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Part 1: Performance Report

Overview of performance: Statement from Trust Chair

2018 was a milestone year for our Trust with our
own 20" birthday and the NHS’ 70" anniversary.

Our celebrations began with a private dedication at
St Aidan’s Church, Thockrington, where Lord
Beveridge the founder of the NHS is buried before
we held a service of thanksgiving at Hexham Abbey.
Following on from which there were seven 1940s-

themed tea dances across the Trust with
performances from local dance groups organised by our charity - Bright.

While our main events were held on or around the NHS' actual birthday (5 July) the
celebrations lasted throughout the year with art projects and a birthday party theme for our
staff awards in September.

It really brought home to me that central truth: that the NHS is everyone’s gift to the nation
and to each other — we should be so proud.

However this hasn’t been the only ‘big’ birthday this year - we started 2018/19 with the
20th anniversary of our Trust (1 April) with 20 days of celebration to acknowledge the hard
work and dedication of our staff over an extended period and ended it by marking 20 years
of transforming healthcare in Tanzania with our ground-breaking partnership with
Kilimanjaro Christian Medical Centre.

Our staff — giving freely of their own time — have made an incredible difference. From
training surgeons and nursing staff, both in person and remotely by an award-winning video
link, to introducing laparoscopic surgery to the country and establishing the first burns
clinics.

It is a legacy that will endure even as the relationship deepens and flourishes.

While these birthdays have been a welcome addition to our year, they certainly haven’t
detracted from our core day-to-day role: providing outstanding care.

At Northumbria it has become part of our ethos that whilst we know delivering world-class
medical care matters we are also aware that it is not the whole picture. How care is given,
how people feel when receiving it and the atmosphere which surrounds it are just as
important. So when | see that our patients’ experience scores continue to be among the
best in the country it is something of which | am incredibly proud.

Our expertise means we are leading the way nationally in a number of areas and this year |
have been pleased to see the success of our programme to improve the care of patients
who suffer a hip fracture shared with five other Trusts across the country. The results have
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PART 1: Performance Report (continued)

been quite staggering with 119 lives (and counting) saved so far and more than 100 extra
patients returning to their own homes rather than a nursing or residential home.

This year we were happy to welcome eminent clinician Professor Sir Alan Craft as a non-
executive director to our board. It is a real privilege to have someone of his standing; calibre
and track record for pushing medical boundaries join us. His experience and insight will be
invaluable to us as we look to implement our £150million investment into services over the
next five years. Alongside management changes which have seen two chief operating
officers with vast NHS experience join our senior team — Helen Ray and Marion Dickson, the
latter also taking on the role of interim executive director of nursing and midwifery — our
leadership is stronger than it ever has been.

Also of great value to us will be the continued input of our Council of governors. Over the
last year, our governors have carried out important work, acting as a much-needed link to
the many communities we serve and generally being a sounding board for us. One of the
best was Peter Latham who we sadly lost this year. A former teacher and councillor he was
one of our longest-serving members. His insights and unashamed passion — especially for his
beloved North Tyneside — will be deeply missed.

We also said farewell to Allan Hepple who has stood down as a non-executive director due
to personal commitments and I'd like to thank him for his contribution over the last two
years.

| wish to place on record my congratulations, on behalf of all staff and governors of the
Trust, to our chief executive on receiving a knighthood in the New Year’s Honours List. This
recognition for Jim — rather Sir James — is well-earned and deserved and testament to the
successful leadership role he has had here and across the NHS over many years.

Finally, none of this would be possible without the hard work and dedication of our staff. No
matter what role they do, no matter where they do it, | never cease to be moved by the
dedication and commitment shown. Even now — after three years as Chair — barely a day
goes by when | don’t see some new example of selflessness or excellence.

On behalf of myself, the Board and the Council of Governors: thank you and have a good
2019/20.

Alan Richardson

%\5 Q_«Q&\YS ol

Chair, Northumbria Healthcare NHS Foundation Trust

23" May 2019
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PART 1: Performance Report (continued)

Overview of performance: Statement from Trust Chief Executive

| am very pleased to present our annual report and accounts
for 2018/19, my first full financial year back in Northumbria,
following my secondment to NHS Improvement.

| hope that you will see from this Report that it has been
another very successful year for Northumbria Healthcare. We
have delivered strong performance against constitutional
standards, made progress against our safety and quality
priorities, returned a surplus of £21.3m for this year but, most
importantly, delivered some of the best patient and staff
experience results in England.

We are rightly proud of all that has been achieved this year, and delivering high quality
results is, and will always be, core to the Northumbria Way. We will, however, not take this
excellent performance for granted and will remain focussed on continuing to provide
excellent patient care in the years ahead.

However, reflecting on this year, | think the really big things to highlight is our focus on our
staff and our patients. Our patient experience programme continues to show that
satisfaction levels are very strong and improving. 51,780 people took the time to give us
feedback on their care this year. Over 98% of them would rate their experience as good,
very good or excellent. Our real time programme highlights that the high standards set for
the quality of our care have been consistently maintained over the course of the year - our
patients giving an overall rating of 96% for all domains of care. Given the Trust’s strong
commitment to infection control over winter, a near perfect patient score of 99% for the
cleanliness of our hospitals was particularly encouraging to see. In addition, public
confidence in our services stands at 85% (equivalent to John Lewis and Amazon). This, |
hope, shows our appetite to improve and really go the extra mile to meet the needs of our
patients.

Second, the strength of the broader Northumbria Team really stands out. It was very clear
at this stage last year that our staff were continuing to deliver great care, with remarkable
compassion, but were struggling to keep pace with demand and workload pressures. So,
our staff experience programme that started last October was a major new innovation,
building on our patient experience work, with the aim of making Northumbria the best
possible place to work and train. Whilst we have much to do, early signs are very
encouraging - our initial results highlight just how committed and engaged our staff are
alongside highlighting a number of opportunities for team led service improvements.
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PART 1: Performance Report (continued)

Overwhelmingly staff are very proud of the work they do and are willing to go above and
beyond every day to make a difference for patients.

Finally, we have made huge strides over the last few months to increase our focus on
prevention and out of hospital care (what we call Integrated Neighbourhood Care). Again,
this is really gaining traction in and across the Northumbria area of delivery and we will
invest around £2m in this area in 2019/20.

All'in all, I hope you will agree this has been another successful year for the Trust. This really
is the product of a huge effort by a large, diverse, skilled and committed team. | am, as
ever, humbled by the commitment of the team and the support and collective drive to
maintain excellence. | would like to take this opportunity to record my sincere thanks to
the whole Northumbria team for another great year and look forward to the year ahead.

| hope you enjoy the Report.

Sir James Mackey, Chief Executive Officer

fose

Northumbria Healthcare NHS Foundation Trust

23" May 2019
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PART 1: Performance Report (continued)

Overview of performance: About us

The purpose of the overview section is to provide brief information on the organisation, its
purpose, key risks and performance:

Key facts

e Provide a range of health and care services to support the more than 500,000 people
living in Northumberland and North Tyneside

Services include:

- Emergency and urgent care services including emergency surgery
- Planned and on-going care and rehabilitation

- Outpatient clinics in a range of conditions

- Elective surgery

- Diagnostic services

- Maternity services

- Children’s services

- End of life care

- Therapies including physio, occupational and speech and language
- Community services such as district nursing and health promotion
- Adult social care in Northumberland

e Deliver care from multiple sites including an emergency care hospital, general and
community hospitals, outpatient and diagnostic centres and an integrated health and
social care facility

e Rated ‘outstanding’ overall by the Care Quality Commission

e Deliver care from hospitals, in a range of community venues and in people’s own homes.

e One of the North East’s largest employers with more than 10,000 dedicated members of

staff.
e Has a Council of Governors representing the public, staff and some of its external
partners
Our history

Northumbria Healthcare was established on 1°* April 2008 and in 2018/19 celebrated its
20th birthday. Becoming a foundation Trust on 1 August 2006, it is regulated by NHS
Improvement and is a membership-based, public benefit corporation.
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PART 1: Performance Report (continued)

Public members elect the majority of its Council of Governors — the remainder being
governors elected by staff — which has a statutory duty to hold the non-executive directors,
individually and collectively, to account for the performance of the Board of Directors.

Our geography

The Trust is geographically one of the largest in the country and provides a range of health
and care services to a population of more than half a million people living in
Northumberland and North Tyneside. Services are delivered in hospitals, in the community,
such as GP practices and health centres, and in people’s own homes including:

e A specialist emergency care hospital — The Northumbria

e General hospitals at Hexham, North Tyneside and Wansbeck

e Community hospitals at Alnwick, Berwick, Rothbury and Blyth

e Anintegrated health and social care facility at Haltwhistle

e An elderly care unit in Morpeth (temporarily relocated to Wansbeck General
Hospital)

e An outpatient and diagnostic centre at Morpeth

e Sexual health centres in North Tyneside and Northumberland

1 — Hexham General Hospital

2 — North Tyneside General Hospital

3 — Wansbeck General Hospital

4 —The Northumbria

5 — Alnwick Infirmary

6 — Berwick Infirmary

7 — Blyth Community Hospital
Cumhm:« Biyt 8 — Haltwhistle War Memorial Hospital

Hexham _r"'. (2 N 9 — Morpeth NHS Centre

10 — Rothbury Cottage Hospital

11 — Whalton Unit

NORTHUMBERLAND

Our principal activities

In  Northumberland, the Trust manages adult social care services on behalf of
Northumberland County Council and, for many years, the two organisations have worked
together to successfully integrate health and social care in one of the most rural parts of
England. This unique partnership helps to ensure that patients experience a smooth
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PART 1: Performance Report (continued)

transition between hospital and home and that support is in place for patients to manage
independently at home and avoid future hospital admission where possible.

Looking after the health and wellbeing of its communities, the Trust encourages residents,
where possible, to take positive steps to improve their health and prevent illness.

Patient and staff experience

Patient experience

We are passionate about ensuring that every one of our patients has the best experience
possible whilst with us, and that they feel valued and listened to. We want families to feel
well supported too and appropriately involved in decisions about care and treatment where
necessary.

With this in mind, we have developed our approach over a number of years — our patient
experience improvement programme is now recognised to be one of the most
comprehensive programmes in the NHS. Our aim is to ensure that the feedback of
thousands of patients listened to and acted upon every year. In 2018 we took important
steps to spread real time measurement and improvement across the NHS as part of our
Patient Experience Collaborative.

We believe that this commitment to real time measurement continues to pay real dividends
enabling us to respond swiftly to the needs of individuals and families and deliver care of
the highest standard.

Staff experience

Linked to our successful real time patient experience programme, the Trust took important
steps in 2018 to develop a similar programme to understand staff experience and what
could be done to improve it. Following a successful pilot in the autumn, we launched the
first of our real time staff experience surveys on the 5th of December 2018. The results,
overall, are very positive. They represent the views of an engaged workforce that is
committed to the aims and objectives of the Organisation. The real time findings correlate
with high performance in national staff experience results. The consistency across business
units and professional groups is also encouraging.

More information on staff experience can be found on page 16 as well as in the Quality
Account at Appendix A.
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PART 1: Performance Report (continued)

Our purpose

We strive to ensure that every patient and service user has an exceptional experience. This
is reflected in our ‘Five Year Strategy’ which outlines our vision for 2018 —2023.
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Stakeholder engagement is a priority for us to further build strong partnerships and Trusted
relationships - the foundation of our vision and strategy. We appreciate that our continued

NON-CORE BUSINESS

Engaging with stakeholders

success would not be possible without the support and collaboration of our key
stakeholders. We have a robust programme of engagement in place with a wide range of
stakeholders as their contributions help shape our strategic direction and are crucial to our
success.
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PART 1: Performance Report (continued)

Subsidiary Undertakings

Northumbria Healthcare Facilities Management Ltd (NHFMIL)

NHFML was established on 17 January 2012, and is a wholly-owned subsidiary of the Trust.
It provides specialist project management services for large and small capital developments,
estates maintenance services and a full range of facilities services.

NHFML helps clients through the capital development process from concept through to final
occupation. This includes developing initial briefings and options, securing appropriate sites
and planning consents, appointing consultant designers and advisors, managing the detailed
design process, appointing contractors, managing the construction process and getting
clients into fully operational buildings. It also provides maintenance services to ensure that
premises are safe, comfortable and correctly meet the business needs of the client and
comply with all statutory and/or mandatory requirements. Once the asset has been created,
a complete range of facilities services can also be provided to support the on-going
operational needs of any client.

The highlights of the last year for NHFML include:

e Providing on-going consultancy support to a number of NHS Trusts to assist them in
developing their individual plans for managing their estates

e Established a ground-breaking LLP with a local Trust

e Provision of facilities management services at the Northumberland's pioneering
Proton Beam; which is a new multi-million pound cancer treatment centre

e Ongoing support to the Trust in relation to the development of the ambulatory care
facility at The Northumbria.

Northumbria Primary Care (NPC) Ltd

In 2018/19 our pioneering partnership with local GPs through NPC has gone from strength
to strength. NPC now manages seven GP practices — listed below — across 12 sites with
around 44,000 registered patients in Northumberland and North Tyneside:

e Ponteland Medical Group

e Cramlington Medical Group

e Spring Terrace Health Centre

e 49 Marine Avenue

e The Rothbury Practice

e Haydon Bridge and Allendale Medical Group

e Elsdon Avenue Surgery
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PART 1: Performance Report (continued)

During 2018/19, a number of important initiatives have been delivered in line with our 5
year Strategic Plan, helping us deliver our mission ‘to revolutionise the relationship between
primary, secondary and community care to deliver high quality, innovative and seamless
care to our patients’.

Key achievements include:

- All of our practices have been rated as ‘good’ by CQC (3 inspections during 2018/19)

- Introduction of ‘NPC clinical support service — centralised medicines technicians and
clinical coders

- Runner up in the general practice team of the year award

- Introduction of NHS (AfC) terms and conditions

- Introduction of Specialist Nurse Practitioners (Frailty and Minor surgery)

- Collaborative working with other providers of primary care at scale

- Reduction in variation through standardisation of SystmOne / clinical templates,
including end of life, frailty and safeguarding

- Introduction of 15 minute appointments for people with complex conditions

Other subsidiaries

The Trust has a further three subsidiary undertakings; Northumbria Digital Solutions Ltd
(‘NDSL’), Northumbria Primary Care Cost Sharing Limited and Northumbria Academy Trust.
The latter two were dormant throughout 2018/19. The Trust established NDSL in July 2017
to look at IT solutions. A subsequent decision was taken by the Board of Directors in to keep
IT services within the Trust in order to support the delivery of an ambitious five year
strategy for IT. NDSL has not conducted any business within the year, with its contract being
terminated with the parent Trust in the previous financial year. It has continued to process
transactions during the year during a period where contracts are being transferred.
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PART 1: Performance Report (continued)

Key issues and risks

In order to maintain a strong system of governance, the Board of Directors and senior
managers regularly review the key issues and risks that may undermine the achievement of
the Trust’s strategic objectives. The matters outlined below are those that the Board of
Directors considers to be of particular significance to the Trust:

e Access targets

If demand continues to grow rapidly, we may be under significant pressure to meet targets
including the four-hour A&E, Cancer GP referral to treatment and bowel cancer screening
targets and 18-week referral to treatment target. We manage this risk primarily via the
Joint Operational Team and there are also regular reviews by the Executive Management
Team and Board of Directors. Demand management initiatives and close partnership
working with primary care as well as local providers including the ambulance Trust, are
some of the key mechanisms deployed by us to address this risk.

e Quality targets

It is imperative that the Trust maintains its strong reputation for safe and high quality care.
All services that the Trust provides are reviewed using our well-established ‘quality panel’
process to ensure that there is consistently high quality care provided across the Trust. The
Board of Directors, the Safety & Quality Committee, and Council of Governors monitor a
range of metrics, from sepsis compliance, learning from deaths mortality data, to
information relating to incidents in order to ensure that quality is maintained throughout
the Trust.

e  Financial sustainability

The Trust’s financial context, both regionally and nationally, is becoming increasingly
challenging. The Trust’s role in creating a more sustainable financial landscape was a top
priority for the Board of Directors during 2018/19 and will continue into 2019/20. The
Annual Governance Statement, from page 80, outlines in further detail how we manage risk.

Going concern disclosure

After making enquiries, the Directors have a reasonable expectation that the NHS
Foundation Trust has adequate resources to continue in operational existence for the
foreseeable future. The group generated net cash from operating activities of £38.0 million
and holds cash and cash equivalents of £64.166 million alongside net current assets of £69.4
million. For this reason, they continue to adopt the going concern basis in preparing the
accounts.
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PART 1: Performance Report (continued)

Performance analysis

How the Trust measures performance

We measure performance according to the delivery of objectives as outlined in our Annual
Operational Plan. The Trust refreshed its five year strategy in 2018 and the operational plan
for 2019/20 sets out the vision for the coming year and the key objectives that we
committed to delivering within this plan are closely aligned to the five year strategy.

The Operational Plan for 2017-19 was split between four core areas: activity - quality —
finance — workforce.

Activity

The Trust adopts an evidence-based approach to forecasting demand and understanding its
capacity needs. We monitor activity against our expectations for the year and continually
adapt our model to reflect changes in the configuration of services across the Trust. We
continue to closely follow the impact of The Northumbria after three and a half years in
operation, as well as the change in function of the associated ‘base’ hospitals sites in
Hexham, Wansbeck and North Tyneside.

Quality

One of the key ways in which we monitor the quality of care we provide and the extent to
which we are continually improving as a Trust is via the annual priorities for quality
improvement. Other sources of information which inform how we are performing from a
quality perspective include:

e Patient experience data

e Complaints and patient feedback

e (Clinical audit

Further detail on how we monitor quality is outlined in the Quality Account in Appendix A.

Operations

We consider a wide range of national, regulatory, and internal measures in order to assess
operational performance. This includes, for example, analysis of performance against the
national target for 95% of A&E patients to be seen, treated, admitted or discharged within
four hours.

Finance

Each year we commit to a financial plan which includes a cost improvement target to be
achieved, a capital plan, and a forecast outturn for the year end. Further detail regarding
the Trust’s financial performance against the plan is outlined from page 20.
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PART 1: Performance Report (continued)

Quality
Safety and quality priorities

Our safety and quality priorities for 2018/19 are highlighted in the table below. These
priorities were identified in collaboration with members of the public, staff, Governors and
key stakeholders. We take pride in using patient and service user feedback to support the
quality improvements we wish to focus on. We also worked with clinicians who made
recommendations to the Board of Directors and Council of Governors in order to develop
our priorities.

Safety & Quality Priorities

Falls

Staff experience
Surviving sepsis
Flow

Frailty

o B OOl 1l

Performance against the priorities above has been monitored by the Board of Directors,
Safety & Quality Committee, and Council of Governors. Further detail in relation to the
safety & quality priorities is described in detail in the Quality Account in Appendix A.

Clinical audit

During 2018/19, 49 quality account national clinical audits and 3 national confidential
enquiries covered relevant health services that we provide. During that period we
participated in 100% national clinical audits and 100% national confidential enquiries of the
national clinical audits and national confidential enquiries we were eligible to participate in.

The Quality Account in Appendix A outlines in further detail the clinical audit activity during
2018/19.

Complaints and patient feedback

We place significant emphasis on the feedback we receive from patients, whether positive
or negative. To ensure that we continue to improve the quality of care and patient
experience provided in our hospitals, we thoroughly track, review and monitor the
complaints, concerns and compliments we receive and our response to these. We have a
Patient Feedback Sub-Committee which reports to the Board of Director’s Safety and
Quality Committee and is predominantly concerned with the identification of themes and
issues arising from patient feedback gathered via formal complaints, informal concerns, and
comments about the Trust on social media.
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PART 1: Performance Report (continued)

The table below summarises the 2018/19 performance against complaints key performance

indicators:

New complaints received no target

Ackn.owledge all complaints within 3 days of 100% 100% 99% 100% 100%
receipt

Complaints closed no target 414 403 486 513

Cgmplalnts r:losed within timescale agreed 95% 949% 90% 81% 93%
with complainant

Percentage of well — founded complaints no target 70% 69% 68% 64%

Further information relating to complaints, including the themes and trends identified, is
provided in the Quality Account in Appendix A.

Patient experience

There are several ways in which we gather, analyse and react to patient experience data:

¢ Real-time programme

Our real time programme involves an independent team carrying out face to face interviews
whilst patients are still in hospital — it allows us to respond quickly to things that individuals
and their families wish were better, as well as give immediate feedback to staff about things
that were working well. The last year reveals a very strong overall performance by our ward
teams with our data remaining consistently excellent throughout 2018. There was evidence
of statistical improvements in cleanliness on the ward and communication about medicines
and side effects. From a very high baseline, scores in co-ordination and consistency of care,
and pain management have a meaningful decline when compared with overall performance
in 2017. The decline occurred during the winter period when demands on the service were
at their most challenging. The overall patient experience score of 96% remains very high and
unchanged this year.

The learning over the last year would not have been possible without the willingness of
patients and their families to share their experiences, and for this we are very grateful. We
spoke to 6655 individuals in real time, collectively they gave the following scores for our
care:

e 94% for Consistency & Coordination

e 99% for Respect & dignity

® 96% for Involvement in decisions about care
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PART 1: Performance Report (continued)

e 98% for the quality of relationships with our Doctors

e 99% for the quality of relationships with our Nurses

e 99% for the Cleanliness of our wards and bathrooms

e 98% for the way the team managed Pain

e 84% for Communicating about medicines and side effects
e 94% for Noise at Night

e 99% for Kindness & Compassion

As well as capturing people’s experiences on the day of discharge, we survey thousands of
patients once they leave hospital to enable us to have a very balanced view of their
experience of our care. We have used this feedback to target and improve essential aspects
of our care that we know matter most.

e Patient perspective 2018

These surveys are sent to out-patients and in-patients once they have returned home to
gather their views and experiences of services. An independent company approved by the
Care Quality Commission evaluates the results for the Trust. They received feedback from
9199 people - the following is their account of the patient experience in our services.

Overall, the inpatient results for 2018 continue to be very good and the Trust is in the top
20% of all Trusts on all 19 most important questions to patients. The overall score for the
Trust is 87.6% which is in the top 20% of Trusts (84% cut off point) and similar to 2017.
Overall, 98% of patients rated their care as excellent, very good or good. Results for day-
case patients are better still than for inpatients, averaging 92.3%.

The outpatient results continue to be extremely good. On average the Trust is in the top
20% of all Trusts in England. It is in the top 20% for all survey questions. All sites have an
overall score in the national top 20%. All specialties are in the national top 20% with the
exception of Pain Management. The overall score is 90.8%, with the score for the top 20% in
England standing at 85%. This performance is similar to 2017. 99% of patients rate the Trust
as excellent, very good or good.

Overall, the emergency department results remain very good. The Trust remains in the top
20% of all Trusts in England on 24 of the 27 questions that are comparable with national
data. The average score is 83.9%, and is comparable with the previous year’s score of 83.4%.
The top 20% score for England is 78% and above.

This score has been consistently high in each quarter since April 2011. Average scores across
the four sites are — The Northumbria 78% (specialist emergency care hospital), Hexham
87%, North Tyneside 82%, Wansbeck 82% (urgent care centres).
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PART 1: Performance Report (continued)

Staff experience: Towards happy, healthy and productive teams

We celebrated the 70" anniversary of the NHS in 2018. When the NHS was set up in 1948 by
a deeply traumatised post-war society, it was with a commitment to caring for everybody in
the country, regardless of wealth, status, prestige, or background - a compassionate and
inclusive system. In choosing to work for the NHS, we know most staff have made an
important decision to dedicate an enormous part of their lives to caring for their fellow
human beings, so they too have a core work value of compassion.

Each day we will have the privilege of meeting people at critical moments in their lives —
many will be worried, frightened, sick and suffering - they will share their stories with us and
allow us to work with them to help. The gifts of confidence, hope, knowledge and safety can
only come from a workforce that feels confident, hopeful, competent and safe themselves.
Joy and pride at work are therefore essential resources for a happy, healthy and productive
healthcare teams.

Staff experience, leadership and high levels of performance for patient care are all
inextricably linked. All three improve together and conversely all three will decline together.
Work will involve dedicating leader time, attention, skill development and necessary
resources to an on-going effort to improve joy and pride in work.

Of the 1.4 million people who work in the NHS in England, more than 50% say they’re
unable to meet all of the conflicting demands on their time at work. Nearly 40% say that
they’ve been unwell as a result of stress at work in the previous year. Around 50% more
staff report debilitating levels of work stress, compared with the general working population
as a whole, and we know that this has a direct and harmful impact on the quality of care.
We know that the challenges we face in the NHS are varied and complex. In the process of
trying to respond to them, we risk damaging the health and wellbeing of the very people we
ask to deliver the health, care and wellbeing of our communities.

Burnout affects all aspects of the pursuit of better health and health care. It leads to lower
levels of staff engagement, which correlate with lower patient experience, lower
productivity, and an increased risk of workplace accidents. These all significantly affect the
financial vitality of an organisation. Lower levels of staff engagement are linked with lower-
quality patient care including mortality and patient safety, and burnout limits providers’
empathy — a crucial component of effective and person-centred care.

The pursuit of joy at work, and the notion that human caring, the effort to do better for
others, can make a difference can seem hopelessly naive, but it isn’t. In developing our own,
innovative, real time staff experience programme, we have drawn on the literature and 20
years of research on high performing organisations, staff engagement and the leadership
behaviours, system design, operating values, communication patterns and technical support
that ensure happy and effective teams. We mapped this learning to the Joy at Work
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framework outlined by the Institute for Healthcare Improvement (IHl), to establish 8 core
domains of staff experience that we want to pay particular attention to.

In building our own programme, we want to integrate a real time understanding of staff
experience with our well established real time programme for capturing the quality of
patient care and experience. In this first year of implementation, we intend to go wide and
deep with our measurement approach. Across the organisation, we will encourage as many
staff as possible to complete pulse surveys that will allow us to meaningfully understand
what our staff care about and how they feel about the organisation. An appreciative and
well-designed communication strategy will give energy and momentum to our programme.
We will learn from new technologies and a contemporary approach to listening and
understanding to what matters most to our staff. In addition to broad measurement, we are
interested to learn about improvement and what factors are the most influential in terms of
enhancing staff experience and performance? We intend to pilot and evaluate this work in 8
teams. Each team will provide feedback to shape their own their own improvement profile
based on baseline assessment in 8 core domains.

Our Trust wide baseline results are shown below, based on the views of over 2,700 staff
from more than 200 teams.

I would recommend Northumbria as a place to work 7.21
Sustainable Engagement Indicator 7.30
Overall Staff Experience Score 7.04

Staff giving average scores of:

Wellness & Physical &
Resilience Psychological

e 79% for being able to handle the

e challenges of their job effectively

Innovation &
Improvement

Purpose

in team dynamics and have an
impact on their colleagues working
life
e 79% for those who are willing to go

Overall Staff
Experience
Score

70.4%

Choice &
Autonomy Trust succeed

o 77% for teams willingly provide
, support for each other.
Participative Reward &
Management Recognition e 77% for staff who report they are
proud to work for Northumbria
e 73% Sustainable Engagement
Indicator

Camaraderie
& Teamwork

68.5%
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PART 1: Performance Report (continued)

Freedom to Speak Up Guardian

Staff within the Trust can speak up to their Freedom To Speak Up (FTSU) Guardian about
any concern that they have. Staff can text, email or telephone the Guardian confidentially
to seek support and advice on how to escalate or manage their concerns.

The Freedom to Speak Up process is adhered to by the Guardian which provides structure
and consistency when managing each speak up case. It is the role of the Guardian to ensure
that the identity of staff speaking up to them is protected, that conversations take place to
understand and manage expectations, and to gain consent to sharing identity where
appropriate.

The table below shows that there has been an increase in the number of Speak Ups received
each Quarter with an extra 126 Speak Ups being received in 2018/19 compared to 2017/18.
The number of anonymous Speak Ups remains low across the past two years as staff are
empowered to come forward without the need for anonymity.

2018/19 TOTAL 2017/18 TOTAL
Q1 Q2 Q3 |Q4 | 18/19 |Q1 |Q2 |Q3 | Q4 | 17/18
Number of Speak Ups 75 | 57 | 77 | 61 270 29 | 25 | 34 | 56 144
Number of Speak Ups raised 0 3 4 1 8 0 2 0 1 3
anonymously
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Operational

The Trust measures a range of key performance indicators (‘KPIs’) in order to ensure the

services it provides to patients are the best they possibly can be. Examples of the KPIs that

are monitored by the Board of Directors and also reported to the Council of Governors on a

monthly basis are:

e Cases of MRSA
e Cases of C. difficile

e 18 weeks Referral to Treatment (incomplete pathways)

e Four-hour A&E target

e Elective operations not cancelled

e Cancer — two 62 day referral to treatment NHS Improvement Single Oversight

Framework targets
e Sickness
e CQCoverall rating
e Learning disability standards

e Improving access to psychological therapies (IAPT)

Our performance for the year versus these targets is shown in the table below:

KPI
MRSA
C difficile

18 weeks referral to treatment
(incomplete pathways)

A&E 4 hour wait

Cancer: 62 day RTT from urgent GP
referrals

Cancer: 62 day RTT from the national

screening service
CQC overall rating
Learning disability

IAPT - treated within 6 weeks of
referral

IAPT - treated within 6 weeks of
referral

IAPT - completing treatment and
moved to recovery

Annual Report 2018 /19
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Target

Performance for 2018/19

0

1

No more than 29 cases in the

year

16

92%

Achieved at end of each
month

95%

96.01%

85%

Achieved for 2 out of 12
months

90%

Achieved for 9 out of 12
months

Outstanding

Outstanding

Meet learning disability
standards

Fully met

75% Achieved at end of each
quarter

95% Achieved at end of each
quarter

50%

Achieved at end of each
quarter

19 |




PART 1: Performance Report (continued)

Financial

We recorded a surplus for the year of £9.2 million (£7.8 million in 2017/18). The surplus is
after an impairment of fixed assets of £24.4 million.

This reflects the strength of financial management and efficiency in the Trust and enables us
to continue to have an excellent rating for financial risk. Our well-established commercial
activity has been one of the key factors in enabling us to maintain a strong financial position
with other operating income increasing from £112.5 million to £132.6 million.

Plan Outturn Outturn
Patient activity (by payment by results only)
2018-19 2018-19 2017-18
Non-elective inpatient spells 42,705 42,599 41,965
Elective inpatient and day case spells 44,782 45,191 43,792
Outpatient new 142,580 159,247 149,893
Outpatient follow-up 300,246 321,214 307,541
Outpatient radiology 44,591 47,626 42,587
Outpatient procedures 32,410 35,819 29,153
Diagnostic tests (direct access only) 2,381,329 2,498,932 2,134,374
A&E attendances 205,381 215,869 206,209

There are a number of financial challenges facing the Trust and wider NHS and public sector.
Included within these challenges are a number of issues:
e The financial performance of our Clinical Commissioning Groups and local providers
e As with most large building projects, there are a number of post completion defects
in The Northumbria building. The Trust is working closely with its build partner, Lend
Lease, to ensure that the defects are remedied to on a jointly agreed standard and
pace.
e The general economic climate and impact on healthcare and our supply chain

Better payment practice code

The code provides that all payments due to our non-NHS suppliers and contractors are
made within 30 days of the receipt of the goods or services unless other terms have been
agreed. We are working towards full compliance with the code and, in particular, make
payments to small and local businesses within 10 days. No payments of interest have been
paid under the Late Payment of Commercial Debts (interest) Act 1998.
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Further information

Awards 2018/19:

Won the CHKS Top Hospitals 2018 national patient experience award for the third
consecutive year

Scaling up HIP QIP Project has been shortlisted for a BMJ award for Clinical
Leadership

Janice Hutchinson - Professional of the Year — Overall Winner award and Lifetime
Achievement award at the Patient Experience Network Awards 2019

Named among the country’s 40 best performing organisations in CHKS Top Hospitals
2018 for the 11'" consecutive year

Won the patients choice award at the Building Better Healthcare Awards 2018 for
our Tanzania tele-mentoring link

Won the compassionate patient care award at the 2018 HSJ Awards for our birth
reflection service

Won the Patients Choice award at the Building better healthcare Awards 2018 and
was highly commended in Best Use of Technology and Clinicians Choice award
Kirsty McVay was shortlisted as Nurse of the Year at the Nursing Time awards 2018
Won the Most innovative outreach project award at the African Healthcare Awards
2018

Northumbria has been shortlisted for a number of awards in the HSJ short list in the
following categories; Acute Sector Innovation, Compassionate Patient Care,
Enhancing Care by Sharing Data and Information, Innovation in Mental Health and
Optimisation of Medicines Management

Patient Safety Awards 2019

The Patient Safety Awards recognise, reward and thank the hard-working teams and

individuals. The drive to continually improve the safety of patients at Northumbria

Healthcare NHS Foundation Trust has been recognised with nine national award

nominations.

Northumbria has more finalists than any other entrant in the 2019 HSJ Patient Safety

Awards and is the only NHS Trust in the north to be shortlisted for patient safety

organisation of the year for its work prioritising patient safety and quality in its hospitals and

community services. The nominations reflect the breadth of work taking place across

Northumberland and North Tyneside.

The winners will be announced in Manchester on the 2™ July 2019.
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Environmental Matters (including sustainability)

The Trust continues to focus on sustainable healthcare and is committed to perpetuate the
reduction of the environmental impact of its activities.

Our Commitment

The Sustainability Management Strategy continues to set out our aims for reducing carbon
emissions by 2021 and also identifies those actions that will support sustainable healthcare
within our local areas of Northumberland & North Tyneside.

The Trust accepts its sustainable responsibility to manage finite resource and the
requirements to adapt to continue to provide a sustainable healthcare solution for future
generations. It will do this by managing its activities in the following streams:

e Energy & Utilities

e Waste

e Travel &Transport

e [nformation Management & Technologies
e Procurement

It also considers the impact of climate change on its service provision and the adaptation
required to be able to continue to provide its services under changeable environmental
conditions.

Carbon Base Line (2016-2021)

The Trust continues to utilise the revised 2007/08 baseline calculated in 2015 to include
those carbon emissions from the new Northumbria Specialist Emergency Care Hospital and
the community business units. This baseline is 25,551 tCO2e, which includes total carbon
emissions relating to all of scopes 1, 2 and 3 carbon emissions.

Energy 18.55%
Travel 17694 16285
Procurement No Data
Waste 762 225
Total 36,853 31,308
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The increasing demands on healthcare within our area has resulted in an increase of carbon
emissions relating to both travel & waste during the last twelve months. Energy related
carbon emissions are still well ahead of target. The carbon reduction target of 17,645 tCO2e
remains.

The five year plan continues to be reviewed annually to ensure the targets are met as far as
is practicable.

Energy and Carbon

The Trust continues to invest in its Sustainability management Plan and with the carbon
emissions relating to energy now standing at 14,798 tCO2e p.a. we can report that we have
exceeded the 34% reduction in carbon emissions required by the Climate Change Act 2008 2
years ahead of schedule.

The main highlights are a continued investment into the installation of LED lighting and
electric motor controls. The Trust successfully applied for funding to install further LED lights
from the NHS Energy Efficiency Fund.

This not only provided a large reduction in carbon emissions and the associated reduction in
energy consumed but it also provided a large financial benefit in terms of both cost
reduction and also costs associated with both maintenance and repairs.

These projects provided a large contribution to the Trust's overall cost improvement
programme returning a significant benefit of monies available for patient care.

The main aim now is to continue to develop scheme to meet the next target of a 64%
reduction in carbon emissions based on the 2007 baseline.

Sustainable Waste

We as a Trust promote the good management of resource, by reuse, recycling and disposal
of waste as per the definition of the waste hierarchy produced by DEFRA.

This provides the following benefits to the Trust:

e Legislative compliance

e Implementation of internal policy and strategy commitments
e Cost minimisation

e Reduced environmental impact

A significant increase in patient activity has seen volume of waste increase by 19% over the
previous period. The carbon emissions has decreased significantly due to the process of the
general waste now going to an Energy From Waste station instead of landfill. A small
proportion of bulk waste only goes to landfill, this equivocates to around 10% of the total
volume.
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We have seen a further increase in 2019 in the disposal of our offensive waste by 17% since
the implementation of offensive waste stream in 2019. This has been achieved by removing
a significant portion of waste that was previously disposed of by high temperature
incineration to energy recovery, a process which will generate electricity. The offensive
waste stream has now been rolled out into all of the Trusts acute and community hospitals.
The Trust continues to ensure that it manages its waste compliantly with all pre-acceptance
waste audits carried out on time, following legislative compliance, best practices and
reducing risk.

