward to the
Quality Committee which is a subcommittee of the Board. The Executive lead (Medical
Director) reports to the Chief Executive. :

Priority 5 - To embed a patient safety culture:

Why was this a priority? :
“Culture eats strategy for breakfast” is a famous quote from legendary management consultant
and writer Peter Drucker. He did not mean that strategy was unimportant; rather that a
powerful and empowering culture was a surer route to organisational success. With this in
mind we decided to develop a safety culture survey to get feedback from our staff before and
after quality improvement initiatives. _

What was our aim? . : _
To embed a safety culture, measured through improvement against Texas safety culture tool

Did we achieve this priority?
We have partially met this priority.

We have been working with a small project group on developing a safety climate culture
survey with our Information team and this was the year one priority in our quest to embed a
patient safety culture across the Trust. The aim of the Safety Climate Survey, once refined, is
to provide wards/departments with a weather vane to measure culture improvement, at a
micro level against four areas: : '

1. Leadership

2. Team communication

3. Safety

4. Team work

The safety climate is completed before any programme of improvement is put in place and
then repeated after a year in order to assess the efficacy of the programme.
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This year we developed a new prototype Safety Culture on-line survey tool as part of our long
term priority to embed a patient safety culture The intention is to refresh the data collected
using a new web-based platform, which will be accessible to our staff. We piloted the survey
tool in Paediatrics and have made iterations on this initial feedback. The next area to roll out
is in the operating theatres across the Trust in line with the Theatre Improvement Plan.

Embedding a safety culture takes time and roll out of the tool Trust wide and retesting the pilot
areas is required to fully achieve this priority in full, for this reason while it is a strong start, we
are reporting partially met this year and this important work will continue in 2019/20.

Further steps:

The safety culture tool will be rolled out across operating theatres in 2019/20 with a longer
term view to Trust wide roll out. :

How did we measure, monitor and report our improvement?

Trust wide implementation is reported quarterly to the Trust Quality Committee. Going forward
the Care Groups will report their individual progress to Patient Safety Committee (PSC) The
Executive lead (Chief Nurse and Director of Quality) reports to the Chief Executive.

3 Effective care by improving clinical effectiveness and reliability of care

This priority is focused on increasing the percentage of patients receiving optimum care with
' good clinical outcomes.

We said we would achieve 3 priority actions in relation to effective care within
2018/2019:

Priority 1 — Deliver our constitutional access standard RTT (referral to treaﬁnent), ED
(Emergency Department) and Cancer standards;

Why was this a priority?

It is a priority for us to constantly strive to improve access to the highest standards of care for
our patients. The constitutional standards are a nationally recognised, best practice standard
which allows patients and health care professionals to monitor and benchmark our
performance. We have improved our performance across all the constitutional standards.

What was our aim? _

To constantly improve, and consistently detiver timely access to our services and prevent
avoidable delays for patients. ' - ‘

Did we achieve the ED standard?

ED standard - 95% of patients will be seen, treated and discharged from the Emergency
Department within 4 hours.

We have improved our ED performance by 9% and have been recognised nationally as one of
the Top 10 improved Trusts for ED performance and the 4™ biggest improvement in England
and Wales for Type 1 attendances. In April 2018 the Trust achieved 76.93% and in March
2019 the Trust achieved 78.23% against the 4 hour Emergency Access Standard.

Last year we undertook a huge amount of planning for winter in order to keep our patients safe
at times of high pressure and also improve our staff experience. Feedback from staff and
patients has been positive and we also made a 7.6% improvement on our ED performance
when comparing February 18 to February 19.
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Between April 2018 and January 2019, the Trust saw 10,721 more attendances by patients to
its emergency departments, an increase of 6% than over the same time period the previous
year. In total we treated 184,535 people over that period or 605 patients per day. Despite
these additional pressures our doctors, nurse and allied health professionals are working
incredibly hard to care for patients well and keep them safe and comfortable.

We have been working over the past year on an ED Improvement Plan, which has included
building two new Observation Wards, refurbishing and expanding the Emergency
Departments to increase the number of resuscitation bays at WHH and creating urgent care
centres which allow GPs and Nurse Practitioners to work together and see and treat minor
iliness and minor injury patients. We have reviewed our paediatric pathways to ensure that
there is a paediatric trained nurse available 24/7.

- Working practices have also been changed to provide a responsive workforce for times of high
demand on its emergency services, this includes a dedicated Rapid Response Team, which is
made up of therapists and managers who focus on supporting patients to be transferred home
with support from the Emergency Floor.

Action to secure the required improvement remains a high priority for the Trust 2019/20 and is
the subject of high level improvement plans. In January 2019 we assessed, treated,
discharged or admitted 74.2% of patients within the four hour national standard compared to
69.3% in January 2018.

Did we achieve the Referral to Treatment (RTT) standard?

RTT standard - 95% of non-admitted patients and 90% of admitted patients to receive
their elective care within 18 weeks of referral. ‘

Waiting times for planned care have improved over the past year despite the challenge of .
implementing a new Patient Administration System (PAS) in September 2018. We have
improved our RTT performance by 5%. In April 2018 we were achieving 76.66% and in March
2019 this had increased to 80.03%. The new PAS system did cause a drop in performance in
the autumn whilst staff became used to using the new system; however, we have seen an 8%
improvement since November.

- Despite increased demand we have focused on reducing the number of patients waiting more
than 52 weeks. In March 2018 there were 222 patients waiting over 52 weeks and this
reduced to just 8 patients by the end of March 2019 and with the aim of having zero patients
waiting over 52 weeks. This is a 96% improvement and recognition of the priority staff have
given to ensuring our longest waiting patients were managed on an individual basis until their
treatment was given.

Operational teams have worked in collaboration with Consultants to manage their outpatient
waiting lists efficiently to ensure that patients are progressed through their pathway. We have
also seen improvements in theatre efficiency and patient pathways. The total waiting list has
reduced by 7,000 patients to 48,695. ' ‘

Did we achieve the Cancer standard? i

Cancer standards - 93% of patients should have their first appointment within 2 weeks if
they have been referred on a cancer pathway. '

96% of patients should be seen within / receive their first definitive treatment within 31
days of receiving their cancer diagnosis. ‘

85% of patient should begin their first definitive treatment following an urgent GP
referral within 62 days. ' :

We have improved across all df the Cancer standards. We have made a 15% improvement in
the number of patients who start their treatment within 62 days from 66.32% in April 2018 to
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80.43% in March 2019. The number of patients waiting over 104 days has reduced from 27 to
7. ’

Due to heightened public awareness, we have seen a significant increase in patients being
referred on 2 week wait cancer pathways, in particular in breast and urology specialities. We
have reduced the number of long waiting patients over the past year through individual case.
management to progress the patient's next key event in their pathway.

During 2018 we have greatly improved our response time to book new 2 week wait referrals
from 89.06% in April 2018 to 97.85% in March 2019. We now aim to make contact with a
patient within 2 days of the referral being received within the Trust and to offer an appointment
to be seen within 7 days. This allows patients the ability to agree their appointment. We are
confident that the improvements we have made to our management of cancer pathways are
sustainable and will improve patient outcomes. :

The number of patients achieving the 31 day standard has improved marginally from 95.25%
to 95.67%. The number of patients on a cancer waiting list has reduced by 9%, which is a
notable achievement against an increasing number of referrals.

_ How did we measure, monitor and report our improvement?
Progress is reported to the Quality Committee and Trust Board. The Executive leads (Chief

Nurse & Director of Quality, Medical Director and Chief Operating officer) report to the Chief
Executive.

Priority 2 - Deliver on our Care Quality Commission (CQC) Improvement Plan

Why was this a priority?
The CQC sets out standards for delivering safe, effective and person centred healthcare We

aim to provide this and achievement of the CQC rating is an external measure of how our
improvement is progressing.

The Trust has been rated ‘requires improvement’ since 2015 and must achieve a minimum
rating of good.

What was our aim?

To complete and embed the actions within the CQC ptan and work to |mprove our ratings at
the next inspection. Achievement of this priority is measured through completion of 80% of
actions identified at the beginning of the year complete by March 2019.

Did we achieve this priority?

To complete and embed the actions within the CQC plan: While we have not yet fully
achieved this priority, delivery of the Improvement Plans from the CQC inspections in May and
October 2018 are in progress and as at 31 March 2019, the majority (86%) of the actions were
either completed or on track to completion for the main plan, and 88% completed or on track
to completion for the paediatric plan. Information about the improvement work can be seen
later on in this document in the mandated CQC statement see page 214

Improve our rating by next inspection:

We have not achieved this priority. The Trust was inspected by the Care Quality Commission
(CQC) in May 2018, and maintained its rating of requires |mprovement A further,
unannounced inspection of children and young people’s services took place in October 2018,
and as a result that service was rated inadequate. The overall Trust rating remained at
requires lmprovement

The resulting improvement plans aim to address the CQC's recommendations from those
inspections in as short a timeframe as possible, and ensure the Trust achieves a rating of
good at its next inspection.
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Further steps:

Refocus of the 2019/20 quality étrategy on “getting the basics right” supports delivery of
required improvement in 2019/20.

Detailed actions related to our CQC improvement are described within mandated statement
page 215:

How did we measure, monitor and report our improvement?

Care Groups are responsible for managing their own CQC improvement plans, through their
governance structures. These are monitored through regular meetings between the Quality
Improvement Team and Care Group leads. : :

The plan from the paediatric inspection in October 2018 is managed through the Paediatric

- Taskforce, a weekly meeting that oversees the improvement plan. The other, main plan from
the May 2018 inspection is discussed on a monthly basis at the Improvement Plan Delivery

Group. - :

Both these groups then report progress on a monthly basis to the Transformation and
Improvement Group, Quality Committee and Trust Board.

The Chief Nurse and Director of Quality and medical Director are the Lead Executive(s) for
this area. ' '

Priority 3 — Implement boérd Multi-Disciplinary Team rounds

Why was this a priority?

This is a key aspect of the SAFER Care Bundle and ensures that patients have a senior
review daily and a review of their treatment plan. _ .
The main focus is within the Medical and HCOOP wards, but the surgical floor also undertakes
MDT board rounds (albeit not Consultant led).

What was our aim?

To ensure that Board rounds are established on all wards within General Medicine Care
. Group by March 2019.

To ensure every patient is discussed daily and their treatment plans are reviewed.

Specifically this means that patients are identified as having either a Green day (which means
they are receiving the appropriate level of care within the correct care setting and there are no
delays in their pathway). A Red day means that patients are awaiting input (i.e. Drs review or
investigations) OR they are awaiting external support / capacity to enable on-going non-acute
assessment (i.e. Community Hospital bed or Care Package). ~

The Board rounds also enable actual and potential discharges to be identified and aim to
reduce delays associated with waiting for discharge paperwork (such as the electronic
discharge notification EDN)

Did we achieve this priority?

We achieved and exceeded this priority. The Multi-disciplinary Team (MDT) Board Rounds are
established on all three sites and the inpatient Patient Tracking Llist (PTL) is routinely used to
confim whether a patient is having a red or green day (value-added day).

Further steps: _
We are working with. our staff to ensure that board rounds are consistently undertaken and
effective across all wards including, extending beyond our medical wards.
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We are embedding the use of electronic communication systems like the PTL which support
our staff to track patient discharges effectively and quickly. '

We are also working with our staff to refine the understanding of the use of these systems'
(inpatient PTL) and the level of information required so that they can work effectively within a
busy working environment.

How did we measure, monitor and report our improvement?

The Matrons or Ward Mangers provide feedback in the site-based huddles every morning,
regarding those patients that are medically fit for discharge and any 'discharge dependant’
investigations or input required. - '

The Inpatient PTL is utilised daily to filter out the red day reason codes, to enable the Site
Management Teams to solve problems and support patient flow across the site.

There are various dashboards drawn from the inpatient PTL to highlight those patients with a
current or expired Expected Discharge Date (EDD). ‘

The effectiveness of MDT board rounds is reflected in improved patient flow through the
hospital, through improved patient experience, safety and effectiveness. The Executive leads
for these areas are The Chief Operating Officer; the Chief Nurse and Director of Quality and
Medical Director. Performance is reported to the Quality Committee and to the Trust Board
and the executive leads report to the Chief Executive. .