Sustainable Commuting

2020 target: 34% reduction in all measurable travel CO2e.

2018/19 was another exciting year for sustainable transport at Northumbria Healthcare. The
main strategy was maximising the health benefits of our travel and transport activity whilst
minimising the environmental impacts.

Travel is a significant and necessary part of our business activity. Transporting staff,
patients, visitors and materials around Northumbria Healthcare Trust contributes over 20%
to our direct carbon footprint and is a significant cost for the organisation — so encouraging
smarter and more active travel has clear all-round benefits, including staff health and
wellbeing.

Different sustainable travel related projects were looked at 2018/19 which mainly includes
travel planning for staff, cycling facilities, electric vehicle infrastructure and introduction of
new cycle to work scheme for buying electric bikes.

All transport for Northumbria Healthcare Foundation Trust for 2018/2019 accounted for
16,307 CO2.

Highlights from 2018/19 include:

e The Trust has now 15 Zero emission fully electric vans which operate from 5
different sites

e The Trust has introduced a new cycle to work scheme, Green Commute Initiative for
staff to purchase electric bikes through Salary Sacrifice scheme. 7 staff has used this
scheme

e We are continuing to promote cycling as a part of the green travel plan. The number
of Cycle to Work vouchers increased by 62 % in comparison to 2017/18. The Trust
also host free Dr. Bike sessions for staff throughout the year

e There was an increase of 27.38% in staff using Trust public transport discounted
tickets
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e NHS Fleet Solutions were promoting Electric and Hybrid Cars for staff which resulted
an increase in the uptake of lease cars. The scheme provides a new car of their
choosing for staff through salary sacrifice scheme which involves a financial savings
for staff and the Trust as well as carbon saving to the Trust

e In 2019, the Trust is planning to improve the electric charging infrastructure on all
the sites so that the staff can lease zero emission fully electric vehicles

e Electric Vehicle Charging sessions across the Trust in 2018/19 were 17991 which
equates to 7% increase in usage compared to 2017/18 with a carbon savings of 88.69
tonnes.

e Video Conferencing facilities were improved in order to reduce the staff travelling
between sites for meetings.

Procurement (Shared Procurement Service)

During the course of this year all documentation includes a standard sustainability
requirement from all contractors who want to work with the Trust aligned to the Trust’s
sustainability strategy. This documentation has been added to an online platform for all
procurement staff, across Northumbria and Northumberland County Council to access and
include in all tender and contract documents. New projects undergo a Sustainability Impact
Assessment (SIA), the score of this will help inform how environmental, social and economic
factors are included within the specification and evaluation of procurement activity.

To ensure that the sustainable procedures have been undertaken a Sustainable
Procurement Policy has been written, this policy underpins the documentation and the SIA
tool embedding; carbon reduction, social value, targeted recruitment and training, ethical
trading and regional development considerations throughout

Northumbria Healthcare has been looking into helping the environment and reducing the
amount of products that should be recycled going into the general waste. We have sourced
the following products that go into the general waste and degrade over time.

All of the following products are classed as biodegradable products:

e Wood Knives

e Wood Forks

e Wood Spoons

e All the takeaway boxes

e Straws

Next Year Goals

Biodegradable products are currently used by the catering department across the Trust; we
are planning to provide these products to the wards in 2018/19. The Trust is gathering
information on salad boxes, paper cups (for water machine and hot beverages) napkins and
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stickers. The catering department is also looking into providing reusable cups that staff can
purchase over the counter to reduce the general and recyclable waste.

Communications

An internal communications strategy has been developed to support the aims of the
sustainability strategy 2016-2021. A dedicated communications resource is available to
support the work of the sustainability team, developing campaigns and promotional
material to increase staff awareness of and engagement with the three key overarching
themes of the sustainability Strategy: energy, waste and travel & transport.

The strategy is supported by a robust action plan, including the development of the agreed
sustainability branding. Progress on the plan is reported to the quarterly sustainability
management improvement group. Regular internal communication are included in the
weekly staff update e-newsletter which is accessible to all Trust staff, via Team Brief and
other established Trust media.

Future Plans and Objective

e Further investment in energy efficient schemes

e Work to further increase recycling and reduce waste streams

e Up to date information on sustainability website and intranet pages

e Increase sustainability awareness through Trust induction/training programmes.

Social, community and human rights issues

The Trust recognises the need to forge strong links with the communities it serves and
prides itself on having nationally-recognised communications and engagement department.
The work of the communications and engagement department is far reaching and covers
public research, community engagement, event organisation, media and social media
management, internal and external marketing and communication, GP liaison and patient
information.

The Department of Health produced a guide in 2013/14 on “Human Rights and Healthcare”
setting out scenarios where the Human Rights Act might apply and we are committed to
meeting our obligations in respect of the human rights of our staff and patients, which is
closely aligned both to the NHS constitution and our values. NHS Trusts are public bodies,
and so it is unlawful to act in any way incompatible with the European Convention on
Human Rights unless required by primary legislation. The Trust has an Equality, Diversity and
Human Rights Policy which guides our approach to managing social, community and human
rights issues. The policy is kept under regular review by the Policy Assurance Group in July
2015 to ensure its effectiveness and, in particular, that the Trust’s stance on Equal
Opportunities is compliant with legal and best practice standards and that Trust practice in
this field is exemplary.
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International philanthropic programme

Over the past twenty years we have developed strong
international links. Since 1999 our charity has supported a ground
breaking project which sees our employees working in
partnership with Kilimanjaro Christian Medical Centre (KCMC) in
Northern Tanzania. During this time our teams have volunteered
their time to travel to Tanzania to train their African
counterparts, to enable them to provide a vastly improved
healthcare service for patients in their country.

The international link continues to gain momentum with a new
orthopaedic project and an award of funding from the
Commonwealth Partnership on Antimicrobial stewardship to

study the use of antibiotics in Northern Tanzania.

Over the years we have introduced a range of new health services to KCMC (Day case
surgery, laparoscopic surgery, burns management and ultrasound), hosted medical students
from Tanzania, supported Commonwealth fellowship opportunities for Tanzanian
consultants to travel to the UK for professional development and undertaken ground
breaking medical research.

Since 2016 we have worked with Health Education England North East to provide a unique
opportunity for doctors in training. Every year 6 junior doctors join the project team for
resilience training. The doctors provide teaching in the
' g . P ' .g S SRS ™
hospital and to community health workers in rural villages. P S N,

In 2018 during our annual burns visit we met 7 year old
Farajah who had suffered severe burns to his face and neck,
losing both eyelids and having his chin fused to his neck.

Farajah’s playful character and positive attitude meant this
case was one the team truly bonded over.

Following 8 hours of complicated surgery Farajah had both eyelids restored, effectively
saving his vision and the contracture on his neck released. Farajah’s story featured on ITV
Tyne Tees in January 2019 and we were notified that he was able to return to school later
that year.

In March 2019 the programme celebrated its twentieth anniversary with celebrations being
held at KCMC and within the Trust.
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Audit and financial statement risks

During 2018/19, the significant issues that the Board of Directors and Audit Committee have
considered in relation to the Trust’s financial statements, operations and compliance
including: the valuation and impairment of assets; VAT treatment; revenue recognition; and
the on-going negotiations with the contractor who delivered The Northumbria. This results
in a further significant impairment in the year together with a reimbursable asset. The
impact of these issues has been discussed by the Board of Directors and the Audit
Committee and advice considered from external audit and external advisors.

Preparation of report

The annual report has been prepared on the same group basis as the Annual Accounts,
Appendix B. Where the Trust is judged to control one or more entities under accounting
standards for the purposes of its accounts, those entities have been included in the annual
report disclosures where relevant.

Post-year end events

A post-year end event is any event after the year end (31st March 2019) but before the date
the annual report and annual accounts are signed which would materially impact upon the
content of the annual report and annual accounts. No material post year end events have
occurred.

Sir James Mackey

Accountable Officer

e

23" May 2019
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Directors’ Report

The Board of Directors — Role and responsibilities

Our Board of Directors (‘the Board’) functions according to corporate governance best
practice. The Board operates as a unitary Board with collective accountability for all aspects
of Trust performance, from clinical quality to financial performance and sustainability. Key
responsibilities of the Board are:

e Engaging with the Council of Governors to set the strategic direction for the Trust;

e Overseeing the delivery our Annual Plan;

e Ensuring that the services we provide to patients are high quality, safe and caring;

e Ensuring that we are governed by a robust system of internal control and risk
management;

e Ensuring that we are compliant with the conditions of our Foundation Trust licence;

e Overseeing our performance and ensuring that all organisational, local and national
performance targets are met;

e Continuously seeking further improvement and innovation.

The Board is led by the Chair, Alan Richardson and the Executive Team is led by Sir James
Mackey, Chief Executive Officer.

The Board sets the strategic direction within the context of NHS priorities, allocates
resources, monitors performance against organisational objectives, ensures that clinical
services are safe, of a high quality, patient-focused and effective, ensures high standards of
clinical and corporate governance and, along with the Council of Governors, engages
members and stakeholders to ensure effective dialogue with the communities we serve.

The Board of Directors is responsible for exercising all of the powers of the Trust; however,
has the option to delegate these powers to senior management and other committees.
The Board has several committees which support the seeking of assurance in relation to
quality, performance, and risk management throughout the Trust. These committees are:
Audit Committee; Safety & Quality Committee; Finance, Investment & Performance
Committee; Remuneration Committee; Workforce Committee and Assurance Committee.
An Information Management & Technology Committee was established in 2017 in order to
seek assurance that mitigations were put in place to address risks to cyber security following
the WannaCry attack. This Committee continues to operate in order to support the delivery
of an ambitious five year strategy.
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The Trust has a Scheme of Delegation which outlines when approval for a decision is
required from the Board or one of its committees, such as for a high-value business case,
and decisions which the Executive team are permitted to make without further approval.

The Board of Directors is jointly and severally responsible for scrutinising and constructively
challenging the performance of the Trust to ensure we deliver our strategy, continuously
improve, and deliver high quality care.

Board composition

The Board is comprised of seven Executive Directors and eight Non-Executive Directors,
including a Non-Executive Chair. The size of the Board is considered to be sufficient and the
balance of skills and experience appropriate for the current requirements of the business.
In March 2019, one Non-Executive Director tendered his resignation as a result of which the
Nominations, Remuneration and Development Committee will be undertaking a recruitment
exercise in the coming year.

All Board members undergo an appraisal process which includes consideration of how an
individual’s contribution is aligned to our values: Respect; Everyone’s contribution counts;
Responsibility and accountability; Patients first; Safe and high quality care.

The Chief Executive leads the annual evaluation of each Executive Director and Director, and
the results of evaluations are summarised and reported to the Non-Executive Directors at
the Remuneration Committee.

A revised Non-Executive Director appraisal process was implemented during 2016 with the
Chair leading the appraisal of each Non-Executive Director and the results of evaluations are
considered by Governors at the Nominations, Remuneration and Development Committee
(‘NRD’).

The Chair and Non-Executive Directors are appointed by the NRD Committee, which is
comprised solely of Governors, for terms of office of up to three years and may seek
reappointment in line with the provisions set out in the NHS Foundation Trust Code of
Governance (‘the Code’). All of the Non-Executive Directors are considered to be
independent in character and in judgement. Additional assurance of independence and
commitment for those Non-Executive Directors serving longer than six years is achieved via
a rigorous annual appraisal and review process in line with the recommendations outlined in
the Code. A report of the Nomination, Remuneration and Development Committee is
detailed further from page 48.

The Executive Directors and Directors are appointed by the Remuneration Committee on
behalf of the Board of Directors. All Directors are appointed on permanent contracts and
undertake an annual appraisal process to ensure that the focus of the Board remains on the
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patient and delivering safe, high quality, patient-centred care. A report of the

Remuneration Committee is detailed further on page 54.

The composition of the Board over the year is set out on the following page and includes
details of background, committee membership and attendance.

The performance of the Board as a whole is reviewed on an annual basis by undertaking a
self-assessment of the effectiveness of the Board of Directors, subsidiary Boards, and Board
of Directors’ committees.

Attendance at Board of Director
meetings

Executive Directors

Name & position

Background

Total number
attended

% attendance

Sir James Mackey -
Chief Executive
Officer

Sir James Mackey, known as Jim, returned to his
substantive role as Chief Executive of the Trust in
November 2017, a post he previously held for ten
years. He was welcomed back after completing a two
year secondment in a national role as Chief Executive
of the NHS Improvement.

Jim successfully oversaw the creation of NHS
Improvement who are responsible for overseeing NHS
Trusts. NHS Improvement supports providers to ensure
patients are given consistently safe, high quality,
compassionate care within local health systems that
are financially sustainable.

Previous to his time at Northumbria Healthcare, Jim
held a number of senior roles within the NHS and the
Regional Health Authority in the North East.

15/16

94%

Birju Bartoli —
Executive Director
of Performance &
Development

Birju Bartoli was named as Executive Director of
Performance & Improvement in 2018 having previously
been Executive Director of Systems Strategy &
Transformation.

She was the project director for The Northumbria
Specialist Emergency Care Hospital which opened in
June 2015, the first hospital of its kind in the UK.

Birju has worked for the Trust since 2003 when she
joined as an NHS management trainee and over the
years has worked in a number of operational areas

from manager to deputy director level.

She holds a number of healthcare qualifications
including an applied biochemistry degree and a PhD in
cancer research.

14/16

88%

Paul Dunn —
Executive Director
of Finance

Paul Dunn has been Executive Director of Finance since
2004. He is a qualified accountant with over 30 years’
experience of working in the health service. Paul
helped develop the Trust's successful application for
foundation status and long-term financial strategy.

16/16

100%
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Executive Directors

Name & position

Background

Attendance at Board of Director
meetings

Total number
attended

% attendance

Ellie Monkhouse —
Executive Director
of Nursing and
Midwifery (to
13/11/2018)

Ellie joined Northumbria in November 2017 as
Executive Director of Nursing and Midwifery. She is
currently on secondment to North Lincolnshire and
Goole NHS Foundation Trust.

After training in Derby, Ellie qualified as a registered
general nurse in 1995, and has a nursing background in
medical and surgical units, and as a matron in
emergency care and neonatal medicine.

Previously she was the director of nursing and quality
across Leeds North and Leeds South and East CCGs
helping to establish the organisational quality
governance structures. Ellie was also acting Chair of the
Leeds adult safeguarding board, and supported the
development of various workforce initiatives across
primary care, representing nursing on regional and
national programmes.

9/9

100%

Marion Dickson —
Interim Executive
Director of Nursing
and Midwifery
(from 14/11/2018)

Marion is our Chief Operating Officer for surgery and
has taken up the role of Executive Director of Nursing
and Midwifery while Ellie Monkhouse is on
secondment.

7/7

100%

Ann Stringer —
Executive Director
of HR & OD

Ann Stringer has been Executive Director of Human
Resources and Organisational Development for the
Trust since 2005.

After graduating from Newcastle University in
sociology and social administration, she joined a large
supermarket retailer on their graduate scheme as an
HR trainee, before progressing to working for
Rowntree Mackintosh. She then moved to Findus as
the site HR manager and became the UK HR director
responsible for manufacturing, sales and marketing as
well as the European head office. Ann then moved to
Northumbria Healthcare in 2005 and since then has
worked hard to build a strong and proactive HR
function, with constructive and open employee
relations contributing to a steady improvement in staff
survey results.

14/16

88%

Daljit Lally -
Executive Director
of System
Leadership and
Social care

Daljit Lally is the Executive Director of System
Leadership and Community employed in a formal joint
role between Northumbria Healthcare NHS Foundation
Trust and Northumberland County Council.

In this role Daljit is responsible to the Chief Executive of
Northumbria Healthcare NHS Foundation Trust, as well
as being the Chief Executive of Northumberland

County Council. She is a qualified Registered General
Nurse (RGN), holds a BA(Hons) Business and Finance
and an MBA (2002) from Durham University.

11/16

69%
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Executive Directors Attendance at Board of Director
meetings
Total number % attendance
attended

Name & position Background

Daljit has held a number of clinical and management
roles in the private and public sectors

Jeremy Rushmer — | DrJeremy Rushmer was appointed Executive Medical 15/16 94%
Executive Medical Director in March 2016, providing clinical leadership on
Director all aspects of patient safety, quality of care and clinical

strategy.

Jeremy has been a consultant with the Trust for over
18 years in intensive care medicine and anaesthesia.
He will continue to care for seriously ill patients at
Northumbria Specialist Emergency Care Hospital in
Cramlington where he has also been site medical
director since September 2015. Between 2012 and
2015 Jeremy spent time as medical director at North
Cumbria University Hospitals NHS Trust where he
successfully led vital quality improvements, resulting in
safer and more effective care for patients.

Non-Executive Directors Attendance at Board of Director
I ——————————————————————————————En B
Name & position Background Total number % attendance

attended
Alan Richardson - Alan Richardson was appointed as Chair in January 16/16 100%
Trust Chair 2016, officially taking up the post in March. A

chartered engineer by background, Alan has a wealth
of experience running large and successful
organisations. He has served on several boards, most
notably Scottish Power Plc, Reyrolle Ltd and Glasgow
Development Agency. Most recently Alan served as
chair of Coventry University for the past six years
before recently moving back to his native North East.

Martin Knowles — Martin Knowles joined the Trust as a Non-Executive 13/16 81%
Non-Executive Director in January 2016. He brings extensive
Director experience at Board level in the public sector, having

been chief executive of South Tyneside Homes and
Four Housing Group, as well as finance director at
North Tyneside General Hospital in the 1990s.

More recently, Martin moved from Executive to Non-
Executive roles, including Vice-Chair of Audit at
Sunderland Council and Tyne and Wear Fire Service, as
well as being a Board member at New College Durham.
Martin was also Chair of the Trust’s Audit Committee
until May 2017 when Malcolm Page took up the
position. Since then Martin has been Chair of the
Trust’s Finance, Investment and Performance

Committee.
Peter Sanderson — Peter Sanderson joined the Trust as a Non-Executive 13/16 81%
Non-Executive Director in 2014. Peter, a retired GP, worked as a
Director family doctor in Guide Post, south east

Northumberland, for 31 years.
Before becoming a GP, Peter spent five years as an RAF
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Executive Directors

Name & position

Background

Attendance at Board of Director
meetings
Total number % attendance
attended

medical officer. He was secretary of the
Northumberland Local Medical Committee for 16 years
and previously held a part-time role as GP clinical
advisor with Northumbria Healthcare. Peter is Chair of
the Remuneration Committee.

Alison Marshall -
Non-Executive
Director

Alison joined the Trust in January 2017 and brings with
her a wealth of legal experience. A qualified lawyer
and previously a partner at Dickinson Dees LLP, Alison
acted for NHS and public sector clients throughout her
career before retiring in 2013. She became a non-
executive director at Northern Powergrid in 2014.
Alison, from Felton, has been a governor of her local
school for more than 15 years.

Alison is Chair of the Trust’s Safety & Quality
Committee as well as the Trust’s Charitable Funds
Committee.

15/16 94%

Allan Hepple -
Non-Executive
Director (to
1/3/2019)

Allan joined the Trust in January 2017, providing
extensive local authority experience. Allan, a councillor
for Cramlington South East on Northumberland County
Council and cabinet member for planning, economic
growth, housing and transport, has helped bring
positive changes for local communities.

Allan tendered his resignation from his role as Non-
Executive Director in March 2019.

11/14 79%

Moira Davison —
Non-Executive
Director

Moira Davison joined as a Non-Executive Director in
May 2017 and has considerable experience over many
years in NHS management working across the North
East and Cumbria.

She has held director roles in South of Tyne and Wear
PCT and the North of England Cancer Network. Moira
retired from the NHS in March 2013 before
establishing a consultancy company and undertaking a
range of health service projects. Most recently she was
the managing director of Northumbria Primary Care.

Moira has a keen interest in quality and patient safety
and is the designated Non-Executive for the Trust’s
emergency preparedness. Moira is also Chair of the
Trust’s Assurance Committee.

15/16 94%

Malcolm Page —
Non-Executive
Director

Malcolm joined the Trust as a Non-Executive Director
in April 2017 and is currently the Chief Operating
Officer at Teesside University.

During his career, Malcolm has held numerous Board
level positions within large organisations across the
region including as Deputy Chief Executive of One
North East. He has extensive experience in a number of
areas including strategy, resource management and
property. Malcolm is a qualified accountant and also

13/16 81%
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Executive Directors Attendance at Board of Director
meetings
Total number % attendance
attended

Name & position Background

holds an MBA.

As part of Malcolm’s role as Non-Executive director at
the Trust, he Chairs the Audit Committee as well as the
Information Management & Technology Committee.

Bernard McCardle — | Bernard, known as Bernie, joined the Trust in July 11/11 100%
Non-Executive 2018.

Director (from

16/06/2018) Bernie is an experienced HR director whose career has

spanned the public sector, including public transport,
local government and police.

After retiring from his role as corporate service director
with Northumbria Police in 2016, Bernie set up his own
HR consultancy company and has worked on a variety
of projects including social housing, higher education
and prison services.

Bernie is the Chair of the Trust’s Workforce Committee.
Professor Sir Alan Alan Craft joined the Trust as a Non-Executive Director 6/8 75%
Craft — Non- in October 2018.
Executive Director
(from 16/10/2018) Alan has spent his career in the Health Service as a
consultant specialising in paediatric oncology and he
was also formerly the Head of Child Health at
Newcastle University medical school.

Alan is a Northumberland resident and author of over
350 papers, review articles and books. He began his
medical career in 1969 before specialising first in
paediatric medicine and then in paediatric oncology.
He held the presidency of the Royal College of
Paediatrics between 2003 and 2006 and that of the
International Paediatric Oncology Society for over six
years between 1999 and 2005.

A pioneer of treatment, research and patient care
Professor Craft has led studies into the management of
bone tumours and the evaluation of screening for
neuroblastoma; to name but two.
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Directors’ and Governors’ interests

Details of company directorships and other significant interests held by Directors or
Governors which may conflict with their management responsibilities are registered and
reviewed on an annual basis.

Registers are available from the Company Secretary, North Tyneside General Hospital, Rake
Lane, North Tyneside, NE29 8NH or via the website at www.northumbria.nhs.uk. No
political donations have been made during the year.
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Audit Committee

The Audit Committee has been chaired by Malcolm Page since May 2017. In compliance

with the Code, we have ensured that the committee is chaired by a Non-Executive Director

with recent and relevant financial experience.

The Audit Committee met seven times during the year.
Committee

include:

Executive Director

of Finance;

Deputy Director

representatives of internal and external audit; and others where required.

Meeting attendance for the 2018/19 is shown in the table below:

Member

20/4/18

24/5/18

10/7/18

7/9/18

16/11/18 10/1/19

8/3/19

Standing attendees to the

of Finance;

Total

attendance

Malcolm Page v v v v v v 7/7 100%
Alan Richardson - - - - - 1/7 14%
Peter Sanderson v v v v v - v 6/7 86%
Allan Hepple v v v v v 5/6 83%
Alison Marshall - v - v - v v 4/7 57%
Moira Davison - v v v v 5/7 71%
Bernard - v - 2/5 40%
McCardle (from

16/6/2019)

Alan Craft (from - - - 0/3 0%

16/10/2019)

The Committee is responsible for providing the Board with advice and recommendations on

matters which include the effectiveness of the framework of controls in the Trust, the

adequacy of the arrangements for managing risk and how they are implemented, the

adequacy of the plans of our auditors and how they perform against them, the impact of

changes in accounting policy and the Committee’s review of the Annual Accounts.

The Committee met its responsibilities during 2018/19 by:

e Reviewing our Assurance Framework;

e Reviewing any risk and internal control-related disclosures, such as the Annual

Governance Statement;

e Reviewing the work and findings of Internal Audit, including the Internal Audit annual

plan;

e Reviewing the work and findings of External Audit;

e Reviewing the work and findings of the Local Counter Fraud Officer;

e Reviewing the process by which clinical audit is undertaken in the organisation;
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PART 2: Accountability Report (continued)

e Monitoring the extent to which our external auditors undertake non-audit work having
reference to the Auditors Guidance Note 1 (AGNO1) “General Guidance Supporting Local
Audit”

e Reviewing the 2018/19 Financial Statements and Annual Report, prior to submission to
the Board and NHS Improvement;

e Seeking assurance that the financial statements have been appropriately compiled on a
going concern basis;

e Reviewing and approving the Trust’s Standing Financial Instructions and Scheme of
Delegation

e Receiving assurance regarding IT projects in light of the Trust’s ambitious IT strategy

e Reviewing Trust policies such as; the Fraud, Bribery and Corruption policy and the
Standards of Business Conduct policy

e Approving the Register of Interests for the Trust Board of Directors

e Seeking assurance in relation to the Trust’s compliance with regulatory changes

e Reviewing the Trust’s policies and procedures following the introduction of the General
Data Protection Regulations.

During the year, the external auditors undertook work in addition to the statutory financial
statements audit, as follows:

e Review of the Quality Account

e |T services to the North East Patches consortium

e Certification to National Audit Office (NAO) of balances for Whole of Governments
Accounts

The Committee is content that the objectivity and independence of the auditor was not
compromised by any of these additional assignments and that these services are allowed
services under AGNOL1.

The duty to appoint the External Auditors lies with the Council of Governors. A panel of
Governors, supported by Trust officers and the Chair of the Audit Committee is established
to oversee the procurement of external audit services regarding the appointment and
retention of the external auditor. Following a tendering exercise, the Council of Governors
approved the reappointment of the Trust’s external auditor, KPMG LLP, for a period of three
years, effective from 1°* April 2017 with an option of an extension for a further two years.

The Governors External Audit Panel met on three occasions during 2018/19 and received
information and reports on the role, remit and responsibility of the Audit Committee along
with a statement of assurance from the Audit Committee Chair. The panel also sought
assurance as to the activities of Internal and External Audit and the Local Counter Fraud
Service.
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Statement of compliance with cost allocation and charging
requirements

We have complied with the cost allocation and charging requirements set out in HM
Treasury and Office of Public Sector Information Guidance.

Income disclosures

In 2018/19, we met the requirement that income from the provision of goods and services
for the purposes of the Health Service in England must be greater than its income from the
provision of goods and services for any other purposes as defined under section 43(2A) of
the NHS Act 2006 (as amended by the Health and Social Care Act 2012).

All net income from the provision of goods and services for other purposes has been
reinvested back into frontline healthcare for the benefit of patients.

Modern Slavery and Human Trafficking Act 2015 - Annual Statement
2018/19

This statement is made pursuant to s54 of the Modern Slavery Act 2015 and sets out the
steps that Northumbria Healthcare NHS Foundation Trust has taken, and is continuing to
take, to make sure that modern slavery or human trafficking is not taking place within our
business or supply chain during the year ending 31** March 2019.

Modern slavery encompasses slavery, servitude, human trafficking and forced labour.
Northumbria Healthcare has a zero tolerance approach to any form of modern slavery. We
are committed to acting ethically and with integrity and transparency in all business dealings
and to putting effective systems and controls in place to safeguard against any form of
modern slavery taking place within the business or our supply chain.

Northumbria Healthcare NHS Foundation Trust provides hospital and community health
services in North Tyneside and hospital, community health and adult social care services in
Northumberland to approximately half a million people. We provide care from three general
hospitals — Hexham, Wansbeck and North Tyneside, community hospitals in Alnwick,
Berwick, Rothbury and Blyth, an integrated health and social care facility at Haltwhistle, an
elderly care unit in Morpeth and outpatients and diagnostic centres at Sir GB Hunter in
Wallsend and Morpeth NHS Centre.

In June 2015 we opened The Northumbria Specialist Emergency Care Hospital in
Cramlington. This is the first purpose-built hospital of its kind in the country, with
emergency care consultants working 24 hours a day, seven days a week and specialists in a
broad range of conditions on site seven days a week.
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Our operating income is over £641.5 million and we have a workforce of around 9,500 staff
working across our hospitals and in the community.

Northumbria Healthcare NHS Foundation Trust is aware of our responsibilities towards
patients, service users, employees and the local community and expects all suppliers to the
Trust to adhere to the same ethical principles. We have internal policies and procedures in
place that assess supplier risk in relation to the potential for modern slavery or human
trafficking.

The Trust considers the likely impact of and any associated criteria with regard to social
issues within its supply chain prior to the commencement of a procurement process through
its Sustainable Impact Assessment Tool. The Trust has also implemented the Standard
Selection Questionnaire (SQ), which includes the requirement for supplier disclosure of any
offence under the Mandatory Exclusion Grounds and also requires confirmation of
compliance with reporting requirements under Section 54 of the Act 2015.

In addition we operate a number of internal policies to ensure that we are conducting
business in an ethical and transparent manner. These include:

1. Recruitment policy. We operate a robust recruitment policy, including conducting
eligibility to work in the UK checks for all directly employed staff, and agencies on
approved frameworks are audited to provide assurance that pre-employment
clearance has been obtained for agency staff, to safeguard against human trafficking
or individuals being forced to work against their will.

2. Equal Opportunities. We have a range of controls to protect staff from poor
treatment and/or exploitation, which complies with all respective laws and
regulations. These include provision of fair pay rates, fair terms and conditions of
employment, and access to training and development opportunities.

3. Safeguarding policies. We adhere to the principles inherent within both our
safeguarding children and adults policies. These provide clear guidance so that our
employees are clear on how to raise safeguarding concerns.

4. Whistle blowing policy. We operate a whistle blowing policy so that all employees
know that they can raise concerns about how colleagues or people receiving our
services are being treated, without fear of reprisals.

5. Standards of business conduct. This code explains the manner in which we behave as
an organisation and how we expect our employees and suppliers to act.

Advice and training about modern slavery and human trafficking is available to staff through
our mandatory safeguarding children and adults training programmes, our safeguarding
policies and procedures, and our safeguarding leads. All staff have been made aware via the
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staff update bulletin of the NHS England YouTube video available at:
https://www.youtube.com/watch?v=cRskjgpgSNs

Members of the Procurement senior team are Chartered Institute of Purchasing and Supply
(CIPS) qualified and abide by the CIPs code of professional conduct and have undertaken
specific training related to modern slavery and human trafficking. The Shared Procurement
Service aims to develop its own ethical procurement and supply policy and supplier charter
within the next 12 months.

We are looking at ways to continuously increase awareness within our organisation, and to
ensure a high level of understanding of the risks involved with modern slavery and human
trafficking in our supply chains and in our business.

We will know the effectiveness of the steps that we are taking to ensure that slavery and/or
human trafficking is not taking place within our business or supply chain if: no reports are
received from our staff, the public, or law enforcement agencies to indicate that modern
slavery practices have been identified.

The Board of Directors has considered and approved this statement and will continue to
support the requirements of the legislation.

Enhanced quality governance reporting

Our approach to quality governance is summarised in detail in both the performance
analysis from page 12 and in the Annual Governance Statement from page 80. Our approach
to quality governance is based upon the core principles of NHS Improvement Single
Oversight Framework against which we have undergone independent reviews of
governance within the last three years. No material inconsistencies have been identified
between the Annual Governance Statement, quarterly and annual regulatory submissions
from the Board of Directors, or report arising from CQC visits.

Patient care activities

A detailed overview of the patient care activities we have provided is outlined in the
performance analysis section from page 12 and also in the Quality Account in Appendix A.

Directors’ declaration on audit information

So far as the Directors are aware, there is no relevant audit information of which the Trust’s
auditors are unaware and the Directors have taken all steps that they ought to as Directors
in order to make themselves aware of any relevant information and to ensure the auditors
were aware of that information.
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The Council of Governors
Composition

The Council of Governors has 37 positions elected by members of the public constituency
(including one position representing the rest of England), 23 positions elected by the staff
constituency and 11 members appointed by local partner organisations.

Governors are elected to office for terms of up to three years and may seek re-election for
further terms. During the year, the election to the public constituencies of Berwick upon
Tweed and North Shields and the staff constituency of North Tyneside General Hospital
(including Cobalt) were contested. Elections to the public constituencies of Hexham, North
West Tyneside, Wallsend, Wansbeck, Whitley Bay and Rest of England and the staff
constituencies of Wansbeck General Hospital, Northumberland Community and
Northumbria Specialist Emergency Care Hospital were uncontested. We did not receive any
nominations for the public constituency of Blyth Valley or any nominations for the staff
constituencies of Morpeth (Whalton Unit and Morpeth NHS Centre) and Blyth (Community
Hospital) and Hexham General Hospital.

Details of the number of vacancies for which elections were held during 2018/19 are shown
in the table below and totalled 31; of these, 19 positions were filled. In year, four public
governors stood down from their positions (one from Berwick upon Tweed, one from North
West Tyneside and two from Wansbeck constituency) and three staff governors
(Northumberland Community, North Tyneside Community and North Tyneside General
Hospital).

Constituency No. to elect  Positions
filled

Public governor vacancies

Berwick upon Tweed 2 2
Blyth Valley 1 0
Hexham 3 1
North Shields 2 2
North West Tyneside 3 1
Wansbeck A 2
Wallsend 2 1
Whitley Bay 3 3
Rest of England 1 1
Total public governor vacancies 21 13

Staff governor vacancies

Morpeth (Whalton unit and Morpeth NHS Centre) and Blyth 1 0
(Community Hospital)
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Hexham General Hospital 1
Wansbeck General Hospital 4
Northumbria Specialist Emergency Care Hospital 1
1
2

North Tyneside General Hospital (including Cobalt)
Northumberland community
Total staff governor vacancies 10

N[ IFRPINIO

Composition and attendance of the Council of Governors 1 April 2018 — 31 March 2019

Public governors Detail of appointment General meetings attended (7)

Berwick constituency
Mick McCarthy Elected 1/8/18 - 31/7/21 4 (out of 4)
Linda Pepper Elected 1/8/17 —31/7/20 6 (out of 7)
Andrew Gray Elected 1/8/17 —31/7/20 6 (out of 7)
Barry Allison Elected 1/8/18 —31/7/21 5 (out of 7)
Norman Dunn Elected 1/8/17 —31/7/18 0 (out of 3)
(casual vacancy)
Peter Dawson Elected 1/8/17 — 10/12/18* 0 (out of 5)
Pauline Wilson Elected 1/8/17 —31/7/20 6 (out of 7)
Blyth Valley constituency
Ken Patterson Elected 1/8/17 —31/7/20 6 (out of 7)
Bill Dowse Elected 1/8/16 —31/7/19 6 (out of 7)
Sean Fahey Elected 1/8/17 - 31/7/20 7 (out of 7)
Mavis Wilkinson-Hamilton Elected 1/8/17 - 31/7/20 2 (out of 7)
John Ostle Elected 1/8/16 -31/7/19 5 (out of 7)
Wansbeck constituency
David Wilkinson Elected 1/8/18 - 31/7/21 7 (out of 7)
Brian Kipling Elected 1/8/18 - 31/7/21 6 (out of 7)
Julia Mann Elected 1/8/17 —27/10/18* | 4 (out of 5)
John Young Elected 1/12/16 - 6/8/18* 0 (out of 3)
Hexham constituency
Stephen Prandle Elected 1/8/18 - 31/7/21 5 (out of 7)
Tony Newton Elected 1/8/15-31/7/18 2 (out of 3)
lan Fell Elected 1/8/15-31/7/18 1 (out of 3)
Isobel Johnson Elected 1/8/17 —31/7/20 3 (out of 7)
Chris Tolan-Smith Elected 1/8/17 —31/7/20 5 (out of 7)
Janet Shucksmith Elected 1/8/17 —31/7/20 5 (out of 7)
North Shields constituency
John Forsyth Elected 1/8/18 —31/7/21 4 (out of 4)
Peter Blair Elected 1/8/18 - 31/7/21 7 (out of 7)
Gill Close Elected 1/8/17 - 31/7/20 4 (out of 7)
North West Tyneside constituency
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Composition and attendance of the Council of Governors 1 April 2018 — 31 March 2019

Public governors

Detail of appointment

General meetings attended (7)

Peter Latham Elected 1/8/15 — 13/6/18* 0 (out of 2)
Mary Laver Elected 1/8/15-31/7/18 1 (out of 7)
Wallsend constituency

lan McKee Elected 1/8/17 —31/7/20 7 (out of 7)
Tony Turnbull Elected 1/8/18 —31/7/21 1 (out of 7)
Whitley Bay constituency

Heather Carr Elected 1/8/15-31/7/18 7 (out of 7)
Eunice Weatherhead Elected 1/8/15-31/7/18 1 (out of 3)
Geoff Mann Elected 1/8/15-31/7/18 3 (out of 3)
Adam Chedburn Elected 1/8/18 —31/7/21 4 (out of 4)
Pamela Hood Elected 1/8/18 —31/7/21 3 (out of 4)
Rest of England

Tom Millen | Elected 1/8/18-31/7/21 | 3 (out of 4)

Composition and attendance of the Council of Governors 1 April 2018 — 31 March 2019

Staff governors

Detail of appointment

General meetings attended (7)

Berwick Infirmary

Nicola Karolewski | Elected 1/8/16-31/7/19 | 0 (out of 7)
Alnwick Infirmary

Chris Bell | Elected 1/8/17-31/7/20 | 1 (out of 7)
Hexham General Hospital

Lucy Thompson | Elected 1/8/16 -31/7/19 | 1 (out of 7)
Northumberland community

Doreen Davidson Elected 1/8/18 —31/7/21 4 (out of 7)
Lisa McCluskey Elected 1/8/17 —31/7/20 1 (out of 7)
Narinder Kaur Elected 1/8/18 — 17/9/18* 0 (out of 0)
Northumbria Specialist Emergency Care Hospital

Peter Smith Elected 1/8/15-31/7/18 2 (out of 3)
Jenny Graham Elected 1/8/16 —31/7/19 0 (out of 7)
Jackie Lackenby Elected 1/8/18 - 31/7/21 3 (out of 4)
Lorraine Munro Elected 1/8/17 - 31/7/20 2 (out of 7)
North Tyneside General Hospital/Cobalt

Angela Moore Elected 1/8/17 - 31/7/20 1 (out of 7)
Alison Bywater — lead governor Elected 1/8/17 - 31/7/20 5 (out of 7)
Sarah Nicholson Elected 1/8/18 - 31/7/21 2 (out of 4)
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Michael Porter

Elected 1/8/16 —29/10/18* | O (out of 5)

Laura Hutchinson

Elected 1/8/17 —31/7/20 2 (out of 7)

Angela Bandeira

Elected 1/8/17 —31/7/20 2 (out of 7)

North Tyneside community

Cassandra Ackermann

Elected 1/8/16 — 2/5/18* 0 (out of 1)

Carrie Hughes

Elected 1/8/17 —31/7/20 2 (out of 7)

*stood down mid-term

Appointed governors Organisation General
meetings
attended (7)
Dianne Ford Northumbria University 1
Andrew Fisher Newcastle University 2
Joanne Parkin North East Ambulance Service NHS Foundation Trust 4
Muriel Green North Tyneside Council 7
Margaret Hall North Tyneside Council 5
Richard Dodd Northumberland County Council 1
Veronica Jones Northumberland County Council 3
Board of directors Job title General
meetings
attended (7)
Jim Mackey Chief Executive 7
Alan Richardson Chair 6
Paul Dunn Executive Director of Finance 0
Birju Bartoli Executive Director of Performance and Improvement 6
Ann Stringer Executive Director of Human Resources and 5
Organisational Development
Daljit Lally Executive Director of System Leadership 5
Marion Dickson Interim Executive Director of Nursing (from 14 1
November 2018)
Ellie Monkhouse Executive Director of Nursing (on secondment from 13 1
November 2018)
Jeremy Rushmer Executive Medical Director 5
Claire Riley Director of Communications and Corporate Affairs 7
Helen Ray Chief Operating Officer 0
Martin Knowles Non-Executive Director (senior independent director) 5
Peter Sanderson Non-Executive Director 5
Alison Marshall Non-Executive Director 7
Allan Hepple Non-Executive Director 5
Moira Davison Non-Executive Director 6
Malcolm Page Non-Executive Director 4
Bernie McCardle Non-Executive Director (from June 2018) 2
Alan Craft Non-Executive Director (from October 2018) 0
Annual Report 2018 /19 45 |

Page




PART 2: Accountability Report (continued)

All members of the Council of Governors have to declare any potential conflicts of interest
annually; a copy of this register is available from the foundation team
foundation@northumbria.nhs.uk

Role and duties
The Council of Governors is responsible for fulfilling its statutory duties, including:

e Appointing, removing and deciding the terms of office and remuneration of the Chair
and other Non-Executive Directors

e Appointing or, if appropriate, removing our external auditors

e Approving the appointment of the Chief Executive

e Receiving our annual report and accounts (including the auditor’s report)

e Contributing to our strategic plans

e Holding the Non-Executive Directors, individually and collectively, to account for the
performance of the Board of Directors

e Represent the interests of the Trust as a whole and the interests of the public

Members of the Council of Governors who served during the year along with details of their
appointments and attendance at meetings are shown in the table above.

For further information on membership or becoming a governor, contact the foundation
team, Northumbria Healthcare NHS Foundation Trust, Northumbria House, Unit 7/8 Silver
Fox Way, Cobalt Business Park, Newcastle upon Tyne, NE27 0QJ, tel: 0191 203 1296 or via e-
mail at foundation@northumbria.nhs.uk

The Council of Governors carries out its formal business in a series of general meetings
including the annual members’ meeting. There were seven formal meetings during
2018/19, including three extraordinary general meetings. All general meetings are open to
our members and the general public.

During the past year, the Council has approved the appointment of new non-executive
directors and the re-appointment of the Trust auditors. Throughout the year, the Council
has participated in the development of our quality account, safety and quality priorities and
the annual plan. These discussions include the feedback of views from public and staff
members and local communities that governors have gathered through their local
engagement activities.

Examples of agenda items and information updates at governors’ meetings over the past 12
months are:

e Overview of the community services business unit;
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PART 2: Accountability Report (continued)

e Information management and technology strategy;
e Updates from non-executive directors and the committees they chair;
e Overview of the plans for winter; and

e Developing and agreeing the governors’ cycle of business.

The Chief Executive provides governors with regular updates on finance and performance
and directors are invited to attend all meetings of the Council of Governors. The agenda
ensures that governors are given full opportunity to question directors and non-executive
directors on the performance of the Trust and to engage on strategic matters. Governors
also have allocated representatives from amongst the Council of Governors to sit on some
of the board of directors’ assurance-seeking committees as one of the many mechanisms in
place to enable governors to discharge their statutory duties.

Governors continue to be involved in key redevelopments and any service changes. An
example of this engagement is the on-going involvement of governors in the Berwick
Hospital Committee, a task-and-finish group established to oversee the redevelopment of
Berwick Infirmary.

Regular updates on Trust-wide developments and major changes are already provided at
Council of Governors’ meetings and in addition discussed at monthly constituency meetings
with the chair and non-executive directors. Through these mechanisms, governors are kept
up-to-date with the latest developments and ensure that they have the opportunity to
influence future plans and contribute a patient/public and staff perspective.

In addition, the Chief Executive has regular meetings with staff governors whereby they
determine the agenda and items for discussion. Action points from these sessions are fed
into the executive team and responses and feedback are provided by the Chief Executive at
subsequent sessions. This has helped to develop relationships between the board and staff
governors as well as governors and staff members by enabling two-way feedback from
board-to-ward.

Any conflicts that may occur between the board of directors and the Council of Governors
will be resolved through the Trust’s dispute resolution procedure.
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Nominations, Remuneration and Development Committee

The Nomination, Remuneration and Development (‘NRD’) Committee consists of public,
staff and co-opted governors. The Committee is chaired by the Trust Chair, with the
exception of instances in which the appointment and performance of the Chair are to be
discussed. The Committee invites the Trust’s Chief Executive, Executive Director of Human
Resources and Organisational Development and Company Secretary to attend the
Committee meetings to provide advice and support as required.

The Committee is responsible for taking forward recommendations to the Council of
Governors concerning the appointment or re-appointment of the Chairman and Non-
Executive Directors prior to the conclusion of their terms of office. In making a
recommendation, the Committee reviews each individual’s annual review documentation to
consider how they have performed as a Non-Executive Director and on the knowledge, skills
and experience that they contribute to the Board of Directors. As part of this process, the
Committee monitors the collective performance of the Board of Directors and considers the
balance between the need for continuity, and the need to progressively refresh the Trust
Board as advised within the NHS Foundation Trust Code of Governance.

In compliance with the code, the Non-Executive Directors were subject to a formal rigorous
review which included the following elements:

e Areview of the appraisal documentation for the previous 12 months

e Confirmation from the Chair that he considers the Non-Executive Directors to be
independent or the mitigating actions to ensure the effectiveness of the Board is not
compromised

e Confirmation from the Chief Executive that he considers the Non-Executive Directors to
be independent and confirmation of continuing constructive challenge and scrutiny

e Review of the skills mix of the Board of Directors

e Review of 360 degree information from peers and colleagues.

During the 2018/19 period the Board undertook a review of its composition and skill mix
and considered succession planning for Non-Executive Directors who were nearing the end
of their term. Consequently, two new Non-Executive Directors were appointed, Bernard
McCardle and Professor Sir Alan Craft. The Committee recommended these appointments
to the Council of Governors which were subsequently approved. In March 2019 Allan
Hepple tendered his resignation; as a result the Nomination, Remuneration and
Development Committee will be undertaking a further recruitment exercise in the coming
year.
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The Committee met on 6 occasions during the period of the 1°* April 2018 to the 31°* March
2019 to address the performance, appointment and re-appointment of the Non-Executive

Directors:

Member attendance 21/5/18 27/6/18 14/9/18 | 16/10/18 | 5/12/18 | 27/3/19 | Total
Alan Richardson, Chair* v v v v - v 5/5
Martin Knowles, SID* v 1/1
Alison Bywater, staff governor v - - - v - 2/6
Bill Dowse, public governor v v v - - - 3/6
Gill Close, public governor v v v - v - 4/6
Heather Carr, public governor - v v v v v 5/6
Isobel Johnson, public governor - v - v v - 3/6
Julia Mann, public governor v v v 3/3
Ken Patterson, public governor v v v v - v 5/6
Mary Laver, public governor - - - v v - 2/6
Muriel Green, co-opted governor v v - - v v 4/6
Michael Porter, staff governor - v - 1/3
Norman Dunn, public governor - - - 0/3
Sean Fahey, public governor v v 2/2
John Ostle, public governor v v 2/2
Jackie Lackenby, staff governor v v 2/2

*Martin Knowles, Senior Independent Director, chaired the Nominations, Remuneration and Development Committee

meeting on 5™ December 2018 when the Committee discussed the re-appointment of Alan Richardson as Trust Chair. Alan
Richardson was not invited to attend this meeting.
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Trust Membership Activity

We draw our members from two membership constituencies — the public constituency
including the Rest of England constituency and the staff constituency. Membership of the
public constituency is open to anyone over the age of 12 living in England.

We have eight geographically based constituencies within Northumberland and North
Tyneside and a Rest of England constituency for anybody living outside these areas.

As of 31° March 2019, there were 7,353 members in the public constituency as shown in
the table below.

Northumbria Healthcare NHS Foundation Trust

Members of constituency class Membership 2017/18 Membership 2018/19
Berwick upon Tweed 7,050 698
Blyth Valley 8,874 1,529
Hexham 7,287 1,332
Wansbeck 9,868 1,115
Total 33,079 4,674
North West Tyneside 1,775 474
Wallsend 3,636 556
North Shields 7,272 621
Whitley Bay 6,091 978
Total 18,774 2,629
Sub total 51,853 7,303
Rest of England 39 50
Grand total 51,892 7,353

We have been on a journey with the Trust membership over the years and used various
membership recruitment strategies including ‘opt in’ where explicit consent has been
provided or automatic membership where people would need to ‘opt out’ and therefore
there has been no direct explicit consent. Many years ago, we stopped the outpatient ‘opt
out’ process as it was seen not to be in line with both data protection and terms of the NHS
Act 2006.

However, the General Data Protection Regulation (GDPR) was introduced from 25 May 2018
which did have a significant impact on our large membership. We needed to ensure, as part
of the GDPR, we had consent from all of our members and as a result our database now
only contains details of members who have explicitly consented to being a member and are
therefore aware that they are a member.
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We have an ongoing membership recruitment campaign across all constituencies in place,
which includes:

* proactive PR activity including online and social media

* recruitment roadshows at hospital sites and community venues

* governor activity

* working with our partners and their communication and engagement mechanisms to
promote the benefits of being a member.

*  Member leaflets and TV screens in our hospitals

Throughout the year, the membership data is also regularly cleansed to remove people who
are now deceased or have moved out of the area. Members can also choose to opt out
whenever they wish.

Staff membership

Staff who are employed directly by us on permanent contracts automatically become
members of the staff constituency unless they inform us that they do not wish to do so. At
31" March 2019, there were 8,785 members in the staff constituency as detailed in the

table below.

North Tyneside General Hospital, Cobalt 2,829
Wansbeck General Hospital 1,476
Hexham General Hospital, Haltwhistle War Memorial Hospital 565
Northumbria Specialist Emergency Care Hospital 1,350
Whalton Unit and NHS Centre (both in Morpeth), Blyth Community Hospital 178
Alnwick Infirmary, Rothbury Community Hospital 149
Berwick Infirmary 119
Northumberland community staff 1,176
North Tyneside community staff 375
Other 568

Total 8,785

Membership analysis

The diversity of our public membership is broadly in line with that of the general population
in the constituency area with 1.5 per cent of the total population being members of the
Trust. We keep the position under review via the governors’ membership strategy
committee to further improve alignment. The following table shows the public membership
broken down into age, ethnicity and gender:
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Public and patient membership 2018/19

Age No.
0-16 1
17-21 15
22-29 106
30-39 203
40-49 494
50-59 1027
60-74 2949
Over 75 2494
Unknown/unspecified 45

Total 7,333

Ethnicity

White 6678
Mixed 5
Asian or Asian British 21
Black or Black British 8
Other 7
Not Stated 614

Total 7,333

Male 2865
Female 4442
Unspecified 26

Total 7,333

Membership strategy

We review our membership strategy each year to ensure that it is fit for purpose and
delivers an effective membership across our operating area.

The Council of Governors has delegated responsibility for leading the development and
implementation of our membership strategy which also includes the development of a
communications and engagement strategy to ensure two-way communications and
involvement between the Trust, governors and members. The membership strategy has
three broad overarching objectives, to have:

e amembership that is representative and reflective of the communities we serve
e an informed membership by providing appropriate, accurate and timely information to
our members and to assist them in making informed contributions
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e an involved membership where as many members as possible are actively engaged in
the development of the Trust and its activities.

We use a variety of methods to communicate and engage with both governors and
members including regular meetings, regular drop in engagement sessions at our hospitals
and community venues, member events, the website, dedicated governors’ site, governors’
bulletin, e-bulletins, a central telephone number and a dedicated email addresses. Future
planned activity, subject to compliance with General Data Protection Regulations, includes:

e Regular members’ e-bulletin with relevant information using data on members’
interests we are collecting on an on-going basis

e Promoting the use of the dedicated email address — governors@northumbria.nhs.uk for

members to contact their local governors

e Use of internal communication mechanisms to promote the role of our staff governors

e Regular drop in sessions to enable governors to meet members and people from their
local community

e Governor comments and compliments forms.

Sir James Mackey

e

Chief Executive Officer

23" May 2019
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Remuneration Report

Annual Statement on Remuneration

| am pleased to present on behalf of the Board of Directors’ Remuneration Committee the
Trust’s Remuneration Report for the financial year ending on 31° March 2019.

The Remuneration Committee is a committee of the Board and is responsible for the
recruitment, succession planning and remuneration of the Executive Directors and other
senior managers.

In accordance with NHS Improvement’s Annual Reporting Manual, the following
remuneration report includes:

e Our Senior Managers’ Remuneration Policy; and

e Qur Annual Report on remuneration.

Senior managers’ remuneration: Major decisions and substantial changes

During 2018-2019 a further review of the executive structure took place and the position of
Executive Director of Delivery (shared post between Northumberland County Council and
the Trust) was modified. To further develop our integration the role was altered to
Executive Director for System Leadership and Social Care. There are two Chief Operating
Officers who, along with the Executive Director of Performance and Improvement, take
overall responsibility for the operations structure.

During the year, our Executive Director of Nursing and Midwifery was on secondment and
the position was filled on an interim basis by one of the 2 Chief Operating Officers.

The Remuneration Committee approve applications to NHS Improvement and the Treasury
for settlement agreements to resolve employment disputes.

Our Remuneration Committee is committed to ensuring that the remuneration applied to
senior managers is appropriately set, takes into account market conditions, and is aligned to
an individual’s performance against their objectives which, in turn, are aligned to our

strategic objectives.
eSS e

M//"W

Peter Sanderson, Chair of Remuneration Committee, Northumbria Healthcare NHS
Foundation Trust

23" May 2019

Annual Report 2018 /19 54 |
Page



PART 2: Accountability Report (continued)

Senior managers’ remuneration policy

We are committed to ensuring that pay should be considered in line with the Trust’s

performance, delivery of our Annual Plan and Five-Year Strategy, value-for-money, national

context.

Future policy table:

Component

of pay

Base salary

Taxable
benefits

Pension

Link to short and
long-term strategic
goals

To promote the
long-term success
of the Trust by
attracting and
retaining high
calibre senior
managersin a
competitive
marketplace.

How the Trust operates this in practice

The Committee reviews the following in

setting remuneration for senior managers:

e Role, responsibilities and
accountabilities

e  Skills, experience and performance

e Trust performance

e Payawards across the Trust

e Local and national market conditions

e Advice from NHSI/Ministerial opinion

e Benchmarking

The committee reserves the right to

approve specific increases in exceptional

cases, such as major changes to a senior
manager’s role.

Maximum limit

There is no
prescribed
maximum limit.

Performance
measures

Not
applicable.

Senior managers’ benefits include:

e Acarallowance or lease car;

e  Pension-related benefits.

Non-Executive Directors do not receive
benefits.

There is no
prescribed
maximum limit.

Not
applicable.

The Trust operates the standard NHS
Pension Scheme and NEST scheme for
those ineligible to join NHSP.

Senior managers can, rather than being a
member of the scheme, opt to have an
amount equal to the employer
contributions that would be payable if
there were in a scheme to be paid to
themselves so that they caninvestin a
pension scheme of their choice. This does
not increase the overall cost to the
Foundation Trust.

As per standard
NHS Pension
Scheme.

Not
applicable.

Bonus

The Trust does not currently have any bonus arrangements in place for senior managers.
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Remuneration equivalent to the Prime Minister’s ministerial and
parliamentary salary

Some of our senior managers are paid more than £153,907 which is the amount equivalent
to the Prime Minister’s ministerial and parliamentary salary. In these instances, the
Remuneration Committee has taken steps to assure itself that the pay received by these
individuals is commensurate with market conditions, the responsibilities and duties of the
role, and is regularly reviewed to ensure that the Trust is receiving value-for-money. One of
the ways in which the Committee does this is by reviewing independent remuneration
benchmarking reports to assess the market rate

Service contract obligations

All senior managers are subject to permanent (substantive) employment contracts which
are subject to regular and rigorous review. The notice periods applied to individual
contracts range from three to twelve months, depending on the individual contract.

Policy for payment on loss of office

The contracts of employment make no special provisions regarding early termination or
termination payments. Executive Directors and senior managers are subject to the Trust’s
normal disciplinary processes and sanctions. Terminations resulting from redundancy and
retirement are in accordance with the provisions of national terms and conditions and the
NHS Pension Scheme. Payments for loss of office are as a result of redundancy or voluntary

severance

Annual Report on remuneration

The Remuneration Committee deals with the remuneration of the Chief Executive, the
Executive Directors, and other senior managers. The definition of ‘senior manager’ is a
person having authority or responsibility for directing or controlling the major activities of
the Trust. We have identified those individuals as members of the Board including the Chief
Executive, Chair, Executive Directors, Non-Executive Directors, and Directors, however the
Council of Governors’ Nomination, Remuneration and Development Committee oversees
the remuneration and appointment of Non-Executive Directors and the Chair.

The Remuneration Committee is chaired by Peter Sanderson, Non-Executive Director.
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Apr May | June July Sept Oct Nov Dec Jan Feb Mar
18 18 18 18 18 18 18 18 18 18 18
Peter Sanderson 4 v v v v v v
Alan Richardson Vi v V|V |V |V ]|V v | v | v
Alison Marshall v v |V vi]ivivig| vV ]|V
Allan Hepple v v v v v *g‘ v
Moira Davison v | v v v | v | v | v | E v | v | v
Martin Knowles v v | Vv S| v
Bernard McCardle v v v v v v v
Alan Craft v v

Ann Stringer, Executive Director of Human Resources and Organisational Development, and
the Chief Executive provides advice to the Committee in their consideration of the terms
and conditions of senior managers. The Remuneration Committee met its responsibilities
and duties during the year, as set out in its terms of reference, by;

e Determining appropriate remuneration and terms of service for senior managers,
including the Chief Executive and Executive Directors;

e Ensuring that senior executives/managers are fairly rewarded for their individual
contribution to the Trust having proper regard to the Trust’s circumstances and
performance;

e Ensuring a robust system is in place to monitor and evaluate the performance of senior
managers

e Acting as a sounding board for changes to organisational structures proposed by the
Chief Executive Officer as required.

Expenses of the Governors and the Directors were mainly related to reimbursement for

travel costs reflecting the large geographical spread of the organisation In 2018/19 expenses

were paid to Governors of £9,124 (£7,629 in 2017/18) and Directors of £11,665 (£21,235 in

2017/18). The total number of Governors is 35 and the number who received

reimbursements for expenses paid was 24.

During the year the following payments were made to senior managers for loss of office:

e Ann Farrar — £160,000. Ann Farrar was an Executive Director of the Trust until
31/3/2013. Since that date she has been on secondment to various other NHS
organisations.

e Mark Thomas — £44,860. Payment was made under a local Mutually Agreed
Resignation Scheme (MARS). Mark Thomas was Director of Informatics for the Trust
until 30/9/2018.
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Executive 2018-19 2017-18
Directors
Name Salary Benefits All Pension Total Salary Benefits All Pension Total
and Fees in Kind Related (bands of and Fees in Kind Related (bands of
(bands of to Benefits £5,000) (bands of to Benefits £5,000)
£5,000) nearest (bands of £5,000) nearest (bands of
£100 £2,500) £100 £2,500)
James Chief Executive 245-250 11,100 30-32.5 290-295 90-95 15,200 10-12.5 120-125
Mackey1
Birju Bartoli Executive Director 175-180 - 40-42.5 220-225 160-165 9,600 45-47.5 215-220
of Performance and
Improvement
Paul Dunn Executive Director 175-180 5,000 20-22.5 200-205 165-170 3,400 137.5-140 305-310
of Finance
Ann Stringer Executive Director 160-165 4,300 5-7.5 170-175 150-155 6,500 12.5-15 170-175
of HR & OD
Jeremy Executive Medical 225-230 4,500 30-32.5 260-265 225-230 8,300 2.5-5 235-240
Rushmerz Director
Ellie Executive Director 85-90 - 70-72.5 155-160 50-55 - 132.5-135 185-190
Monkhouse> | of Nursing (to
13/11/18)
Marion Interim Executive 50-55 - 235-237.5 285-290 - - - -
Dickson4 Director of Nursing
and Midwifery
(from 14/11/18)
Daljit Lally Executive Director 75-80 17,900 10-12.5 105-110 90-95 11,600 7.5-10 110-115
of System
Leadership and
Community
Note:

1

From 1/4/17 to 31/10/17 Jim Mackey was Chief Executive at NHS Improvement on a secondment agreed between Northumbria
Healthcare and NHS Improvement. In the above table 2017/18 figures only includes remuneration for the period 1/11/17 to 31/3/17 when
the secondment to NHS Improvement ended and he returned to Northumbria Healthcare as Chief Executive.

2
£190,000 - £195,000 relates to payment for clinical duties (2017/18 £190,000 - £195,000)

3 . . . .

From 15/11/18 Ellie Monkhouse was Director of Nursing on a secondment agreement between Northumbria Healthcare and North
Lincolnshire and Goole NHS FT. The above table only includes remuneration in the period 1/04/18 to 14/11/2018 when the secondment to
North Lincolnshire and Goole NHS FT started.

4
The figure of £235-£237.5 is a calculation of increased pension value on the year and is not income received in that year.

The real increase / decrease in pension and pension lump sum in the year reflect the change
in the total pension benefits that will be received by an individual over an average

retirement period of 20 years. Any increase or decrease in pension entitlement in the year
due to a change in pensionable pay is therefore multiplied by a factor of 20.

Other Directors 2018-19 2017-18

Name Title Salary Benefits All Total Salary Benefits All Total
and Fees in Kind Pension (bands of = and Fees in Kind Pension (bands
(bands of to Related £5,000) (bands of to Related of

£5,000) nearest Benefits £5,000) nearest Benefits £5,000)
£100 (bands of £100 (bands of
£2,500) £2,500)
Steven Director of 60-65 700 215- 275-280 130-135 10,600 15-17.5 155-160
Bannister Facilities (to 217.5
20/8/18)
Les Morgan Interim Director 30-35 - - 35-40 - - - -

of Estates and
Facilities (from

3/9/18)

Claire Riley Director of 130-135 10,500 40-42.5 185-190 125-130 11,300 42.5-45 180-185
Communications

Annie Laverty | Chief Experience 125-130 5,300 40-42.5 175-180 110-115 4,400 25-27.5 140-145
Officer
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Helen Ray

Chief Operating
Officer (from
15/7/18)

95-100

4,900

47.5-50

150-155

Mark Thomas

Director of
Health
Informatics (to
30/9/2018)

55-60

100

20-22.5

75-80

110-115 120-

122.5

3,700

230-235

David Elliot

Director of IT
(from 1/3/19)

10-15

0-2.5

10-15

Non-Executive Directors 2018-19 2017-18
Name Title Salary Benefits All Total Salary Benefits All Total
and Fees  in Kind to Pension (bands of and Fees in Kind to Pension (bands of
(bands nearest Related £5,000) (bands of nearest Related £5,000)
of £100 Benefits £5,000) £100 Benefits
£5,000) (bands of (bands of
£2,500) £2,500)
Alan Chairman 50-55 200 - 50-55 50-55 100 - 50-55
Richardson
Peter Non- - -
Executive 15-20 15-20 15-20 - - 15-20
Sanderson )
Director
. Non- - -
Martin Executive 1520 1520 1520 - - 1520
Knowles )
Director
Non- - -
Executive
Alan Hepple Director (to 10-15 10-15 15-20 - - 15-20
1/3/19)
Alison Non- - -
Executive 15-20 15-20 15-20 - - 15-20
Marshall .
Director
Malcolm Non- - -
Executive 15-20 15-20 10-15 - - 10-15
Page )
Director
Moira Non- - -
. Executive 15-20 15-20 10-15 - - 10-15
Davison .
Director
Non- - -
Bernard Executive
Director 10-15 10-15 - - - -
McCardle
(from
16/06/18)
Non- - -
Executive
Alan Craft Director 5-10 5-10 - - - -
(from
16/10/18)
Real Real Total Lump sum Cash Real Cash
increase / increase / accrued at age 60 equivalent Increase/ equivalent
(decrease) (decrease) pension at at 31 transfer (decrease) in transfer
in pension in pension related age 60 at March value at 31 cash value at 1
at age 60 lump sum at age 60 31 March 2019 March equivalent April 2018
since 1 April since 1 April 2018 2019 (bands of 2019 transfer £000
2018 (bands (bands of (bands of £5,000) £000 value £000
of £2,500) £2,500) £5,000)
Ann Stringer 0-2.5 0-2.5 45-50 145-150 - - 1,151
Birju Bartoli 0-2.5 0-2.5 35-40 80-85 609 90 509
teven 255 101255 60-65 185-190 1451 122 1,116
Bannister
Claire Riley 2.5-5 0-2.5 20-25 35-40 340 55 266
Annie 255 - 10-15 - 161 35 110
Laverty
Mark 025 - 70-75 - 1159 64 1,016
Thomas
David Elliot 0-2.5 - 0-5 - 2 - -
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Real Real Total Lump sum Cash Real Cash
increase / increase / accrued at age 60 equivalent Increase/ equivalent
(decrease) (decrease) pension at at31 transfer (decrease) in transfer
in pension in pension related age 60 at March value at 31 cash value at 1
at age 60 lump sum at age 60 31 March 2019 March equivalent April 2018
since 1 April since 1 April 2018 2019 (bands of 2019 transfer £000
2018 (bands (bands of (bands of £5,000) £000 value £000
of £2,500) £2,500) £5,000)
Jeremy 0-2.5 5-7.5 60-65 190-195 1442 159 1,259
Rushmer
Ellie 255 7.5-10 30-35 80-85 562 88 401
Monkhouse
Marion 2.5-5 10-12.5 50-55 155-160 - - -
Dickson
Helen Ray 0-2.5 0-2.5 55-60 140-145 1148 96 993

The real increase in Cash Equivalent Transfer Value (CETV) is the increase in CETV within the
year less any contributions made by the scheme member. The CETV at 1** April 2018 and at
31° March 2019 both include contributions made by the members.

There is no CETV for members of the scheme who have attained the age of 60 years.

As Non-Executive Directors do not receive pensionable remuneration, there are no entries
in respect of pensions for non-executive directors.

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits are
the member’s accrued benefits and any contingent spouse’s pension payable from the
scheme.

A CETV is a payment made by a pension scheme or arrangement to secure pension benefits
in another pension scheme or arrangement when the member leaves a scheme and chooses
to transfer the benefits in their former scheme. The pension figures shown relate to the
benefits that the individual has accrued as a consequence of their total membership of the
pension scheme, not just their service in a senior capacity to which the disclosure applies.

The CETV figures include the values of any pension benefits in another scheme or
arrangement which the individual has transferred to the NHS Pension Scheme. They also
include any additional pension benefit accrued to the member as a result of their purchasing
additional years of pension service in the scheme at their own cost. CETVs are calculated
within the guidelines prescribed by the Institute and Faculty Actuaries.

The increase or decrease in CETV reflects the change in CETV effectively funded by the
employer. It 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 pension
scheme or arrangement) and uses common market valuation factors for the start and end of
the period.
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Reporting bodies are required to disclose the relationship between the remuneration of the
highest paid director in their organisation and the median remuneration of the
organisation’s workforce. The banded remuneration of the highest paid director in
Northumbria Healthcare NHS Foundation Trust in the financial year 2018/19 was £245,000-
250,000 (2017/18 was £225,000-230,000). This was 9.35 times (2017/18, 10.34) the median
remuneration of the workforce, which was £26,470 (2017/18, £23,597).

In compliance with the NHS Improvement ARM, the Trust can confirm that during 2018/19
there were no senior off-payroll engagements for more than £220 per day.

Of which...
No. that have existed for less than one year at time of reporting. N/A
No. that have existed for between one and two years at time of reporting. N/A
No. that have existed for between two and three years at time of reporting. N/A
No. that have existed for between three and four years at time of reporting. N/A
No. that have existed for four or more years at time of reporting. N/A

For all new off-payroll engagements, or those that reached six months in duration, between 1 April 2018

and 31 March 2019, for more than £220 per day and that last longer than six months

No. of the above which include contractual clauses giving the Trust the right to request assurance in N/A
relation to income tax and National Insurance obligations

No. for whom assurance has been requested N/A

Of which... N/A

No. for whom assurance has been received N/A

No. for whom assurance has not been received N/A

No. that have been terminated as a result of assurance not being received. N/A

Off-payroll engagements of board members, and/or senior officials with significant financial responsibility

between 1 April 2018 and 31 March 2019

Number of off-payroll engagements of board members, and/or, senior officials with significant financial 0
responsibility, during the financial year.
Number of individuals that have been deemed ‘board members and/or senior officials with 0

significant financial responsibility’ during the financial year. This figure must include both off-
payroll and on-payroll engagements.

Sir James Mackey
Chief Executive Officer

e

23" May 2019
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Staff report

Staff composition

Analysis of staff numbers

319 Staffing numbers (whole time Year Ended 31 March 2019 Year
equivalents) Total Permanent Other Ended 31
March
2018
Total
Add Prof Scientific and Technic 428 417 11 434
Additional Clinical Services 1319 1255 64 1274
Administrative and Clerical 2001 1891 110 1896
Allied Health Professionals 541 527 15 533
Estates and Ancillary 752 731 21 734
Healthcare Scientists 96 96 96
Medical and Dental 472 329 143 476
Nursing and Midwifery Registered 2196 2145 51 2219
Students 3 3 20
Total whole time equivalents 7809 7394 415 7681
NHCT Staffing numbers (whole time Year Ended 31 March 2019 Year
equivalents) Total Permanent Other Ended 31
March
2018
Total
Add Prof Scientific and Technic 418 407 11 424
Additional Clinical Services 1302 1238 64 1263
Administrative and Clerical 1896 1790 106 1792
Allied Health Professionals 541 527 15 533
Estates and Ancillary 110 109 1 168
Healthcare Scientists 96 96 96
Medical and Dental 450 307 143 452
NHFML Staffing numbers (whole time Year Ended 31 March 2019 Year
equivalents) Total Permanent Other Ended 31
March
2018
Total
Add Prof Scientific and Technic 9 9 9
Additional Clinical Services 1 1 1
Administrative and Clerical 40 39 1 36
Estates and Ancillary 642 622 20 566
Total whole time equivalents 691 670 21 611
Nursing and Midwifery Registered 2173 2127 46 2194
Students 3 3 20
Total whole time equivalents 6988 6603 385 6940
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NPC Staffing numbers (whole time Year Ended 31 March 2019 Year
equivalents) Total Permanent Other Ended 31
March
2018
Total
Add Prof Scientific and Technic 1 1 1
Additional Clinical Services 17 16 11
Administrative and Clerical 65 63 68
Estates and Ancillary 1 1 1
Medical and Dental 23 23 24
Nursing and Midwifery Registered 23 18 5 25
Total whole time equivalents 129 121 8 129
Gender breakdown
A breakdown of staff by gender is shown below:
Full 319 % Gender Split NHCT % Gender Split
19% 18%
m Female m Female
m Male m Male
81% 82%
NHFML % Gender Split NPC % Gender Split
15%
m Female m Female
m Male m Male
58%
85%
Full 319 Senior Manager % NHCT Senior Manager %
Gender Split Gender Split
26%
B Female B Female
m Male m Male
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NHFML Senior Manager %
Gender Split

17%

M Female

m Male

NPC Senior Manager %
Gender Split

M Female

m Male

67%

Full 319 Board of Directors %
Gender Split

A47%
M Female

539 m Male

NHCT Board of Directors %
Gender Split

M Female
50% 50%

m Male

NHFML Board of Directors %
Gender Split

H Male

Sickness absence rate

The Trust’s sickness absence data for the year ending 31* March 2019 is shown below:

Sickness Absence %

6.00% .
319 Sickness Absence 2018-19
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April | May | June | July t mber | er | mber|mber| ry ary h
mmm Absence Rate %(3.82% (3.83% | 3.94%3.95% | 3.89%|3.96% [4.17% | 4.43%|4.41% |5.11% | 4.99%| 4.33%
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6.00% .
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The Trust has shown an improvement in sickness absence rates from 2017-18, although still
not at the NHS Operating Standard target of 3.5%. It is of note that 39.10% of staff had no
sickness absence in the last 12 months.

The Trust had the best sickness absence results for the North East Region in quarter 3 2018

Staff Consultation

We make significant efforts to listen to and meaningfully consult with staff from all areas.

This involves senior managers meeting with staff representatives from a broad range of
Trade Unions on a bi-monthly basis at a Partnership Meeting.

Issues regularly discussed in the last 12 months include:

e The potential changes involved in moving the delivery of healthcare services closer to
home

e Qur financial position in a local and national context

* Sickness absence

e Recruitment and retention

e Staff survey results and our staff experience pilot programme

e The Revision of policies and procedures

e Freedom to speak up

e Pension arrangements for subsidiary companies

The topic of engaging and effectively communicating with our staff is at the top of the
agenda for partnership meetings and is also a regular area of reflection for the Board of
Directors.

The NHS National Staff Survey

The Trust uses the NHS Staff Survey as one form of measurement in relation to staff
engagement. We also seek to correlate and analyse these results alongside all other
measurement tools including Staff Friends and Family Test, Leavers Survey, GMC survey and
our local Staff Experience Programme. The Trust places great importance on the completion
of the national staff survey, which provides valuable insight into what we need to improve.
Our results from the 2018 staff survey were very encouraging and are as shown below

The NHS staff survey is conducted annually. From 2018 onwards, the results from questions
are grouped to give scores in ten indicators. The indicator scores are based on a score out of
10 for certain questions with the indicator score being the average of those.
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The response rate to the 2018 survey among Trust staff was 72% (2017: 73%). Scores for
each indicator together with that of the survey benchmarking group (Acute Trusts) are
presented below.

e Response rate
The sample size was consistent with last year, 1250 staff were invited to respond. We
maintained the highest response rate for any acute Trust.