4 An effective workplace culture that can enable and sustain
quality improvement

This priority is focused on developing a workplace culture that enables individuals and teams
to deliver high performance, focused on patient-centred safe and effective care.

Priority 1 - Strengthen the Quality Improvement and Innovation Hubs to provide greater
access to evidence based resources

Why was this a priority?

This is part of our longer term objective to build our academic profile to promote the
accessibility of evidence based Continuing Professional Development (CPD) across our
diverse work force ‘

Using our continuous professional development resources effectively is a priority, so that they
positively impact on workplaces and services that are person centred, safe and effective, as
well as good places to work and staff retention. '

The Qi Hubs are an important resource commended by the CQC. We use this resource to
support staff development, and enable an effective workplace culture. Through learning
together we seek to foster collaborative partnerships which support a ward to board model of
communication to inform and shape our approach to delivering quality. They are also a
valuable resource that enables our staff to take time out from their working day to learn about
other disciplines and specialisms, to improve knowledge, network and job satisfaction.

What was our aim?

Provide evidence based a) information and access to specialist personnel with a strong focus
on supporting professional progression and revalidation.
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* To support delivery of this, ensure a full programme of interesting presentations and
information, to increase the numbers of staff attending a Qll Hub and the value
_ attained from attending _
» Recognising that the QIl Hubs are established at QEQM, WHH and K&C, we aimed to
extend access to the QIl Hubs for staff on other sites. Specifically to identify Q! Hub
access for Dover and Folkestone staff '

Did we achieve this priority?
We have partially achieved this priority.

We have secured evidence based programmes within Qll Hubs on our three main sites. A
programme is being started at Folkestone and Dover from May 2019. Our progress within
2018/19 is described in more detail below: :

Corporate Hub leads meet at least twice a year to co-ordinate overarching themes to be
delivered linked to Trust objectives and with a strong focus on supporting evidence based
practice. ,

» During 2018/2019 the QIl Hubs have continued to flourish and still attract
approximately 300 staff attendances per month. New models of delivering the Qll Hubs
have been introduced with great success, thanks to the innovation of the Qll Hub leads
at QEQM. - : '

* Al the Qll Hubs participated in the NHS’s 70™ birthday celebrations in July and held Qil

. Hub celebrations. Historic posters of the hospitals and staff were displayed, and staff
were able to populate posters with their thoughts on what makes them proud to work
for the NHS. NHS70 badges were given to staff, and you will see these being proudly
worn today. - ' '

* The temporary closure of the Qll Hub at QEQM due to operational requirements for the
space was a catalyst for developing alternative ways of delivering Hub sessions to our
staff. It inspired greater use of the Hub Shutt/e (mobile hub) which brought training
resources and trainers to the staff working in clinical areas, increasing the number of
staff able to access the Qll Hub resource. The introduction of Pop up Hubs set up in
the corridors was also tremendously successful, enabling Hub resources to be
accessed by our patients and visitors as well as our staff. Hundreds of visitors and staff
accessed training and information on Bowel screening, Tinnitus awareness and World
Cancer Day as a result. These models have since been adopted across the other main
sites at WHH and K&C.

¢ A new Hub base room, was also opened in March 2019 at QEQM, providing _
opportunity for training resources and information to be accessed more readily by staff -
outside the designated Hub days. This new space has supported the delivery of site
based teaching sessions and the reinstatement of conversation café as a quiet space
for staff where they can access peer support and training and well fare resources.

Hub space has been identified in Folkestone and Dover and regular hub sessions and the
monthly Team Talk are planned on these sites in 2019/20 following a successful Leaming into
Action Event (LIA) in May 2019.
Varied programmes across the main Qll Hubs has included '
¢ moving and handling practical training throughout the year
Research events '
Safeguarding awareness
- Falls and Pressure Ulcer prevention
Understanding and developing your Quality strategy event(s)
Supporting patient and service user feedback — PALS & Complaints support
*hello my name is" staff selfies and promotion,
neonatal, maternity and stroke support groups,
staff welfare — occupational health and flu vaccination sessions.

1
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e Mental Health awareness and development of site based action and training needs
analysis February & March 2019.

e Medicine Matters February 2019.

« staff campaigns which have included Disability Week, Dying Matters Week, Dementia
Week, World Cancer day. : ,

« Patient representatives also provide training and awareness sessions for our staff
within the Hubs, and these have included Prostate Cancer UK this year.

Further steps: .

We will continue to develop new ways of engaging our staff, rolling out Hub on the road and
mobile resources to staff working within clinical areas. We will develop our Hubs as a virtual as
well as a physical professional development space. We will develop models of professional
support within the Hubs delivered through our Critical Companionship network and
underpinned by support from our Corporate Nursing Team.

How did we measure, monitor and report our improvement?

We undertook a survey, asking staff why they attend the Qll Hubs, what they would like to
gain from attending the QIl Hubs, and what would make them more likely to attend. The
findings from the survey are being used to plan the programme for 2019-20.

The QIl Hub improvement reports to the improvement board. The Executive Lead is the Chief
Nurse and Director of Quality who reports to the Chief Executive.

Priority 2 - Increase the number of Critical Companions and Facilitator who have the
skill to support front line staff in any setting

Why was this a priority?
Increasing support to front line staff will increase organisational capability and effectiveness.
Critical Companions provide a valuable opportunity to support staff.

Specifically: _

« The development of our Critical Companion resource will enable staff members in any
role to access support to focus on important areas like improving quality, learning,
development, safety, knowledge translation, research, clinical leadership, innovation
and being a champion. ‘ o

o Holistic facilitation skills are required for successful implementation of evidence, best
practice, supporting frontline teams with learning, improvement, development and
innovation, as well as, developing East Kent Hospitals as a learning organisation.

o The provision of effective staff support is fundamental to fostering strong leadership,
resilience and organisational effectiveness and a safety culture. (Manley et al 2017
Safety Culture, Quality Improvement Realist Evaluation ECPD).

What was our aim? )
To develop the skills of 30 further staff to enable them to be effective Critical Companions and
Facilitators.

Did we achieve this priority?
We achieved this priority.

We developed in excess of 50 Critical Companions in 2018/19. with a further 35 participants
from the two muilti-professional Clinical Leadership Programmes.

We are continuing to build this capacity through a rolling programme of workshops:

» We are making it easier for our staff to access support from a Critical Companion.
Specifically we have developed an electronic portal which enables staff to search for a
Critical Companion across a range of perspectives, focusing on skills in enabling
others. The portal is currently being populated by staff with the skills to be Critical



Page | 151

Companions in a diverse range of areas that cross quality, safety, research, culture
change and wellbeing.

How did we measure, monitor and report our Improvement?

Progress is reported quarterly to the Quality Committee. The executive lead (Chief Nurse and
director of Quality) reports to the Chief Executive. '

Priority 3 - Increase the teams achieving ‘Accrediting and Celebrating Recognition
Excellence (ACER)’ award performance criteria

Why was this a priority? .

Celebrating achievements enable staff contributions to be valued and this in turn impacts on
both our retention of staff and our quality outcomes. It also enables best practice to be built on
and shared with others and as such it is an important mechanism for embedding Trust Values.

We set ourselves the aim of increasing the number of accredited teams from 3 achieved in
2017/18 to 5 in 2018/19, reflecting the Trusts commitment to developing effective team
working. . .

By achieving this we wanted to recognise and celebrate the implementation of processes that
enable good places to a) work and b) to experience care that is person-cantered, safe and
effective. We also wanted to promote the number of ACER submissions across different
professional groups to enhance team working. '
What was our aim? o '
» To accredit at least 5 further workplace teams against the (ACERY)’ performance
criteria,

Did we achieve this priority? _ -

We did not fully achieve 5 work place teams. ACER accreditation initiative enabled four teams
to be accredited in 2018/19. This makes a total of 6 teams Trust wide with additional teams in
the process of securing accreditation.

Although this falls short of the target it is important to acknowledge that these include
participants working together across a number of boundaries in different departments and
therefore reflect contributions from 10 areas. This cross boundary working is an unforeseen
benefit of including the ACE initiative in the clinical leadership programme.

Further steps:

This is a really important initiative for our Trust. In 2019/20 we will complete review of the
submission process to promote staff engagement

We will promote expressions of interest from our staff, using our Qll Hubs, through our
professional networks including but not limited to our annual interprofessional conference in
June 2019.

How did we measure, monitor and report our improvement?
Progress is reported quarterly to the Quality Committee. The Executive Lead (Chief Nurse and
Director of Quality) reports to the Chief Executive. . . '

Priority 4 — Build our academic profile to position the Trust as a Centre of Excellence
" for research and Innovation in all areas, not just clinical research, but also quality,

safety and transformation research and establish a renowned track record of practice
- development achievement with the England Centre of Practice Development

Why was this a priority?

Quality, Safety and Transformational research is essential for supporting the trust to become
an innovative leaming organisation associated with excellence in person-centred, safe and
effective care. '
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There is a high focus on clinical research in the Trust but the potential for growing research in
the areas outlined is in its infancy.

The opportunity to mirror the integration agenda for quality, safety and transformation would
enable a systems focused approach across the health economy and supports more effective
use of resource. _ : : - '

There is also a need to grow research capacity and capability across the professional groups.
This provides a particular opportunity for Nurses, Midwives and Allied Health Professions who
are often more aligned with the Quality, Safety and Transfermation agenda.

What was our aim? :
To develop a strategy across partner organisations. Specifically by March 2019 develop a

Health Community Research Strategy (linked to EKHUFT strategy) around Quality, Safety and
Transformation. :

Did we achieve this priority?
While improvement has been made we have not fully achieved this target yet.
We have not fully established a System Research Strategy; rather the jouney has begun
towards achieving this priority. Recognising that achievement of this priority requires the
cooperation and support of other agencies to work on a system basis it is positive that:
« Two other partner organisations across East Kent in addition to our own have shown
an interest in talking this forward. ’
e The successful achievement of the Applied Research Collaborative (ARC) and interest
from the Research Design Service and new Medical School.

Further steps: This work will be taken forward in 2019/20 and it features within the Trust
refreshed Research and Innovation Strategy. A detailed plan is being implemented by March
2020 and this important work will feature within the Trusts Quality Plan.

How did we measure, monitor and report our improvement? -
Progress is measured through the Research and Innovation Steering Group. This groups
reports to the Quality Committee quarterly. The Lead Executive is the Chief Nurse and
Director of Quality. :

Priority 5 - Work on establishment of a Medical School

Why was this a priority?

Establishment of a Medical School supports recruitment and retention. It has the potential to
attract high calibre, research active employees and to provide a beacon for excellence and
research in the future. Kent, Surrey and Sussex are one of two regions in England without an
Applied Research Collaborative (ARC).

What was our aim?
« To submit bid and follow up for a CLAHRC (Collaboration for Leadership in Applied
Health Research and Care).
« To support and influence the bid submitted through close collaboration between

England Centre for Practice Development at Canterbury Christ Church University and
The University of Kent. ‘ :

Did we achieve this priority?

We did achieve the initial priority, the CLAHRC bid was successful albeit that the funding
arrangements are in the process of being worked out.

The KMMS medical school will start in Sept. 2020 for 100 students. The first 2 years will be
- mainly based in the 2 universities and after this students will be on placements within our GP
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community and Trust. The hope is to provide at least 50% of KMMS acute Trusts' placements
(with Medway, Maidstone and TUNBRIDGE Wells & Dartford provide the other 50%).

Further steps:
We aim to increase the profile of Education & Research within EKHUFT with the appointment
of a variety of joint academic posts between EKHUFT and the Universities.

In 2019/20 we will monitor our planned support and provision of teaching to KMMS and to
monitor our ability to appoint joint appointments.

How did we measure, monitor and report our improvement? :

When the final agreement is achieved, we will measure EKHUFT provision of teaching for
KMMS, measure the number of joint academic posts, measure the output of joint research and
monitor communication of academic provision. The Executive Lead is the Medical Director
who reports to the Chief Executive.

Priority 6 - Become a knowledge rich organisation that informs our decision making at
every level by evidence blended with local knowledge, expertise and patient experience

Why was this a priority?

» The emergence of knowledge-based economies has placed an importance on effective
management of knowledge as a key driver for organisational performance and
effectiveness. :

» Creating, managing, sharing and utilizing knowledge effectively is a key function to
inform organisational decision-making, involving people, processes and technology
blended together and based on being a learning organisation.

What was our aim? .
To support 3 staff members to submit bids for Research for Patient Benefit.

Did we achieve this priority? .

We did not achieve this priority under the Quality agenda but may have achieved one (bid)
under the auspices of a Consultant in Renal Medicine.

The underpinning work that has been carried out to explore and promote this priority has
however achieved the following benefits: :
e Blending different knowledge approaches has been used to contribute to transforming
- Matemity Services that draws on and shares expertise and knowledge drawn from all
stakeholders as well as from different datasets and audits, to inform direction and
improvement activities. '
e The Safety Culture, Quality Improvement, Realist Evaluation (SCQIRE) research
~ project (based on shared knowledge about what works when embedding a safety
culture) has informed our insight around key areas in the Quality strategy. Specifically
informing the way that we strive to support frontiine teams. The implementation of the
use of the Trust's Patient Safety tool and its embedding in the Clinical Leadership
Programmes as well as the development of Skilled Facilitators are similarly embedded
in the current year's quality objectives, supporting more Trust improvement,
development and innovation.

Further steps:
Work will focus on responding to three specific recommendations drawn from the SCQIRE
project: :
e The need to continue to focus on the quality of clinical leadership in frontline teams is
an imperative that needs to continue to be strongly endorsed by the trust - this is a vital
factor when developing person centred, safe and effective teams.
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e The development of a corporate body of skilled facilitators who can work across
organisational boundaries and silos to integrate learing, development, improvement,
knowledge translation and innovation is vital for supporting frontline teams. '

 Ensuring governance infrastructures reflect and build on learning from every project
that takes place in the trust.

In relation to blending knowledge, expertise and patient experience we will focus on:
« the need for a strong service user partnership in co-creating future directions
» the development of a research strategy for quality, safety and transformation with
service users and staff across the health economy to reflect the patients journey, and
co-creation which compliments a strong focus on integrated care and clinical research
to grow champions across the health economy.

In relation to securing research for patient benefit bids in the future, we will look at how we can
support staff to become research active. We recognise that eligible staff who are working with
the local context as systems leaders to improve services, need sufficient time to

systematically and rigorously research the innovation they are leading, as well as have time to
implement their findings.

How did we measure, monitor and report our improvement?

The Executive Lead is the Chief Nurse and Director of Quality who reports to the Chief
Executive
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Trust performahce against the overall annual priorities is included in full in the Annual
Report, page 12.

People feel
cared for, safe,
respected and

confident we are
making a difference

’

Part 1 - Section 2: Board Quality Priorities and Goals for 2019/20

* The following section described the quality priorities and goals for the forthcoming year
(2019/20) as agreed at the Trust Board April 2019. Recognising that importance of a longer
term plan to deliver sustained improvement, the 2019/20 objectives are described in the
context of the Trust three year “getting to good” plan see page 158.

It is important that the improvement we strive for and the detailed metrics we select to
describe our progress are meaningful and recognisable to our front line staff. The detailed
metrics that support delivery are not identified in full within this document as they are subject
to current consultation. :
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Responsibility and Accountability for delivery:

Every member of staff individually has a responsibility to either deliver or contribute to the
delivery of high quality care. For that reason our ambition for quality will be a key component
of job descriptions, appraisals and our organisational development plans. Fundamentally it will
form a continuous thread which runs through every decision we make and it will determine the
process that we adopt to make these decisions (to design and develop our service).

Implementation will be supported by the Executive Directors and Care Group Leadership
teams, clinical and operational leaders on all hospital sites. We will be held to account through
clear reporting and governance (described above). Important layers of this include the:

Quality Committee '

Risk and Governance Committee

Patient Safety Committee

Patient Experience Committee ,

Care Group Govermnance, Quality and Risk Performance Meeting(s)

Quality Objectives were agreed by the Trust Board in April 2019. These will be further
supported by detailed local metrics and a work programme. Progress will be reported to the
Quality Committee and Trust Board who will monitor the effectiveness of delivery.

Executive accountability for the delivéry of the Quality Strategy is jointly owned by the Chief
Nurse and Director of Quality and the Medical Director.

Part 1 - Section 3

The following section describes how we have improved services for patients during
2018/19 and our performance against National Priorities

In addition to activity directly aligned to the Trust's Quality Strategy, many other achievements
have taken place which are worthy of mention, and examples of these are described be!ow.

1. PERSON-CENTRED CARE AND IMPROVING PATIENT EXPERIENCE

Sl - - i e

1. Patient and public involvement

We are strengthening Patient and Public representation across our Trust to promote the
role of our service users and carers in developing and measuring the quality of services
we provide:

EKHUFT Youth Forum C

A new Youth Forum was established in 2018 to enable young peopla to express their thoughts
on health issues that matter most to them. The forum provided opportunity for this traditionally
harder to reach group of service users to become more involved in their local NHS.
Engagement to date has included a site tour of QEQM. Members of the group had the
opportunity to visit departments and speak with staff. '

The EKHUFT Youth Forum is made up of 12 young people between the ages of 16-19 years
old from our local area, who have a passion for improving health services and a desire to learn
about the NHS. We are listening to and capturing their views to support us in developing our
services and itis very positive that all members of the Forum have signed up to be Foundation
Trust members in 2018/2019, thereby increasing their role and voice within our Trust.
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Volunteers

Development of our volunteer workforce was identified as an annual priority for 2018/19 and
progress in relation to this is described on page 122. Volunteers provide a rich source of skill

and life experience and enable us to offer services that are really grounded within the local
community.

Members

Members who have expressed an interest in certain specialty areas are invited to join patient
and public groups. Over the past year several new patient/public groups have been set up to
help improve the patient experience including:

Diabetes Peri-Operative Passport group

The development of a "Diabetes Passport" designed for diabetic patients coming in for
surgery, marks an important development this year. Recognising that patients whose
diabetes iswell controlled before their operation are less likely to have

_ complications and more likely to be discharged home earlier. The aim of the diabetes

(o]

o

(o]

passport is to help patients and healthcare professionals ensure optimum health
prior to surgery and to enable them to receive the right care informed by their pre

hospital needs, during their inpatient stay. The passport is now being piloted and
assessed in QEQM.

Patient Centred Wound Care Group

We have devised and are presently piloting a patient centred care plan to promote
individualised and holistic care. This will enable us to more effectively agree care
plans, documentation and wound care treatment with our clients and deliver greater
continuity of care as patients transfer between an acute hospital and community
setting. . '

Further groups are being developed to support services in the year ahead and
these include:

Patient Experience user group
Patient Transport user group
Cancer services patient group

Members Events. It is important that we deliver health care in partnership with our community
and service users. Our Trust members are an important part of this and during 2018/19:

Trust Members were invited to an exhibition at the AGM (Annual General Meeting) in
September 2018, where exhibitions included: TIPS team, Diabetes Team, Dementia
Nurses, Serco, Tissue Viability, Stop Smoking, BESTT, PALS and EKHUFT Charity.

A joint EKHUFT and Community Trust ‘Lets Discuss Dementia’ public took place on 9

March 2019 at Westgate Hall Canterbury.

o The event consisted of a marketplace where visitors chatted to people from a range
of services, including professionals from voluntary, community organisations and
local hospitals. _ :

o They heard first-hand from someone living with dementia as they talked about their
experience. There was also a question and answer session and the chance to
meet your local healthcare trust governors. Plus information about the new

Harmonia Dementia Village in Dover and a presentation about dementia care in our
hospitals. ‘ : : . ’

There was also an opportunity for visitors to join 2.5 million people across the UK and
become a Dementia Friend. Dementia Friends is about changing the way people think,
act and talk about dementia. The session is run by a Dementia Friends Champion, who
is trained and supported by Alzheimer’s Society.
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* We are also strengthening our links within our community and with our schools and
educational establishments, attending local school exhibition days to promote the role
and recruitment of volunteers, Trust membership and careers.

K&C Health Fair

A Health Fair is planned in conjunction with the League of Friends in August 2019. This event will
highlight many areas of healthcare and give the public an opportunity to talk to healthcare
professionals and have a fun.

2.  Delivering Single Sex Accommodation

b

While delivering single sex accommodation remains a challenge significant improvement has
been made since 2017/18.

Mixed sex accommodation — number of patients affected

Mixed Sex Breaches
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There were 158 mixed sex breaches within the Trust. 92 mixed sex occurrences were
accepted justifiable mix sex breaches due to clinical need and 66 non-justifiable mixed sex
occurrences affecting 484 patients were reportable to NHS England via the national Unify2
system from Apr 18 to Mar 19.

Our latest compliénce statement can be found on our website by clicking here.

The Trust ambition is to promote privacy and dignity to all our patients, ultimately to reduce mixed
sex occurrences to zero.

We recoghise that breaches in this standard can impact adversely on how patients experience our
service and this challenge is reflected in the NHS in-patient survey results.

We recognise that Patient Flow and the configuration of our hospital estate currently contribute to
breaches and we have been working hard to address both these factors. '

Improvement has been achieved in 2018/19 through working closely with the CCGs and NHS
improvement (NHSI) within a Mixed Sex Accommodation Improvement Collaborative.

 Improvements in patient flow (previously described) have had a positive impact on the
‘number of MSA occurrence we are reporting within our Clinical Decision Units.

¢ Change in practice has also been supported by the updating of the Trust Pn'\)acy and -
Dignity and Eliminating Mixed Sex Accommodation Policy. .



Page | 162

. Improvements continue to be made to our estate across the Trust to provide improved
bathroom and toilet facilities to promote privacy and dignity for our patients.

.- The Trust is working closely with the Clinical Commissioning Group (CCG) to monitor the
Single Sex Accommodation Policy, reporting monthly to the Quality Committee and Trust
Board through the Trust Integrated Performance Report. :

3. Improving Hospital Food

What we did during 2018/2019

The provision of high quality meals and breadth of menu choice that meet the nutritional
requirements of patients remains a key focus for the organisation. The Trust is now working
in partnership with 2gether Support Solutions (a Trust subsidiary company). 2together has
continued to work on the improvements already in place across the Trust. In particular and as
part of a joint working group: :

« areview of the evening sandwiches and snacks provided for adults across the Trust

- and for children at QEQM and WHH was undertaken which involved patients,
(including children and their parents) and members of staff.

« The evaluation of the proposed new menu provided an important opportunity to listen
to and to incorporate, where possible, feedback received from our patients. The review
will result in a new and improved adolescent’s meal and children’s service with the new
menus being finalised and launched within the first quarter of 2019/2020. ’

The Trust has also worked closely with its partners regarding the new Intemational Dysphagia
Diet Standardisation initiative. This initiative has been able to ensure:

« standardisation not only of the terminology used, but also the actual modifications
required to meals and drinks to ensure that patients with swallowing difficulties receive
the correctly described meals and drinks to keep them safe and reduce the risk of
choking. '

¢ This has led to a large education programme being developed and implemented for
our clinical and catering staff, ensuring they are aware of the new terminology and
required standard of textured meals and thickened drinks. Through this preparation
the Trust is confident that it will be compliant with all standards by the required date of
April 2018.

The Trust also continues its journey around improving patient experience during mealtimes.

» The Mealtime Matters initiative remains a high profile initiative for the organisation
which is aimed at implementing core standards for patients at mealtimes. Described
earlier within this report, meal time matters is one of the priorities within our quality
strategy 2018/19..Core standards were co-created through listening events and are
focused on ensuring that there is a multidisciplinary approach to mealtimes. In addition,
there are increasing numbers of volunteers who are also helping to support patients
during their meal-time experience. Some of this support is being targeted towards our
frailty patients with nursing teams being encouraged to measure the impact of change
on the care provided. Assisting our patients to sit at tables with others during

.mealtimes has worked well and encouraged patients to eat more, thus helping them
with their recovery and overall length of stay in hospital.

s To gain further insight into the progress of additional support at mealtimes, the Trust
has included a further question in the monthly inpatient survey which asks in-patients
‘Were you given assistance during mealtimes'? Responses received will be closely
monitored and will assist the clinical teams with further improvements throughout the
course of 2019/20. . N

Further steps: Activity within 3 pilot wards will be evaluated and best practice shared for Trust
wide implementation. This work is over seen by the Trust Nutrition Steering Group, reporting
to the Chief Nurse and Director of Quality.
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4. Patient Led Assessments of Care Environments (PLACE)

The sixth annual Patient Led Assessment in Care Environments (PLACE) audits were
conducted in 2018, across all three acute sites. The assessment teams consisted of Patient
Representatives and Trust staff on a ratio of 50/50. '

National guidelines set out the percentage of environments to be reviewed, with EKHUFT
being required to review the following areas per site:

® @ & o o

ED

10 wards

3 out-patient areas

3-4 food assessments o

External areas (car parks, grounds and gardens)
Internal areas (lifts, stairwells, corridors)

The 2018 PLACE assessment results show a modest improvement.