100
90

80

70

60

50

40

% of staff responding

30

20

2014 2015 2016 2017 2018

Best 81.5% 783% 76.3% 72.6% 71.6%
81.5% 783% 76.3% 726% 71.6%
A\Fﬂfﬂgl 43.6% 40.4% 42 8% 44 2% 44.4%
Worst 253% 25.4% 31.3% 289% 33.2%

e Performance against 10 themes
The Trusts performance against the 10 key themes from the 2018 staff survey is shown in
the graph and table below.

Equality, Hesalth & Immediate Morale Quality of  Quality of care safe Safe Safety culture Staff
diversity & wellbeing Managers appraisals environment  environment engagement
inclusion -Bullying & - Viclence
harassment

g l

Score (0-10)
w o ~4 oo

4
3
2
1
0
Best 96 6.7 7.3 6.7 6.5 8.1 85 96 7.2 76
9.6 66 72 6.7 58 7.9 83 9.4 7.1 75
Average 9.1 59 6.7 6.1 54 7.4 7.9 94 66 7.0
Worst 8.1 5.2 62 5.4 46 7.0 7.1 92 6.0 6.4
No.responses 885 885 886 885 818 797 883 883 881 888
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2018/19 2017/18 2016/17
Trust | Benchmarking | Trust | Benchmarking | Trust | Benchmarking

group group group

Av Best Av Best Av Best
Equality, diversity and inclusion | 9.6 9.1 9.6 9.4 9.1 9.4 9.6 9.2 9.6
Health and wellbeing 6.6 5.9 6.7 6.6 6.0 6.6 6.7 6.1 6.8
Immediate managers 7.2 6.7 7.3 7.1 6.7 7.2 7.1 6.7 7.2
Morale 6.7 6.1 6.7 N/A N/A N/A N/A N/A N/A
Quality of appraisals 5.8 5.4 6.5 5.5 5.3 6.4 5.7 5.3 6.3
Quality of care 7.9 7.4 8.1 7.9 7.5 8.1 7.9 7.6 8.3
Safe environment — bullying 83 7.9 8.5 8.4 8.0 8.4 8.6 8.0 8.6
and harassment
Safe environment - violence 9.4 9.4 9.6 9.3 9.4 9.6 9.4 9.4 9.7
Safety culture 7.1 6.6 7.2 7.0 6.6 7.0 7.1 6.6 7.1
Staff engagement 7.5 7.0 7.6 7.3 7.0 7.4 7.4 7.0 7.4

e Overall rankings compared with other Trusts:

v' Ranked 2" among non-specialist acute Trusts (out of 86)
v' Ranked 6™ compared to all other Trusts (out of 163)

e Top scores

In 2 of the 10 themes the Trust received the highest ranking of any acute Trust; Equality,
diversity & inclusion & Morale. In a further 4 themes the Trust was only 0.1 lower than the

highest score of any acute Trust; Health & wellbeing, Immediate Managers, Safety culture

and Staff engagement.

e Bottom scores

The Trust is equal to the average in 1 theme Safe Environment — Violence and 0.2 from the

best acute score in this theme.

The Trust is above average in Quality of Appraisal but 0.7 from the best acute score in this

theme.

Future priorities and targets

The Trust has a staff engagement strategy that clearly defines streams of work underway to
address staff experience in the organisation and specific actions in response to the staff
survey results have been included. Progress is being monitored by the Board of Director’s
Workforce Committee. Examples of actions to be taken as key priorities include a public
communications campaign on the Trust’s zero tolerance of physical violence and abuse
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towards staff, the continued roll out of management & leadership skills training
programmes to enhance the quality of appraisal discussions and a review of the best
performing Trusts on quality of appraisal to see what can be learned. In addition, the Staff
Experience Programme 12 month pilot will continue to enhance our ability to measure staff
experience in real time and further explore the links between staff and patient experience.

Trade Union (Facility Time Publication Requirements) Regulations 2017/18
In accordance with the ARM, the Trade Union (Facility Time Publication Requirements)
Regulations 2017/18 and the cabinet Office, the below disclosures detail the Trust’s Trade
Union representatives.

e Number of employees who were relevant union officials during the relevant period

Number of employees who were relevant Full-time equivalent
union officials during the relevant period employee number
32 7796.87

e Percentage of employees time spent on facility time

Percentage of time Number of employees
0% 18
1-50% 10
51%-99% 0
100% 4

e Percentage of pay bill spent on facility time

Figures
Provide the total cost of facility time £97,655.88
Provide the total pay bill £340,198,537.40
Provide the percentage of the total pay bill 2.87%
spent on facility time, calculated as:
(total cost of facility time + total pay bill) x 100

e percentage of total paid facility time hours spent by employees who were relevant
union officials during the relevant period on paid trade union activities

Time spent on paid trade union activities as a 100%
percentage of total paid facility time hours
calculated as:

(total hours spent on paid trade union activities
by relevant union officials during the relevant
period + total paid facility time hours) x 100
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Expenditure on Professional and Consultancy Fees

During 2018/19, the Trust spent £1.77 million on professional and consultancy fees.

Apprenticeship programmes and Nurse training

We continue to be recognised as an early adopter of the apprenticeship levy and associated
new apprenticeship standards. This was acknowledged by the Right Honorable Anne Milton
MP, Minister of State for Apprenticeships and Skills, who wrote to us thanking us for our
commitment to and enthusiasm for apprenticeships and applauding us as a top performing
apprenticeship employer.

We are proactively using the new apprenticeship standards to create apprenticeship
opportunities for school leavers and others within the North East communities but also to
invest in the development our own staff in support of their career development and
progression.

We are proud of our current apprenticeship performance and are exceeding our Public
Sector Duty requirements (to have 2.3% of our staff on an apprenticeship programme) and
this, coupled with the number of apprentices securing roles within Northumbria reassures
us that we are delivering high quality programmes with the support of our partners.

Our focus remains in delivering apprenticeships across both clinical and non-clinical areas
and in contributing to the development of new apprenticeship standards to support our
future workforce needs.

In response to the nursing and medical recruitment challenges facing the healthcare system,
we have continued to be active in looking for opportunities to develop new workforce roles.

The second cohort of nurses who have trained in 18 months (through our own Northumbria
nurse degree programme in partnership with Northumbria University) qualified in
September 2018.

In April 2019 our first 15 Nursing Associates complete their programme and register with
the NMC. Our second cohort began in April 2018 and our third cohort will begin their
training in March 2019. The Nursing associate is a new NMC registered support role that will
bridge the gap between existing health care assistants and fully-qualified registered nurses
to deliver hands-on care for patients. We are looking forward to welcoming the first ones
into our nursing family.
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The development of Health Education England’s Multi Professional Advanced Clinical
Practice Framework has offered clarity to this senior clinical role. This year 9 trainee
Advanced Clinical Practitioners commenced a brand new 3 year Masters programme in
Advanced Clinical Practice developing new skills and expertise in five of our clinical areas.

We continue to innovate in nursing and midwifery education and have recently completed a
very successful pilot project, in partnership with Northumbria University, exploring new
models of practice learning. The pilot has succeeded in us being able to flexibly increase the
number of student nurses on practice placement, implement the new NMC standards for
education and develop a new framework for practice learning that is now influencing
curriculum design at Northumbria University. Findings of the pilot will be shared at a
National conference in the summer of 2019.

Policies in relation to disabled employees and equal opportunities

The Trust has a strong equality and diversity (E&D) programme with a dedicated E&D lead
who is supported by a newly appointed Staff Inclusion lead and a number of colleagues.
During 2017/18, the Trust has continued to build on the work initiated during our
involvement in the NHS Employers’ Equality Partners Programme and has acted as a mentor
to a number of Trusts nationally in relation to E&D work and is supporting Northumberland
County Council in their delivery of E&D Initiatives. The Trust has remained a Stonewall
Champion and has sponsored the inaugural PRIDE event in Northumberland. The Trust
participate in the Disability Confident Employer scheme at level two with plans to progress
to level three in year. The Trust has built on its active and well-represented staff network
groups for BAME, Disabled, Autism Spectrum and LGBT employees and has established two
additional networks based on expressed needs: a menopause/andropause network and a
network for staff with caring responsibilities. The Trust has an E&D Allies programme with
over 80 staff signed up to support E&D initiatives. These staff members actively work in key
strategic areas of the Trust to ensure that all staff are well informed about key E&D issues
and that positive interventions to support staff within the workplace take place in an
accessible way. The results from the staff survey for BAME staff have shown an
improvement since last year in experience at work and our interventions will continue in
year to ensue gaps between BAME and white staff experience closes.

Policies in relation to health and safety

The Trust’s Health and Safety Steering Group continues to have strong representation from
across the Trust led by the Trust Board and Executive team. It had an agreed set of
objectives which were delivered during 2018/19
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The objectives were set following a robust review of the Trusts approach to health and
safety which focused on compliance, capability, audit and culture within the organisation

Our Trust has recognised the need to embed the principles within all parts of the
organisation and continues to invest in the team to manage the topic area, further
demonstrating the commitment the Trust has to ensure its staff, patients and visitors are
not put in harm’s way

Policies in relation to countering fraud and corruption

We comply with counter fraud standards for providers as detailed by the NHS Counter Fraud
Authority in accordance with section 24 of the NHS Standard Contract and we participate in
the National Fraud Initiative led by the Cabinet Office under the Local Audit and
Accountability Act 2014. Staff are trained in fraud awareness and we actively promote the
mechanism for staff to report any concerns about potential fraud, bribery or corruption. All
concerns of fraud, bribery and corruption are investigated by the Counter Fraud Specialist
and the outcome of all investigations are reported to the Audit Committee.

Emergency Preparedness, Resilience & Response

The Trust has undertaken a self-assessment against the NHS England Core Standards for
Emergency Preparedness Resilience and Response (EPRR) during 2018/19. Following this
self-assessment and line with the definitions of compliance the Trust declares itself as
having substantial assurance.

Staff engagement

The engagement of our staff, volunteers, trainees and students is central to the successful
delivery of high quality healthcare. New digital communication channels have been created
to enable greater access to information and the ability to personalise that accordingly via
the Enyware tool as well as creating a staff Facebook page as a platform for staff
communications.

The Engagement and Inclusion Lead role created in 2018/19 in conjunction with
Northumberland County Council has enabled a sustained focus on a staff engagement
strategy as well as advancing staff inclusion in revitalising existing staff network groups and
creating new ones in keeping with our diversity ambitions and intentions. A prime example
of staff initiated and led support systems include the establishment of a Menopause /
Andropause staff network group. Our staff engagement score continues to be in the best
20% of acute Trusts in the 2018 staff survey.
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Our collective, compassionate and inclusive leadership work (designed to advance our staff
engagement and maintain Northumbria’s reputation as a great place to work) continued
into its delivery phase in 2018/19 with a comprehensive action plan to achieve this.
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NHS Foundation Trust Code of Governance disclosures

The NHS Foundation Trust Code of Governance contains guidance on good corporate
governance. NHS Improvement, as the healthcare sector regulator, is keen to ensure that
NHS Foundation Trusts have the autonomy and flexibility to ensure their structures and
processes work well for their individual organisations, whilst making sure they meet
overall requirements. For this reason, the Code is designed around a “comply or explain”
basis. NHS Improvement recognises that departure from the specific provisions of the
Code may be justified in particular circumstances, and reasons for non-compliance with
the Code should be explained.

Northumbria Healthcare 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. There are other disclosures and
statements (mandatory disclosures) that we are required to make, even where we are fully
compliant. The mandatory disclosures have already been made within the main text of the

Annual Report and page references are therefore provided below.

NHS Foundation Trusts are required to provide (within their Annual Report) a specific set of
disclosures in relation to the provisions within Schedule A of the Code of Governance. We
are compliant with these provisions and in compliance with the Code, a supporting
explanation for each required provision is provided within the table below. The table also
demonstrates how we have complied with the necessary aspects of the Foundation Trust
Annual Reporting Manual (FT ARM).

For further information in relation to the way in which the Board of Directors operates,
please refer to page 29.

Provision = Compliance
reference

the Board of Directors.

A.1.1 IThe section starting on page 29 outlines the role and responsibilities of the Council of Governors and

A.1.2 IThe Board of Directors’ role and responsibilities (page 29), identifies the Chairperson, the Deputy
Chairperson, the Chief Executive and Senior Independent Director. The table further details the
meetings attended by the Board of Directors and their attendance.

Nomination, Remuneration and Development Committee (page 48), details the members and
attendance of these meetings.

Audit Committee (page 37) details the members and attendance of the Audit Committee

A.5.3 Council of Governors and composition (page 42), details the members of the Council of Governors,
including the constituency they represent, election/appointment information, the duration of their
appointments and the nominated lead Governor.
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Provision

reference
FT ARM

Compliance

IThe FT ARM requires an additional statement about the number of meetings of the Council of
Governors and individual attendance by Governors and Directors.

Attendance of Governors is detailed within the Council of Governors and composition (from page 42).
Attendance of Directors is detailed within Directors’ report (from page 29).

B.1.1

The Board of Directors considers all Non-Executive Directors of the Trust to be independent. Further
detail is provided within the Directors’ report (from page 29).

B.1.4

IThe skills, expertise and experience of each Director of the Board is detailed within the Directors Report
from page 29. A clear statement about the balance, completeness and appropriateness of the Board is
available within Board composition.

FT ARM

IThe FT ARM requires the inclusion of the length of appointments of Non-Executive Directors. This is
detailed in Directors’ report (page 29).

B.2.10

Nomination, Remuneration and Development Committee (page 48), describes the work of the
Nominations Committee, including the process it has used in relation to Board appointments.

FT ARM

IThe FT ARM requires the Trust to disclose the work of the Nominations Committee in relation to the
appointment of the Chair. Nomination, Remuneration and Development Committee (page 48), details
the appointment process for Non-Executive Directors during the 2018/19 period.

B.3.1

IThe Chairman of the Trust had no significant commitments to declare during 2018/19 as detailed in
Board composition and balance (from page 29). Any change to commitments would be reported to the
Council of Governors as they arise and would be subject to review within the Nomination,
Remuneration and Development committee as appropriate.

B.5.6

IThe Membership strategy (page 52) details the approach of the Trust, as defined by the Council of
Governors, to gathering the opinion of the Trust’s members, and the public.

FT ARM

The FT ARM requires the Trust to declare where Governors have exercised their power under paragraph
10C of schedule 7 the NHS Act 2006. During the period of 2018/19, Governors have not exercised this
power.

B.6.1

IThe Annual Governance Statement, (page 80), details how the performance of the Board and its
committees has been conducted.

B.6.2

KPMG are the external auditors of the Trust and are independent. In order to ensure that the
independence and objectivity of the external auditor is not compromised by providing the Trust with
additional non-audit services, a policy has been agreed that requires the Audit Committee to approve
the arrangements for all proposals to engage the external auditors on non-audit work. The auditors
themselves also comply with the ethical standards of the Auditing Practices Board in this matter.

C.1.1

IThe Director’s explanation of responsibility in relation to the preparation of the Annual Report and
Accounts is detailed in the statement of the Chief Executive's responsibilities as the Accounting Officer
of Northumbria Healthcare NHS Foundation Trust (page 78)

IThe Directors approach to quality governance is detailed in the Annual Governance Statement (page 80)

C.2.1

Annual Governance Statement (page 80) details the review of effectiveness of the Trust’s internal
controls.

C.2.2

IThe Annual Governance Statement (page 80) details how the Trust’s internal audit function is structured
and the role that it performs.
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Provision = Compliance

reference

C.3.5 Following a tendering exercise, The Council of Governors approved the reappointment of the Trust’s
external Auditor, KPMG LLP for a period of three years, effective from 1° April 2017 with an option of an
extension for a further two years.

C.3.9 Audit Committee, describes the work of the Audit Committee in discharging its responsibilities (page
37).

D.1.3 Remuneration disclosures within the Annual Report comply with the code relating to the release of an
Executive Director to serve elsewhere by including a statement relating to their retention of earnings.
Further detail is provided within remuneration report (page 54).

E.1.4 Contact procedures for members who wish to communicate with Governors are available to members

on the Trust's website. A dedicated email address is provided to support our members and the public to

contact Trust Governors. Governors@northumbria.nhs.uk

FT ARM IThe FT ARM requires the Annual Report to provide further detail relating to membership including
eligibility requirements, number of members and summary of the membership strategy. The
information is detailed as required in membership activity and membership strategy (page 52).

FT ARM IThe FT ARM (based on the FReM requirement) requires the Trust to disclose details relating to the

2012 provide an explanation on how members of the public can gain access to the registers of interest.

Governors and Directors declarations of interest. The Trust Constitution and Health and Social Care Act

E.1.5 Non-Executive Directors, Executive Directors, and Directors of the Board develop an understanding of
the views of Governors and members about the NHS Foundation Trust through attendance at
Governors’ General meetings, Development Meetings and Committees.

Board of directors and responsibilities (page 29), provides further detail relating to the relationship
between Governors and Board members. Attendance of Board members at Governors General

Meetings is provided on page 45. Attendance at Council of Governors General meetings is provided on
page 45.

E.1.6 The Board of Directors monitor the representation of the Trust’s membership in compliance with the
code. This is detailed from page 50.

The Trust is compliant with all provisions.

Trust Constitution and Health and Social Care Act 2012

Our Constitution was amended in April 2013 to incorporate changes required as a result of
the Health and Social Care Act 2012 (the Act). The Act, introduced fundamental changes to
the way NHS Foundation Trusts are governed and managed. This included Directors having
a statutory responsibility to promote the success of the Trust and maximise benefits for
members as a whole, and the public. There were also express duties included that requires
each Director to avoid conflicts of interest. The annual Declarations of Interest for both the
Board of Directors and Council of Governors alongside the Trust’s Constitution are available
on our website at www.northumbria.nhs.uk.
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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

e Finance and use of resources
e Operational performance

e Strategic change

e 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

The Trust continues to be classified by NHS Improvement as being in segment 1. This is the
best rating given by the regulators. Current segmentation information for NHS Trusts and
foundation Trusts is published on the NHS Improvement website.

Finance and use of resources

The finance and use of resources rating is based on the scoring of five measures from ‘1’ to
‘4A’, 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.

. . N Capital service cover 1 2 2 2
Financial sustainability ——
Liquidity 1 1 1 1
Financial efficiency I&E margin 1 1 1 1
. . Distance from financial plan 2 1 1 1
Financial controls
Agency spend 2 1 1 1
Overall scoring 1 1 1 1
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Statement of Accounting Officer’s Responsibilities

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 Northumbria Healthcare 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 Northumbria Healthcare 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:

e observe the Accounts Direction issued by NHS Improvement, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis

e make judgements and estimates on a reasonable basis

o 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

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

e 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,

e 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 him/her to ensure that the accounts comply with requirements outlined in the
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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.

Sir James Mackey

e

Chief Executive Officer

23" May 2019
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Annual Governance Statement

Scope of responsibility

As Accounting Officer, | have responsibility for maintaining a sound system of internal
control that supports the achievement of our 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 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 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 our policies, aims and objectives of Northumbria
Healthcare 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 the Trust throughout the
year ended 31°" March 2019 and up to the date of approval of the Annual Report and
Accounts.

Capacity to handle risk
Risk leadership

The Board of Directors has the overall responsibility for risk management within the Trust.
Terms of Reference for the Board’s assurance-seeking committees also set out the
responsibility of key meetings in the oversight of risk management. In addition to the Audit
Committee the Trust has an Assurance Committee which reviews Business Unit Risk
Registers and associated actions in detail.

The specific responsibilities of each Board member, Business Unit Director, General
Manager, Department Head, and Operational Service Manager, are set out in the Trust’s
Risk Management Strategy and Policy.

We have also appointed a Senior Independent Director, in line with the NHS Foundation
Trust Code of Governance.
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The role of the Senior Independent Director is to be available to Governors and members
(including staff) should they have any concerns that they feel unable to raise via normal
channels of communication with the Chair, Chief Executive, or any other Board members, or
where such communication remains unresolved or would be inappropriate.

Risk training

We employ appropriately-qualified staff who specialise in risk management. Risk
management awareness and health and safety training is delivered to all new members of
staff on the first day of employment and to existing staff through mandatory training
programmes. There is also the facility for all staff to undertake further training in health and
safety using e-learning. The Trust’s suite of policies enables staff to understand their
specific responsibilities in relation to risk management, depending upon where they work
and the nature of their role. All job descriptions include specific reference to requirements
regarding risk management, infection control and health and safety.

The risk and control framework

We have a Risk Management Strategy and Policy which was reviewed by the Board during
2018/19. Risks are identified proactively through; risk assessment processes, our quality
management system which includes harm review and mortality reviews, reactively through
the monitoring of key business objectives and through incidents, complaints and claims.
These risks are evaluated through the use of a risk assessment matrix and controlled
through a risk register system.

Quality governance arrangements

The Board has a dedicated Safety and Quality Committee which is responsible for the
oversight of quality governance, including risks to clinical quality, throughout the Trust. The
Safety and Quality Committee is chaired by a Non-Executive Director and includes within its
membership the Chief Executive, Executive Medical Director, Executive Director of Nursing,
Executive Director of Performance and Improvement, Head of Quality and Assurance, Chief
Matrons, and Business Unit Directors and Deputy Directors. The Committee routinely
receives assurance in relation to the Trust’s compliance with CQC registration requirements.

In order to operate as a provider of NHS services under licence with the CQC, we must
comply with the requirements of NHS Improvement’s (NHSI’'s) Quality Governance
Framework. NHSI (previously referred to as Monitor), and the CQC have aligned their
definition of a ‘well-led’ organisation which is reflected in CQC’s assessment approach, as
well as NHSI’s approach to regulatory oversight.
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In 2016, the Trust commissioned an independent review of governance arrangements using
Monitor’s well-led framework, a process which is required at least every three years. There
are four domains of the well-led framework which are: strategy and planning; capability and
culture; process and structures and measurement. The report identified a number of
strengths and good practice within the Trust, although there were areas identified for
further development and improvement. An independent follow-up review began in April
2018, the results of which were considered by the Board and a well-led action plan was
created and implemented.

The Safety and Quality Committee in conjunction with the Board of Directors, has
responsibility for producing the strategic safety and quality vision, strategic goals and an
implementation plan by horizon scanning and learning from the best evidence available.
The Committee reports to the Board of Directors via a regular report on progress with the
strategic objectives and produces the draft annual Quality Account for consideration by the
Board.

We have arrangements to monitor compliance with the CQC registration requirements
through completion of provider compliance assessments for each of the 16 essential safety
and quality standards. Each safety and quality standard has an Executive Director lead and
evidence of compliance is provided to the Assurance Committee at quarterly intervals. We
are fully compliant with the registration requirements of the CQC and achieved an overall
rating of ‘Outstanding’ following the CQC inspection in November 2015.

Incident reporting is openly encouraged and handled across the Trust. We have fully
endorsed this principle. All serious untoward incidents and significant learning events are
investigated by a senior clinician and manager and reported to the appropriate Business
Unit Board to agree on the action plan and monitor implementation.

In addition, the most serious incidents are reviewed by the Trust’s safety panel process,
which provides independent scrutiny of incident investigations and monitoring of the
completion of action plans arising from such investigations. All serious incidents are
reported to the Board on a monthly basis.

Trust-wide learning is encouraged at all levels of the organisation. The Clinical Policy Group,
a monthly meeting attended by a wide range of clinicians, is a key forum for sharing learning
and good practice. Sharing the lessons learnt is by cascade via the Clinical Policy Group via
the management teams to the ward management team.

We have worked closely with partner organisations to explore, understand, quantify and
minimise potential risks which may impact upon other organisations and public
stakeholders. Issues identified through the Trust’s risk management process that impact on
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partner organisations and public stakeholders will be discussed in the appropriate forum so
that action can be agreed.

We have undertaken risk assessments and have 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.

The Trust have developed a detailed workforce strategy which identifies the need to
develop new roles and ways of working to meet the needs of the Trust clinical strategy and
to alleviate workforce supply shortages in some professions.

We know we have an ageing workforce in critical roles (such as nursing) and struggle to
recruit into other specialist roles (e.g. radiographers and radiologists in clinical support) and
so will work to develop an alternative workforce where possible to meet our needs.

The Trust is committed to ensuring safe staffing levels and has mitigations in place to ensure
robust monitoring through daily staffing overview across seven days so allocation of staff is
based on clinical judgement with patient dependency.

The Trust will include the NHSI safeguards to our reporting and monitoring processes both
operationally from ward level to Board. The Trust has a process in line with NQB 2016
guidance which applies triangulation of metrics using an evaluation based tool, professional
judgement and outcomes. The NHSI developing Safeguards will further mitigate safe staffing
through applying the Quality Impact Assessments.

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

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.
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Assurance Framework

The Board’s Assurance Framework provides the Trust with a system to identify and monitor
risks to meeting its key strategic objectives. Each risk is mapped to corresponding controls
and assurances, both internal and external.

The Board of Directors has a well-established process for ensuring that the content of the
Assurance Framework is fit-for-purpose. In addition to quarterly formal reviews of the
Assurance Framework at formal meetings, the Board has established an Assurance
Committee, Chaired by a Non-Executive Director, which is responsible for assuring the
Board that the risk culture of the Trust is effective. One of the core functions of the
Committee is to consider all high risks as identified by Business Units, to assess for their
strategic impact, and add to the Board’s Assurance Framework, if appropriate.

The risks included on the Board Assurance Framework are separated and individually
managed and monitored by the appropriate Board Committee on a monthly or bi-monthly
basis in order to ensure the risks are given due consideration at the relevant forum.

The highest scoring risks identified via the Assurance Framework during 2018/19, and
associated actions, are summarised below:

Major Risks In-year or Clinical Risk | Mitigating Actions
future risk?

NHS Improvement Single Oversight In year Yes Performance against the four-hour A&E target is
Framework closely monitored by the Board and Executive
Significant risks has been highlighted Management Team. An action plan has been
during the year in respect of the developed and continues to be closely monitored by
following measures which form part the Trust.
of the single oversight framework:
. Failure to achieve A&E four- The Board receives monthly performance data

hour target of 98% (internal) regarding the number of cases of C-Difficile via its

Finance, Investment and Performance Committee and

or 95% (national) - The Trust . .
Safety and Quality Committee.

has experienced

unprecedented levels of Weekly tracking meetings are undertaken to try and
demand in its A&E ensure that all patients are seen within timeframe.
department.

. Zero tolerance of hospital

acquired Clostridium difficile -

Failure to achieve a maximum
of 29 hospital acquired
clostridium difficile infections.
. Cancer targets — GP referral to
treatment and bowel cancer

screening
Staffing In year and Yes The Board receives regular reports regarding staffing
Ensuring that enough suitably future risk levels, vacancy levels and turnover rates within the
qualified staff are deployed to meet Trust however recruitment of certain staff groups
the needs of people using the continues to be problematic, with national shortages of
service some disciplines. Targeted recruitment campaigns
together with overseas recruitment continues to be
undertaken.
A monthly ward nursing and midwifery assurance
report which includes review of a monthly quality
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Major Risks In-year or Clinical Risk | Mitigating Actions
future risk?
dashboard metrics for triangulation of actual staffing
levels, patient dependency and outcomes is presented
to the Safety & Quality Committee and the Trust
Board.
Healthcare Funding In year and No Financial performance is closely monitored by the
Overall healthcare funding remains future risk Board, Executive Management Team and the Finance
a very high risk for the Trust, with and Performance Committee.
increased demand for services and
demographic changes.
Premises and equipment In year and No Improvement works to address issues raised by
The Trust has received expert advice | future risk external experts has continued during the year and is
on rectification works that are being monitored closely by the Executive Management
required in some parts if its estate. Team and the Board of Directors.
CSSD function and capacity, with Yes The CSSD risk is currently being mitigated through a
rising demand and aging equipment combination of maintenance contracts and in-house
a risk for continued service provision maintenance, however significant investment has been
has been identified. allocated to the 2019 capital plan to address the risk.
IM&T In year and Yes A significant amount of progress has been made to
Cybercrime and the continuing | future risk mitigate the risk associated with cyber security.
emergence of new types of ‘attacks’
remains a high risk. In addition, The first steps of the IT refresh has started with
there is also a more general IM&T consolidation of the data centres and servers, but more
risk related to the Trust’s IT legacy work is required to ensure that this is both robust for
infrastructure which is very old and business as usual and also fit for the future
requires a staged refresh development of IT solutions across the Trust.
Updates on progress are monitored closely by
Executive Management Team, Audit Committee,
Information Management & Technology Committee,
and the Board of Directors.
EU Exit In year and Yes The Department of Health and Social Care (DHSC) is
Uncertainty over the implications of | future risk leading national NHS preparations for a ‘no deal’ EU
a no deal EU exit exit. Local preparations are also being undertaken, with
the DHSC providing operational guidance to Trusts. The
implications of the EU exit are regularly monitored by
the Finance and Performance Committee.

During the year, the Board has been updated in public session on the national expectations
on Trusts related to the United Kingdom leaving the European Union. The Trust has
complied with all relevant national requirements. The Board has reviewed the potential
risks, and has concluded that this is not a significant strategic risk for the organisation given
the matters being dealt with directly by NHS central bodies and HM Government.

Data security

There are robust arrangements in place to provide assurance on the quality of performance
information. This is known as our data quality standards and these are reported quarterly
to the Trust’s Information Management and Technology Group. The Trust is compliant with
Level 2 or above against all of the information governance standards and will complete a
satisfactory submission of the Data Security and Protection Toolkit at the end of March
2019. There is an annual independent review by our Internal Auditors which reviews
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performance information included as part of the quarterly governance declarations made to
the Regulator.

As an NHS Organisation we have a Caldicott Guardian, a dedicated Board member who is
responsible for protecting the confidentiality of people’s health and care information
and making sure it is used properly.

We also have a Senior Information Risk Owner (‘SIRO’), a dedicated Board member with
responsibility for assuring the Board regarding progress against the Trust’s information
governance work programme.

The key role of the SIRO & Caldicott Guardian, in conjunction with the Information
Governance Group, is primarily to ensure:

e Compliance with the information governance toolkit/ Data Security & Protection
Toolkit and improvements in relation to managing risks to information;

e Organisational compliance with legislative and regulatory requirements relating to
handling of information, including compliance with the Data Protection Act (2018)
and Freedom of Information Act (2000);

e Any Serious Untoward Incidents within the preceding twelve months, relating to any
losses of personal data or breaches of confidentiality;

¢ Implementation of the General Data Protection Regulations (GDPR);

e The direction of information governance work during 2018-19 following the release
of the new Data Security and Protection toolkit and how it aligns with the strategic
business goals of the Trust and outlines the work plan for the coming year.

As part of the Trusts responsibilities under the Data Protection Act / GDPR, we also
have a dedicated Data Protection Officer. Their tasks are:

e Toinform and advise on the GDPR and other data protection laws;

e Monitor compliance with the GDPR and other data protection laws, data protection
polices, including managing internal data protection activities; raising awareness of
data protection issues, training staff and conducting internal audits;

e Cooperate with the supervisory authority

e Be the first point of contact for supervisory authorities and for individuals whose
data is processed (employees, customers etc).
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Review of economy, efficiency and effectiveness of the use of resources

We have robust arrangements in place for setting objectives and targets on a strategic and
annual basis. These arrangements include ensuring the financial strategy is affordable,
scrutiny of cost savings plans to ensure achievement, compliance with terms of
authorisation and coordination of individual objectives with corporate objectives as
identified in the Annual Plan.

Performance against objectives is monitored and actions identified through a number of
channels:

e Approval of annual Operational Plan by the Board of Directors

e Monthly reporting to the Board’s Finance, Investment and Performance Committee (FIP)
and Board of Directors on key performance indicators covering finance, activity, patient
safety and quality, human resources targets and information, management and
technology bi-monthly.

e Regular presentations from Business Units to the FIP Committee and Board on each
Business Unit’s performance against its cost improvement plan and Annual Plan in
general.

e Monthly review of financial and performance targets by the FIP committee

e Weekly reporting to Executive Management Team meeting on key factors effecting the
Trust’s financial position and performance

e Periodic performance management of business units by the Executive Management
Team covering performance against key objectives.

e Assurance Committee

e Reporting to NHSI.
We also participate in initiatives to ensure value for money for example:

e Subscribes to the NHS Providers benchmarking organisation that provides comparative
information analysis on productivity and clinical indicators for high risk specialties

e Participates in top performing national initiatives with the Institute of Innovation and
Learning to learn best practice in international sites

e CQC information that identifies key performance indicators and measures these over
time to focus attention on areas for improvement.

e Value for money is an important component of the internal and external audit plans that
provides assurance to the Trust of processes that are in place to ensure effective use of

resources.
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We have a standard assessment process for future business plans to ensure value for money
and full appraisal processes are employed when considering the effect on the organisation.
Procedures are in place to ensure all strategic decisions are considered at Executive and
Board level.

The emphasis in internal audit work is providing assurances on internal controls, risk
management and governance systems to the Audit Committee and to the Board. Where
scope for improvement in terms of value for money was identified during an internal audit
review, appropriate recommendations were made and actions were agreed with
management for implementation. All internal audit reviews of material financial systems
during 2018/19 resulted in substantial or good assurance.

We follow best practice as recommended by the NHS Counter Fraud and Security
Management Service and participate in the National Fraud Initiative led by the Audit
Commission. Staff are trained in fraud awareness and we actively promote the mechanism
for staff to report any concerns about potential fraud or corruption. All concerns are
investigated by the local counter fraud and security management specialist and the
outcome of all investigations are reported to the Audit Committee.

Information Governance

There have been six information governance incidents during the financial year 2018/19:

e In July 2018, there was an incident relating to the alleged inappropriate access to
personal data by a staff member when not in direct care of the patient. A full
investigation and all appropriate action were taken by the Trust. Following the
external reporting of the incident to the ICO, they considered the action we have
taken and considered this proportionate and are satisfied that all appropriate
measures were taken.

e In August 2018, there was an incident relating to the inappropriate access to
personal data by a staff member when not in direct care of the patient. Following a
full investigation by the Trust all appropriate action was taken against the individual.
The ICO has considered the action we have taken against the employee and
considered this as proportionate and are satisfied that appropriate measures were
taken.

e In August 2018, there was an incident relating to the inappropriate access to
personal data by a staff member when not in direct care of the patient. Following a
full investigation by the Trust all appropriate action was taken against the individual.
The ICO is still considering this incident and their outcome is still pending.
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e In January 2019, there was an incident relating to the inappropriate obtaining of
personal information by a staff member. A full HR investigation is underway and the
incident was reported to the ICO. Investigations currently remain ongoing.

e In January 2019, there was an incident relating to clinical documentation being
disclosed in error to an incorrect patient. Upon becoming aware of this the Trust has
initiated a full investigation and carried out all initial appropriate actions to ensure
patient safety for all parties concerned. The incident has been reported to the ICO &
Department of Health & Social Care with the outcome results pending.

® |n March 2019, the Trust became aware that a number of electronic folders had
been set up within the Trust with the incorrect permissions on who may have access
to these. A full investigation was undertaken and the incident was been reported to
the ICO who confirmed that no further action was required and that appropriate
mitigation and risk management was put in place.

Annual Quality Account

The Board of Directors is required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 (as amended) to prepare a Quality Account for
each financial year. NHS Improvement (in exercise of their powers conferred on Monitor)
has issued guidance to NHS Foundation Boards of Directors on the form and content of
annual Quality Accounts which incorporate the above legal requirements in the NHS
Foundation Trust Annual Reporting Manual.

The Quality Account represents a balanced view and there are appropriate controls in place
to ensure the accuracy of the data. The following provides evidence of the steps in place to
provide this assurance:

Governance and leadership

This is the tenth year of developing Quality Accounts for the Trust. We have a quality
management system in place based on the Institute of Medicine definition of quality. This
guality management system ensures that a balanced scorecard of quality standards and
indicators is considered by the Board of Directors. Furthermore, national guidance from the
Department of Health Medical Director that Boards of Directors should review all their
services over a reasonable period has placed a commitment on Board of Directors to review
all services over a three-year period based on five quality domains that are safety,
effectiveness, caring, responsive and well led.
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Policies

We have put controls in place to ensure the quality of care provided and accuracy of the
data used in the Quality Account. This is not an exhaustive list but key policies include:

RMP 03 Reporting and management of incidents
RMP 14 Complaints policy and procedure

1G104 Records policy

DQPO1 Data quality policy

We have an extensive range of clinical governance policies and these are reviewed at
appropriate intervals but no later than three years to ensure our operating policies reflect
the best practice.

Systems and processes

There is a system and process to report the quality indicators for services from Board of
Directors to every level in the Trust. Each service has a range of national quality indicators
and these are extracted from the information centre data source and reported by service
line to the Board of Directors at monthly intervals. Any high risk issues (red rated) are
considered by the Finance, Investment and Performance Committee and an appropriate
action plan agreed.