Results by metric:

Cleanliness — Metric ‘
The assessment of cleanliness covers all items commonly found in healthcare

premises including patient equipment, toilets, showers, furniture, floors and other
fixtures and fittings.

EKHUFT increase on 2017 and remains above national average

The organisation averaged 99.04% and remains above the national average of 98.5%.
QEQMH as a site achieved 99.9%. The Trust performed better than both Medway FT
and Dartford and only fractionally behind MTW by .09%. The Trust cleaning metric has
increased 13.5% from a below average 85.53% when PLACE began in 2013.

Food — Metric -

The assessment of food and hydration includes a range of questions relating to the
organisational aspects of the catering service (e.g. choice, 24-hour availability, meal
times, and access to menus) as well as an assessment of the food service at ward
level and the taste and temperature of food.

The Trust total average for food saw a marginal decrease against the 2017 result; this
result is made up' of three elements.

2018 2017
Food tasting 88.53% 90.15%
Organisational food 89.48% - 86.70%
Ward food. 88.22% : 91.06%

The Trust is currently 1.3% below the national average of 80%. There was an increase
of 2.7% for Organisational Food and both K&CH and QEQM were positive in terms of
the three food metrics. However the overall food rating was impacted by a decrease of
over 10% on both food and ward food at WHH.

At WHH the serving of a combined lunch course, rather than separate main and

pudding contributed to a drop of 2.84%. Additionally some marks were removed for not
offering an evening hot meal and for a ward area not properly observing a protective
meal time (a cleaner attended to deal with an issue) additionally the lack of toast
contributed to the remainder of the fall in scores at the site.

This is only the second time that food has dropped below the national average and will
be a focal point of improvement for the PLACE improvement plan.
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Privacy, Dignity and Wellbeing — Metric

The assessment of privacy, dignity and wellbeing includes infrastructural/organisational
aspects such as provision of outdoor/recreation areas, changing and waiting facilities
and practical aspects such as appropriate separation of sleeping and bathroom#Aoilet
facilities for single sex use, bedside curtains being sufficient in size to create a private
space around beds and ensuring patients are appropriately dressed to protect their
dignity. It also includes measures such as Wi-Fi and way finding.

EKHUFT continues to improve at 84.7% and above national average for the
second consecutive year.

The inclusion of mixed sex accommodation as a rating tool in 2014 continues to affect
the Trust in terms of its Privacy and Dignity rating. However the overall rating for
wellbeing has seen an increase of 0.3% against our limited physical constraints. This
confirms that our investment plans for 2018, including additional single sex WCs and
Showers.and improved P&D remains the correct priority for us. It is ‘also worth noting
that despite the constraints of our buildings and space, the Trust has risen above the

national average for the second year.

Condition appearance and maintenance — Metric

The assessment of condition, appearance and maintenance includes a range of patient
environments and other aspects of the general environment including décor, tidiness,
signage, lighting (including access to natural light), linen, access to car parking
(excluding the costs of car parking), waste management and the external appearance
of buildings and the tidiness and maintenance of the grounds.

EKHUFT is down 2.2% on the 2017 results at 95.91% but remains above the
national average. .

Given the Trust's large, varied and aged estate, a decrease of 2.2% is not surprising
when you also consider that the national average also saw a slight decrease. The
Trust remains above the national average for environment. The Trust invested through
the Patient Investment and Environment Committee in 2017/18 and continues to
secure capital investment in our physical environment.

lt's worth noting, that the Trust performed 4.38% above neighbouring Trust Medway,
and that since 2013s starting point of 82% the Trust has increased its score by a
significant 13.9%. '

Dementia - Metric
The Dementia care and management metric covers the Trust's approach to dementia

friendly signage, design and equipment relating to dementia care in wards and front of
house areas.

EKHUFT is up 2.9% against the 2017 submission at 88.6% and 10% above,'
national average.

The Trust remains well placed both nationally and locally on the Dementia metric and
continues to build on the 2015 (first) submission. This year we can see a 2.9%
increase resulting in the Trust being some 10% above the national average. QEQM is
particularly strong, being 16% above the national average. The Trusts Dementia
appeal, launched in 2015, is clearly bringing early rewards with the assessment group
clearly able to reference attention being paid to dementia environments and care.
Since 2015 the Trust has moved positively by 16.6% from an initial score of 72%.

Disability — Metric
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This domain has now been scored for two yearé and looks at access to our buildings,
car parks, ramps, lifts wheelchair access, signage etc.
EKHUFT remains stable against the 2017 submission at 91%.

Continued improvements include handrails in ward areas, attention paid to reception
areas and an awareness of our hospital environment keeps us up over 7% against the
national average. '

Additional benefits such as the deployment of additional disabled parking more drop of
bays nearer to the main entrances and disabled access routes from car parking also
added to additional scoring. ' '

Our results compared locally and natidnally , _
The table below summarises the 2018 results nationally and locally. Our 2018 results reflect
the continued focus the organisation has placed on its improvement joumney.

Condition,
Privacy, Appearance
. y Organisational | Ward Dignity & &
Domain Cleanliness | Food Food Food | Wellbein Maintenance
== i | (=P
EKHUFT 99.04 | 8853 89.48 8822 | 8471 | 9596
Dartford & N
Gravesham 98.67 82.59 B89.16 81.12 80.24 97.26 85.06 90.85
Medway 98.06 80.49 B85.59 79.07 78.54 91.58 75.13 80.51
Maidstone 99,93 94.33 93.85 94.52 |° 9149 98.9 94.89 96.12
National :
Average _ 98.5 90.02 % 90.05 84.2 94.3 789 84.2

The table below gives a summary of Trust scores by site in all domains since PLACE
assessments begun in 2013. :

. Condition,
N Privacy, Appearance _
I Organisational | Ward | Dignity & & Disability
Cleanliness | Food * Food Food | Wellbeing | Maintenance | Dementia | & Access
2013
not not
K&C 89.96 84.2 85.37 83.86 84.46 82.32 scored | scored
. . not
QEQM 93.67 92.4 87.31 95.65 93,02 91.69 scored scored
. not not
WHH 78.01 §9.92 86.48 90.7 84.01 74.65 - " scored scored
Trust | . . not not
Average 85.53 89.07 86.41 90.23 86.8 81.38 " scored scored
National : not not
Average 95.76 85.42 81.22 87.26 88.9 88.37 scored scored
2014
not " not
K&C 95.73 93.37 82.05 96.2 78.69 88.24 scored scored
not not
QEQM 96.55 95.78 86.24 97.97 | 85.27 97.11 scored scored
: not not
WHH 92.15 86.04 86.24 85.99 81.96 8.56 scored | / scored
Trust i : not nat
Average 94.51 91.14 85.34 92.52 82.46 90.32 scored scored
National : -, : not not
Average 97.25 88.79 86.08 90 87.73 91.97 scored scored
2015
. . not
K&C 90.17 80.89 74.56 82.67 78.47 88.97 72.07 scored
not
QEQM 96.43 83.77 74.56 85.92 84.66 91.6 70.78 scored
- not
WHH 95.44 83.17 74.56 86.44 71.72 88.92 73.14 scored
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Trust not
Ave e 94.44 82.79 74.56 85.36 77.16 89.72 7219 - scored
National - not
A 97.57 88.49 87.21 89,27 '86.03 90.11 74.51 scored
2016
K&C 98.76 91.12 86.7 92.22 82,26 95.87 20,91 91.89
QEQM 99,65 91.21 86.7 93.07 84.52 97.8 86.27 90.39
WHH 98.64 86.1 84.28 - 86.74 76.74 94.92 78.35 83.97
Trust
A 98.96 88.86 85.59 89.96 8142 95.99 83.84 887.84
National )
Avera 98.06 88.24 87.01 88.96 84.16 93.37 75.28 78.84
2017 : .
K&C 98.56 86.45 86.7 86.38 87.91 97.05 88.9 90.25
QtaMm 99.91 89.3 86.7 90.16 85.61 98.65 84.86 89.57
WHH 98.46 92.88 86.7 94.36 81.88 98.41 84,72 92.64
Trust ' ’
Avera e 98.96 90.15 86.7 91.06 8441 98.16 85.78 91.06
Natlonal
) Ave e 9838 89.68 88.8 90.19 83.68 94.02 76.71 82.56
2018
K&C 98.95 92.29 8948 93.14 84.68 94.56 86.24 87.64
QEQM 99.94 95.54 89.48 96.54 88.53 98.75 95.04 96.2
WHH 98.47 82.17 89.48 80.48 82.14 94.68 86.24 89.66
Trust .
Ave e 99,04 88.53 80.48 88.22 84.71 95.96 88.66 91.35
National
Avera 98.5 90.02 90 90.05 84.2 943 789 84.2
Further Steps:

As with preceding years the Trust has developed an annual action plan from the feedback and
comments of the reviewing group who undertake the inspections. The work is overseen by the
PLACE steering group reporting to the Patient Experience Committee. During 2018/19 work
has focused on integrating the themes and actions into core business, engaging our clinical
leaders, specifically our Matrons, our front line staff and 2together support solutions in
recognising the feedback provided through PLACE and really owning and driving the
improvements that we are putting in place to make things better, and equally to celebrate the
good things. For example feedback regarding dementia is linked to the Trust Dementia
Strategy Group, action required to support food standards is linked into our catering meeting
and supported by Nutrition Matron. In this way we are firmly placing patient feedback into the
heart of our decision making, supporting a culture of active listening and response.

5. The NHS National Inpatient Survey 2018

All NHS Trusts in England are required to participate in the annual adult inpatient survey which
is led by the Care Quality Commission (CQC). The survey provides us with an opportunity to
review progress in meeting the expectations of patients who are treated by us. The inpatient
survey results are collated and contribute to the CQCs assessment of our performance
against the essential standards for quality and safety. '

The National Adult in-patient survey 2018 — metrics measured

The Eme en /A&FE De artment answeredb eme en atients on

Wai listand lanned admissions answered b those referred to hos ita

Watitin to etto abed on a ward .

The hos ital and ward

Doctors

Nurses

Care and treatment

O erations and rocedures answered b atients who had an tion or rocedure
Leavi hos ital

QOverall views and e eriences
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Further steps: ‘ : :
. Our priorities for improvement during 2019/20 will include plans to address the areas where
results are below national average or have deteriorated since the last survey, to ensure that
patient experience can be improved. Targeted work to further support patient experience will
continue to include patients getting the care that matters to them, ensuring patients are aware
of which nurse is in charge of their care, ensuring patients have been encouraged to get up
during their hospital stay and wear their own clothes and ensuring that patients received
enough help from staff to eat their meals demonstrates significant opportunity for
improvement. This work is integrated in to our Quality Strategy objectives and targets for
2019/20, described in more detail throughout the report.

An overarching action plan to respond to the survey will be confirmed with our staff and
patients on release of the National & Trust data set due in May 2019,

6. Responding to feedback through Patient Opinion and NHS Choices

Patient Opinion and NHS Choices are independent websites which allow patients and public
to feedback on the service they have received from the Trust. In 2018/2019 we continued to
receive overwhelming positive feedback through both sites which has been heartening and
well received by our staff. Comments posted on NHS Choices are read and answered by the
Patient Experience Team. ' .

The Trust has received 341 comments via NHS Choices. Of these 212 were compliments and
129 were highlighting a concern. :

This feedback is considered in conjunction with complaints, concems and compliments
received through other routes. With feedback shared at all levels across our organisation, and
reported within our monthly patient experience report to the Trust Board, this feedback
provides valued insight to direct our improvement action.

One examples of feedback received included: "Arrived at A&E at midday .saw a doctor - -
9.30pm. Was told, | needed to stay in and what medication | needed and go to the waiting
room. At 5am, after asking a nurse what was happening was told no beds available. | asked
about the medication the doctor had said, they checked the notes and they said *sorry we'll
get them for you now".

Example of action taken as a result of feedback:

We have worked hard to improve patient flow recognising that this focus supports improved
Patient Experience, Comfort and Safety. We have recently opened a new observation ward at
both the William Harvey Hospital and the Queen Elizabeth the Queen Mother Hospital
Emergency Departments (ED). The observation wards allow staff to alleviate some of the
pressure in ED on particularly busy days, when the volume of patients outweighs the
availability of required beds.

Targeted work has been undertaken to improve communication within ED at staff handovers
to promote safe and effective transfer of care between staff shifts. :

Work has been undertaken to promote high standards of communication within this busy
environment, especially to promote early identification and response to patient and visitor
concerns, and thereby reduce patient and family fears during what can be a difficult and
anxious time. . e

When care is commended on NHS Choices this important message is equally relayed to our
staff, to recognise and promote the care they are providing.
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7. implement agreed service competences with partners in eight areas across the
health economy to grow future workforce along the patient pathway

We are committed to developing services that meet the evolving needs of our health
community. Increasingly we are designing and developing service models and professional
roles which extend beyond the traditional hospital based roles that we have relied on to date.
By agreeing service competences with our health partners we are preparing ourselves and
skilling up our professional community to deliver future fit services. '

We aimed to work with health partners including our patients to deliver models of care /
competences to meet the needs of the future health system. This priority has been achieved.
A subsequent analysis of eleven areas have generated a single capability framework for
services across the health economy structured around the needs of the person/citizen and
contributes to EKHUFTs single capability framework linked to both general and specific
individual competences '

The development of the service competences have been developed for local commissioners
reporting to the STP :

Progress is reported quarterly to the Trust Quality Committee. The Executive lead (Chief
Nurse and Director of Quality) reports to the Chief Executive. This has been reported through -
East Kent Coast commissioners and the STP.

8. Safeguarding Adults and Children

Recognising that Safeguarding Vulnerable Adults and Children is fundamental to delivering
safe and compassionate services the following section describes the improvement actions we
- have undertaken during 2017/2018 and some of the challenges we still have ahead to ensure
high standards of support and care in this important area.

Safeguarding Adults at Risk 2018/19 ,

The People at Risk Team (PART), previously The Adult Safeguarding Team, are a small
specialist team providing support for patients and for staff managing vulnerable aduits; much
of the work is about preventing abuse. _

During 2018/2019 we have reviewed incident reports and safeguarding concemns to enable us
to better understand what action we need to take to improve standards of safeguarding within
the Trust.

o As a result of this work we have identified a continued need to improve the quality of
some of our discharges and we are taking this action forward within our quality strategy
within the coming year.

e We also recognised that there are instances where we have missed diagnosing
fractures for some of our most vulnerable patients. ldentifying fractures in people with
dementia and learning disability can be clinically challenging. The people that use our
services are not always able to communicate pain and this adds an extra layer to the
diagnostic process. This highlights the importance of developing tools and services
which can consistently respond to this increased level of complexity and this area has
been identified for further learning and action in the forthcoming year.

Four Safeguarding concerns were raised in relation to EKHUFT in 2018/19 and the
following leaming and action has been identified as a result to minimise the risk of recurrence.

e Ward staff to be encouraged to complete carers’ role negotiation list with carers (aim to
reduce communication breakdown).
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Importance of up to date information being brought into hospital, such as an up to date
hospital passport.

When using agency staff — wards to ensure agency staff are aware of trust policies and
procedures.

Use of Smart Tool for vulnerable patients.

Further action undertaken during 2018/19 includes:

We have increased the number of staff who have received adult safeguarding training,
specifically: '

During 2018 the compliance rate of 85% was met.

A new training programme was implemented - face to face training is offered to all new
staff members within 6 months of starting at EKHUFT and they attend a whole day
adult and children's combined training programme. '

The classroom-based session covers the 10 categories of abuse as specified by the
Care Act 2014, lawful restraint, Leaming Disability and the need to modify
communication and this has been well received by staff. This means that our staff are
equipped to support in important areas which include safeguarding, domestic abuse,
the Mental Capacity Act and Deprivation of Liberty Safeguards.

We have a Domestic Violence Advocates project working in William Harvey ED.

This has identified a previously less visible group of vulnerable patients who attend the
ED with mental health and substance abuse issues.

This service also provides the opportunity for victims of domestic abuse to receive care
and referral to the correct agencies for support and guidance. The project has been
well received and we are in the process of evaluating it formally to enable us to deliver
the best possible model of support going forward

. The project has been able to deliver specialist training to our staff including those

within ED. Its positive impact is reflected in an increase in the number of cases that our
staff are identifying and responding to, which enables more patients to receive the
referral and support they need. '
During the course of the year we have also identified that we need to do more to
support our staff in understanding the needs of patients with a mental health problem.
We need to make sure that vulnerable patients are provided with an appropriate level
of oversight to maintain their safety and wellbeing when they are receiving care as an
inpatient. Several incidents have highlighted specific training needs and this is an area
that we have taken forward as a priority within our 2018/19 quality priorities. Action
over the last year and further planned action is described previously. This continues to
be a priority for the Trust for the forthcoming year.

Further steps:

We will refresh and expand training we offer to our staff based on the outcome of the .
recent training needs analysis. This work links to the Quality priorities for the
forthcoming year as described in more detail on page 157. :
Recognising that patients who are homeless often have specific challenges when
accessing our hospital services, we will work with a group of vulnerable homeless
patients who have life threatening conditions, to develop and deliver our service to
better support their needs. '

Protecting Children 2018/2019

Safeguarding remains an intégral part of the care delivered to our paediatric patients and their
families. -

' Emerging safeguarding themes, such as child sexual exploitation (CSE), trafficking, county
lines and female genital mutilation (FGM), demand that the range of activity undertaken be the
team both grows and diversifies in order to support this agenda
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In addition, the team has seen an increase of all safeguarding activities that support children,
individual staff members and our partner agencies.

Safeguardlng activity undertaken to give assurance that the trust is meeting its responsibilities
defined in “Working Together to Safeguard Children” (DOH 2018) include:

Safeguarding Children Supervision.

Consultation with Safeguarding Children Advisors and Named Nurse and Named
Doctor on Safeguarding issues.

Completion of health record chronologies for multi-agency and court work.
Flagging highly vulnerable children on the Allscripts system.

Supporting partner agencies in relation to Child Sex Exploitation, Trafficking, County
Lines and Radicalisation.

Female Genital Mutilation reporhting,
Providing assurance to CCG and Kent Safeguarding Children’s Board through audits.

Undertaking Serious case Reviews and Case Reviews and developing action plans
and embedding learning from the findings of these reviews.

‘Between April 2018 and March 20019:

The Children Safeguarding Team provide Support Trust wide and during 2018/2019:

The Safeguarding Children team has continued to operate a daily duty system so that
staff and outside multi-agency parties receive a prompt response when they have
safeguarding concerns.

Children subject to Child Protection plans continue to be flagged and all children with a
flag on the special register for CPP (Child Protection Plan) or CPI (Child Protection

- Information) code are now identified to the Safeguarding team in real time. The Child

This is

Protection Information System project has been embedded into unscheduled care
seftings, the children's wards, ED and Maternity.

The Trust continues to be proactive working with our partners to support the Chl|d
Sexual Exploitation (CSE) agenda.

Female genital Mutilation cases have been reported to the Department of Health as
per our statutory responsibilities. Information about reporting incidents is included in all
basic training to ensure that staffs are aware of their responsibilities. EKHUFT is

working with NHSI to support appropriate action and oversight of vulnerable
individuals.

reflected within the following activity:

The team has undertaken 5405 consultations with staff, received 1434 Matemity
support forms from Midwifery and determined suitable safeguarding action plans for
these families. :
The team has continued to undertake a large volume of chronologies for multi-agency
work particularly where fabricated or induced illness is suspected and support
consultants to manage this highly complex work.

169 *staff had received safeguarding supervision from a trained supervisor, this
includes staff in midwifery, paediatric therapies and ward staff. In addition the
Emergency Department discussed 1251 attendances with the team.

The Trust has undertaken four Serious Case Review, one case review and completed
two Agency Involvement requests for the Local Safeguarding Children’s Board.

Tralnlng for Safeguardlng Children remains a high priority for the Team and the Trust and it is
of positive note that:

An increase in the capacity of the team is enabling more training courses at level 2 and
3 to be held across the Organisation. i
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» 1233 staff have face to face level 3 training, in addition 185 staff have had face to face -
level 2 training, through attendance at basic or bespoke courses.

* In September 2018 children’s and adults safeguarding started to deliver joint training
for new starters, with a further 90 achieving level 3 and 65 achieving level 2.

The action plan around training remains in place at levels 2 and 3 however and EKHUFT
remain below the nationally agreed standard. Whilst this is extremely disappointing, the level
of responsiveness by our staff to safeguarding issues (measured through safeguarding

. activity) provides some reassurance regarding appropriate child safeguarding practice,
nevertheless the formal reporting of training remains a high priority for the forthcoming year.
Performance is monitored by the Chief Nurse to secure required recovery and reported to the
Trust Quality Committee and onward to the Trust Board.

Key Highlights: _ :
The Safeguarding Children team has grown in size which will enable a greater amount of staff
face to face training to take place.

CP-IS and FGMH-IS which are National safeguarding information sharing systems have been
introduced to the Trust. ’

The Local Safeguarding Children Board has determined that EKHUFT are compliant with
Section 11 (Children Act 2004) and all of the actions from the learning from previous Serious
case reviews have been achieved. '

Ftirther steps:

The Children's safeguarding team will build on the progress achieved 2018/19. Training
assurance is a priority for the forthcoming year.

Learning Disability (LD) improvement action in 2018/2019 is described below:

We continue to work hard to éuppon the awareness and capability of our staff to deliver
person centred care to patients with learning disability. During 2018/19:

e We held an LD awareness week which took place in the third week in June 201 8, with
hub sessions at QEQM, K&C and WHH. In partnership with the local Community
learning disability Health teams the stands were visited by more than 200 staff.

» February 2019 the first leaming disability workshop took place at WHH, attended by
more than 25 staff, the theme was autism and “my health navigation®.

The Acute Liaison Pathway Pilot also commenced in September 2018. Its aims to improve
length of stay by promoting interagency collaboration, including communication, addressing
issues such as repeat attenders at A&E and discharge planning.

EKHUFT took partin a project commissioned by NHS Improvement. Participation provides a
better understanding of the extent of Trust compliance with the recent published NHSI
Learning Disability Improvement Standards. The data collection includes information on
mortality reviews, ability to flag; identification of LD; and discharge planning. The outcome will
enable improvement opportunities to be clearly identified and then responded to. The Trust is
awaiting the publication of the National report. ‘

Concerns:

 Patients with a confirmed diagnosis of learning disability but not been identified/

- flagged with EKHUFT will not have been included in the Mortality reviews.

* Allscript is currently not able to extract information from the NHS spine, leading to a
hospital staff having to identify and manually flag people with a leaming disability. Data
suggests that we have so far managed to identify only a tenth of people with learning
disability living within EKHUFT catchment area.
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« Collaboration with local health community learning disability teams (three times in East
Kent), Kent social service and local GP practices.

e Since February 2019 able to extract/pull data from GP surgery (GP QOF LD), data
base of 3249 patients with LD and EKHUFT data base 1537.

 Since April 2019, Local community learning disability team includes in the initial
assessment a question with regards to checking if the person has been flagged on the
local hospital register (learing disability), data passed to EKHUFT with patient
consent/ best interest process.

¢ EKHUFT is participating in the Learning Disability Mortality Review National

‘ Programme, (LeDeR). The local Learning Disability Mortality Review Group has

reviewed more than 20 cases, since April 2018. The aim is to look for leaming and
good practice, and any reoccurring themes that may need highlighting. There have
been no recent deaths involving failings by EKHUFT.