Furthermore, the clinical audit plan reports on the performance of the national and local
clinical audits at quarterly intervals to the Board of Directors’ Safety and Quality Committee
and includes any key risk areas and associated action plans. The internal and clinical audit
plans are also aligned to the Board’s Assurance Framework.

Patient experience results have been developed at service line and services now have at
least five years of information on the views of outpatients and inpatients, where
appropriate. This year, we have continued to develop our quality panels which provide the
Board of Directors with a detailed assessment of the quality, safety and leadership
effectiveness for each of the services we offer.

This service line information sits alongside established patient experience data to allow for a
comprehensive assessment of quality. These panels rely on a face-to-face assessment as
well as analysis of a wide range of information gathered in advance including ward
observation.
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People and skills

The Quality Account describes the focus on people and skills in the Trust. There are three
key elements described. Firstly, the outcomes of services to patients are delivered by
highly-qualified and skilled individuals. We have robust policies for the recruitment and the
development of staff.  Secondly, mandatory and statutory training of staff is a key
performance indicator and this is also reported to the Board of Directors at regular intervals.
Thirdly, results of the 2018 NHS staff survey, against which we achieved a response rate of
72%, show that the majority of our staff would recommend the Trust as a place to work or
receive treatment and ranking, putting Northumbria Healthcare 2 among non-specialist
acute Trusts (out of 86) and 6th compared to all other Trusts (out of 163). Overall, the
survey provides some excellent results however we will continue to focus on areas for
improvement.

Data use and reporting

Good quality information underpins the effective delivery of patient care and is essential if
improvements in quality of care are to be made. Improving data quality, which includes the
quality of ethnicity and other equality data, will thus improve patient care and improve
value for money.

We have robust procedures to ensure that the quality and accuracy of elective waiting time
data reported is as high. There is detailed guidance followed by the analysts each month in
producing the elective waiting time data reports for NHS England and the Board.

Corporate Governance Statement

The Board of Directors, as required under NHS Foundation Trust condition 4(8)(b) assures
itself of the validity of its Corporate Governance Statement. The Board of Directors review
the Corporate Governance Statement every year to ensure that declarations being made
can be supported with evidence. It considers the risks and mitigating actions that
management provided to support the Statements and determine, both from its own work
throughout the year - particularly the testing of the controls set out in the Assurance
Framework - and assurances provided from the work of the Trust’s internal, external
auditors and other external audits or reviews, whether the Statements are valid.

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
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clinical leads within the Trust that have responsibility for the development and maintenance
of the internal control framework. | have drawn on the content of the Quality Account
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 of Directors, the Audit Committee and Assurance
Committee and a plan to address weaknesses and ensure continuous improvement of the
system is in place.

The Board of Directors, supported by the Audit Committee and Assurance Committee, has
routinely reviewed the Trust’s system of internal control and governance framework,
together with the Trust’s integrated approach to achieving compliance with the CQC
fundamental standards. The Assurance Framework provides the Board of Directors with
evidence that the effectiveness of controls that manage the risks to the organisation
achieving its principal objectives have been reviewed.

The Audit Committee has provided the Board of Directors with an independent and
objective review of internal financial control within the Trust by reflecting on the Trust
financial report to the Board of Directors. There have been no significant controls gaps
identified during 2018/19.

The Finance Investment and Performance Committee and Safety and Quality Committee
provides the Board of Directors with an integrated clinical governance report at regular
intervals and the former committee of the Board of Directors ensures compliance on
governance issues are delivered and immediate action is taken should performance not be
in line with the target set by the Board of Directors.

Clinical audit is given a high importance in the Trust. The annual Clinical Audit Plan is
agreed by the Safety and Quality Committee and the Annual Plan reflects the priorities of
the Board of Directors and the national best practice, for example, NICE clinical guidelines,
national confidential enquiries, high level enquiries and other nationally agreed guidance is
taken into account in the context of clinical services provided by the organisation. A
quarterly review of progress against the plan is reported to the Safety and Quality
Committee and to the Board of Directors via an integrated governance report. Any
significant issues that emerge are reported to the Board of Directors and a service
improvement plan or Trust-wide quality improvement is approved.

Internal audit has reviewed and reported upon control, governance and risk management
processes, based on an audit plan approved by the Audit Committee. The work included
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identifying and evaluating controls and testing their effectiveness, in accordance with NHS
Internal audit standards. Where scope for improvement was found, recommendations were
made and appropriate action plans agreed with management. The Head of Internal Audit
Opinion Statement has been received on the effectiveness of the system of internal control
giving substantial assurance.

Conclusion

The overall opinion is that no significant internal control issues have been identified during
2018/19 and therefore significant assurance can be given that there is a generally sound
system of internal control, designed to meet the organisation’s objectives, and that controls
are generally being applied consistently.

Sir James Mackey

fe

Chief Executive Officer

23" May 2019
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PART 1 — Statement on quality from the Chief Executive

It is my pleasure to introduce our Quality
Account for 2018/19. This is our
opportunity to reflect on our achievements
in what has been a landmark year for the
NHS as a whole, and for our Trust in
particular.

Without a doubt, it's been another very
busy year with periods of intense pressures
on our services. However, | am pleased to
say that we used the lessons we learnt
from the harsh winter of 2017/18 to good
effect. The changes we made — often on
the back of direct feedback from frontline
staff — have made a direct and tangible
difference to our patients.

This is exactly what our Trust is about —
taking fantastic performance not as a
ceiling but as a new benchmark; learning
new lessons and innovating to overcome
problems. We have more to do - the
process never stops — but | could not be
more proud of our record to date.

In our quality account last year we outlined
our proposed quality improvements for
2018/19. We decided to focus on a smaller
number of programmes due to there being
a desire to develop and embed a culture of
quality improvement (Ql) across our Trust.
Our aim was not only to develop the
different pathways themselves but also on
developing a Ql culture; encouraging new
thinking at every level.

I'm pleased to say we have made great
strides and now have a proven formula to
help structure these changes. A lot of work

is happening in every business unit to raise
awareness among our staff, to encourage
them to undertake training and, above all,
suggest a change that could have a positive
impact.

After all good ideas come from everywhere
and anywhere.

Our progress to date on our five priorities
for 2018/19 - namely falls, staff
experience, surviving sepsis, flow and
frailty — is set out in detail within.
However, | want to highlight one of them
here — which just happens to be the most
noticeable! —the new ambulatory care unit
at The Northumbria hospital.

The new-build is moving forward and the
department is on course to be operational
this summer. This project is a key part of
our work to improve the flow of patients
through our system to help decongest our
emergency department and reduce delays.
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This ground-breaking unit — which will
accommodate medical,
gynaecology and orthopaedic services —

will result in @ much-improved journey and

surgical,

experience for our patients, and also be
more efficient, helping staff adapt to
changing demands.

As we prepare for the new department, we
have also achieved our target of 120
attendances in ambulatory care per day,
increasing from around 70 per day
previously.

Whilst the physical developments in
ambulatory care are plain to see, it doesn’t
detract from the excellent work taking
place to make improvements in other
areas. For example, a significant reduction
in the number of falls thanks, in part, to
the introduction of innovative new
observation tools.

This progress would not have been
possible without the hard work and
unfaltering dedication of our staff who
continually focus their efforts on making
the care we provide for our patients the
very best it can possibly be.

I'd like to thank each and every one of
them for their service and enthusiasm over
the last year.

As this quality account outlines, we have a
clear set of priorities for 2019/20. Priorities
which aim to build on what we have
achieved so far - for example, on flow and
frailty and a renewed focus on sustained
improvement in our cancer targets.

However, we are also determined to
branch out into entirely new areas.

Among the most prominent is how we
approach bereavement. As part of ‘realistic
medicine’” we’re committed to changing
the shape of the conversations we have
with patients. This is particularly pertinent
to our frail and older patients. Moving
forward a greater emphasis will be placed
on tailoring care to the things/priorities
people tell us they have; rather than on
what we might think they are. This is
hugely important piece of work which has
the potential to make a very tangible
difference to the quality of life enjoyed by
our patients and their families.

Another important initiative is ‘every
contact counts’ which is all about making
the most of each interaction with patients.
Moreover, to making sure that the care we
deliver is linked to wider issues around
public health. We, as a trust, have a
responsibility in this area and must take
every opportunity to improve the health
and wellbeing of the populations of
Northumberland and North Tyneside we
serve.

As we look to the year ahead we’ve much
to be positive about and | look forward —
can’t wait! - to seeing many more
improvements over the next year.

Sir James Mackey

ot

Chief Executive Officer
Northumbria Healthcare NHS Foundation
Trust
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About the Trust

The Trust is one of the country’s top performing and is recognised nationally for delivering the
highest quality of care to patients in hospitals, in the community and in people’s own homes.

Geographically one of the largest in the country, it provides a range of health and care services
to a population of more than half a million people living in Northumberland and North Tyneside.

Services are delivered in a range of hospital and community settings, such as GP practices and
health centres, and in people’s own homes and include:

e A specialist emergency care hospital — The Northumbria

e General hospitals at Hexham, North Tyneside and Wansbeck

e Community hospitals at Alnwick, Berwick, Rothbury and Blyth

e Anintegrated health and social care facility at Haltwhistle

e An elderly care unit in Morpeth (temporarily relocated to Wansbeck General Hospital)
e An outpatient and diagnostic centre at Morpeth

e Sexual health centres in North Tyneside and Northumberland

In Northumberland, the Trust manages adult social care services on behalf of Northumberland
County Council and, for many years, the two organisations have worked together to successfully
integrate health and social care in one of the most rural parts of England. This unique
partnership helps to ensure that patients experience a smooth transition between hospital and
home and that support is in place for patients to manage independently at home and avoid
future hospital admission where possible.

Looking after the health and wellbeing of its communities, the Trust encourages residents,
where possible, to take positive steps to improve their health and prevent illness.

The Trust is one of the region’s largest employers with more than 10,000 staff and is proud that
it had one of the strongest performances in the NHS staff survey. Northumbria ranked second

among acute trusts (out of 86) and sixth overall (out of 163).

It champions equality and diversity and works hard to promote equal opportunities for all and
improve the health and wellbeing of its employees.
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In a year, the Trust:

e cares for around 75,000 patients on its wards

e provides treatment to almost 220,000 patients in its minor injury units, urgent care
centres and emergency department

e sees around 400,000 patients in outpatients

e carries out around 370,000 diagnostic tests

e sees around 50,000 people for day case procedures

e carries out around 1million appointments with patients outside of hospital

e provides advice, information, support and services to more than 20,000 people through
adult social care with the care management service, on average, visiting more than 1,000
people each week

What is a Quality Account?

Quality Accounts are annual reports to the public from providers of NHS healthcare that
detail information about the quality of services they deliver. They are designed to assure
patients, service users, carers, the public and commissioners (purchasers of healthcare),
that healthcare providers are regularly scrutinising each and every one of the services
they provide to local communities and are concentrating on those areas that require the
most improvement or attention.

Quality Accounts are both retrospective and forward looking. They look back on the
previous year’s information regarding quality of service, explaining where an organisation
is doing well and where improvement is needed. They also look forward, explaining the
areas that have been identified as priorities for improvement over the coming financial
year.

The account includes additional information required by the health regulator NHS
Improvement for ‘Quality Reports’, due to the Trust being a ‘Foundation Trust’.
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PART 2 - Priorities for improvement and statements of
assurance from the Board

This section of the Quality Account describes the progress made against priority areas for
improvement in the quality of health services identified in the 2017/18 Quality Account and the
priorities identified for 2019/20. It includes why they were chosen, how the Trust intends to
make the improvements, and how it plans to measure them. It also sets out a series of
statements of assurance from the Board on key quality activities, and provides details of the
Trust’s performance against core indicators.

Progress against the priorities in 2018/19

The Quality Account for 2017/18 outlined the Trust’s proposed quality improvements for the
year ahead (2018/19). These priorities were identified as a result of engagement with patients,
the public, staff, members, governors and external stakeholders through face-to-face meetings,
social media and online surveys. The results were put into groups and themes, and where
possible, cross checked against quantitative data that the Trust holds within its quality and
performance management system. It was agreed that some of these priorities would run for
two years (see Part 3). Table 1 lists what the 5 priorities for 2018/19 were:

Table 1: Priorities for 2018/19

1. Falls

2. Staff Experience
3.  Surviving Sepsis
4. Flow

5. Frailty

Trust performance

Our Quality Improvement (Ql) Approach

This section provides details on how the Trust has performed against its 5 core priorities for
2018/19. The core principle behind the focus on a smaller number of programmes was a desire
to develop and embed a culture of Ql across the organisation and to concentrate on the
inclusion of services and teams in the Trust priorities. Our aim was therefore not only on
developing the different pathways themselves but also on developing a Ql culture, and a Ql
approach was used to help the successful delivery of our planned objectives.
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Priority 1: Falls

What did we say we would do?

Table 2: Falls objectives

Falls: Key objectives 2018/19 Progress
e  Reduce the overall number of falls )
e Reduce the number of falls resulting in moderate and above harm events T

Key: 1 better than expected; < as expected; & worse than expected

Progress Update:

During 2018/19 significant improvements have been made in the number of falls that take place
in hospital. Our median number of falls/1000 bed days has fallen from 8.5 in 2017/18 to 6.5
over the course of 2018/19. This is now in line with the national average and represents a
continuously improving picture. As a result, our previous high risk rating on the Board
Assurance Framework (BAF) was modified to a moderate risk in December 2018.

Three key initiatives have taken place this year:

1. Roll out of Fall Safe Bundle Trust wide via Datix and digital falls care plan March 2018
Attendance at the NHSI Falls Collaborative May 2018
Launch of the AFLOAT (Avoiding Falls Level of Observation Tool) and Bay Watch concept
in December 2018. AFLOAT is a supportive observations tool that enables staff to
correctly identify and appropriately support those patients most at risk of falls.

As an outcome of our attendance at the NHSI collaborative, a Task and Finish group was
instigated to develop a combined psychological and falls observational policy. It is recognised
that a significant proportion of patients who fall in hospital have a diagnosis of dementia or
delirium. This combined policy is in its final stages of approval and will be embedded within
clinical practice throughout the course of 2019/20. Our ability to impact on psychological
wellbeing as part of our falls strategy is an aim moving into 2019/20.

We have refined our data dashboard over time and this is now consistently used to measure our
progress on falls prevention. The chart below demonstrates the change over time for our rate
of falls/1000 bed days from the pre-existing median value. The chart is annotated with the
improvement interventions introduced that have contributed to this change. The graph
demonstrates that the reduction has been sustained as new interventions come on stream and
the continual process of improvement introduced by the specialist team.
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Figure 1: Falls per 1000 bed days timeline

Falls per 1000 bed days timeline
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Our governance process around datix reporting of incidents has been modified to include the
core components of the falls safe bundle. This has resulted in an improvement in our ability to
not only educate staff on the falls bundle but also to reduce significantly the time taken to
investigate our most serious incidents. Table 3 demonstrates the improvements in this process.

Table 3: Serious incident investigations timescales

Date Overdue At risk On target Total Days in
process
10 3 11 24

May 2017 269
November 0 0 10 10 52

2018

March 2019 0 0 3 3 34

Alongside our improvement initiatives, we have continued to strengthen our governance
structures and relationships. Falls Service improvements now report to a newly established
Frailty Board and we have developed excellent communication links with Clinical Commissioning
Group (CCG) colleagues at our Falls Quarterly Steering Group.
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Priority 2: Staff Experience

What did we say we would do?

Table 4: Staff experience objectives

Staff experience: Key objectives 2018/19 Progress

e Create a new Chief Experience Officer role within the organisation and NHS, to lead a programme ©
of improvement that integrates staff and patient experience

e Inthe first year of implementation, agree a set of metrics that enables us to understand how our @
staff are feeling at work.

e Pilot these surveys with teams to test we have got the questions and lines of inquiry right. @

Key: 1 better than expected; < as expected; & worse than expected

Progress Update:

The staff experience programme has made excellent progress throughout the year. From
appointment in May 2018, our Chief Experience Officer conducted a literature review to
understand more about the aspects of staff experience that mattered most and how these were
linked to improving patient experience too. A steering group comprising of staff from HR ,
learning and development, patient experience and communications have come together to
progress our aims for real time understanding of staff experience. In the autumn we agreed to
pilot our proposed survey questions with 8 teams. This enabled us to improve our processes for
connecting with teams and refine our questions in a way that made sense to our staff. By
December we were ready to launch our programme and get a baseline understanding of how
staff across the organisation were feeling. We were delighted with the response from over 2700
staff and more than 200 teams. For the first time we were able to have a far more detailed
picture of staff experience and achieve this feedback in a timely way.

Figure 2: Staff experience results
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Priority 3: Surviving Sepsis

What did we say we would do?

Table 5: Sepsis objectives

Sepsis: Key objectives 2018/19 Progress
e Improve sepsis screening rates — early identification of those at risk of sepsis T
e Increase the use of the infection screening tool to impact on sepsis 6 compliance \

Key: 1 better than expected; < as expected; & worse than expected

Progress Update:

In the management of sepsis, the biggest gain in relation to mortality is delivered through the
screening process. Screening is important in ensuring we identify those at risk of sepsis at the
earliest possible opportunity and relies on two factors — the recording of a NEWS (clinical
observations) score and a question regarding the possibility of infection.

In September 2018 we introduced Nervecentre (a digital system) to the emergency department.
The system incorporates electronic NEWS (Northumbria Early Warning Score) observations as a
mandatory element of the triage process. A prompt in relation to sepsis is incorporated into the
tool which enables us to fully meet the requirements of sepsis screening. Working closely with
the emergency care team, we have now been able to ensure that sepsis screening continues to
exceed our 95% threshold.

Figure 3: Sepsis Screening performance monitoring
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For those who have a suspicion of sepsis, the sepsis screening tool is designed to support staff
to deliver the six elements of the care bundle. We identified the use of the sepsis screening tool
as a mechanism for improving bundle compliance in the emergency department. As we have
moved into a more digital environment within the emergency setting, it has become apparent
that the use of the form has declined over a number of months such that our target of 65% use
of the screening tool has not been achieved.
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We have continued to see improvements in the delivery of all individual aspects of the bundle in
relation to time taken and this is reviewed monthly at our Sepsis Steering Group. Our median
time for delivery for those that receive all elements of the bundle continues to sit below one
hour and our focus is now on consist and sustainable delivery of the bundle to increase the
overall number of people receiving the full bundle. This work will continue into 2019/20. Over
the course of 2018/19 our completion of the whole bundle in the Emergency Department (ED)
has risen from 10% to 45%.

Figure 4: Sepsis bundle compliance

60%

50%

40%

30%

20%

10%

0%

i O,

IMean UCL s CL
Compliance

/

AN A

AN\ AL
NS —— N/ \1_/""\"’\\/

v v 7

- Y N —
AN\ T

\r\/ )

April 2018 - March 2019

T
02-Apr 02-May 02-lun 02-lul 02-Aug 02-5ep 02-Oct 02-Nov 02-Dec 02-lan 02-Feb 02-Mar 02-Apr

Figure 5: Median time to deliver sepsis bundle in ED

03:00

02:00

01:00

00:00

= Median Time Mean ==-=UCL ==-=ILCL

Apr 2018 May 2018 Jun 2018 Jul 2018 Aug 2018 Sep 2018 Oct 2018 Nov 2018 Dec 2018 Jan 2019 Feb 2019 Mar 2019
April 2018 - March 2019

In March 2019 we introduced an updated version of the NEWS observation model, NEWS2. This
allows us to screen more effectively for sepsis by excluding those with chronic respiratory
disease and identifying those patients with a new or acute confusion.

Moving into 2019/20, we aim to introduce a digital version of the screening and assessment tool

which will go live in Nervecentre during the course of quarter 1 (Ql1) and be available to the
emergency department and ward based teams.
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Priority 4: Flow

What did we say we would do?

Table 6: Flow objectives

Flow: Key objectives 2018/19 Progress
e Increased use of ambulatory care @
e Decrease in stranded (extended stay) patients Ll

Key: better than expected; & as expected; ¥ worse than expected

Progress Update:

Having good flow through our hospitals is a key safety initiative as there are high volumes of
patients within our ED and with delays in discharge plans creates additional risk in the system.
All of our safety and quality priorities are in one way or another related to patient flow.

In September 2018, as a safety priority ahead of the winter period, we introduced a digital
system called Nervecentre into the ED. This provided the emergency care team with electronic
observations (NEWS), a consistent Northumbria triage module and task management via an
electronic patient dashboard. This system has allowed us to identify our sickest patients and
ensure they are seen in a timely way and equally importantly to identify those patients who
could be seen in our ambulatory care environments.

Ambulatory care
Our target to achieve 120 attendances per day within the ambulatory care unit has been
achieved, increasing from around 70 per day previously.

During the course of 2018/19 we have committed to establishing a new, purpose built
department for our ambulatory care service. Through our early work in focussing on clinical
pathways and increasing activity through ambulatory services, it became clear that the current
facilities would not be fit for purpose in relation to a fully developed clinical system.

The dedicated unit has been designed to accommodate medical, surgical, gynaecology and
orthopaedic services. The build has been designed and work commenced in the summer of
2018. It is anticipated that the unit will open in Q1 of 2019/20.

In developing the new build and focus on increasing our use of quality improvement methods,
the ambulatory care service hosts a weekly improvement meeting (big room) which takes place
on the existing unit. The opportunity is taken to understand the workload within the

department and how to improve the service for patients.

Their service improvement work is now focussed on:
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e Understanding activity by specialty post-opening of the new building

e Exploring ways to reduce patient time in the department by introducing a 4 hour process

e Understanding workload and referral routes (streaming from ED vs General Practitioner
(GP) direct referral)

e Managing the time to initial assessment

e Understanding admission conversion rate (right person, right place, first time)

e Pathway and clinical condition based data and mapping to improve flow

e Developing patient and staff experience measures

A data dashboard has being created for each specialty looking at key performance metrics
associated with attendance and time in the department. An example is shown below. This
dashboard is the first steps in the team being able to clearly see their performance and to
measure progress of their improvement initiatives. The dashboard is a key aspect of discussion
within the big room and is enabling the team to focus on pathways of improvement.

Figure 6: Ambulatory Care Dashboard

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST
Ambulatory Care Dashboard for 14/01/2019 to 10/02/2019
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Extended Stay Patient Programme

Our focus has moved towards improving bed availability as a key factor in improving flow and
across 2018/19 a number of initiatives have taken place focussing on reducing the number of
extended stay patients in the organisation. Extended patients are those that remain in our
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hospitals >21 days and an improvement target of 130 patients was set for our organisation
against a national definition.

A new HomeSafe service was created in March 2018 to integrate resources from occupational
therapy, physiotherapy, discharge nurses, adult social care and the Red Cross. The service
ensures that patients who need further therapy and assessment, but do not require hospital
care, are wherever practicable discharged to complete their recovery in their own homes.

Our extended stay programme has resulted in the introduction of a coordinated approach to
discharge planning with new integrated site based meetings involving community and ward
based staff. The delivery of reset days throughout the winter period alongside work to explore
further collaborative working between physiotherapy and occupational therapy services were
also key components of this work.

Over the course of 2018/19, the HomeSafe and extended stay team have become more refined
in their use of performance information and intelligence to understand the enablers required to
reduce length of stay within this cohort of patients.

The chart below shows our progress over the period 2018/19 — the first chart tracks the
improvement initiatives introduced and the second chart the percentage change over the
course of the year. We have reduced the number of patients who stay more than 21 days in
hospital by 18% and those who stay greater than 7 days by 8%. We recognise variation in the
charts associated with seasonal pressures.

The key for each improvement initiative indicated on the chart is show below:

1) 3 April 2018 — Home Safe Launch (NSECH only) and A&E blue zone streaming

2) 12 September 2018 — Home Safe Big Room NSECH

3) 18 September 2018 — Nerve Centre A & E

4) 23 Qctober 2018 - Launch of Home Safe Control Centre & new daily analysis report

5) 16 November 2018 - Home Safe Big Room NTGH

6) 12 December 2018 — Reset Days

7) 2 January 2019 — Reset Days

8) 7 Jan 2019 - Home Safe Launched County Wide Northumberland

9) 16 January 2019 — Launch of Adult Social Care Individual Inpatient Involvement File (personal report for each social worker).
10) 6 February 2019 — Launch of District Nursing individual Inpatient Involvement File (personal report for each District Nurse).
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Priority 5: Frailty

What did we say we would do?

Table 7: Frailty

e  Further explore the opportunity to increase patients attending the Frailty Assessment Service N4
e Capture of the frailty (Rockwood Score) in the emergency department T
e Focus on de-conditioning and the impact of Length of Stay (LOS) and immobility on pressure care T

Key: 1 better than expected; <> as expected; worse than expected

Progress Update:

Frailty is a priority within the organisation as the majority of our in-hospital population are older
with significant co-morbidities. In considering frailty services, the Frailty Assessment Unit was
set up in early 2017. The introduction of this service has seen benefit in access to a geriatrician
and Multi-disciplinary Team (MDT) together with the completion of a comprehensive geriatric
assessment at the earliest possible opportunity from arrival at the hospital.

Operational difficulties within the frailty service this year have meant that we have been unable
to meet our target of 30 patients per day. Our average attendance per day is 15, which was our
target for Q1.

Our work to develop the comprehensive geriatric assessment has involved testing an initial,
multi-disciplinary team document within the frailty service. This was well received and,
although slower than anticipated, this work has now moved into scoping the transfer of care
between hospital sites and the potential to introduce this in a digital format.

We have continued to strengthen our governance framework and a Frailty Board has been
established to oversee the strategy for our older, complex patient groups. Our focus is on
developing a coherent over-arching strategy that has an understanding of GIRFT and wider
regional initiatives to inform good practice. Our falls, dementia, pressure care and nutrition
strategies all feed into this group which reports to Safety and Quality Committee.

Specific areas of focus during 2018/19 (alongside the extended stay programme) were:

e The Rockwood Score was incorporated into Nervecentre as part of our Northumbria
Triage module in the emergency department. This is a recognised, visual chart based
scoring system that identifies the level of support a patient requires — e.g. fully mobile to
bed dependant. Since going live with the system in September 2018, 100% of patients
attending ED have a frailty score recorded. Improvements in education and support of
the emergency care team continue to ensure that data quality is of a high standard. This
information is now being utilised to map the patient journey through our hospital system
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of those with a score >5 and to inform our training and clinical strategies moving
forward.

e |t is recognised that mobility in hospital is associated with the development of
complications, including pressure ulcers, deep vein thrombosis (DVT), pneumonia, and
urinary tract infections (UTI). Many studies have shown that complications of immobility
could result in deconditioning including increased morbidity and mortality. In exploring
opportunities to prevent and manage harm events such as falls and pressure care, two
initiatives have been encouraged this year.

Firstly, we introduced a physiotherapy exercise programme to our elderly care environments.
Initially designed to implement the Hip Sprint recommendations for therapy levels in those with
Fractured Neck of Femur, it has become evident that other groups of patients have received
benefit from social interaction, increased therapy time and improved patient experience. We
will continue to develop this initiative into 2019/20 with purpose built facilities at North
Tyneside General Hospital and a planned roll out to Wansbeck General Hospital.

Figure 7: Comparison of individual physiotherapy sessions vs Group physiotherapy sessions

Individual therapy Group therapy

m Up to 15 mins

m 15 - 30 mins

30-45 mins

m 45-60 mins

Secondly, a quality improvement project to introduce digital photography to improve the
process of pressure ulcer validation was instigated on Ward 1 at the Northumbria in June 2018.
Information gathered at the start of the project highlighted difficulties for staff with
inconsistencies apparent and lack of confidence in the classification of pressure damage.

Further supportive training has been provided to the team and there is good engagement across
all clinical services involved. We are now demonstrating improvements in the time taken for
tissue viability to receive, review and for advice to be available and this work continues to
develop.

Approval has also been given to extend the programme to two further clinical environments to

increase the number of images captured and further understand the potential clinical
improvements and efficiencies that may arise.
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Figure 8: Tissue Viability Review

Tissue Viability Review

Figure 9: Images on Nervecentre vs Datix Submission
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Key aspects of our qualitative and quantitative evaluation will be to understand the impact on
length of stay for those patients where specialist advice is sought and received earlier, more
effective use of specialist nurse time by reducing travel time and associated costs, the potential
to reduce cost of dressings through the correct classification of pressure damage and ultimately
better treatment outcomes.
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Statements of assurance from the Board

Services and reviews

During 2018/19 Northumbria Healthcare NHS Foundation Trust provided and/or sub-contracted
40 relevant health services.

Northumbria Healthcare NHS Foundation Trust has reviewed all the data available to them on
the quality of care in 14 of these relevant health services. The income generated by the relevant
health services reviewed in 2018/19 represents 35% of the total income generated from the
provision of relevant health services by Northumbria Healthcare NHS Foundation Trust for
2018/19.

The Trust aims to ensure that its services continue to provide the best possible care. To help
with this, the Trust has continued to carry out a programme of specialty reviews using its quality
panels. The main purpose of these multi-disciplinary quality panels is to explore individual
services with clinical directors and management leads, both in terms of their clinical outcomes
and other qualitative measures such as patient experience. They analyse the service and identify
areas of good practice and those in need of improvement, and any gaps in knowledge.

They take account of data and information such as compliance with National Institute of Health
and Care Excellence (NICE) guidance, involvement in local and national audits, outcomes data
such as waiting times and health status and CQUIN targets, complaints and compliments, and
other patient feedback. Their role is to examine if services are: safe, effective, caring,
responsive, and well-led. During 2018/19, the specialties and services that were reviewed
included:

e Acute Medicine

e Care Management

e Community Learning Disability team
e District Nursing

e Haematology & Blood Transfusion

e Infection Control

e Integrated health and wellbeing

e Maternity

e Palliative care

e Physiotherapy

e POAS Mental Health services for Older people
e Radiology

e Rheumatology

o Safeguarding

e Tissue Viability
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Trauma & orthopaedics

Participation in clinical audit

National audits

During 2018/19, 49 national clinical audits and 5 National Confidential Enquiries covered

relevant health services that Northumbria Healthcare NHS Foundation Trust provides. During

that period Northumbria Healthcare NHS Foundation Trust participated in 100% national clinical

audits and 100% national confidential enquiries of the national clinical audits and National

Confidential Enquiries which it was eligible to participate in.

The national clinical audits and national confidential enquiries that Northumbria Healthcare NHS

Foundation Trust was eligible to participate in during 2018/19 are as follows (in Table 8):

Table 8: Eligible National Audits and National Confidential Enquiries 2018/19

1.

Acute Coronary Syndrome or
Acute Myocardial Infarction
(MINAP)

Adult Community Acquired
Pneumonia

Asthma and COPD Audit
Programme

BAUS Urology Audits: Female
stress urinary incontinence

Bowel Cancer

Cardiac rhythm management
(CRM)

Cardiac Rehabilitation

Case Mix Programme

Child Health Clinical Outcome
Review Programme

Quality Account 2018 /19

National Institute for
Cardiovascular
Outcomes Research

British Thoracic
Society

Royal College of
Physicians

British Association of
Urological Surgeons

Royal College of
Surgeons

National Institute for
Cardiovascular
Outcomes Research
(NICOR)

University of York

Intensive Care
National Audit and
Research Centre
(ICNARC)

National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)

To examine the quality of the management of heart attacks in
hospital

This study collects information about the quality of care for adults
admitted to hospital with Pneumonia

To improve the quality of care, services and clinical outcomes for
patients with asthma (adult; children and young people) and
chronic obstructive pulmonary disease (COPD)

This audit looked at surgical treatments for both primary and
recurrent stress urinary incontinence

The audit aims to measure the quality of care and survival rates of
patients with bowel cancer in England and Wales

The aim of the CRM audit is to examine the implant rates and
outcomes of all patients who undergo pacemaker, implantable
cardioverter defibrillators and cardiac resynchronization therapy
implantation procedures in the UK

To collect comprehensive audit data to support the monitoring
and improvement of cardiovascular prevention and rehabilitation
services in terms of access, equity in provision, quality and clinical
outcomes

The Case Mix Programme (CMP) is an audit of patient outcomes
from adult general critical care units. It reports on 12 potential
quality indicators including hospital mortality, unit acquired
MRSA, out of hours discharges, delayed discharges and unplanned
re-admission

The audit examined two topics; Cancer in Children, Teens

and Young Adults and Long Term Ventilation (although the
national body are still in the process of sending out questionnaires
for this study)
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10.

11.

12.

13.
14.

15.

16.

17.

18.

19.

20.

21.

22.

Quality Account 2018 /19

Diabetes (Paediatric) (NPDA)

Elective Surgery (National PROMs

Programme)

Falls and Fragility Fractures Audit

programme (FFFAP)

Feverish Children (Care in
Emergency Departments)

Inflammatory Bowel Disease (IBD)

Programme

Learning Disability Mortality
Review Programme (LeDeR

Programme)

Major Trauma Audit

Mandatory Surveillance of
Bloodstream Infections and
Clostridium Difficile Infection

Maternal, Newborn and Infant
Clinical Outcome Review

Programme

Medical and Surgical Clinical
Outcome Review Programme

Mental Health Clinical Outcome

Review Programme

National Audit of Anxiety and

Depression

National Audit of Breast Cancer in
Older Patients (NABCOP)

Royal College of
Paediatrics and Child
Health

Health & Social Care
Information Centre

Royal College of
Physicians of London

Royal College of
Emergency Medicine

Royal College of
Physicians

University of Bristol

The Trauma Audit and
Research Network
(TARN)

Public Health England

MBRRACE-UK -
National Perinatal
Epidemiology Unit

National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)

National Confidential
Inquiry into Suicide
and Homicide (NCISH)
— University of
Manchester

Royal College of
Psychiatrists

Royal College of
Surgeons of England

The audit aims to assess the quality of paediatric diabetes care in
relation to priority clinical standards recommended by the
National Institute of Health and Care Excellence (NICE)

Patient Reported Outcome Measures (PROMs) are a means of
collecting information on the effectiveness of care delivered to
NHS patients as perceived by the patients themselves

The PROMs programme covers four common elective surgical
procedures: groin hernia operations, hip replacements, knee
replacements and varicose vein operations

The aim is to provide reliable, relevant and timely data suitable to
facilitate local improvements in clinical practice and patient safety
work in acute hospitals in order to reduce inpatient falls

To improve the care and treatment of children who attend ED
with a fever

The aim of the audit was to improve the quality and safety of care
of people with IBD in the UK

Aims to make improvements to the lives of people with learning
disabilities by clarifying any potentially modifiable factors
associated with a person’s death, to ensure that these are not
repeated elsewhere

To improve emergency healthcare systems by collating and
analysing trauma care

To monitor and improve the management of Bloodstream
Infections and Clostridium Difficile Infection

This is an audit in to the deaths of babies who were born after 24
weeks of pregnancy. The aim is to better understand the reasons
for death so that lives can be saved in future years

The audits covered: Perioperative Diabetes, Pulmonary Embolism
and Acute Bowel Obstruction.

The Inquiry examines suicide, and homicide committed by people
who had been in contact with secondary and specialist mental
health services in the previous 12 months and publishes this in an
annual report

The aim of the audit was to focus on improving care received by
people during and after a period of inpatient treatment, including
access and acceptability of services; waiting times and
management between referral, assessment and treatment; access
to services at times of crisis; employment support; training and
supervision of therapists; and pharmacotherapy use.

The audit aim was to improve the quality of hospital care for older
patients with breast cancer
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23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

National Audit of Dementia

National Audit of Intermediate
Care (NAIC)

National Audit of Psychosis

National Audit of Rheumatoid and
Early Inflammatory Arthritis

National Audit of Seizures and
Epilepsies in Children and Young
People

National Bariatric Surgery Registry

National Cardiac Arrest Audit

National Comparative Audit of
Blood Transfusion programme:
Audit of Patient Blood

National Diabetes Audit — Adults

National Emergency Laparotomy
Audit (NELA)

National End of Life Care Audit

National Heart Failure Audit
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Royal College of
Psychiatrists

NHS Benchmarking
Network

Healthcare Quality
Improvement
Partnership

Northgate Public
Services

The Royal College of
Paediatrics and Child
Health

British Obesity and
Metabolic Surgery
Society

Intensive Care
National Audit and
Research Centre
(ICNARC)

NHS Blood and
Transplant

Health and Social Care
Information Centre
(HSCIC)

The Royal College of
Anaesthetists

Royal College of
Physicians

National Institute for
Cardiovascular
Outcomes Research

To measure criteria relating to care delivery which are known to
impact on people with dementia admitted to hospital including:
policies and governance in the hospital that recognise and support
the needs of people with dementia; elements of comprehensive
assessment; involvement of carers; discharge planning; and
identified changes to support needs during admission

The project allows commissioners / funders and providers to
consider both the national answers to these questions but also,
importantly, how their local health and social care economy is
performing on these key issues

The audit aims to increase the quality of care that NHS mental
health Trusts in England and Health Boards in Wales provide to
people with psychosis.