9. Compliments, concerns, comments and complaints (4Cs)
Patients, carers and visitors who provide feedback as a result of their experience following
care or treatment help us to learn, improve and develop our services.

The Trust's process for managing the complaints and PALS is strongly patient-focused and
based on the Parliamentary and Health Service Ombudsman (PHSO) six principles for good

complaint handling:

e Getting it right;

Being customer focused;
Being open and accountable;

Acting fairly and proportionately;
Putting things right;
Seeking continuous improvement.

Feedback is managed by the Patient Experience Team (PET) in conjunction with Care Group
Governance Teams. During 2018/2019 PET dealt with 773 formal complaints, 4104 Patient
Advice and Liaison Service (PALS) contacts and 33,116 compliments. The table below shows
the activity, for comparison purposes, of the last five years: -

Cmﬁplaints summary

Date Received .

2014/15 2015/16 201617 | 2017/2018 | 2018/19
Total number 1,036 873 1,076 828 773
of formal
complaints
received .
Informal 843 828 605 Counted | Counted
concerns (combined | (combined | (combined within within
received with with with PALS PALS

PALS) PALS) PALS) below below

PALS contacts 2,787 2,677 3,252 3829 4104
received
Compliments 31,860 30,855 36,747 33,672 33,116
received -

The number of formal complaints has decreased in the last year by 6% compared to the
complaints received in 2017/2018.
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We aim to resolve complaints and provide a full response as soon as possible; we have
timescales of 30 and 45 working days, depending on the complexity of the complaint. In order
- to ensure we are meeting complainant's needs we will always offer a meeting with staff,

involved in their complaint, to actively listen to concerns and allow staff to explain and respond
effectively.

As part of our continual service improvement, we have initiated calling all new complainants.
This is to understand their concerns fully and to ensure we offer them the opportunity of being
able to resolve their complaint informally or more formally with a meeting and/ or a full written
response. We aim to provide all complainants with a thorough and empathetic response to
their complaints the first time of writing. When complainants are unhappy with our response
we call these returners. We have been actively working on the quality of our responses and
received recent feedback from the Care Quality Commission who felt our responses were
informative and sensitive to the complainant. We have a robust process to ensure the
standard and quality of our letters.

These actions have also seen a reduction in the number of cases referred to the
Parliamentary and Health Services Ombudsman (PHSO). Complainants can refer their cases
to be reviewed by the PHSO when they remain unhappy about their complaint. In 2018/2019
we had 15 complaints investigated by the PHSO, in 2017/2018 there were 16.

Response time fof formal complaints

Year received

- 2014/15 | 2015/16 | 2016/17 | 2017/2018 | 2018/19
Percentage % our first is 79% 92% 88% 86% 87%
response received by the ‘ '
complainant within the
| agreed timeframe.

We continually review our complaints and have a steering group. set up to look at our
performance, barriers to the service and to monitor the themes and trends of complaints. We
look and share lessons leamt, or actions to be taken for the top five concems. This helps
support organisational learning, change, development of our staff and services.

We identified the top four themes which contribute to complaints trust wide. These include _
communication and clinical care. Through the Care Groups, patient and staff feedback events
we have been distilling what good communication and good clinical care looks like, adding this

feedback to best practice models and to share across the Trust in 2019/20. '

We are also working hard through leadership development, communication, through
development of local ward, site based and care group meetings, to increase staff confidence
when responding to patient’s concerns. Increasingly we can resolve issues more quickly and
informally on the wards/clinical areas, which also means a better outcome for our clients.

We are also answering more callls live and have identified some improvements to our

telephone system, which will help callers. Changes to the telephone system will be rolled out
in 2019/2020. ,

We recognise we do not consistently record all our compliments. We have a project looking
at capturing this vital information and a new system will be live early in the new financial year.
The number of compliments reported this year has decreased by 2% in 2018/2019 compared
to 2017/2018. Overall in the year the ratio of compliments to complaints is 43:1. Positive
feedback is really important to our staff and we are committed to strengthening our reporting of
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these in 2019/20 and equally to understand the themes and trends which have given rise to
~ them so we can encourage and share this positive practice.

9. innovation '
The Trust takes pride in supporting innovation and continually striving to look for different,

better ways of working that will help us deliver improved and sustainable, person centred
services in the future.

Strong collaboration on joint projects with our commissioners, service users and other
stakeholders underpins many of the transformational projects and innovations identified this
year.

Ophthalmology tiers of care have been completed with key stakeholders. Analysis of all ten
sets of competences has been completed to identify 16 competences that the heath care
systems needs to deliver on and this is being used to inform a single competence framework
structured around the person. Consultant practitioners have contributed to national work being
undertaken by Health Education England on the development of a multi-professional

consultant practice capability and impact framework to support systems leadership needed for
integrated care. '

On-going collaborative with the England Centre for Practice Development at Canterbury Christ
Church University has enabled participation in a research project focusing on safety culture
and quality improvement ; clinical leadership development for our clinical leaders in all
professions, and support with practice based research at masters and doctoral level around a
number of innovations that staff are taking forward such as, developing programmes for band
6 children’s nurses and also transforming the maternity department towards best practice in
person centred, safe and effective care European projects around the development of an
innovative dementia village at Dover for people with Dementia is being informed by the
evaluation of best practice being undertaken by ECPD in relation to models in Belgium,
France and the Netherlands. East Kent Hospitals as a key partner in this work is focusing on
the imminent commissioning of the Harmonia Project where new technology will be tested to
enable residents to experience quality of life safely

We recognise the importance of developing our staff to support innovative ways of working.
During 2017-18 we implemented a plan to introduce the Advanced Clinical Practice role within
- our Emergency Departments and the Acute Medical Floor. This role has the ability to manage
clinical care in partnership with individuals, families and carers to enhance people’s
_ experience and improve outcomes. 24 posts will be introduced over the next 3 years and the
first 6 trainees commenced their 2 year programme in January 2018.

We are leading the East Kent Partnership as early implementers of the new Nursing Associate
role. This is a higher level support worker role which will support patient care and have the
flexibility to work in any healthcare environment. 20 trainees commenced their two year
programme in April 2017 and further trainees are due to start in April and September 2018.

This role builds on our success in introducing the associate practitioner role in 2017 and we
now have almost 100 working in specialist roles within the organisation.

The following areas are examples of the initiatives and goals for patient safety we use to
improve performance.

Patient safety remains the core focus of the Trust, the Board of Directors and the Care Group
leadership teams. '
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1. BESTT- Maternity Transformation Programme and CNST Maternity Incentive
Scheme

In May 2017 East Kent Hospitals launched its Maternity Transformation Programme-BESTT

Birthing Excellence Success Through Teamwork. '

BESTT aligns with the National Maternity Transformation Programme and the ambitions laid
out in Safer Matemity Care by the Secretary of State for Health and Social Care to halve the
rates of stillbirths, neonatal and maternal deaths, and brain injuries that occur during or soon
after birth by 2030. '

NHS Resolutions CNST Maternity Incentive Scheme, launched in 2018, aimed to support
delivery of Safer Maternity Care and interfaces with the BESTT Programme, to transform our
maternity services and improve safety and quality outcomes for mothers and babies.

The maternity incentive scheme applies to all acute trusts that deliver maternity services and
- are members of the CNST. Members contribute an additional 10% of the CNST maternity
premium to the scheme creating the CNST matemity incentive fund.

The scheme set 10 safety action projects for trusts to deliver on in order to be eligibleto
receive the financial reward. Some were work areas that had already been initiated and others
were areas of new but interfacing work. '

10 Safety Action Projects Required to Deliver on for CNST Achievement

Safety action 1: Using the National Perinatal Mortality Review Tool to review perinatal
. deaths to the required standard

Safety action 2. | Submitting data to the Maternity Services Data Set to the required
standard '

Safety action 3: Demonstrate that we have transitional care services to support the
Avoiding Term Admissions Into Neonatal units Programme

| Safety action 4: Demonstrate an effective system of medical workforce planning to the
required standard

Safety action 5: . | Demonstrate an effective éystem of midwifery workforce planning to the
required standard

Safety action 6: Demonstrate compliance with all four elements of the Saving Babies'
Lives care bundle

Safety action 7: Demonstrate that you have a patient feedback mechanism for maternity
services and that you regularly act on feedback

Safety action 8: Evidence that 90% of each maternity unit staff group have attended an
'in-house’ multi-professional matemity emergencies training session
within the last training year

Safety action 9: Demonstrate that the trust safety champions (obstetrician and midwife)
are meeting bimonthly with Board level champions to escalate locally
identified issues

Safety action 10: | Reporting 100% of qualifying 2017/18 incidents under NHS Resolution's
Early Notification scheme? _ '

In this first year of the scheme, East Kent Hospitals were successful in meeting all 10 of the
Safety Actions set through the scheme and received a £971,778 return on insurance
contributions. In addition we also received a further £503,534 on the 9 November, related to
our organisations share of the undistributed funds. '

Matémity are currently working towards this year's scheme which covers a much greater
breadth and depth of scope and carries a financial opportunity of £866k '

This piece of work has been widely celebrated as an excellent example of how to deliver on a
programme of work that has improving safety and quality at its core but also delivers financial
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efficiencies. As well as the Maternity Incentive Scheme achievement, the improvements in
safety have also brought down the overall CNST costs for maternity by one million.

Further steps are being developed for the maternity transformation programme under the key
themes of:

Reducing stilibirths

Reducing avoidable term admissions into NICU
Reducing the incidents of Obstetric anal sphincter injury
Digital transformation

Education and leaming

2. Reducing Harm Events Using the NHS Safety Thermometer
The aim of the Safety Thermometer is to identify, through a monthly snapshot survey of all
adult inpatients, the percentage of patients who receive harm free care. Four areas of harm
are currently measured and most are linked to the other patient safety initiatives outlined in
this report: o

o All grades of pressure ulcers whether acquired in hospital or before admission;

e All falls whether they occurred in hospital or before admission;

e Urinary catheter related infections; o

¢ Venous thromboembolism risk assessment and appropriate prevention.

The strength of the NHS Safety Thermometer lies in allowing front line teams to measure how
safe their services are and to deliver improvement locally. There are several different ways in
which harm in healthcare is measured and there are strengths and limitations to the range of
approaches available. The NHS Safety Thermometer measures prevalence of harms, rather
than incidence, by surveying all appropriate patients on one day every month in order to count
the occurrences of harms. Harm Free Care includes both harms acquired in hospital ("new
harms") and those acquired before admission to hospital (“old harms”). There is limited ability
to influence “old harms" if a patient is admitted following a fall at home, or with a pressure

ulcer, but these are included in the overall performance reported to the Health and Social Care
Information Centre. ’ '

Our performance in delivering Harm Free Care (old and new harms combined) varies monthly
but has been below the national average of 94% for most of 2018/2019. Harm Free Care
(new harms) in the Trust this year has been consistently above 98%, exceeding the national
average for acute hospitals, demonstrating that oour patients are receiving care that causes
less harm than is reported nationally.
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NHS Safety Thermometer - % Harm Free Care EKHUFT against national performance
2018/2019

All Harms - EKHUFT vs. National (2018/2019)
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Further steps: During 2019/20 we will: :

e Continue to survey all adult inpatients monthly and will work to achieve a sustamed
reduction in prevalence of all pressures ulcers (including patients admitted with
pressure ulcers), falls with harm, urinary tract infections i in patients with catheters and
venous thromboembolism.

» Rigorous work will continue to ensure validation is carried out correcﬂy and focused
work continues to be carried out to ensure harms are kept to a minimum and that
patient safety remains a priority. ,

e Work with our partner organisations to identify ways of improving ‘new and old harms'.
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3. Reducing Infections

As highlighted previously in this report, Healthcare associated infections (HCAI) are
infections resulting from clinical care or treatment in hospital, as an inpatient or outpatient,
nursing homes, or even the patient's own home. Previously known as 'hospital acquired
infection' or 'nosocomial infection', the current term reflects the fact that a great deal of
healthcare is now undertaken oytS|de the hospital setting.