To examine the assessment and early secondary care
management of all forms of peripheral joint early inflammatory
arthritis in all NHS secondary care settings

The audit aims continue to measure and improve care and
outcomes for UK children and young people with epilepsies

The key objective of the registry is to accumulate sufficient data to
allow the publication of a comprehensive report on outcomes
following bariatric surgery. This will include reportage on weight
loss, co-morbidity and improvement of quality of life.

The National Cardiac Arrest Audit (NCAA) is the national clinical
audit of in-hospital cardiac arrests in the UK and Ireland. It aims
to: improve patient outcomes; decrease incidence of avoidable
cardiac arrests; decrease incidence of inappropriate resuscitation;
and promote adoption and compliance with evidence-based
practice

The Patient Blood Management Team (PBM) is supported by the
National Blood Transfusion Committee to offer a programme of
audit. The audits aim to measure compliance to and deviation
from audit standards which relate to recommended uses of blood
components and are compiled by experts in the field

The audit measures the effectiveness of diabetes healthcare
against NICE guidance. It collects and analyses data for use by a
range of stakeholders to drive changes and improvements in the
quality of services and health outcomes for people with diabetes

The National Emergency Laparotomy Audit (NELA) was established
to describe and compare inpatient care and outcomes of patients
undergoing emergency bowel surgery in England and Wales in
order to promote quality improvement

The audit aims to ensure that the priorities for care of the dying
person

Focuses on the clinical practice and patient outcomes of acute
patients discharged from hospital with a primary diagnosis of
heart failure
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35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

National Joint Registry

National Lung Cancer Audit
(NLCA)

National Maternity and Perinatal

Audit

National Mortality Case Record
Review Programme

National Neonatal Intensive and
Special care

Non — Invasive Ventilation

Oesophago-gastric cancer

Prescribing Observatory for
Mental Health (POMH-UK)

Prostate Cancer

Pulmonary Hypertension

Reducing the impact of serious
Infections (Antimicrobial
Resistance and Sepsis)

Sentinel Stroke National Audit
programme (SSNAP)

Serious Hazards of Transfusion
(SHOT) UK National
Haemovigilance Scheme

Seven Day Hospital Services

Quality Account 2018 /19

Healthcare Quality
Improvement
Partnership

Royal College of
Physicians

Royal College of
Obstetricians and
Gynaecologists

Royal College of
Physicians

The Royal College of
Paediatrics and Child
Health

British Thoracic
Society (BTS)

Royal College of
Surgeons of England

Royal College of
Psychiatrists' Centre
for Quality
Improvement (CCQl)

Royal College of

Surgeons of England

NHS Digital

Public Health England

Royal College of
Physicians

Serious Hazards of
Transfusion (SHOT)

NHS England

To collect high quality and relevant data about joint replacement
surgery in order to provide an early warning of issues relating to
patient safety

The aim of the NLCA is to drive further improvements in lung
cancer care and outcomes by bringing the standard of all lung
cancer MDTs up to that of the best

Aims to evaluate a range of care processes and outcomes in order
to identify good practice and areas for improvement in the care of
women and babies looked after by NHS maternity services

The National Mortality Case Record Review Programme (NMCRR)
aims to develop and implement a standardised methodology for
reviewing the case records of adults who have died in acute
hospitals across England and Scotland, as well as improve
understanding and learning about problems and processes in
healthcare that are associated with mortality

To assess whether babies admitted to neonatal intensive and
special care units receive consistent care and to identify areas for
improvement in units

The BTS Non-Invasive Ventilation Audit seeks to identify where
improvements could be made in this area to align practice to BTS
Quality Standards and other guidance

To investigate whether the care received by patients with
oesophago-gastric cancer is consistent with recommended
practice

The Prescribing Observatory for Mental Health (POMH-UK) runs
audit-based Quality Improvement Programmes which focus on
discrete areas of prescribing practice.

To collect information about the diagnosis, management and
treatment of every patient newly diagnosed with prostate cancer,
and their outcomes

The audit measures the quality of care provided to people
referred to pulmonary hypertension services in England (including
patients referred from Wales) and Scotland

To improve the identification and management of serious
infections

To improve services, enable those who manage and pay for
services to monitor how well they are doing, and to empower
patients, carers, stroke survivors and the wider public to call for
improvements

The scheme was set up to collect information from adverse events
resulting from the transfusion of blood and its components and
has resulted in several changes in blood transfusion practices — in
the blood services at donor collection, within hospital laboratories
and at the patient’s bedside — resulting in improved safety and a
reduction in serious events and deaths

To determine progress against the national standards for 7 day
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hospital services

49. Surgical Site Infection Surveillance Public Health England  This service allows hospitals to record incidents of infection after
Service surgery, track patient results and review or change practice to
avoid further infections

50. Vital Signs in Adults (care in Royal College of To determine to what extent national standards are being met in
emergency departments) Emergency Medicine  relation to patients presenting to ED who are then triaged to the
majors area

51. VTE Risk in Lower Limb Royal College of To improve the assessment of VTE risk in ED patients (with lower
Immobilisation (care in emergency Emergency Medicine  limb immobilisation
departments)

The national clinical audits and national confidential enquiries that Northumbria Healthcare NHS
Foundation Trust participated in during 2018/19 are as follows (shown in Table 9):

Table 9: National Audits and National Confidential Enquiries the Trust participated in during 2018/19

1. Acute Coronary Syndrome or Acute Myocardial National Institute for Cardiovascular ‘/
Infarction (MINAP) Outcomes Research
2. Adult Community Acquired Pneumonia British Thoracic Society

3. Asthma and COPD Audit Programme

4. BAUS Urology Audits: Female stress urinary British Association of Urological Surgeons
incontinence

5. Bowel Cancer Royal College of Surgeons

6. Cardiac rhythm management (CRM) National Institute for Cardiovascular
Outcomes Research (NICOR)

7. Cardiac Rehabilitation University of York

8. Case Mix Programme Intensive Care National Audit and
Research Centre (ICNARC)

9. Child Health Clinical Outcome Review Programme National Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

10. Diabetes (Paediatric) (NPDA) Royal College of Paediatrics and Child
Health

11. Elective Surgery (National PROMs Programme) Health & Social Care Information Centre

12. Falls and Fragility Fractures Audit programme Royal College of Physicians of London
(FFFAP)

13. Feverish Children (Care in Emergency Royal College of Emergency Medicine
Departments)

14. Inflammatory Bowel Disease (IBD) Programme Royal College of Physicians

15. Learning Disability Mortality Review Programme  University of Bristol
(LeDeR Programme)

16. Major Trauma Audit The Trauma Audit and Research Network

1 vt ! vttt !t ! v 11
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National audit _ Trust participation 2018/19

17.
18.
19.

20.

21.

22.

23.
24,

25.

26.

27.
28.
29.
30.
31.

32.
33.

34.
35.

36.

37.
38.

39.

Mandatory Surveillance of Bloodstream Infections
and Clostridium Difficile Infection

Maternal, Newborn and Infant Clinical Outcome
Review Programme

Medical and Surgical Clinical Outcome Review
Programme

Mental Health Clinical Outcome Review
Programme

National Audit of Anxiety and Depression

National Audit of Breast Cancer in Older Patients
(NABCOP)

National Audit of Dementia
National Audit of Intermediate Care (NAIC)

National Audit of Psychosis

National Audit of Rheumatoid and Early
Inflammatory Arthritis

National Audit of Seizures and Epilepsies in
Children and Young People

National Bariatric Surgery Registry

National Cardiac Arrest Audit

National Comparative Audit of Blood Transfusion
programme: Audit of Patient Blood

National Diabetes Audit — Adults

National Emergency Laparotomy Audit (NELA)
National End of Life Care Audit

National Heart Failure Audit

National Joint Registry

National Lung Cancer Audit (NLCA)

National Maternity and Perinatal Audit

National Mortality Case Record Review
Programme

National Neonatal Intensive and Special care
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(TARN)

Public Health England

MBRRACE-UK - National Perinatal
Epidemiology Unit

National Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

National Confidential Inquiry into Suicide
and Homicide (NCISH) — University of
Manchester

Royal College of Psychiatrists

Royal College of Surgeons of England

Royal College of Psychiatrists
NHS Benchmarking Network
Healthcare Quality Improvement
Partnership

Northgate Public Services

The Royal College of Paediatrics and Child
Health

British Obesity and Metabolic Surgery
Society

Intensive Care National Audit and
Research Centre (ICNARC)

NHS Blood and Transplant

Health and Social Care Information Centre
(HSCIC)

The Royal College of Anaesthetists
Royal College of Physicians

National Institute for Cardiovascular
Outcomes Research

Healthcare Quality Improvement
Partnership

Royal College of Physicians

Royal College of Obstetricians and
Gynaecologists

Royal College of Physicians

The Royal College of Paediatrics and Child

1 1 1
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National audit _ Trust participation 2018/19

Health
40. Non —Invasive Ventilation British Thoracic Society ‘/
41. Oesophago-gastric cancer Royal College of Surgeons of England ‘/
42. Prescribing Observatory for Mental Health Royal College of Psychiatrists' Centre for ‘/
(POMH-UK) Quality Improvement (CCQl)
43. Prostate Cancer Royal College of Surgeons of England ‘/
44. Pulmonary Hypertension NHS Digital ‘/
45. Reducing the impact of serious Infections Public Health England ‘/
(Antimicrobial Resistance and Sepsis)
46. Sentinel Stroke National Audit programme Royal College of Physicians v
(SSNAP)
47. Serious Hazards of Transfusion (SHOT) UK Serious Hazards of Transfusion (SHOT) \/
National Haemovigilance Scheme
48. Seven Day Hospital Services NHS England ‘/
49. Surgical Site Infection Surveillance Service Public Health England \/
50. Vital Signs in Adults (care in emergency Royal College of Emergency Medicine \/
departments)
51. VTE Risk in Lower Limb Immobilisation (care in Royal College of Emergency Medicine \/

emergency departments)

The national clinical audits and national confidential enquiries that Northumbria Healthcare NHS
Foundation Trust participated in, and for which data collection was completed during 2018/19,
are listed below alongside the number of cases submitted to each audit or enquiry as a
percentage of the number of registered cases required by the terms of that audit or enquiry (as
shown in Table 10):

Table 10: National Audits and National Confidential Enquiries that the Trust participated in and for which data collection
was completed during 2018/19 - % of required cases submitted

1. Acute Coronary Syndrome or Acute Myocardial National Institute for Cardiovascular 100%
Infarction (MINAP) Outcomes Research

2. Adult Community Acquired Pneumonia British Thoracic Society 100%

3. Asthma and COPD Audit Programme 100%

4. BAUS Urology Audits: Female stress urinary British Association of Urological Surgeons 100%
incontinence

5. Bowel Cancer Royal College of Surgeons 100%

6. Cardiac rhythm management (CRM) National Institute for Cardiovascular 100%

Outcomes Research (NICOR)
7. Cardiac Rehabilitation University of York 100%

8. Case Mix Programme Intensive Care National Audit and Research 100%
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10.

11.

12.
13.

14.

15.
16.
17.
18.

19.

20.
21.
22.

23.
24,

25.

26.

27.
28.
29.
30.

31.

Child Health Clinical Outcome Review Programme

Diabetes (Paediatric) (NPDA)

Elective Surgery (National PROMs Programme)

Falls and Fragility Fractures Audit programme
(FFFAP)

Feverish Children (Care in Emergency
Departments)

Inflammatory Bowel Disease (IBD) Programme

Learning Disability Mortality Review Programme
(LeDeR Programme)

Major Trauma Audit

Mandatory Surveillance of Bloodstream Infections
and Clostridium Difficile Infection

Maternal, Newborn and Infant Clinical Outcome
Review Programme

Medical and Surgical Clinical Outcome Review
Programme

Mental Health Clinical Outcome Review
Programme

National Audit of Anxiety and Depression

National Audit of Breast Cancer in Older Patients
(NABCOP)

National Audit of Dementia
National Audit of Intermediate Care (NAIC)

National Audit of Psychosis

National Audit of Rheumatoid and Early
Inflammatory Arthritis

National Audit of Seizures and Epilepsies in
Children and Young People

National Bariatric Surgery Registry

National Cardiac Arrest Audit

National Comparative Audit of Blood Transfusion

programme: Audit of Patient Blood

National Diabetes Audit — Adults
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Centre (ICNARC)

National Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

Royal College of Paediatrics and Child
Health

Health & Social Care Information Centre

Royal College of Physicians of London

Royal College of Emergency Medicine

Royal College of Physicians

University of Bristol

The Trauma Audit and Research Network
(TARN)

Public Health England

MBRRACE-UK - National Perinatal
Epidemiology Unit

National Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

National Confidential Inquiry into Suicide
and Homicide (NCISH) — University of
Manchester

Royal College of Psychiatrists

Royal College of Surgeons of England

Royal College of Psychiatrists
NHS Benchmarking Network

Healthcare Quality Improvement
Partnership

Northgate Public Services

The Royal College of Paediatrics and Child
Health

British Obesity and Metabolic Surgery
Society

Intensive Care National Audit and Research
Centre (ICNARC)

NHS Blood and Transplant

Health and Social Care Information Centre
(HSCIC)

100%
100%

100%

100%
100%

100%

100%
100%
100%
100%

100%

(of data requested so far)

100%
100%
100%

100%
100%

100%

100%

100%
100%
100%
100%

100%
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32. National Emergency Laparotomy Audit (NELA)
33.

34.
35.

36.

37.
38.
39.

40.
41.

42.

43,
44,

45.
46.
47.

48.
49.
50.

51.

National End of Life Care Audit

National Heart Failure Audit

National Joint Registry

National Lung Cancer Audit (NLCA)

National Maternity and Perinatal Audit

National Mortality Case Record Review
Programme

National Neonatal Intensive and Special care

Non — Invasive Ventilation
Oesophago-gastric cancer

Prescribing Observatory for Mental Health
(POMH-UK)

Prostate Cancer
Pulmonary Hypertension

Reducing the impact of serious Infections
(Antimicrobial Resistance and Sepsis)

Sentinel Stroke National Audit programme
(SSNAP)

Serious Hazards of Transfusion (SHOT) UK
National Haemovigilance Scheme

Seven Day Hospital Services
Surgical Site Infection Surveillance Service

Vital Signs in Adults (care in emergency
departments)

VTE Risk in Lower Limb Immobilisation (care in

emergency departments)

The Royal College of Anaesthetists
Royal College of Physicians

National Institute for Cardiovascular
Outcomes Research

Healthcare Quality Improvement
Partnership

Royal College of Physicians

Royal College of Obstetricians and
Gynaecologists

Royal College of Physicians

The Royal College of Paediatrics and Child
Health

British Thoracic Society
Royal College of Surgeons of England

Royal College of Psychiatrists' Centre for
Quality Improvement (CCQl)

Royal College of Surgeons of England
NHS Digital

Public Health England

Royal College of Physicians

Serious Hazards of Transfusion (SHOT)

NHS England
Public Health England

Royal College of Emergency Medicine

Royal College of Emergency Medicine

* to the best of our knowledge we have submitted all the cases required for the national audits

100%
100%

100%

100%

100%

>90%

100%

100%

100%
100%

100%

100%
100%

100%

100%

100%

100%
100%

100%

100%

The reports of 21 national clinical audits were reviewed by the provider in 2018/19 and

Northumbria Healthcare NHS Foundation Trust intends to take the following actions to improve

the quality of healthcare provided:

Specialties to continue to scrutinise and share learning from all national audit reports,

undertake self-assessments against any national recommendations, and produce action

plans for improvement where any gaps or shortfalls are identified, which will then be

followed up by the Clinical Audit Team

Quality Account 2018 /19
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e Ensure national audits are clearly identified within the Business Units’ annual Clinical Audit
Plans which form part of the Trust’s overall Clinical Audit Programme

e Support specialties to maximise their data completion rates when participating in national

audits, and examine the reasons for any lower rates of attainment

e Continue to report national audits to the Safety and Quality Committee and respective

Business Unit Governance Groups and monitor and review compliance with National

Confidential Enquiries.

Table 11 provides further detail about the improvement actions to be taken following the

review of national audit reports during 2018/19:

Table 11: Actions Resulting from National Clinical Audits Reviewed in 2018/19

National audit Purpose of the audit Quarter |Improvement
reviewed

1. National To establish to what extent:
Diabetes recommended care structures are
Footcare Audit in place; diabetic foot disease is

being managed in accordance with
national guidelines; and outcomes
are being achieved

2. National To improve the delivery of Ql
Physiotherapy care for patients having falls or
"hip sprint" sustaining fractures through
audit effective measurement against
standards and feedback to
providers
3. Saving Lives, To share lessons learnt from deaths Ql
Improving to inform the improvement of
Mothers’ Care  maternity care
(MBRRACE)
4. The National The National Emergency Ql & Q4
Emergency Laparotomy Audit (NELA) was
Laparotomy established to describe and

Audit (NELA) compare inpatient care and
outcomes of patients undergoing
emergency bowel surgery in
England and Wales in order to
promote quality improvement

5. National Aims to evaluate a range of care Ql
Maternity and  processes and outcomes in order to
Perinatal Audit identify good practice and areas for

improvement in the care of women
and babies looked after by NHS
maternity services

6. Moderate and To monitor documented care Ql
Acute Severe against national standards
Asthma

Quality Account 2018 /19

Re-issue clinical pathway
Amend data sheet on SystmOne
Improve outcome reporting

Ongoing local audit

Ongoing review and monthly monitoring via HipQip
Trial the role of a generic rehab worker

Pathway for hip fracture patients to receive post
discharge referral for falls prevention

No specific actions identified

Development of Abdominal Pain Pathway

Development of a “surgical review trigger” within
the NerveCentre electronic tool.

Patients presenting with “Abdominal Pain” and a
“NEW score of 3 or more” with escalate to a surgical
review within 1 hour

Review of patients with Peritonitis against Sepsis
Standards

3 month report generated from NELA database
showing CT and surgical finding discrepancies

1 - PDSA to assess workload 2 - Training of nurses on
the Frailty assessment tool on Ward 15 and SAU

No specific actions identified

A safe discharge plan has been devised and a pilot is
earmarked to start in April 2018 Review of current
pathway with Respiratory team and education once
devised
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National audit Purpose of the audit Quarter |Improvement
reviewed

7. National
Diabetes
Inpatient Audit

8. National Lung
Cancer Audit

9. Perinatal
Mortality
Surveillance

10. Pain in Children

11. Assessment of
Delirium in
hospital for
people with
dementia

12. National Audit
of Inpatient
Falls

13. National
Neonatal Audit
Programme

14. National
Oesophago —

The audit measures the
effectiveness of diabetes
healthcare against NICE guidance. It
collects and analyses data for use
by a range of stakeholders to drive
changes and improvements in the
quality of services and health
outcomes for people with diabetes

The aim of the NLCA is to drive
further improvements in lung
cancer care and outcomes by
bringing the standard of all lung
cancer MDTs up to that of the best

To share lessons learnt from deaths
to inform the improvement of
maternity care

To examine the management of
pain in children between the

ages of 5 and 15 arriving at
Emergency Departments (EDs) in
moderate or severe pain with a
fractured elbow, forearm, wrist,
ankle, tibia, fibula or femur against
the standards of the Royal College
of Emergency Medicine

The National Audit of Dementia
(care in general hospitals) (NAD)
examines aspects of care received
by people with dementia in general
hospitals

The National Audit of Inpatient Falls
(NAIF) is designed to capture data
from acute, community and mental
health hospitals relating to falls,
and is based on NICE guidance and
advice from NHS Improvement

To assess whether babies admitted
to neonatal intensive and special
care units receive consistent care
and to identify areas for
improvement in units

To investigate whether the care
received by patients with
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Q2

Q2

Q2

Qa3

Qa3

Q3

Q3

To discuss foot screening at sub unit meeting and
working with surgical teams to improve diabetes
care in their wards

Undertake local audit to validate low rate of
pathological confirmation

Discuss protected time for MDT leads

No specific actions identified

Matron to work with Nervecentre team to add
prompt re: pre-hospital analgesia

Explore whether NEAS/Nerve interoperability

All new staff to receive triage training, APNC and
Matron to ensure that pain scoring is covered
sufficiently in training

Update risk assessment and take through MMC/CH
clinical governance

Ensure staff on wards are trained in delirium

Roll out dementia care pathway across all COTE
wards, then all inpatients

Review dementia and delirium policies to
specifically recommend standardised tools for the
assessment of dementia and delirium across the
Trust and add into Nerve Centre Suite

Physiotherapy team to review working practice and
use of therapy resources and equipment provision
at The Northumbria

To embed into NerveCentre (electronic observation
system) recording and actioning of lying and
standing blood pressures

To embed at least the first 3 questions of the RCP
“Bedside check for falls prevention” tool into the
electronic Nursing Care Plan

Falls Working Group to liaise with Pharmacy to see if
MedChart can facilitate and record whether a
patient has fallen (or is at risk of falls) and if a falls
prevention medication review has taken place

Feedback to staff and undertake random checks of
data entry

Introduce PReCePT Ql plan
Discuss at stabilisation training and ward meeting

Determine schedule of rounds and make it available
for parents

Undertake local audit to assess demographics and
reasons for patients declining further treatment
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National audit Purpose of the audit Quarter |Improvement
reviewed

15.

16.

17.

18.

19.

Gastric Cancer
Audit

National
Comparative
Audit -
Transfusion
Associated
Circulatory
Overload Audit

Each and Every
Need: A review
of the quality of
care provided
to patients
aged 0-25 years
old with
chronic
neurodisability,
using the
cerebral palsies
as examples of
chronic
neurodisabling
conditions

Failure to
Function — A
review of the
care received
by patients
who died in
hospital
following
admission with
acute heart
failure
Epilepsy12 —
National
Clinical Audit of
Seizures and
Epilepsies for
Children and
Young People
Falls and
Fragility
Fracture Audit
Programme

oesophago-gastric cancer is
consistent with recommended
practice

The Patient Blood Management Q3
Team (PBM) is supported by the

National Blood Transfusion

Committee to offer a programme

of audit. The audits aim to measure
compliance to and deviation from

audit standards which relate to
recommended uses of blood

components and are compiled by

experts in the field

The overarching aims of this study Q3
were to:

- Review the quality of care
provided to children and young
people with a chronic
neurodisability, using the cerebral
palsies as exemplar conditions

- Examine the interface between
care settings; and

- Assess the transition of care from
paediatric to adult services.

To promote quality improvement in Q4
patient outcomes and in particular,

to increase the

impact that clinical audit, outcome

review programmes and registries

have on healthcare quality

To aim towards Q4
improving care and services,

specifically for children with

epilepsy

The aim is to provide reliable, Q4
relevant and timely data suitable to

facilitate local improvements in

clinical practice and patient safety

work in acute hospitals in order to
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Inclusion of TACO checklist on transfusion pathway
documents — this has already been implemented
and is being updated to include the recording of the
patient’s weight and a reminder to report
transfusion reactions including TACO to the Trust
transfusion team

Inclusion of risks of TACO in all transfusion training
and e-learning modules including competency
assessment for all appropriate clinical staff

Ensure Paediatricians are copied into Physiotherapy
annual review. Include routinely in Physiotherapy
documentation to enable documentation

Hoist scales not available for mainstream non-
ambulant CYP Action: Identify business case for key
OPD settings across Trust (Hexham, NT, WB) for
hoist scales to be accessible

Newly developed EmHCP pathway, with PAS alert,
approved at governance, not yet audited. Training
to support planned

As part of transition the EmHCP will be handed to
GP who will then be responsible for annual update

Assessment, diagnosis and management pathway in
process of being written between Physiotherapy
and Community Paediatrics

Work needed with Communications around our
Trust website and Local Offer on LAs’” websites- via
SEND action plan

Audit to include specific questions regarding
accessibility - Paediatrics- complex care pathway for
CYP requiring hospital intervention

No specific actions identified

Business plan approved for a second part time
Epilepsy Nurse, Job advertised, currently in process
of shortlisting applicants

Ongoing monitoring of pressure sore data using
cross match with Tissue Viability

HipQIP Big Room work on Pressure sores

Review of Trust guidance with confirmation of local
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National audit Purpose of the audit Quarter |Improvement
reviewed

reduce inpatient falls infiltration vs nerve block

° Incorporate indicators into Quality Account

20. National - Monitor the incidence and Q4 e To continue the year on year improvement in
Paediatric prevalence of all types of diabetes HbA1C results. Our new targets are: median HbA1C
Diabetes Audit amongst children and young people <58 and 20% with HbA1C <48

receiving care from a PDU in
England and Wales

- Establish which key care processes
are being received by children and
young people with

diabetes

- Enable benchmarking of
performance against standards of
care specified by the National
Institute of Health and Care
Excellence (NICE) guidance at PDU
and national level

- Determine the prevalence and
incidence of diabetes-related
complications amongst children
and young people with diabetes

e Toincrease the proportion of adolescents
completing all 7 screening assessments to >50%

21. The Learning  Aims to make improvements to the Q4 e  No specific actions identified
Disabilities lives of people with learning
Mortality disabilities by clarifying any
Review potentially modifiable factors

associated with a person’s death, to
ensure that these are not repeated
elsewhere

Local audits

The reports of 309 local clinical audits were reviewed by the provider in 2018/19 and
Northumbria Healthcare NHS Foundation Trust intends to take the following actions to improve
the quality of healthcare provided:

e Review and update clinical guidelines and protocols in those areas where audits
identified that changes in practice were needed

e Ensure findings and actions from local audits are disseminated appropriately with all
relevant stakeholders so that learning can be shared, and to promote the consistency of
high quality of care across different sites

e Enhance patient information and engagement where audits have identified this is either
lacking or in need of improvement

e Deliver training and education for staff in areas where new practice has been identified
or where audits have highlighted that awareness and understanding of existing practices
needs to be strengthened

e Undertake re-audits were appropriate to ensure that any changes have led to an
improvement in practice
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e Follow up the actions of audits identifying that improvements are required or where the
results present a moderate or high risk to the Trust.

The audits conducted during 2018/19 have contributed towards improved patient care in a
number of ways including: improving the information provided to patients and their families
about their care and treatment; and delivering safer care through enhanced assessment;

timeliness of treatment; more effective communication; better use of technology; and improved
documentation.
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Participation in clinical research

This section of the Quality Account describes the Trust’s participation in clinical research
studies. The number of patients receiving NHS services provided or subcontracted by
Northumbria Healthcare NHS Foundation Trust in 2018/19 that were recruited during that
period to participate in research approved by a Research Ethics Committee was 3,547 across a
total of 84 studies (representing an increase in 21% total recruitment from previous 2017/18).
During the course of the year, the Research & Development (R&D) Department has reshaped its
structure in order to provide dedicated staffing support to the major areas of clinical research
we support across the organisation. The teams participating in clinical research are as follows:

e Cardiology

e Care of the Elderly
e Community

e Dementia

e Gastroenterology

e Haematology

e Obstetrics and Gynaecology
e Oncology

e Orthopaedics

e Palliative Care

e Parkinson’s Disease
e Respiratory

e Rheumatology

e Stroke

Each has a Team Lead and a number of nurses and support staff working within their dedicated
area to support research across the Trust.

The vision of the R&D department is to work with all healthcare partners, realising the research
potential of our healthcare services for the benefits of patients. Our aspiration is to engage in
high quality research so that every patient, family member and member of staff have the
opportunity to participate in safe, impactful, high quality research.

Our primary objectives are to:

v" Continued financial stability and sustainability of the department.

v Actively encourage and support Northumbria sponsored chief investigation studies.

v’ Participate actively in the success of the 3 Trust Northern Research Alliance with
Newcastle Hospitals NHS Foundation Trust and NHS Gateshead Health NHS Foundation
Trust.
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v" Promote the growth of commercial partner research.
v Explore research opportunities with primary care.

Northumbria R&D already participates in a number of commercial studies across several
specialities. The rheumatology Team is often featured by our commercial sponsors as being one

of the top recruiters nationally.

In addition to commercially sponsored research the Trust sponsors many academic projects and
chief investigator studies are performed. This has resulted in high quality Journal publications
and Conference presentations. Last year (2018) around 75 journal publications arose from the
academic work performed by Trust employees including a number of high impact publications.
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Goals agreed with commissioners (the CQUIN — Commissioning for Quality and
Innovation Payment Framework)

A proportion of Northumbria Healthcare NHS Foundation Trust’s income in 2018/19 was
conditional on achieving quality improvement and innovation goals agreed between
Northumbria Healthcare NHS Foundation Trust and any person or body they entered into a
contract, agreement or arrangement with for the provision of relevant health services, through
the Commissioning for Quality and Innovation (CQUIN) payment framework. Further details of
the agreed goals for 2018/19 and for the following 12 month period are available electronically
at https://www.england.nhs.uk/nhs-standard-contract/cquin

Table 12: Trust 2018/19 CQUIN targets

2018-19 CQUIN quality improvement scheme

NHS staff health and wellbeing

a) Improvement of health and wellbeing of NHS staff Improving access to physiotherapy services for staff
b) Healthy food for NHS staff, visitors and patients

¢) Improving the uptake of flu vaccinations for front line clinical staff within providers

Reducing the impact of serious infections (AMR and Sepsis)

a) Timely identification of sepsis in emergency departments and acute inpatient settings
b) Timely treatment for sepsis in emergency departments and acute inpatient settings
c) Antibiotic review

d) Reduction in antibiotic consumption per 1,000 admissions

Improving services for people with mental health needs who present to A&E

a) Reduce by 20% the number of attendances to A&E for those within a selected cohort of frequent
attenders who would benefit from mental health and psychosocial interventions, and establish improved
services to ensure this reduction is sustainable

Offering advice and guidance (A&G)

Set up and operate A&G services for non-urgent GP referrals, allowing GPs to access consultant advice
prior to referring patients in to secondary care

Preventing ill health by risky behaviours — alcohol and tobacco

a) Tobacco screening

b) Tobacco brief advice

c) Tobacco referral and medication offer

d) Alcohol screening

e) Alcohol brief advice or referral

Improving the assessment of wounds

Increase the number of wounds which have failed to heal after 4 weeks that receive a full wound
assessment

Personalised care and support planning
Embedding personalised care and support planning for people with long-term conditions

The total value for the 2018/19 scheme was £8,292,166. The total value for the 2017/18 scheme
was £8,614,590. By agreement with the commissioners we retained 100% of this amount.
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Statements from the Care Quality Commission (CQC)

Northumbria Healthcare NHS Foundation Trust is
required to register with the Care Quality Commission
(CQC) and its current registration status is fully registered
with no conditions. The CQC has not taken enforcement
actions against Northumbria Healthcare NHS Foundation
Trust during 2018/19.

Northumbria Healthcare NHS Foundation Trust has not
participated in any special reviews or investigations by
the CQC during the reporting period.

In November 2015, the CQC visited the Trust to inspect its
services. The final report from this inspection was
published on the 5" May 2016. The overall ratings from
this inspection are shown in the picture to the right —the
Trust was given an overall rating of ‘OUTSTANDING’.

Last rated
5 May 2016

Q CareQuality
Commission
Northumbria Healthcare NHS Foundation
Trust

Overall
rating

Are services

Effective?
Caring?
Responsive?

Well led?

Although the CQC report was extremely positive, there were a small number of areas for
improvement identified. A detailed action plan was therefore developed and was completed by

the due date of January 2017.
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Data quality

Good quality information underpins the effective delivery of patient care and is essential if
improvements in quality of care are to be made. Improving data quality, which includes the
quality of ethnicity and other equality data, will thus improve patient care and increase value for
money.

The patient’s NHS number

A patient’s NHS number is a key identifier for patient records, and the National Patient Safety
Agency has found that the largest single source of nationally reported patient safety incidents
relates to the misidentification of patients. The work to ensure the completeness of this data
item within the Trust means that its performance is above the national average.

Northumbria Healthcare NHS Foundation Trust submitted records during 2017/18 to the
Secondary Uses Service (SUS) for inclusion in the Hospital Episodes Statistics (HES) which are
included in the latest published data.

The percentage of records in the published data which included the patient’s valid NHS number
was (for April 2018 to January 2019):

e 99.8% for admitted patient care (national value is 99.4%)
e 99.9% for outpatient care (national value is 99.6%)
e 98.3% for accident and emergency care (national value is 97.6%).

The percentage of records which included the patient’s valid General Medical Practice Code was
(for April 2018 to January 2019):

e 100.0% for admitted patient care (national value is 99.9%)
e 100.0 % for outpatient care (national value is 99.8%)
e 100.0% for accident and emergency care (national value is 99.3%).

Data Security and Protection Toolkit submission

Northumbria Healthcare NHS Foundation Trust has submitted a return for the Data Security and
Protection Toolkit (DSPT) V1 2018/2019 prior to the 31° March 2019 deadline and are awaiting
formal publication by NHS Digital. Of the 100 mandatory evidence items the Trust have met 100
and have completed all mandatory assertions. This indicates a “standards met” status. The Trust
is currently awaiting release of the DSPT V2.0 for 2019/20.
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Clinical coding of admitted patients

Clinical coding translates the medical terminology, as written by the clinician to describe a
patient’s diagnosis and treatment, into standard recognised codes. The accuracy of this coding is
a key indicator of the accuracy of the patient record.

Clinical codes can be used to identify specific groups of anonymised patients (for example, those
who have had a stroke, or those who have had a hip replacement operation) so that indicators
of quality can be produced to help inform the improvement process.

Northumbria Healthcare NHS Foundation Trust was not subject to an external Payment by
Results clinical coding audit during 2018/19. An internal audit was carried out by an
independent qualified auditor. This covered 200 episodes from the following specialties: Breast
Surgery (50), Colorectal Surgery (50), Upper Gastrointestinal (50) and Plastic Surgery (50). The
results from this audit are shown in Table 13.

Table 13: Internal audit: error rates

Breast Surgery Colorectal Upper Plastic Surgery
50 episodes Surgery Gastrointestinal 50 episodes
% (numerator/ 50 episodes 50 episodes % (numerator/
denominator) % (numerator/ % (numerator/ denominator)
denominator) denominator)
Primary diagnosis incorrect 10% (5/50) 10% (5/50) 14% (7/50) 6% (3/50)
Secondary diagnoses incorrect 7.5% (11/146) 10% (14/141) 13.5% (21/155) 15.7% (16/102)
Primary procedure incorrect 2% (1/50) 2% (1/49) 2.1% (1/47) 6.2% (3/48)
Secondary procedures incorrect 7% (10/143) 3.2% (2/62) 4.2% (2/48) 7.1% (8/112)

The Trust’s overall coding accuracy scores achieved Data Security and Protection Toolkit
‘Advisory’ requirement level, set by NHS Digital. The results should not be extrapolated further
than the actual sample audited.

Actions to improve data quality

Data must be of the highest quality so that information held about an individual patient and
used in their care is accurate. In addition, the summary information used by the Trust to
measure service improvement, and by the public and patients to assess quality of services, also
requires that data should be of the highest quality. Northumbria Healthcare NHS Foundation
Trust will be taking the following actions to further improve data quality:

e Ensure all the important data collection systems are underpinned by clear procedures and
processes for recording data.
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e Building on the work already started by both the clinical coding auditor and the trainer to
improve the quality of the codes recorded, in particular making the best use of the
additional encoder software.

e Improving the process around the definition and reporting of key safety and quality metrics,
working on this through the Trust’s Quality Lab.

e Continue to work closely with clinical leaders on the development and reporting of
outcome measures from coded data, for reporting to the Trust’s quality panels, using this as
an opportunity to address any underlying data quality issues.

e Further developing and implementing the Trust’s Data Standards Policy, in particular with
the implementation of new electronic prescribing (ePR) systems, to ensure that all new
implementations comply with the national Information Standards Notices.

e Expanding reporting from the patient level data recorded about allied health professional
and community health services, developing new data standards where necessary.

e Continuing to use the Trust’s data governance tables to improve the quality of data held
within our systems.

e Reporting on data quality metrics (including the national Data Quality Maturity Index) to the
Safety & Quality Committee.

e Development and use of local Data Quality Kitemarks, to monitor and improve on levels of
confidence in the quality of data sourced from Trust systems, and used in key performance
indicators.

e Expanding reporting to include metrics derived from the data recorded about patient
observations and medication.
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Complaints

The Trust values the contributions patients and their carers have made to its patient surveys,
complaints and compliments. Table 14 below provides a summary of the key complaints
performance indicators monitored within the Trust:

Table 14: Key complaints performance indicators

New complaints received no target 334 391 440 504
Ack { Il lai ithi f

c n'ow edge all complaints within 3 days o 100% 100% 99% 100% 100%
receipt
Complaints closed no target 414 403 486 513
Cc.nmplalnts c'Iosed within timescale agreed 95% 949% 90% 81% 93%
with complainant
Percentage of well — founded complaints no target 70% 69% 68% 64%

The total number of new complaints (including withdrawn complaints) received in 2018/19 is
334 which represents a decrease of 57 (15%) from the total received in the previous year. The
main themes resulting from complaints are detailed in Table 15 below:

Table 15: Main themes resulting from complaints

h New Complaints Received Percentage of Total New Percentage well-founded®
Themes Complaints Received
212

Care and Treatment 65% 68%
Communications 61 17% 74%
Privacy and Dignity 37 10% 76%

Note: ' Based upon new complaints opened and responded to 2018/19 (includes fully upheld and partially upheld complaints)

The Trust recognises that in the majority of instances it is best to resolve issues as soon as
possible. The Trust uses a variety of ways to encourage concerns to be raised immediately with
the person in charge of a patient’s care, such as complaints patient information leaflets and
complaints posters. Alternatively contact details are provided for the Patient Advice and Liaison
Service (PALS), the on-call senior manager (available out of hours) and also the Complaints
Team.

During 2018/19, the Parliamentary and Health Service Ombudsman (PHSO) notified the Trust of

its intention to investigate nine complaints. Of these, four have been concluded with none fully
upheld. In addition, one draft report has been received which partially upholds the complaint.
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Staff reporting incidents

The National Reporting and Learning Service (NRLS) recognise that organisations that report
more incidents usually have better and more effective safety cultures. During 2018/19, a total of
17,381 (17,188 in 2017/18) incidents were reported by staff.

Once reported each incident is investigated and remedial action taken where necessary. To
further encourage reporting, staff receive feedback on incidents reported which is provided
electronically through the Trust’s incident reporting system.

The Trust risk management team will continue to work with staff across the Trust to emphasise
and publicise the importance of reporting incidents whenever they are witnessed. The top three
types of incident reported in the Trust during 2018/19 are indicated in Table 16:

Table 16: Top 3 incident types reported by staff during 2018/19

Th Number Comment
SIcS reported

The most frequent issue is pressure ulcer damage present on admission to the
Pressure ulcer 3505 Trust. The most serious cases of Trust acquired pressure ulcers remain subject
to full root cause analysis.

The most frequent issue is patient falls, minimising hospital falls continues to

Accident, fall, slip, trip or collision 2180 be a priority into 2019/20.

Skin 828 The most frequent issue is moisture lesion

Serious incidents

Serious incidents (SIs) which occur within the Trust are reported to the Commissioners. After
reporting the incident, a root cause analysis (RCA) investigation is undertaken for each incident
reported. An investigation report, including an action plan, is produced following the RCA
investigation. This report is reviewed by the Trust’s Safety Panel, which includes a Medical
Director, and a Director of Nursing. Once approved the report is submitted to the
Commissioners. Actions arising from the investigation continue to be monitored until they are
completed. In total, 66 Sls were reported by the Trust in 2018/19. The top three themes most
frequently reported are shown in Table 17 below:

Table 17: Top three serious incidents reported during 2018/19

Number Reported Comment
Themes

National guidance to report all ‘falls with
Falls 28 fracture’. Minimising hospital falls continues to
be a priority into 2019/20.

Includes unexpected admission to NICU and

Maternity 5 stillbirths.

Mortality/Unexpected Death 5 Includes unexpected deaths and suicides.
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Never events

Never events are serious, largely preventable patient safety incidents that should not have
occurred if the available preventative measures had been implemented. During the year
2018/19, the Trust reported five never events, the details of these cases are included in the
table below:

Table 18: Never Events reported in 2018/19

m e

Note that incident occurred in 2017/18 but
Wrong implant/prosthesis 1 was escalated to a never event in 2018/19.
Action plan is complete.

Wrong site surgery 2 1 action plan complete, the other is on-going.

Overdose of insulin due to abbreviations or

incorrect device 1 RCA on-going

Unintentional connection of a patient requiring

1 R -going.
oxygen to an airflow meter CA on-going

Each case was investigated as a serious incident with an action plan developed to address the
investigation recommendations, implementation of these actions is monitored by the Trust
board until completion.

Duty of Candour

The statutory duty of candour became effective from November 2014 and all trusts are required
to comply with the duty of candour after becoming aware of a ‘notifiable safety incidents’.

A notifiable safety incident is defined as ‘any unintended incident that occurred in respect of a
service user during the provision of a regulated activity that, in the reasonable opinion of the
healthcare professional, could result in or appears to have resulted in:

e Death

e Severe harm, moderate harm or prolonged psychological harm to the service user’.

Trusts are required to verbally notify service users of such incidents within ten working days and
to follow up this verbal notification with a written notification. Trust staff have been made
aware of the requirements of the duty of candour through internal communication briefings,
amendments to Trust policies/procedures and also through the staff induction process.

The Trust utilises the existing incident reporting system to record and manage all notifiable
safety incidents to ensure that the requirements of the duty of candour are adhered to.
Monitoring of compliance is reported on a monthly basis to the Safety and Quality Committee
and to the Finance, Investment and Performance Committee both of which are Trust Board
committees.
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Freedom to Speak Up

Staff within the Trust can speak up to their Freedom To Speak Up (FTSU) Guardian about any
concern that they have. Staff can text, email or telephone the Guardian confidentially to seek
support and advice on how to escalate or manage their concerns. Staff are encouraged to speak
up to their line managers to allow managers to manage. In circumstances when this does not
happen, the Guardian can escalate the theme via an appropriate route.

The FTSU process is adhered to by the Guardian which provides structure and consistency when
managing each speak up case. The process requires that feedback is provided back to the
individual/group who speak up, and feedback back to Guardian when a case is closed from the
staff to ensure that if detriment has been suffered that the opportunity is there for the Staff to
report to the Guardian.

It is the role of the Guardian to ensure that the identity of staff speaking up to them is
protected, that conversation takes place to understand and manage expectations, and to gain

consent to sharing identity where appropriate.

The FTSU Guardian is in the process of developing an online learning application for all staff to
access, and creating a website which has a referral form that staff can complete.
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Reporting against core indicators

This section of the Quality Account provides comparisons of quality standards common to all
providers.

The standards are set by the Department of Health and the information and data used is from
the NHS Information Centre. All data can be found at: https://indicators.ic.nhs.uk/webview. The
standards that are benchmarked are:

e Summary hospital-level mortality indicator (SHMI)

e Patient reported outcome measures

e Emergency readmissions within 28 days

e Responsiveness to the needs of patients

e Staff who would recommend the Trust to family or friends
¢ Venous thromboembolism risk assessment

e Clostridium difficile (C. difficile)

e Patient safety incidents.

Summary Hospital-level Mortality Indicator (SHMI)

Table 19: Performance against the summary hospital-level mortality indicator (SHMI) core quality indicators

October 2016 — September 2017 October 2017 — September 2018
Trust National National National Trust National National National
Value Average Min Max Value Average Min Max

The value and

banding of the 1.02

1.01
summary Band 2
hospital-level o 1.00 0.73 1.25 & Band 2 (as 1.00 0.69 1.27 &

(as expected)
mortality expected) P

indicator (‘SHMI’)

% of patient
deaths with

palliative care
coded at either 39.3 31.5 115 59.8 & 41.8 33.8 14.3 59.5 &

diagnosis or
specialty level

Key: 1t better than expected; <> as expected; ¥ worse than expected

Table 19 presents the Trust’s performance against the SHMI. Northumbria Healthcare NHS
Foundation Trust considers that this data is as described for the following reasons:
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The Trust has in place the right quality standards and culture to ensure it delivers safe and
good quality care as evidenced by its performance on the metrics of: responsiveness to the
personal needs of patients, and staff who would recommend the Trust to family or friends.

The percentage of deaths coded with palliative care codes is greater than the national
average because the Trust provides a dedicated palliative care service on all sites. This
service scores very highly on the Trust’s internal patient experience measures.

Northumbria Healthcare NHS Foundation Trust has taken the following actions to improve this

score, and so the quality of its services, by following a comprehensive process for monitoring

within-hospital mortality.

This involves using several mortality measures, and then accessing the records of the
patients in those groups for which a review is indicated because of the value of the measure.
For each review the Medical Director is provided with the full and final clinical coding
information. This includes details of primary diagnosis, any co-morbidities and also any
procedures performed.

The Medical Director reviews all of the information available through clinical coding for each
case, and then will request any further information required to make a full assessment. This
could involve a review of the case notes and a discussion with the clinical team.

By this process, the Medical Director is able to report to the Board as to whether any of the
deaths identified fall outside those that would be expected, or are not clearly accountable
by the fully coded diagnoses and procedures.

In addition, the Trust has also established a weekly clinical case note review of a proportion
of deaths to analyse whether any improvements in care could have been made.

The Trust also participates in a regional group that shares best practice with regard to
monitoring hospital mortality.

The Trust has appointed to the post of Medical Examiner to support the case mortality
review process and the bereavement process. The Medical Examiner will also support the
interaction between relatives, the Trust’s internal governance processes, coroners, registrars

and our clinicians.
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Patient reported outcome measures

Figure 10: Primary HIP Procedures (data provided by NEQOS)

Final 2015/16, 2016/17 and 2017/18 Adjusted OHS Health Gain for Primary Hip Replacement Procedure
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Figure 11: Primary knee Procedures (data provided by NEQOS)

Final 2015/16, 2016/17 and 2017/18 Adjusted OKS Health Gain for Primary Knee Replacement Procedure
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Figures 10 and 11 present the Trust’s performance against the PROMs — both graphs
demonstrate that Northumbria Orthopaedics remain high outliers for improvement in function
for hip and knee replacement. They are above 3 standard deviations from the mean for the last
3 years of data

Table 20: Performance against the Patient Reported Outcome Measures (PROMs) core quality indicators

Measure: April 2016— March 2017 April 2017 — March 2018
EQ-5D index
casemix National National | National National | National | National
adjusted health Average Min Max Average Min Max
gain
Groin hernia 0163 -0.241 6507 3273 & 0095 0089 0029  0.137 @
surgery
Varicose vein No data No data

" 0.081 -4.904 6.272 No data for 0.096 0.035 0.134 No data
surgery for NHCT

NHCT

Hip
replacement 0.468 0.445 0.31 0.537 ﬁ 0.484 0.468 0.376 0.566 ﬁ‘

surgery (primary)

Hip

replacement Low 0.291 0 0362 Meufficdent low g o00 0142 03  meufficient
- numbers data numbers data

surgery (revision)

Knee

replacement 0.353 0.324 0.242  0.404 1 0.355 0.338 0.234 0.417 it

surgery (primary)

Knee Low Insufficient Low Insufficient

replacement 0.273 0 0.297  neutcien 0292  0.196 0328 umaen

numbers data numbers data

surgery (revision)

Key: 1 corresponds to patient experience of “significant health gain”
’ <~ corresponds to patient experience of “no significant health gain”

*Data collection ceased in Oct-17, so 2017/18 figures only include April to September 2017

A large number of improvements have been made to the service over recent years. In view of
these outcomes Northumbria are now leading a large scale implementation of anaemia
screening across 20 NHS trusts (Quality Improvement in Surgical Teams (QIST) collaborative),
further information on this is provided on page 80.
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Emergency readmissions to hospital within 28 days

Table 21: Performance on emergency readmissions to hospital within 28 days of discharge

2011/12"
| s
VEINE
Patients aged
i 10.21 0.0 14.94
Patients aged 12.60 11.45 0.0 17.15 4
16 or over
Key: 1 better than expected; <> as expected; ¥ worse than expected
Note: 1 — No more recent data available

Table 21 presents the Trust’s performance on emergency readmissions to hospital within 28
days. The figures shown above are taken from the most recent set of national figures which
were last updated in December 2013.

More contemporary figures taken from the Comparative Health Knowledge System (CHKS)
iCompare tool, show the figure for the Trust (patients of all ages) for the period Jan-18 to Dec-
18 is 9.6%. The equivalent value for the peer (‘Acute HES’) is 8.4%. It should be noted that the
CHKS methodology, whilst allowing us to benchmark against other providers, is not exactly
comparable to that used by NHS Digital to produce the figures in table 21, above.

The Trust continues to develop the provision of same day emergency care services, including
both medical and surgical specialties. At Northumbria Healthcare NHS Foundation Trust, the
majority of this activity is recorded as admitted patient spells and this has an impact on the
reported emergency readmissions measures. There is currently no national guidance on how
this type of activity should be recorded. This means, therefore, that the impact of the provision
of a large same day emergency care service does not have a similar impact on readmissions
figures for all Trusts.

Local analysis shows that the exclusion of same day emergency care activity results in a
decrease of somewhere between 2% and 3% in reported readmission rates.

Northumbria Healthcare NHS Foundation Trust has taken the following actions to improve this
score, and so the quality of its services:

e Discharge lounges: The discharge lounges help to standardise the discharge process.
Staff in the lounges follow up patients who are at high risk of readmission and arrange
further support if necessary. The discharge lounges work in partnership with pharmacy
to ensure that patients understand their medications, as confusion about medication can
lead to unnecessary readmission.

e Follow up telephone calls for our elective care patients post discharge to ensure their
recovery is on track and if they require intervention then they can come back to clinic.
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Responsiveness to the personal needs of patients

Table 22: Performance on responsiveness to the personal needs of patients

2016/17 2017/18

Trust National National National Trust National National National

Value Average Min Max Value Average Min Max
Responsiveness ﬁ ﬁ
to inpatients’ 74.6 68.1 60.0 gs2  (within 544 68.6 54.4 ge.2  (within
personal needs top top

20%) 20%)

Key: 1 better than expected; <> as expected; ¥ worse than expected

Table 22 presents the Trust’s performance on the responsiveness to the personal needs of
patients. Northumbria Healthcare NHS Foundation Trust considers that this data is as described
for the following reasons:

e The Trust is continually responding to patient feedback and has an extensive programme to
ensure that it captures feedback at different times of the patient journey.

e Real-time patient experience data captured during inpatients stay is communicated to all
members of the clinical teams in a timely manner, often within 3 hours of speaking to
patients thus ensuring improvement can be made quickly. It also allows staff to appreciate
how their service is viewed. This capture of feedback of real-time patient experience has
helped clinical teams remain responsive to inpatients personal needs.

Northumbria Healthcare NHS Foundation Trust has taken the following actions to improve this
score, and so the quality of its services, by:

e It continues to develop its patient experience programme for inpatient, outpatient and
community services using different methods of data collection and ensuring that this is
communicated to teams in a timely manner. The Trust has also continued this year to
further understand its patient experience data by collecting data on both weekdays and
weekends.

e We are collecting staff experience in real time, as evidence suggests that there is a direct
correlation between staff experience and patient experience.
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Staff who would recommend the Trust to family or friends

Table 23: Performance on staff who would recommend the Trust to family or friends

2017 2018

National National
National National National National Min Max

Average Min Max Average (acute & (acute &
(acute (acute (acute (all acute acute acute
trusts) trusts) trusts) trusts) specialist | specialist

trusts) trusts)

% of staff
employed by, or
under contract
to the Trust who

would 77% 70% 47% 86% & 83% 70% 41% 86% iy
recommend it as

a provider of
care to their
family

Key: 1t better than expected; < as expected; { worse than expected

Table 23 presents the Trust’s performance on staff who would recommend the Trust to family
or friends. Northumbria Healthcare NHS Foundation Trust considers that this data is as
described for the following reasons:

e The Trust has a highly engaged workforce that is fully committed to delivering high quality
care. The response rate for the Trust for the staff survey is one of the highest in the country.
Real time patient experience data is communicated to all members of the clinical teams in a
timely manner ensuring improvements can be made quickly when required and
demonstrating to staff how their services are viewed.

Northumbria Healthcare NHS Foundation Trust has taken the following actions to improve this
score, and so the quality of its services, by:

e It continues to develop its patient experience programme for inpatient, outpatient and
community services using different methods of data collection and ensuring that this is
communicated to teams in a timely manner.

e The Trust also continues to engage with staff through focus groups following the results of
the staff survey and the Trust’s culture survey to identify where and how any improvements
can be made.

e In December 2018 the Trust began collecting real time staff experience information to gain a
better understanding of our workforce.
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Venous thromboembolism (VTE) risk assessment

Table 24: Performance on VTE risk assessment: %

2017/18: Q4 2018/19: Q1 2018/19: Q2 2018/19: Q3

% of admitted patients risk-assessed for VTE

Target: 95% 95% 95% 95%
Trust Value: 96.57% 96.11% 96.62% 98.39%
National Average: 95.21% 95.63% 95.49% 95.65%
National Min: 67.04% 75.84% 68.67% 54.86%
NEWGHEINEVE 100% 100% 100% 100%

& & & &

1 better than expected; <> as expected; ¥ worse than expected

=~
)
<

Table 24 presents the Trust’s performance on VTE risk assessment. Northumbria Healthcare
NHS Foundation Trust met the 95% target throughout the year (updated for Q4). This follows
action taken by the Trust to improve performance following 2017/18. Specific action taken
relates to new documentation which further simplifies the data collection process. This was
introduced during 2017/18.

C. difficile

Table 25: Performance on C. difficile
2016/17 2017/18
Trust National National National Trust National National National
Value Average Min Max VELTS Average Min Max

Trust apportioned
rate of C. difficile

infection for

oatients agedtwo 75 13.2 0.0 82.6 T4 12.1 13.7 0.0 91.0 1t
years and over per

100,000 bed days

Key: 1t better than expected; <> as expected; ¥ worse than expected

Table 25 presents the Trust’s performance on C. difficile. The Trust has continued to refine its
infection control practices by monitoring antibiotic usage, engaging a dedicated ‘deep clean’
team, strict cleaning regimes and ensuring where appropriate isolation of patients is
undertaken. The Trust has a dedicated team of Infection Control Nurses who work seven days a
week to provide support and advice to the wards.

In addition it has developed a seven day microbiology service to ensure that C.difficile positive
results are provided in a timely manner and can be acted on appropriately and consistently
seven days a week. Furthermore the Trust, via The Northumbria has increased the number of
single rooms available to patients thereby reducing the risk of spread of infection. Furthermore
the Trust has also identified cohort ward areas to minimise the spread of infection on the base
sites and has introduced triggers to restrict visiting at times of heightened infection outbreaks,
for example, norovirus.
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Patient safety incidents

Table 26 presents the Trust’s performance on patient safety incidents. Northumbria Healthcare
NHS Foundation Trust considers that this data is as described for the following reasons:

e The Trust has an open culture and encourages all staff to highlight when and where
incidents have occurred. The Trust recognises that in line with NRLS guidance, organisations
can’t learn and improve if they don’t know what the problems are.

e The Trust continues to ensure that staff are engaged in the process and receive feedback on
incidents reported at ward/department level.

Northumbria Healthcare NHS Foundation Trust has taken the following actions to improve this
score, and so the quality of its services, by:

e The Trust has worked to ensure that incidents are correctly classified, (using National Patient
Safety Alert definitions), as severe harm or death. Such incidents are fully investigated with
any learning identified and resulting actions implemented.

o Delivered training sessions to a number of departments/meetings across the Trust and
published several articles in the staff magazine/weekly communications bulletin to promote
and improve incident reporting.

Table 26: Performance on patient safety incidents

April 2017 to September 2017 October 2017 — March 2018

National National

Average . . Average ) .

(Median) Natl?nal National (Median) Natl?nal National

(Acute Min Max (Acute Min Max
(Acute Non | (Acute Non (Acute Non | (Acute Non
Non Specialist) Specialist) Non Specialist) Specialist)

Specialist P Specialist

median) median)
Numberof  gop3 4630 1133 15228 & 6114 4638 1311 19897
incidents
Rate per
1000 bed 39.6 41.7 23.5 111.7 & 42.7 40.8 24.2 124.0 &
days
Number of
incidents
resulting in 5 15 0 121 & 8 15 0 99 &
severe harm
or death
% of
incidents
resulting in 0.09% 0.32% 0.00% 1.98% & 0.13% 0.36% 0.00% 1.55% &

severe harm
or death
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Learning from Deaths

Profile

The Trust has had an established mortality review process as part of North East Trust
collaborative since 2013. Mortality reviews are triangulated with other mortality information
and contribute to our strategic quality objectives, which are set out elsewhere.

Information, good practice and learning is shared at a bi-monthly meeting of partner Trusts.

Cases reviewed

During January 2018 — December 2018, 2,366 of Northumbria Healthcare NHS Foundation Trust
patients died. This comprised the following number of deaths which occurred in each quarter of
that reporting period:

e 710 in the first quarter (Jan-Mar);

e 538inthe second quarter (Apr-Jun);

e 542 in the third quarter (Jul-Sep);

e 576 in the fourth quarter (Oct-Dec).

4, representing 0.17% of patient deaths during the reporting period are judged to be more likely
than not to have been due to problems in the care provided to the patient. In relation to each
guarter, this consisted of:

e 1 representing 0.14% for the first quarter;

e 2 representing 0.37% for the second quarter;
e 1 representing 0.18% for the third quarter;

e O representing 0% for the fourth quarter.

These numbers have been estimated using the Hogan preventability method where the review
graded the death as either “Probably preventable, more than 50-50 but close call”, “Strong
evidence for preventability” or “Definitely preventable”.

By 25" March 2019, 636 case record reviews and 20 investigations had been carried out in
relation to 636 of the deaths included above.

In 20 cases a death was subjected to both a case record review and an investigation. The
number of deaths in each quarter for which a case record review or an investigation was carried
out was:

e 201 in the first quarter;

e 195 in the second quarter;

e 135 in the third quarter;
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e 105 in the fourth quarter.

31 case record reviews and 1 investigation completed after 20t May 2018 which related to
deaths which took place before the start of the reporting period.

0 representing 0% of the patient deaths before the reporting period, are judged to be more
likely than not to have been due to problems in the care provided to the patient. This number
has been estimated using the Hogan preventability method where the review graded the death
as either “Probably preventable, more than 50-50 but close call”, “Strong evidence for
preventability” or “Definitely preventable”.

2 representing 0.083% of the patient deaths during 1* January 2017 to 31°' December 2017 are
judged to be more likely than not to have been due to problems in the care provided to the

patient.

Lessons Learnt

We have learnt the benefits of earlier conversations (1) in patients living with long term
conditions and the importance of supporting the bereaved (2). We have learnt the importance
of physiological NEWS scores as a flag to identify deterioration to promote early intervention or
prevent unnecessary CPR. (3) We have recognised the benefit of team participation in mortality
reviews (4).

Actions Taken and Impact

(1) We have implemented actions to improve “Talking about Dying” (RCP 2018) via a Book
Club and introduced the Trust’s first Death Cafés. We continue to monitor palliative care
referral rates.

(2) We have agreed a set of bereavement standards, and standard information offering and
our supporting its implementation. We have improved care after death by purchasing
special transport frames. We have approved a business case for a Medical Examiner
system, and set improved care of bereaved patients as a 2019/20 Trust Quality
Improvement priority.

(3) We have a Deterioration group who are coordinating learning from cardiac arrest, NEWS
audits, escalation incidents and problems with our AKI and Sepsis bundle. AKI was re-
launched this year.

(4) We have piloted a system for using the new Royal College of Physicians Structured
Judgement Review (SJR) tool in specialty teams and have embedded this practice in
Intensive Treatment Unit (ITU), Palliative Care and Respiratory.
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Implementing the Priority Standards for 7 Day Hospital Services

The seven day services programme is designed to ensure patients that are admitted as an
emergency, receive high quality consistent care, whatever day they enter hospital. Ten clinical
standards for seven day services in hospitals were developed in 2013 through the Seven Day
Services Forum, chaired by Sir Bruce Keogh and involving a range of clinicians and patients. The
standards were founded on published evidence and on the position of the Academy of Medical
Royal Colleges (AoMRC) on consultant-delivered acute care. These standards define what seven
day services should achieve, no matter when or where patients are admitted.

With the support of the AoMRC, four of the 10 clinical standards were identified as priorities on
the basis of their potential to positively affect patient outcomes. These are:

Standard 2 — Time to first consultant review

Standard 5 — Access to diagnostic tests

Standard 6 — Access to consultant-directed interventions

Standard 8 — Ongoing review by consultant twice daily if high dependency patients, daily for
others

In November 2018, NHS England introduced a new board assurance process to measure the
delivery of the Seven Day Hospital Services (7DS) standards. This new measurement system
replaced the existing self-assessment survey and consisted of a standard measurement and
reporting template, which all Trusts were required to complete with self-assessments of their
delivery of the 7DS clinical standards, these self-assessment were to be formally assured by the
Trust Board.

The new board assurance process required Trusts to undertake a ‘trial run’ from November
2018 to February 2019, using previous audit data to support the self-assessment. The Trusts
self-assessment was assured by the Trust Board and confirmed continued compliance with each
standard.
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Priorities for 2019/20

Having looked back at the Trust’s performance over the last year, this section of the Quality
Account is forward looking and details the safety and quality priorities that the Trust has
decided on for 2019/20. The rational for including these priorities is based on a range of factors
such as actual data from the previous year, or as a consequence of clinical or public request for
the priority to be included. Discussions have been held with clinicians via Clinical Policy Group,
as well as among Board members at Safety & Quality Committee and Board meetings regarding
the refreshed priorities for 2019/20.

These priorities for improvement in the quality of care were agreed following an extensive
engagement process and used the intelligence and data the Trust has from its safety and quality
outcomes (including serious incidents, case note reviews, reviewing mortality and harm,
complaints, clinical audit, outcomes from quality panel reviews, patient and staff experience
surveys, and best practice guidance such as from NICE and national audit).

In developing our programme of safety and quality priorities we have continued to bear in mind
a golden thread through all of our proposed initiatives that focus on delivery of the highest
levels of patient experience and clinical outcomes

The priorities were selected to fulfil at least one of the following criteria:

e The Trust is committed to an improvement in this area

e A known improvement strategy is already in place and will remain in place overtime
e Measures are either in place or in development

e |tis possible to undertake historic or benchmark comparison.

The safety and quality priorities for 2019/20 are illustrated below. Three are continued from
2018/19 - flow, frailty and staff experience. Falls will continue to be a priority into 2019/20 but
under the umbrella of frailty, whilst sepsis will sit under a broader banner of the deteriorating
patient. Four additional areas of focus will also be introduced in relation to cancer, maternity,
bereavement and public health in the form of ‘Every Contact Counts’.
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Priority 1 — 2019/20: Flow

Priority 1:

Why we chose

this as a priority
and what it
means for
patients:

Flow

Optimising flow thorough our hospital system is about ensuring that patients are
cared for in the right place, for the right duration by the right people. This improves
patient outcomes and enhances patient care.

Blocks to flow can lead to the development of bottlenecks, particularly at the point
of entry to hour hospitals in ED. A gridlocked ED leads to delays in handing over
patients arriving via ambulance, reduced ability to see and treat patients who have
time sensitive conditions, delays to admission to hospital and receiving appropriate
care in the right setting, and poor performance against the national 4 hour waiting
time targets.

This priority is about ensuring that safe and high quality care is provided throughout
our system by improving and maintaining the flow of our patients.

Whilst there are specific areas of focus associated with our flow programme, it
should also be noted that there are connections within our frailty and deteriorating
patient initiatives that also strive to impact on overall length of stay and patient
outcomes.

What we are
planning to do:

In 2019/20:

e  We will measure the benefit of our purpose built ambulatory care unit which is
due to openin Q1 2019/20.

e We will continue our focus on extended stay patient numbers across the
organisation.

e We aim to understand the high impact service users in the emergency
department and ensure that they have appropriate care plans, both medical and
psychological, to support their needs and reduce their reliance on emergency
services.

e Coupled with our developing clinical strategy in reshaping healthcare
environments; we aim to reduce the number of patients who are frequently
admitted to hospital, working in partnership with primary care, community
services and social care.

We believe these elements will further improve flow within our hospitals.

Performance

measures:

Proposed Measure Target

Improvement in metrics demonstrated within the | Sustained improvement on
ambulatory care dashboard 2018/19 performance
Decrease in number of people who have an National target = 130 (including
extended stay in hospital >21 days a sustained reduction on

2018/19 baseline)
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Priority 1: Flow
Decrease in overall number of high impact service | Based on 2018/19 baseline
users in the emergency department (including
number of recurrent attendances and cost).

Overall number of people who are frequently Based on 2018/19 baseline

admitted to hospital
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Priority 2 — 2019/20: Patient and staff experience

Priority 2: Patient and staff experience

Why we chose When the NHS was set up in 1948 by a deeply traumatised post-war society, it was
this as a priority | with a commitment to caring for everybody in the country, regardless of wealth,
and what it status, prestige, or background. A compassionate and inclusive system. In choosing
means for to work for the NHS, we know most staff have made an important decision to
patients: dedicate an enormous part of their lives to caring for their fellow human beings, so

they too have a core work value of compassion.

We know that patient experience and staff experience are inextricably linked. Each
day we will have the privilege of meeting people at critical moments in their lives —
many will be worried, frightened, sick and suffering - they will share their stories
with us and allow us to work with them to help. The gifts of confidence, hope,
knowledge and safety can only come from a workforce that feels confident, hopeful,
competent and safe themselves. Joy and pride at work are therefore essential
resources for a happy, healthy and productive healthcare teams. Our measurement
programme helps us to understand in detail what this feels like for our workforce.

What we are
planning to do:

e Develop our staff experience programme through a year of learning from
implementation over a 12 month period.

e Work with Newcastle university to pilot new technology that enables us to
engage with staff in different ways

e Learn from work with 8 pilot teams to deliver a 12 week improvement
programme so that we can understand not only what to measure but how we
can change and improve for the better.

« Pilot three further pulse surveys relating to happiness at work, staff well-being
and team working and productivity.

Performance

measures:

As this work is evolving this year our measures will reflect this baseline position
rather than allow us to compare with something that was previously recorded.

We will track staff experience throughout the year through our pulse surveys and
learn about what it takes to engage staff in the programme. We will publish
quarterly results of patient and staff experience at each of our hospital sites

We will publish a six month report in October 2019 outlining the progress of our 8
pilot improvement teams.

We will pilot new technologies and record the challenges and opportunities this
brings with agreed groups of staff e.g. Junior doctors

In response to survey results in Dec 2018 We will launch a highly visible #It’s Not Ok

campaign to highlight the issue of violence and abuse of NHS staff.
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Priority 3 — 2019/20: Deteriorating Patient Programme

Priority 3: Deteriorating Patient Programme

Why we chose Early recognition of patient deterioration is a key factor in improving clinical

this as a priority | outcomes and ultimately preventing unnecessary death.
and what it
means for Sepsis, or blood poisoning, is the reaction to an infection in which the body attacks
patients: its own organs and tissues. If not identified and treated quickly, it can lead rapidly to
organ failure and death, and leaves thousands of survivors with life-changing
disabilities.

Whilst we already have an established Surviving Sepsis project, it is apparent it has
not been fully embedded with our clinical teams.

Compliance with the sepsis 6 bundle remains a concern. Our audit process has been
reviewed including new ways of presenting data to support a programme of
continuous improvement.

Acute Kidney Injury (AKI) is a sudden reduction in kidney function and often occurs
without symptoms. In England over half a million people sustain AKI every year with
AKI affecting 5-15% of all hospital admissions. AKl is harmful and associated with
40,000 excess deaths per annum of which up to a third may be preventable.

The Trust has identified AKI as an important area to focus on to ensure that patients
receive the best possible care.

What we are e |n 2019/20 we will concentrate improvement efforts on our understanding and

planning to do: escalation of NEWS scores to support the early identification of the deteriorating
patient. A deteriorating patient steering group has been established.

e A NEWS audit programme has been established and will feed into the
deteriorating patient steering group. NEWS2 was introduced in March 2019.

e We will continue to focus improvement efforts on the delivery of the sepsis 6
care bundle. Our electronic patient system (Nervecentre) will include sepsis
screening and treatment bundle. We would expect improved compliance and
data collection within the emergency department and for admitted patients
across the organisation.

e Anintegrated and rolling education and training programme will be
implemented to support the early identification and treatment of AKI and sepsis
under the umbrella of ‘the deteriorating patient’

e An AKI treatment bundle will be introduced and monitored.

e We will establish deteriorating patient champions across clinical areas in the
organisation.

e We will encourage wider engagement in the identification and treatment of

sepsis and AKI within the community and primary care.
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Performance
measures:

Proposed Measure

Target

Compliance with sepsis screening

>95% threshold maintained

IV antibiotics prescribed and
administered within 1 hour for those
patients with suspicions of sepsis

>90%

Compliance with delivery of the sepsis 6
bundle

>80% threshold by March 2020
(month on month increase by 10%)

Improved compliance with AKI bundle

Sustained improvement on baseline
measure

Improved 30 day AKI outcome measures
in respect of kidney function and
mortality

Baseline and scope to be established
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Priority 4 — 2019/20: Frailty

Priority 4: Frailty

Why we chose Over the next 20 years, the number of people aged 85 and

this as a priority | over is set to increase by two-thirds, compared with a 10%

and what it growth in the overall population. Statistics indicate that

means for patients over 70 years old account for more than 2 million Frail and
patients: attendances per year (15% of attendances). older people

Frail older people are more likely to be admitted and have a longer length of stay in
acute hospitals compared to other patient groups. Early recognition of frailty and the
standardisation of management of frailty related conditions such as falls and
delirium is known to improve outcomes and experience for patients.

Whilst we have well developed Care of the Elderly (COTE) services with seven day
COTE consultant presence at the Northumbria hospital, there remains scope to
improve care for frail patients both in terms of early recognition of frailty and
providing a more timely comprehensive geriatric assessment.

We will also look at the ways in which our approach to falls, dementia and delirium
are person centred in relation to both the individual under our care and the
experience of those family members and carers who provide support outside of the
hospital environment on an on-going basis.

What we are
planning to do:

In 2019/20 we aim to:

e Maintain and improve our initiatives to reduce the overall number of falls in
hospital and those resulting in harm.

e Introduce a pathway to support the early detection and management of
delirium — impacting on those with dementia and at risk of falls.

e Introduce comprehensive geriatric assessment tools to support the
communication of care needs across the multi-disciplinary team.

e Continue our focus on the front door of the hospital with improvements to
the frailty unit at the Northumbria Specialist Emergency Care Hospital. This
combined with the geriatric assessment process is fundamental to ensuring
that the needs of our complex older population are known and supported
throughout their hospital stay.

e Improve our waiting times in Outpatient Department clinics to ensure there
is an alternative and rapid access to specialist opinion outside the
emergency department. Initial improvement project is based at North
Tyneside General Hospital — learning to be shared over the course of 2019

for wider implementation where this is feasible.
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Performance
measures:

Proposed Measure

Target

Introduction of a delirium pathway with
associated training

Pathway implemented in 2019.

Sustained reduction in overall number
of falls in hospital

< 2018/19 median of 6

Reduction in falls resulting in moderate
or above harm.

< 2018/19 median of 5

Increase in number of patients with a
comprehensive geriatric assessment
(CGA)

Based on 2018/19 baseline

Decrease in number of in-hospital
moves

Based on 2018/19 baseline

Lower the number of frail older patients
who are re-admitted within 30 days

Based on 2018/19 baseline

Decrease OPD waiting times at North
Tyneside General Hospital

7 days threshold
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Priority 5 -2019/20: Cancer

Priority 5: Cancer

Why we chose For a number of months, the Trust has been unable to meet the 62 day GP referral
this as a priority to treatment standard. Significant progress has been made in improving the
and what it efficiency of the patients’ pathway, with March performance finishing at 82%.
means for However there continues to be difficulties in maintaining sustained improvement,
patients: in particular with the urology and colorectal pathways.

In order to support improvement of the Trust’s Cancer Performance, a deep dive
into Cancer was conducted in September 2018, with an additional deep dive due for
early 2019.

The remit and requirements of the colorectal cancer pathway sits wholly within
Northumbria Trust and as such, we will focus efforts on reducing breaches in this
pathway with subsequent improvements in performance against cancer waiting
time targets.

The treatment of cancer for all tumour sites is important for us and we will ensure
that strategies to improve wider systems and processes developed over the next 12
months are balanced across all cancer pathways, working closely with partner
organisations.