The term HCAI covers a wide range of infections. The most well-known include those caused
by methicillin-resistant Staphylococcus aureus (MRSA), methicillin-sensitive Staphylococcus
aureus (MSSA), Clostridium difficile (C. difficile) and Escherichia coli (E coli). Although
anyone can get an HCAIl some people are more susoeptuble to acquiring an infection. There
are many factors that contribute to this:

« llinesses, such as cancer and diabetes, can make patients more vulnerable to infection
and their immune system less able to fight it;

« Medical treatments for example, chemotherapy which suppresses the immune system;

¢ Medical interventions and medical devices for example surgery, artificial ventilators,
and intravenous lines provide opportunities for micro-organisms to enter the
body directly;

« Antibiotics harm the body's normal gut flora ("friendly" micro-organisms that live in the
dlgestlve tract and perform a number of useful functions). This can enable other micro-
organisms, such as Clostridium difficile, to take hold and cause problems. Thls is
especially a problem in older people

' The Trust has continued to embed infection prevention and control (IPC) standards within the

_diverse healthcare settings provided for patients. There is an increase in the monitoring of staff
compliances to the IPC policies and procedures. The current position for the C. Difficile
trajectory is 42 cases against a limit of 45 (2018-2019).

Factors contributing to this improvement include enhanced monitoring and auditing of the use
of the diarrhoea assessment tool (DAT), continued monitoring of the cleaning of equipment,
management of commodes, environmental auditing and increased collaboration with Estates,
Facilities management and infection prevention and control.

Developing relationships with ward staff and infection prevention and control links have also
introduced safer practices and environments for patients.

Health Care Acquired Infection (HCAI) Performance

HCAI performance 2014-15 to 2018-19
2014- | 2015- | 2016- | 2017 2018 - 2;'1 :;{‘;‘g

15 16 17 -18 19
MRSA (Trust assigned . .
cases only) 1 4 7 7 7 | 1]
Clostridium difficile .
post 72 hour cases 47 28 53 38 42 45
only

*Two cases were a contaminant.

* Following analysis of each case, one reported MRSA bacteraemia was considered to be
unavoidable. :



Page | 179

MRSA .o
Methicillin resistant Staphylococcus aureus (MRSA) continues to be an area of concern and
frustration, this year we had 6 Trust assigned MRSA bacteraemia against an aspiration to
have zero. MRSA should not be considered in isolation and the data should always be
reviewed together with Methicillin sensitive Staphylococcus aureus (MSSA) bacteraemia rates.
MSSA rates in comparison to Kent and England compare favourably and the combined rates
are almost identical to the England average as shown in Table 11a below.

- Comparison of Monthly Rates of MRSA and MSSA Bacteraemia

EKHUFT Kent England
Monthly MRSA rate :
(per 100,000 bed days) 173 2.22 0.83
Monthly MSSA rate
per 100,000 bed days) 9.02 105 981

The IP&C team in collaboration with the Vascular Access team, Emergency care and
communications are implementing and embedding Aseptic non touch technique standards of
practise, revisiting competencies and skills to ensure awareness and importance of safe
qualitative care for all patients. Alerts and screening aspects of a patients stay are being
reviewed to provide a safer and more effective assessment of the patient's history and any
known notifications to ensure appropriate management on admission.
There have been a number of immediate control actions implemented including:

¢ Trust wide communication on blood culture practices

e Reviewing alerts on patient information systems

¢ Decolonisation treatment for MRSA in all clinical areas and MSSA in augmented care

areas

* After action reviews compiled and themes being identified for further action

E coli

E coli is the most frequent cause of blood stream infection locally and nationally. All cases are
reported to the Public Health England mandatory database each month which provides an
opportunity for comparison with other Trusts. The majority of cases are linked to urinary tract

- infections, bile duct Sepsis and other gastrointestinal sources. E. coli bacteraemia is an area
where joint working with CCG and community colleagues is essential if we are going to have a
positive impact. This is centred on prevention of urinary tract infection and in particular urinary
catheter related infection. EKHUFT rates were previously highest amongst the Kent & Medway
acute Trusts and have improved to below the Kent average and are now approaching the
England average as shown below. : :

' Comparison of Monthly Rates of E. coli Bacteraemia

EKHUFT Kent England

Monthly E. coli rate
(per 100,000 bed days) 23.24 25.21 22.68

Community onset E.coli bacteraemia in Kent & Medway are amongst the highest across the
country, although the numbers in the East Kent CCGs in the last calendar year (576) are
below those in the remainder of Kent & Medway (878). The latest figures (201 7-18) are shown
below; this year's data is being collated
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E. coli bacteraemia rate per 100,000 populations by CCG (retrospective data has been
provided — 18/19 not yet available)

CCG 2013-14 2014-15 2015-16 2016-17 2017-18
Ashford CCG 54.1 57.5 60.8 65 73.7
Canterbury & 69.4 73.4 76.2 78.4 75.1
Coastal

South Kent 741 68.3 84.3 100.7 - 85.8
Coast . )

Thanet 86.8 75.7 g6.9 - 118.7 118
England Rate 63.5 65.8 69.6 - 135 74.3
Sepsis

Reports have found lhat the incidence of Sepsis in the UK is >100,000 annually with 35,000
deaths per year, the incidence has increased by 8-13% over the last decade. Sepsis is the
third highest cause of mortality in the hospital sefting and the most common reason for
admission to the Intensive Care Unit. Publications suggest that if basic interventions were
reliably delivered to 80% of patients then the NHS could save 11,000 lives and £150 million
(Ombudsman’s report 2014, all parliamentary group on Sepsis 2014, NHS England Patient
Safety Alert 2014, NCEPOD report 2015).

National Drivers and Internal Audit has led to a recognition that we need to improve
recognition and delivery of Sepsis care.

A Sepsis Collaborative was established in September 2014 with our external partners
including South East Coast Ambulance (SECAmb), primary care, community and internally
from divisions. A driver diagram was created and work streams identified to improve the
clinical recognition, initiation and delivery of appropriate treatment and escalation to expert
staff. The Trust leads on the regional "Sepsis Collaborative” across Kent, Surrey and Sussex.

The Trust Sepsis group meets monthly and monitors the performance of the screening of
Sepsis in the ED as well as on the wards. The group report to the Patient Safety Board and
have seen an improvement in performance with a number of metrics including ED screening,
ward screening, time to administer antibiotics in the first hour. This is despite pressure
experienced in the EDs with patient flow.

4, Patient Safety
.NHS Improvement produces patient safety alerts following analysis of InCIdents reported on
the National Learning and Reporting System (NRLS).

o There have been nine patient safety alerts distributed in 2018/2019; one was not
relevant to the Trust. These alerts are distributed by the national Central Alerting
System (CAS). All have had a timely response within the timeframe. One has been
closed with all actions completed and the remaining seven alerts are in progress to
meet the timeframe for action.

s We have a cascade system, supported by a policy within the Trust to ensure relevant
areas are aware of alerts. The policy was revised this year in line with changes to the
Trust structures. Information is disseminated and appropriate actions taken to reduce
the risks highlighted within the alert.

« This year saw a concern nationally about patient safety alerts that had been closed by
trusts without the necessary evidence of action being taken. The failure to adhere to
the actions had resulted in further patient harm in other NHS Trusts, specifically
reducing the risk of oxygen tubing being connected to air flowmeters.

« There is one Patient Safety Alert with outstanding actions at year end; this relates to

Supporting the introduction of the National Safety Standards for Invasive Procedures
(NHS/PSA/RE/2015/008).
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Reporting Patient Safety Incidents

When an incident occurs we investigate what happened and record the level of harm
caused as a direct result of omissions or commissions in the provision of our services.

Level of harm

Level

Description

No harm

Impact prevented — any patient safety incident that had the

| potential to cause harm but was prevented, resulting in no harm to

people receiving NHS-funded care. :
Impact not prevented — any patient safety incident that ran to
completion but no harm occurred to people receiving NHS-funded
care.

Low

Any patient safety incident that required extra observation or
minor treatment and caused minimal harm, to one or more
persons receiving NHS-funded care.

Moderate

Any patient safety incident that resufted in a moderate increase in
treatment and which caused significant but not permanent harm,
to one or more persons receiving NHS-funded care.

Severe

Any patient safety incident that appears to have resulted in
permanent harm to one or more persons receiving NHS-funded
care.

Death

Any patient safety incident that directly resulted in the death of
one or more persons recejving NHS-funded care.

181

-We aim to create a strong patient safety culture within the Trust consequently we anticipate

that a high number of incidents are reported whilst we try to reduce the level of harm that

occurs as a result of incidents. The Patient Safety Strategic drivers page provides an
overview of the work being undertaken to support reduction in harm

All incidents are reported using an electronic system to make it easier for staff to report and .

then manage the response to incidents. During the 2018/2019 financial year we reported

14,280 clinical (patient safety) incidents. This is similar to the number reported for the same
period last year and our aim is to increase reporting further.
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Patient Safety Incidents (Month and year) and
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Every patient safety incident is reported to the National Reporting and Learning System
(NRLS), which now compares our data with all acute Trusts every six months. The latest
feedback report shows slight decrease in the number of incidents reported for 1000 bed days
from 40.89 incidents for the period April 2017 to September 2018 to 39.01 incidents for the
period April 2018 to September 2018. The NRLS continue to consider that there is no
evidence of potential under reporting of patient safety incidents and do not consider this slight
drop as significant. We continue to promote and encourage staff to report incidents. We are
liaising with staff on an on-going basis to improve our incident system to support both
reporting and learning from incidents.

- Within the Trust we aim to follow the NRLS Data Quality Standards Guidance (2009).
Accordingly in the last 12 months, we continue to conduct regular monthly reviews of data
quality. -

5. Learning from incidents :

Incident data is used alongside other measures of quality and safety to inform Care Group
patient safety improvement plans. Learning from Serious Incidents is shared at Speciality
meetings, Care Group Governance Boards and Learning Events and the Patient Safety Board.
At the end of 2018/2019 the main learning themes identified are listed below and have been

mapped to the Strategic Patient Safety Drivers to ensure we have appropriate improvement
processes in place.

The need for: :

« Information Technology (IT) reviews, redesigns and implementation; ‘
Communication improvements, including electronically, written and verbally, between
staff in teams, between teams, divisions and with external organisations. This includes
confidentiality, escalation, handovers, briefings and huddles and the use of Apps and
electronic boards; -

» Policy, standard operating procedures, guidelines, charts, flowcharts, pathways and
process amendments and updates;

¢ Improved documentation;
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» Equipment improvements, the use of equipment, safe use of equipment, equipment
repair, review of availability of equipment, transfer of equipment with the patient and
improved storage measures;

¢ Improved monitoring, risk assessment and review of patients clinically, including

: medication;

* Increased staffing and capacity in some areas, and the use of additional or virtual
clinics; : : .

Use of reminder aids such as stickers, fresh eye approaches and spot checks;
Appropriate and timely escalation;
e Improved cleaning programmes.

During 2018 the principles of Safety Il and appreciative enquiry to inform improvements based
on what goes well and sharing this within the Trust are also influencing the Strategic Patient

Safety Drivers. Some examples of positive practice shared within the Trust in the last yea
are; ’

The Trust promotes staff understahding of Human Factors to support improvements in patient
safety. Human Factors has been described as: '

“Enhancing clinical performance through an understanding of the effects of teamwork, tasks,
equipment, workspace, culture and organisation on human behaviour and abilities and
application of that knowiedge in clinical settings” Catchpole (2010).

A programme of Human Factors training is in place within the Trust. All clinical staff receive _
an introduction to Human Factors on the Clinical Induction day and can also access additional
Human Factors and Patient Safety training delivered on a monthly basis. In the last year

(detail to be confirmed 12.04.19) 1,649 staff have received some form of Human Factors
training..Further description of improvement related to human factors specifically is described
below.

Identify and implement a programme of Human Factors training for staff.

We aimed to identify and implement a programme of Human Factors training for staff by
March 2019, developing a workforce which is cognisant of Human Factors within working
practices is one element of supporting improvement and thus reducing the risk of avoidable
harm including Never Events occurring. In most safety critical industries (e.g. aviation,
manufacturing) Human Factors training is a core component of all staffs development.

Health care is delivered within a complex social and physical system, and a strong
understanding of the reasons why individuals and teams make errors or vary away from
agreed practice, is central to understanding and reducing clinical error.

We achieved this priority. We have trained 640 internal staff since April 2018, and this
supports the large number staff who have received training since we started it in 2015. See
table below. ' :

Human Factors training Number of staff attended to date (2015 ~ April 2019)
Awareness (Induction) 1258 :

Half-day (minimum 4 hours) 1045
.Full day : 626

Train the Trainer 22

There are a wide range of training opportunities within EKHUFT which incorporate or focus on
Human Factors: '

¢ Simulation training
* Root Cause Analysis training
e Matemity case reviews
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¢ Human Factors full day and half day training (delivered by Maternity, Simulation team
and the Corporate Patient Safety team) : '

Clinica! Induction — introduces Human Factors

Kent Clinician Development programme

Leadership Programme

TIPS programme

EKHUFT staff therefore have access to Human Factors training and the body of staff working
within the organisation who have an understanding of Human Factors is increasing. At present
it is not possible to accurately state the number of staff who have received Human Factors
training as this training data is not collated centrally by Learning and Development.

The database held by the Corporate Patient Safety team reveals that over 2000 staff have
received some form of Human Factors training to date. This training attendance for all
courses has been summarised in the table below.

Progress is reported annually to the Trust Quality Committee. The Executive lead (Chief
Nurse and Director of Quality) reports to the Chief Executive. : :

Throughout 2017 and 2018, Communities of Practice were established in Kent, Surrey and
Sussex. This has enabled staff from across the region to work and learn together to make
improvements in processes and also to share learning widely. This complements the local
Patient Safety Collaborative for Serious Incidents which enables learning to be shared across
the Kent localities.

6. Duty of Candour _

We have a legal duty to be open and honest with patients, their families or carers when
something may have gone wrong and appears to have caused or could lead to significant
harm in the future. Patients, their families or carers can expect a member of staff to
apologise, offer support and discuss what happened openly and honestly. Questions that the
patient and family or carers are included within the investigation and the findings shared once
the investigation has been completed.

“During 2018/19, there were 187 incidents recorded on the incident management system that
would require Duty of Candour. The most serious of these were also reported as Serious
Incidents for review by the Trust's commissioners and regulators.

Achieving our Duty of Candour responsibilities continues to be challenging for some
specialities and remains on the Trust Risk Register. For 2018/19, we aimed to achieve 100%
compliance in the three measures outlined below, and although this has not been achieved
there have been significant improvements since the 2017/18.

One hundred and forty five of these incidents demonstrate that an apology was provided to the
patient and/or family or carers — 78% compliance.

One hundred and seventy one incidents have recorded an initial letter of apology as being
sent - 91% compliance compared to 52% 2017/18.

Of the 88 incidents where the investigations have been completed 64 have recorded that the
investigation findings have been shared with the patient and/or family or carers - 75%
compliance. . )

The 2018/19 Duty of Candour Quality Audit has been completed and the report and action
plan has been drafted. An internal audit of Duty of Candour has also been completed. Early
indications are that the focus of work for 2019/20 should be on involving the patient and/or
family in investigations, completing a comprehensive record of Duty of Candour conversations
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within the patient's heatthcare record and providing additional training and support for
speclalmes not yet achieving 100% complaanoe

9. Clinical Shout Out Safety (SOS) Programme _

We use the SOS system to enable staff to raise concerns anonymously, share practice that
they are proud of and to make suggestlons for improvements. Dunng 2018/19 the themes
from SOS are "proud of”, concems and "suggestions”.

] 10 20 30 40 50 &0 7
Further steps for 2019/20 Nconem MPvoud ®siggestion ,
Work is underway to modify the SOS web-based platform to align with the Trust’s Freedom to
Speak Up process. The ‘Proud of and ‘Suggestions' elements of SOS will be taken forward by

the development of a new system to capture positive messages called 'Greatix'.

7. Freedom to Speak Up Guardian '
Freedom to Speak Up (FTSU) Guardians have responsibility for ralsmg the profile of raising -

concerns and the importance of getting it right. They provide confidential advice, support staff
to raise concerns and ensure that concerns raised are handled effectively.

Over the last 12 months the guardians have been working hard to increase their visibility and
profile within the Trust. They feature on the Trust intranet home page and since April 2018
have attended the Welcome Day for new starters. Recently a third guardian has been
appointed bringing the number of guardians to three and a champlon s network is being
established to increase the reach of the guardians.

Since 1® April 2018 nineteen separate concerns have been raised. Twelve of the concerns
raised related to behaviors which have or have had the potential to impact on patient safety.
The national picture is varied with some Trusts reporting no “Speak ups® per quarter and
others 50-100. Our numbers are comparable with neighboring acute trusts:

The leaming from concems raised is that we need to:
Strengthen leadership development at middle management level
Improve opportunity for listening events / staff forums / local team meetings to give
staff a voice and to address local issues

« Increase opportunity for staff to develop active listening skills to facilitate open and
honest dialogue at all level.

In the last year the Freedom to Speak Up Guardian, Greatix (learning from excellence) and
Listening into Action processes have been or are under development and implementation:
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Further steps:

e The SOS system will be rebranded as SOS - Speak up from April 2019 and will support
the Freedom to Speak Up Guardian Process.

Greatix (learning from excellence) is due to be launched in April 2019.
The Listening in Action process has been implemented and staff led projects are currently
underway. '

* In April we will be launching a “Speak Up” icon on all Trust devices to give staff an
alternative way to raise concerns and enable anonymous reporting. We are also planning
to expand the FTSU Champion network and Implement a standardised approach to collect
data on staff's experience of the service. )

3. EFFECTIVE CARE

1. End of Life Care (EoL.C)
The following section illustrates some of the improvement action
undertaken during 2018/19.

" End of life care improvements continue to advance in the trust taking into consideration the
National and local quality standards and CQC recommendations. See also achievement
against CQC standards on page 215.

The Trust strives to provide excellent patient and family centred end of life care whilst
changing the culture across the organisation for all dying patients.

A summary of the improvements and next steps are detailed below NHSI EOLC improvement
team visited the organisation in January 2018 and produced a positive report in recognition of
the progress the trust continues to make in regards to the care provided for both patients and
their families. This was based on evidence provided and an inspection of the ward areas on
two occasions, achievement against national best practice and CQC standards is threaded
through this work: '

" o The care of the dying patient care plan and documentation is fully implemented and
audited on a 4 monthly cycle to monitor trends and compliance. The effective use of
the care records has achieved 90% compliance and the focus is now improving the
quality of the written content within the document. Evidence suggests where the care
plan has been'used effectively the care documented is considerably better due to the 4
hourly assessments and rounding tool which is in place.

» The compassion programme was successfully implemented in January 2017. This
initiative continues to provide end of life care patients and families with extra special
consideration at a very distressing time, based on a symbol that everyone recognises
in the ward areas. Feedback from both the staff and public highlights the positive effect
of the initiative and the difference it makes both before and after death for everyone
involved. All staff clinical and non-clinical receive a session on the Compassion symbol
during their corporate induction which signifies the expected culture within the
organisation in recognition of high quality end of life care.

e The National Audit of End of life care in Acute Hospitals was completed in September
2018 and the report is due in spring 2019. This report benchmarks the trust and |
provides a Gap analysis for improving areas against National Quality Standards. The
next national Audit will commence in Spring/Summer 2019 as part of a 3 year cycle.

» The Trust has invested in End of life facilitators on each of the acute sites following a
successful business case evidencing the impact of the posts after a 2 year investment
from Macmillan in support of the new roles. These posts are integral to the palliative
care team and a necessary component to delivering and sustaining high quality end of
life care. NHS| identified this as an exemplary model of practice and since their report
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we have been supporting other trusts in achieving better outoomes with their end of Iife
care.

We place high importance on patlent and public feedback as it helps us to understand
and develop the quality of our services. During 2018 we completed the 3™ carer's
survey.of 450 bereaved relatives/carers which 88% rated the overall experience as
good-Excellent. 2019 survey is currently in progress.

The timeliness and completion of death certification continues to significantly i lmprove
with a consistent achievement of over 90% of non-coroner death certificates being
provided within three days of the patient dying in the trust.

Training programmes for End of life care are compulsory for all clinical dlsc|pllnes they
are expeded to achieve competencies which are role specific. A training needs ’
Analysis is in place for EOLC which is monitored and updated yearly. The end of life
facilitators has a training programme in place for 2019/20. Link nurses in the ward
areas have key tasks to embed and develop local EOLC practice which is monitored
through three internal network events throughout the year

A business case was successful to purchase comfort packs for families of pataents
dying on the wards to attend to their own personal care and facilitate memories.
Funded by Leagus of friends for 2019/20 following initial grant funding from Pilgrims
hospices

To support unplanned weddings at the end of life wedding boxes are available with all
the little things which help make the event special when time is limited. In 2018 three
weddings were facilitated using the boxes.

End of life reporting Metrics — A dashboard for EOLC has been developed
incorporating the information from the PTL for EOLC. This report is in its infancy and
will be analysed monthly in regards to the EOLC activity within the Trust. _
Improvements in the Fast track Process for patients wishing to go home to die are still
challenging however this is not within the gift of the hospital processes to resolve. A-
tool is available to help facilitate discharges at the end of life for all the wards to use
however community resources limit the speed at which the discharge can be
processed safe and effectively.

Winter pressure programme in conjunction with Pilgrims Hospices was very successful.
This enabled patient s in the last days of life a speedy transfer to a hospice bed if they
chose EOLC in that environment. Most patients transferred within 24hours facilitated
by the EOLC Facilitators. Four beds were specially funded to facilitate this programme-
during January to March 2018. Preferred place of care was achieved and significant
bed days cut due to the seamless activity and transfer.

The Trust has developed a Policy for End of life care which is currently going through
ratification. This clearly states the organisational expectations in regards to safe,
effective, personalised care delivered in a culture based on trust values and National
Quality Standards.

Further Steps _
Building on the achievements for 2018/19 we continue to embed best practice in relation to
changing the culture and practice delivered around EOLC in the trust. '

Following the success of the compassion programme in partnership with Pilgrims
Hospices we are launching into a new initiative for bereaved relatives of patients dying
in the trust. The Stepping Stones Project will provide a monthly support group using
CRUISE trained volunteers for the bereaved. This will commence in the spring 2019.
End of life volunteers to sit with patients who are dying on the wards is still in the
discussion phase due to complexmes and governance concemns. A National scope is
requxred to establish how this service works in other trusts which might enable the
service to move forward.

All Three End of life Facilitators have substantive funding for their posts due to the
success of the initial Macmillan funding evidencing impact and improvements to date.
Identification of patients in the last year of life linked to the frailty pathway is being
introduced in Primary care. Currently the IT systems are not compatible for the trust to
complete anticipatory care plans electronically linked to GP records. The IT
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Infrastructure is being developed to enable compatibility which is work in progress for
2019.

@ The Trust is exploring the need for 7 day working in both palliative and End of life care
as the CQC has raised this service development as a significant requirement for
hospital services nationally.

2. Improvement and Transformation Team

The Improvement and Transformation team is the new name of the Service improvement
Team and came into force following transfer to the Head of Transformation. The team
continues to support the trust in delivering Programmes and Projects delivery Quality, Service,
and Finance and Staff improvements.

The following projects have been undertaken and delivered 2018 —2019:

KENT Quality Improvement Programme & Medil.ead Junior Doctor Programme:
e Developed and delivered 5 Cohorts of KENT Quality Improvement Programme

65 staff trained in KENT methodology and completing project

15 staff have completed end of programme ‘viva' presentation to exec leads

20 Junior doctors have joined the first cohort of Medil.ead

Programme covers 9 sessions over a year where Juniors learn about the workings of a

hospital and complete a Quality Improvement Project ' :

o Monthly training topics include KENT, Strategy, IT, Finance, Information, Leadership
and a tour of the WHH by Facilities and Estates

Medicines Management & Pharmacy cost improvement and service improvement
projects:

¢ £2 million CIP programme supported
Medicines Optimisation CQUIN
Improve Pharmacy Procurement Processes
Increase in-house production in the aseptic production unit (APU)
Implementation of the chemotherapy tracking & performance system in APU and
chemotherapy units
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