What we are
planning to do:

e Re-develop pathway for Escalation standard operating procedure (SOP).
The Escalation SOP has re-developed to ensure that communication
channels and accountability for tasks are documented. Key milestones for
diagnostic referrals, investigations and reports are now clearly defined, with
direct contacts being highlighted on the document.

e Mapping our patient pathways to ensure that these are fully understood
and non-value added steps are explored and reduced.

e Focus on improving the colorectal cancer pathway with a view to improving
performance against cancer standards.

e Standardise the way tracking notes are recorded. Clear guidance on how
tracking comments should be documented and the abbreviations that
should be used has been developed. Monitoring the impact of this
standardisation will enable problems with key milestones to be spotted
much more effectively.

e Improve the MDT Co-ordinators and specialist nurses knowledge of the
Somerset system — the system is pivotal to ensuring patients are tracked
efficiently through their cancer pathway. Training has provided greater
insight into the systems capabilities and will support the improvement work
associated with tracking patients through their cancer journey.

e Improve the productivity of the MDT co-ordinators though exploration of
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Priority 5:

Cancer

new ways of working and better use of digital systems

e Increase staff engagement and awareness of cancer waiting time targets

and root cause analysis, encouraging ideas and opportunities for

improvement.

Performance
measures:

Proposed Measure

Target

62 day cancer treatment target
improved from 2-18/19 baseline of
78.5%

>78.5%

Reducing the number of treatment
breaches associated with the colorectal
cancer pathway

Baseline 2018/19

Colorectal cancer performance

Minimum standard 85%
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Priority 6 — 2019/20: Bereavement

Priority 6: Bereavement
Why we chose Our clinical strategy focusses on ensuring that we approach care through the lens of

this as a priority realistic medicine, particularly for our frail and older population with a greater

and what it understanding of what matters to people and their families.
means for
patients: We aim to introduce the role of medical examiner to our organisation in 2019/20 in

order to learn and improve the support we need to provide the highest quality
person centred care at this difficult time.

What we are We aim to introduce the role of medical examiner to our organisation in 2019/20 in

planning to do order to learn and improve the support we need to provide the highest quality
person centred care at this difficult time.

Implement and monitor the standards set out by the Bereavement Group. This
process will develop over the course of the year and be introduced and monitored

using Ql methodology and bereaved carer feedback.

Performance
measures:

Proposed Measure

Target

Medical examiners appointed

N/A

Medical examiner offices established at
three main hospital sites — The
Northumbria (NSECH), Wansbeck
(WGH) and North Tyneside (NTGH)

N/A

Medical examiner involvement in a high
proportion of deaths at NSECH, WGH
and NTGH

>80%
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Priority 7 — 2019/20: Maternity

Priority 7: Maternity ‘
Why we chose Our aim is to further improve the care and experience of pregnant women,

this as a priority especially in light of increased birth rates.

and what it

means for The implementation of the Better Births document into maternity services is
patients: designed to improve the services we offer to women. There is a target set in

Refreshing NHS plans 2018/19 that requires Local Maternity System (LMS) to
ensure that from March 2019 20% of women at booking are placed onto Continuity
of Carer pathways so women have the same midwife throughout their pregnancy,
labour and post-delivery.

The Continuity of Care Pathway will form part of our Flow Coaching Academy in
2019/20.

What we are
planning to do

The Continuity of Care Pathway will form part of our Flow Coaching Academy in
2019/20. Performance metrics and associated improvements will be developed
during the course of the Academy programme.

Priority 8 — 2019/20: Every Contact Counts

Priority 8: Every Contact Counts
Why we chose The Trust has appointed a consultant in public health whose role is to ensure that

this as a priority

there is a clear direction and focus within the organisation associated with

and what it prevention and public health.

means for

patients: We aim to improve self-care among the population via initiatives such as social
prescribing, care and support planning, and connecting people to community and
social networks and initiatives.

Performance Proposed Measure Target

measures: Recruitment of link workers in out- 2 posts July 2019
patients 2 posts June 2020
Making Every Contact Count (MECC) September 2019

training plan in place

Number of frontline immunisation and 80% by March 2020

screening team trained in MECC
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The Trust has developed a robust system of performance management to ensure the delivery of
the quality priorities. Each priority has a strategic goal and is measured by the clinical team and
reported to the Council of Governors quarterly and monthly to the Board of Directors and Safety
and Quality Committee.

There are a number of measures that the Trust will continue to monitor about the quality of
services that do not appear within the safety and quality priorities list. These are measures that
clinical teams have felt are important as a result of national direction, horizon scanning or from
the Trust’s own performance dashboard.

For example, mortality rates are tracked using a number of different statistical methods,
including SHMI, C-difficile rates, and the World Health Organisation (WHO) checklist. The rates
are benchmarked nationally and reported to the Board quarterly in line with updated data.

As a Trust and a provider of local health services, Northumbria Healthcare NHS Foundation Trust
is committed to listening to patients and the public about the services provided and what is
important to them when they use its services. During 2018/19 the Trust has actively engaged
with patients, staff and stakeholders to develop the safety and quality priorities for the year
ahead so that it can continue to ensure that it delivers a high quality service to its local
communities.

The priorities were identified following governor and staff engagement and approved through
the course of Q4 2018/19 by Clinical Policy Group, Council of Governors and Safety and Quality
Committee.

The draft priorities were presented to Clinical Policy Group, the Council of Governors and Safety

and Quality Committee in March 2019. The final priorities were decided by the Council of
Governors, Clinical Policy Group and the Board of Directors in March 2019.
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PART 3 — Other information

This part of the Quality Account provides more detail about the Trust’s performance during the
last year against its priorities identified for 2018/19, and against other key indicators and

targets. It also describes some of the key quality initiatives the Trust has undertaken during the
year, including the work it has done on improving and monitoring patient and staff experience.

Key measures

This section provides an overview of quality of care offered by Northumbria Healthcare NHS
Foundation Trust based on performance in 2018/19 against indicators selected by the Board in
consultation with stakeholders. For ease of reference the Board of Directors’ priorities were
reported in Part 2. Table 35 below outlines the measures that were included as quality priorities
in 2014/15, 2015/16, 2016/17, 2017/18 and 2018/19. These will also be included in 2019/20 as
key measures of safety. This demonstrates the improvement from previous years and the Board
are committed to sustaining further improvement throughout the year. All of these measures
should be cross-referenced to part 2 of the Quality Account.

Table 27: Key measures

Data Source Comparator
2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

Patient safety
. National

C. diff number of cases . n/a 30 21 24 35 16
requirement

MRSA number of cases Na.tlonal n/a 3 1 4 1 1
requirement

SSlI rate - all infections (hips) Internal metric 1.6% - JHI 0.75% 1.00% 0.73% 1.19% 1.59%

SSl rate - all infections (knees) Internal metric 4.2% - JHI 0.72% 0.48% 0.54% 0.43% 0.57%

Clinical effectiveness

Serious harm: falls Internal metric n/a 65 73 78 65 28
KPI Readmission rate within 30 days  Internal metric n/a 8.1% 7.3% 7.3% 8.2% 8.1%
Mortality — .

Internal metric n/a - 870 974 616 636

Case notes reviewed

Patient experience

Real time survey results (domain

Internal metric n/a 9.54 9.48 9.62 9.59 TBC
average)

National inpatient (new indicator) NaFlonaI n/a 84.5% 86.5% 86.9% 87.5% TBC
requirement
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NHS Improvement Oversight Framework

NHS Improvement is an independent regulator of NHS Trusts. It requires that minimum
standards are maintained and these are described in the Department of Health’s Operating
Framework as the most significant priorities.

During 2018/19 the principle oversight document issued by NHS Improvement was the Single
Oversight Framework.

The Quality Account includes those indicators which were reported as part of NHS
Improvements oversight for the whole year i.e. those indicators that appear in both the Risk
Assessment Framework and the Single Oversight Framework. Table 36 below summarises the
strong performance during 2018/19 against the relevant indicators and performance thresholds.

Table 28: Quarterly performance against NHS Improvement Single Oversight Framework

2018/19
Quarterly performance

Maximum time of 18 weeks from point of referral to treatment 92% 93% 93% 92% 92%
(1]

(RTT) in aggregate — patients on an incomplete pathway (Jun) (Sep) (Dec) (Mar)

A&Ei rr!aX|mum waltlng time of;four hours from arrival to 95% 98% 96% 95% 93%

admission/ transfer/ discharge

All cancers: 62-day wait for first treatment from: urgent GP 85% 81% 22% 80% 79%
(1] (1] 0 (o]

referral for suspected cancer

All cancers: 62-day wait for first treatment from: NHS Cancer 90% 100% 100% 83% 73%
(1] (1] 0 (o]

Screening Service referral’®

Care. p.rogramme approach (C!’A? patients, comprlélng: 95% 100% 100% 100% 100%

receiving follow-up contact within seven days of discharge

Care programme approach (CPA) patients, comprising: having 95% 100% 100% 100% 100%

formal review within 12 months

Improving access to psychological therapies (IAPT) - people
with common mental health conditions referred to the IAPT 75% 92% 95% 98% 96%
programme will be treated within 6 weeks of referral

Improving access to psychological therapies (IAPT) - people
with common mental health conditions referred to the IAPT 95% 99% 98% 100% 100%
programme will be treated within 18 weeks of referral

IAPT Proportion of people completing treatment who move to

50% 52% 52% 54% 56%
recovery
Clostridium (C.) difficile — meeting the C. difficile objective No more
. thar? 29 1 6 12 16
(numbers are cumulative, quarterly) cases in the
year
Venous thromboembolism (VTE) risk assessment 95% 96.1% 96.6% 98.4% 98.4%
. .. . A ted 1.01 1.01 1.01 1.01
SHMI (reported in arrears; quarter relates to period in which i e
results published) As As As As
expected expected expected expected
. . . . 99% 99% 99% 99%
- 0,
Maximum 6-week wait for diagnostic procedures 99% ) (Sep) (Dec) (Mar)
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Patient experience — an update on performance during 2018/19

This section of the Quality Account explains the approach the Trust takes to continually improve
the experience of its patients, service users and their families. The Trust is widely recognised as
having one of the best patient experience programmes in the NHS. It uses a range of
approaches to actively engage with the people who use the Trust’s services.

Listening to the views of patients allows the Trust to design and deliver services that people
really need.

Friends and family test

This national test is a measure of patients’ general satisfaction with the service of the Trust. It
describes the score that patients award services in terms of their likeliness to recommend care
to friends and family.

The latest national friends and family test results were published in January 2019. Figure 12
demonstrates the results during 2018/2019 based on the views of 35926

Figure 12: National Friends and Family Test Results 2018/19

FFT Inpatients Q4
Northumbria 98%
National Average 96%
FFT Emergency Care Q4
Northumbria 83%
National Average 86%
FFT Maternity Q4
Northumbria 96%
National Average 96%

In summary the results are fairly positive, exceeding the national average in inpatients and
maternity results. Emergency care is now just lower than the national average. We saw this
slight decline after the introduction of text messaging. Although text messaging has increased
our response rate, this is a different mode of data collection which tends to attract responses
rate from a younger population. We know that older people are more likely to give a positive
rating of care so feel confident that the method chosen to record feedback has impacted on our
scores.
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Our national survey results for emergency care for example place us within the top 20% of
Trusts with performance on waiting frequently in the top 10%.

Mode bias can result in variability that is not explained by the quality of care alone. For this
reason there is a clear recommendation in national guidance that friends and family data should
not be used to benchmark or make comparisons across Trusts.

Despite evidence of high quality care based on the friends and family results our response rates
for both inpatients and Accident & Emergency remain low when compared to the national
average. We have reflected on this as a Trust, and it is a frequent topic of discussion in our
review of quality with our Commissioners. We believe that this has been challenging for a
number of reasons.

Each year the patient experience team get feedback from around 50,000 people via interview
and survey. As part of our real time programme we interview people whilst they are in hospital
and feedback immediately to staff that day - this real time programme allows us to be very
responsive and act on concerns whilst patients are still with us. Most NHS organisations haven't
invested in real time patient experience measurement to the same extent, so not all of what we
measure locally counts towards a national picture for Friends and Family.

To help us get detailed information about where we may need to improve care we have
committed to following people up once they go home. We know from research that two weeks
after care, with time to reflect, patients are more likely to be at their most honest and critical of
the service they receive. We believe this is exactly the right time to seek 'warts and all' feedback
we need. This detail, together with patients' free text comments, is invaluable for guiding
improvement, but it is hard to get in very large numbers and there is an associated cost with
every survey that is mailed out.

We are committed to measuring in the right way using systems that are most likely to provide
us with honest feedback of where we need to get better. However, these methods are not
always the best way of achieving high volume of responses, but our focus has been on the
quality of information not quantity.

As a Trust, we remain focused on obtaining detailed feedback captured at all points in the
patient pathway. The extent of our real time and written survey programme following
thousands of people up during and after their care generates a wealth of free text data which
we analyse frequently and report to Board.

To meet the national guidance, we ask inpatients to provide written feedback on the day of
discharge in a sealed envelope. Again we know that written responses like this will be less likely
to get large volumes of returns than a quick text method but it is more likely to give us
information we can act on and we feel that is more important. Sometimes persuading people to

Quiality Account 2018 /19 71| Page



give meaningful feedback on the day they leave hospital can be very difficult because they,
understandably just want to go home.

As mentioned earlier, in order to capture more patient feedback and return a higher response
rate the Trust introduced Text messaging of the Friends and Family questions in early 2017.
Each month we send 2000 ED patients this question. Using this methodology we have seen our
response rate continue to improve and rise above the target set by our commissioners.

¢ Real-time programme

Our real time programme involves an independent team carrying out face to face interviews
whilst patients are still in hospital — it allows us to respond quickly to things that individuals and
their families wish were better, as well as give immediate feedback to staff about things that
were working well. The last year reveals a very strong overall performance by our ward teams
with our data remaining consistently excellent throughout 2018. There was evidence of
statistical improvements in cleanliness on the ward and communication about medicines and
side effects. From a very high baseline, scores in co-ordination and consistency of care, and pain
management have a meaningful decline when compared with overall performance in 2017. The
decline occurred during the winter period when demands on the service were at their most
challenging. The overall patient experience score of 96% remains very high and unchanged this
year.

The learning over the last year would not have been possible without the willingness of patients
and their families to share their experiences, and for this we are very grateful. We spoke to
6655 individuals in real time, collectively they gave the following scores for our care :

e 94% for Consistency & Coordination

* 99% for Respect & dignity

* 96% for Involvement in decisions about care

e 98% for the quality of relationships with our Doctors

e 99% for the quality of relationships with our Nurses

e 99% for the Cleanliness of our wards and bathrooms

e 98% for the way the team managed Pain

e 84% for Communicating about medicines and side effects
* 94% for Noise at Night

* 99% for Kindness & Compassion

As well as capturing people’s experiences on the day of discharge, we survey thousands of
patients once they leave hospital to enable us to have a very balanced view of their experience
of our care. We have used this feedback to target and improve essential aspects of our care
that we know matter most.
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Figure 13: Real time feedback scores 2018/19 — average score per domain
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Figure 14: Real time feedback scores 2018/19 — Domain average score
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Please note that no real time data was collected in January 2019 due to restrictions on access to
the wards in line with infection control policy over winter.

e Patient Perspective 2018

These surveys are sent to out-patients and in-patients once they have returned home to gather
their views and experiences of services. An independent company approved by the Care Quality
Commission evaluates the results for the Trust. They received feedback from 9199 people - the

following is their account of the patient experience in our services.
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In-patients 2018

Overall, the inpatient results for 2018 continue to be very good.

The Trust is in the top 20% of all trusts on all 19 most important questions to patients. The
overall score for the Trust is 87.6% which is in the top 20% of trusts (84% cut off point) and
similar to 2017.

Overall, 98% of patients rated their care as excellent, very good or good. Results remain
consistently good in these areas:

e All aspects of communication with doctors and nurses
e Overall ratings of care

e Respect and dignity

e Staff working well together

e (Cleanliness and hand-washing by staff

e Pain management

e Information on medicines

e Discharge planning

Results for day-case patients are better still than for inpatients, averaging 92.3%.

Out-patients 2018

The outpatient results continue to be extremely good. On average the Trust is in the top 20% of
all trusts in England. It is in the top 20% for all survey questions.

All sites have an overall score in the national top 20%. All specialties are in the national top 20%
with the exception of Pain Management.

The overall score is 90.8%, with the score for the top 20% in England standing at 85%. This
performance is similar to 2017.

99% of patients rate the Trust as excellent, very good or good.
Overall results are particularly good in these areas:

e All aspects of communication between doctors and patients
e Information about treatment and discharge

e C(Cleanliness

¢ Involvement in decisions

e Discharge planning
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e Letters copied to patients
e Respect and dignity
e Overall ratings

Accident and Emergency 2018

Overall, the ED results remain very good. The Trust remains in the top 20% of all Trusts in
England on 24 of the 27 questions that are comparable with national data.

The average score is 83.9%, and is comparable with the previous year’s score of 83.4%. The top
20% score for England is 78% and above.

This score has been consistently high in each quarter since April 2011. Average scores across the
four sites are — The Northumbria 78% (specialist emergency care hospital), Hexham 87%, North
Tyneside 82%, Wansbeck 82% (urgent care centres).

Overall, results remain good in these areas:

e Privacy

e Information on waiting times

e Overall time in A&E

e Communication with doctors and nurses

e Cleanliness of the department and toilets

e Planning for leaving hospital

e Overall ratings and respect and dignity

There is room for improvement in these areas:
e Waiting times until triage and to seeing a doctor or nurse
e Pain management
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Quality improvements during 2018/19

There are many examples of quality improvement initiatives that have been successfully
delivered throughout the year resulting in improved quality of care for the people who use
services. Examples of some of the work the Trust has done are given in the sections below,
along with some of the Trust’s key achievements:

Key achievement &

Endoscopic full thickness resection

The Trust has recently approved and commenced endoscopic full thickness resection for early colonic
cancer. This minimally invasive technique allows us to individualise patients’ cancer treatment adding
another dimension to the current ‘one-size fits all’ approach of major resectional surgery with it’s
associated major complication rate and life altering sequalae such as stoma formation. In many cases
this type of major surgery is not suitable either because of patients ability to undergo such procedures,
particularly pertinent in a time when we are dealing with a growing elderly and frail population, or
because cancer is detected early, for example through bowel cancer screening, and major resectional
surgery may represent a poor option due to associated risk when a lesser procedure may avoid this risk
and provide adequate treatment of cancer. Minimally invasive, organ preserving, low risk treatments
are already well established in the Trust and nationally for rectal cancer providing the benefits
described above.

Full thickness endoscopic resection for colon cancer has recently commenced in the Trust (the second
Trust in the UK to offer this novel technique). Whilst the technique has been carefully introduced and is
only suitable for early colonic cancers the initial procedures have been carried out successfully both in
terms of cancer outcomes and patient outcomes. The treated patients so far have had overnight stays
and returned to normal activity the next day compared to an average hospital stay of 5-7 days and
potential complications associated with the major resections they would otherwise have undergone.

Key achievement &

Using AFLOAT to reduce falls

The AFLOAT was developed as our improvement work with NHS England’s National Falls Collaborative
in 2018.

The tool identifies 7 key characteristics that increase a patients risk of falling and assigns a score to
each. The scores are added up and a safe level of observation is advised. The nurse then uses their
clinical judgement to set the level of observation for the patient.

We had done engagement work with nurses as part of the Observations Task and Finish group and they
had said they would feel better supported in their decision making if they had such a tool.

A literature search found no such validated tool and so we devised our own. It was tested over 6 Plan

Do Study Act (PDSA) cycles last summer before arriving at the final version.

Quality Account 2018 /19 76 | Page



It was launched Trustwide on 3™ December 2018. Staff experience questionnaires have shown that it is
easy to use. We have had very positive comments back from staff. It has enabled more robust,
evidence based decisions relating to the required level of observation.

AFLOAT has been shortlisted for the HSJ Patient Safety Awards 2019 in the category ‘Improving Care for
Older People Award’.

Key achievement &

Trainee Nursing Associates

Over the past two years the Trust has supported the training and development of the Trainee Nursing
Associates across all business units and sites within the Trust. This programme of education provided
an opportunity to upskill some of our talented Nursing Assistants. We are now preparing to welcome
the first every cohort of Registered Nursing Associates in the North East into the Trust in their first

posts.

This two year programme of education is implemented in partnership with Teesside University with
practice experiences provided across the three mandatory areas, Home, Close to Home and Hospital.
These placement are mapped for each Trainee by the Practice Education team ensuring that each
trainee can access the experiences required to complete the programme and prepare them for taking
on the Band 4 Nursing Associate role within any speciality in the Trust.

Whilst several of the trusts in the region have supported staff to complete this training programme, we
have implemented various initiatives to enhance the experience and development of this group of staff.
The Trust have facilitated the employment of a dedicated clinical educator to support these learners in
practice, whilst supporting the trainee they provide further guidance and support for mentors in the
clinical environment. We have provided dedicated quarterly training sessions and facilitated that all
Trainees completed the Acute illness management course and completion of course competencies.

The practice Education team meet quarterly with trainees, manager and University representatives to
provide academic and pastoral support.

The role of the Register Nursing Associate has been well received across the Trust as such the Trust has
facilitated a further 2 cohorts of Trainees and the Practice Education team are in the process of
negotiating placement experiences for our colleagues in the CCG to support our partners in GP practice

to access placement for their staff undertaking this programme of education.

Key achievement &

National Emergency Laparotomy Audit (NELA)

NELA is a Ql project which commenced in December 2013 with the aim of reducing patient mortality in
this high risk surgical population. The project provides Trusts with benchmarked reports on compliance
with “evidence-based standards” and performance indicators and makes recommendations for
improvements. The project includes 183 hospitals across England and Wales, crosses multi specialties

including the emergency department, radiology, surgery, anaesthetics, critical care and in the future
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COTE. The project also overlaps with the Abdominal Pain Flow Project and The Sepsis Project. Within
the Trust, approximately 250 patients per year undergo emergency laparotomy or laparoscopic surgery,
representing the 7th highest caseload nationally.

Over the past 6 years, multiple interventions and initiatives have resulted in a Trust reduction in the 30
day SMR mortality rate from 15.9% in 2014 to 8.9% in 2017, whilst national mortality has reduced from
11.4% to 9.5%. The Trust has the lowest length of stay (median LOS of 7 days versus the national
median of 11 days). The model of care delivered at the Northumbria compared with national data
results in early consultant review (average 13 hours versus average 24 hours respectively), consultant
delivered service (99% versus 83%), access to theatres (87% patients entered theatre within the
recommended time versus 83%) and admission to critical care (96% of high risk patients admitted in
the post-operative period versus 88%).

Future Ql projects include the implementation of the Abdominal Pain Pathway within the emergency
department, Surgical Assessment Unit and Ward 15, early surgical referral based on the patients
NEWS?2 score and the introduction of the Complex Geriatric Assessment for patients aged over 65 years
by the COTE team.

Key achievement &

Dementia Lead Nurse in post

The new Dementia Lead Nurse started with the Trust in January. She has been visiting departments/
wards and areas throughout the Trust to understand what we are currently doing well and where
further work is needed to support our patients with Dementia and their carers. She has also been
visiting our third and voluntary sector colleagues to look at working more collaboratively.

The Dementia Steering Group has re-established with momentum, we are working towards the
ultimate goal of being a Dementia friendly Trust but also being able to say that Northumbria provide
the gold standard of care to our patients with Dementia and their carers.

Current work streams include patient and carer experiences, Dementia training, our ward
environments, our Delirium pathway to name a few!

We are looking forward to Dementia Action Week in May, where we hope to showcase some of the

fantastic work we do. It’s also an opportunity to rally together, gather enthusiasm to help achieve our
goal of gold standard care.

Key achievement &

Jubilee Day Hospital

The Jubilee Day hospital is located at North Tyneside General Hospital and provides outpatient
appointments for a variety of clinics including falls, syncope, stroke, Parkinson’s disease as well as
general Care of the Elderly clinics. There is also access to a variety of other multi-disciplinary teams

such as physiotherapy, occupational therapy and others as required. Historically referral has been
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made from various sources such as general practitioners, other hospital consultants and community
services into the individual clinics. There can be significant delays in onward referrals from these clinics
to services such as physiotherapy. There can also be significant duplication of referrals to individual
clinics.

The aim of the Ql project is to create a single referral route into the JDH that is accessible, efficient and
generic that will reduce internal duplication and waiting times and will improve patient experience. The
patient referral will be triaged by members of the multi-disciplinary team into either the new generic
clinic or a standard clinic. Those patients who are triaged into the new generic clinic will attend for a
single appointment and will receive comprehensive MDT assessment. The PDSA cycles that have been
performed so far show reduced cycle time for the patients within the clinic and significantly reduced
waiting times to access the clinic. Patient experience data has been extremely positive during the PDSA
cycles.

There is ongoing work to design assessment documentation for all staff to improve standardisation and
reduce variation between clinicians which will improve safety and facilitate communication. It is
anticipated that this will lead to the patient needing less outpatient appointments to achieve full
assessment and treatment and will provide an enhanced patient experience with associated reduction
in costs to the organisation.

Certain clinic, such as syncope, stroke and PD will remain as individual clinics. It is anticipated that the
new pathway will begin in June.

Key achievement &

QIST programme : Quality improvement in Surgical Teams

In Northumbria we implemented two novel interventions with evidence gathered from international
randomised trials or best practice guidance — our aim is now to see wider spread and adoption across
the NHS.

1) Reducing MSSA infection: Total joint replacement (TJR) is increasing year on year, with 170,000
being performed in the UK. Infection after surgery is a very serious issue — it is often followed by poor
outcome, and patients face a heavy long-term burden. Infections have a higher mortality rate than
prostate, breast and colorectal cancer at 5 years. Each infection costs up to £75K to treat, scaled up, the
cost of TIR SSI is approximately £45 million pa. Our project successfully reduced surgical site infections
caused by a common and aggressive bug. Screening and decolonisation is now a recommended
intervention by the WHO for orthopaedic surgery, but uptake rates in the UK remain low.

2) Proactive detection and treatment of anaemia: Anaemia in patients undergoing elective hip and
knee replacement is associated with increased post-operative morbidity and mortality as well as
increased transfusion rates, hospital readmission and length of stay. Joint replacement uses around
10% of blood stocks. There is a need to increase the management of preoperative anaemia in the UK.
Improvements in practice would benefit patients and reduce costs.

Although the interventions for methicillin-susceptible Staphylococcus aureus (MSSA) reduction and
treating anaemia pre —operatively are both strongly evidenced based, many NHS Trusts perform
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neither intervention. Our goal was to evidence the benefits of implementation in practice and to
modify the intervention for clinical practice in the NHS.
Our ambition is to support spread and adoption at scale across more than 30 NHS sites. If the benefits
seen in Northumbria are successfully replicated patients will

= have fewer serious complications post-surgery,

= areduced length of stay in hospital

= be less likely to be readmitted to hospital

=  be less likely to need critical care
The potential savings for the NHS exceed £7million. The results of the QIST programme are being
formally evaluated by researchers in The York Trials Unit. We are one year in to our programme, having
captured data on 20,000 people so far, we await the final outcomes with interest.

In the meantime the QIST team were delighted to see their early work acknowledged as ‘highly

commended’ in the HSJ Innovation of the Year category.

Key achievement &

Our award winning Birth Reflection Programme — Health Service Journal Compassionate Care
Award 2018

For many mothers, the impact of a difficult birth is significant. It can be the source of negative beliefs
which prove long-lasting, or be further fuel for a previously-held sense of vulnerability or failure.

At Northumbria, a team from obstetrics, patient experience and health psychology services came
together to develop a pathway to try to reduce this negative impact. The Birth Reflection Service allows
women to work back through a difficult delivery, receiving support to address any trauma and getting
answers to any questions they may have.

To create the service, over 100 members of staff were trained in a psychological model of birth trauma.
This was grounded in a model of compassion which was defined as sensitivity to distress along with a
motivation to prevent or alleviate that distress.

Birth Reflection clinics have now been running for a year at the Trust, and patient feedback is extremely
positive. “Allowed me to move forward and enjoy being a mummy,” said one service user. Another:
“Brilliant, put a reassuring full stop to my birth.”

The hope is that the service will also lead to financial savings for the organisation, reducing the number
of women who request caesarean sections because they’ve had a traumatic previous vaginal delivery.
And when left untreated, perinatal post-traumatic stress disorder can lead to chronic mental health
problems, chronic pain, and the need for gynaecological and psychosexual interventions. The early

intervention offered by the Birth Reflection Service should help prevent such outcomes.

Key achievement &

HIP QIP collaborative — our ambition to save 100 lives

177 hospitals admitted 65958 patients with hip fracture last year. Ensuring safe, effective and
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equitable care remains a major public health issue. Overall one year mortality is high at 30%. The
pathway of care is complex. Survivors often face a life with decreased function, with 15% to 20% of
people needing to change residence as a result of fracturing their hip. The cost of care provision is high
and set to rise sharply as our population ages.

High quality, safe care requires the coordinated effort of a multidisciplinary team who are committed
to evidence based and person-centred care. Our hip fracture improvement programme (HIP QIP) had
been running for 8 years and had been extremely successful (HSJ patient safety finalist 2013, and BM|
Team of the year in 2015) Our programme sought to make further improvements in Northumbria
following major organisational change and radical pathway redesign on the opening of a new
emergency care hospital in 2015. Our ambition was also to see if these improvements could
successfully be adopted in 4 partner NHS organisations

The National Hip Fracture database (NHFD) captures comprehensive outcome data for all orthopaedic
units in England. Our collaborative launched in September 2016 funded by The Health Foundation. We
reviewed NHFD outcomes to identify a group of hospitals who are outliers with respect to mortality of
around 10 %+. We knew that the challenge of improving quality and safety was likely to be greatest in
Trusts where performance was poor, but equally recognised that it was there that we had the best
opportunity to have the greatest impact. Given our primary outcome focused on reducing mortality,
our overarching programme goal was to save 100 additional lives by the end of a 2 year collaborative.

During the set up phase, all of the participating sites received a peer review coordinated by the British
Orthopaedic Association. This provided a more detailed understanding of organisational context and
challenges. We then brought teams together for 5 learning events to review the evidence supporting
best care, exchange ideas and discover the potential for improvement that existed. These sessions

were supported by programme leads, orthopaedic experts, improvement fellows and patient leaders.

We established Quality Accounts to outline deliberately ambitious but focused improvement standards.
We knew that projects that are underpinned by a strong evidence base are more likely to succeed.
Patient stories highlighted the consequences of poor or fragmented care and added further weight to
the case for change. Our intention was to take time to build trust and foster a strong sense of
community, a shared ownership of change and an improvement climate in which we all felt able to help
each other to be better. Between learning sessions (during “action periods”), teams tested and
implemented changes in their local settings and collected data to measure the impact of these changes.
Participants felt encouraged to report their

changes and results, sharing all 30 day Mortality trends
experiences — including the unintended 10%
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At the start (September 2016) 30 day mortality for the collaborative was 10.3% compared with a NHFD
average of 6.7%, making the HIPQIP collaborative outliers for mortality. By Dec 2018, mortality rates in
the collaborative had reduced to 5.7% - well below the national average ( see graph ) External
evaluation by the Royal College of Physicians (RCP) not only reported these benefits in terms of lives
saved but also some wider gains that were evident in our results. They compared the outcome of
patients who had been part of the HIP QIP collaborative to those who were cared for in 16 other NHS

hospitals - results showed that compared to the control group HIP QIP patients were more likely to :

e Have access to high quality, evidenced based, best practice care (70% vs 45%)
e Receive nerve blocks for pain — (80% versus 40%).

e Have their operation within 36 hours - — (80% versus 65%).

e Get out of bed early and move after surgery — (90% versus 80%).

e Return to their own home, avoiding the need for residential or nursing care home placement.
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Workforce factors

The Trust’s staff are key to providing safe, effective and respectful care. The NHS staff survey
provides the Trust with good information about how its staff feel about different aspects of
their work and how well they are equipped to deliver high quality patient care. This year’s
survey was published in February 2019. The staff response rate was 72% which is one of the
highest response rates in the country for acute trusts.

Overall, the survey provides some excellent results however the Trust will continue to focus on
areas for improvement. There are 10 themes and an overall staff engagement indicator. Table
29 provides the results, and shows how the Trust compares with other acute trusts. The results
are shown as a percentage or rated between 0 - 10:

Table 29: NHS staff survey results for 2018

Theme/Questions 2018 2018 2018 2018
result National Best Acute performance

average score against
2017

Equality, diversity & Inclusion

Q14 Does your organisation act fairly with regard to career progression /
promotion, regardless of ethnic background, gender, religion, sexual 94.2% 83.9% 94.3%
orientation, disability or age?

Q15a In the last 12 months have you personally experienced
discrimination at work from patients / service users, their relatives or 3% 6.1% 2.7%
other members of the public?

Q15b In the last 12 months have you personally experienced

0, [ 0,

discrimination at work from manager / team leader or other colleagues? e 87 B

28b Has your employer made adequate adjustment(s) to enable you to
Q y poy d ! (s) y 76.8% 72% 84.8%

carry out your work?
Health & Wellbeing 6.6 5.9 6.7 &
Q5h The opportunities for flexible working patterns 53.8% 51.9% 60.4%
Q11a Does your organisation take positive action on health and well-

i 46.7% 27.8% 46.7%
Q11b In the last 12 months have you experienced musculoskeletal 21.6% 28.7% 20.2%

problems (MSK) as a result of work activities? o7 e e
Q11c During the last 12 months have you felt unwell as a result of work

related stress? 30.9% 38.9% 28.9%
Q11d In the last three months have you ever come to work despite not 49.4% 56.9% 47.6%

feeling well enough to perform your duties? R 20 o7
Immediate Managers 7.5 6.7 7.3 @
Q5b The support | get from my immediate manager 75.3% 68.6% 77.4%
Q8c My immediate manager gives me clear feedback on my work 62.8% 60% 69.2%
Q8d My immediate manager asks for my opinion before making decisions

58.7% 54.1% 61.3%

that affect my work
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Theme/Questions

Q8f My immediate manager takes a positive interest in my health and
well-being

Q8g My immediate manager values my work

Q19g My manager supported me to receive this training, learning or
development

Morale

Q4c | am involved in deciding on changes introduced that affect my work
area / team / department

Q4j | receive the respect | deserve from my colleagues at work

Q6a | have unrealistic time pressures

Q6b | have a choice in deciding how to do my work

Q6c¢ Relationships at work are strained

Q8a My immediate manager encourages me at work

Q23a | often think about leaving this organisation

Q23b | will probably look for a job at a new

organisation in the next 12 months

Q23c As soon as | can find another job, | will leave this organisation

Quality of Appraisal

Q19b It helped me to improve how | do my job

Q19c It helped me agree clear objectives for my work

Q19d It left me feeling that my work is valued by my organisation

Q19e The values of my organisation were discussed as part of the
appraisal process

Quality of Care

Q7a | am satisfied with the quality of care | give to patients / service users
Q7b | feel that my role makes a difference to patients / service users

Q7c | am able to deliver the care | aspire to

Safe environment - Bullying & harassment

Q13a In the last 12 months how many times have you personally
experienced harassment, bullying or abuse at work from patients / service
users, their relatives or other members of the public?
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result

69.2%

77.5%

61%

6.7

59.9%

78.4%

25.6%

58.4%

54%

72.7%

22.4%

14%

8.5%

5.8

20.5%

37.5%

34.8%

44.8%

7.9

89.2%

92.6%

76.5%

8.3

27.5%

2018
National
average

67%

71.1%

54.1%

6.1

52.6%

70.9%

21.1%

54%

42.9%

68.1%

29.9%

20.8%

15.1%

5.4

23%

34.7%

32.3%

35.1%

7.4

80.1%

89.5%

66.9%

7.9

28.4%

2018
Best Acute
score

74%

78.5%

66.1%

6.7

62.2%

79%

28.3%

61.1%

55.5%

76.7%

19.1%

14%

8.5%

6.5

35%

46.3%

42.5%

52.5%

8.1

89.4%

92.9%

80.9%

8.5

22.1%

2018
performance

against
2017

N/A
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Theme/Questions

Q13b In the last 12 months how many times have you personally
experienced harassment, bullying or abuse at work from managers?

Q13c In the last 12 months how many times have you personally
experienced harassment, bullying or abuse at work from other

colleagues?

Safe environment - Violence

Q12a In the last 12 months how many times have you personally
experienced physical violence at work from patients / service users, their
relatives or other members of the public?

Q12b In the last 12 months how many times have you personally
experienced physical violence at work from managers?

Q12c In the last 12 months how many times have you personally
experienced physical violence at work from other colleagues?

Safety culture

Q17a My organisation treats staff who are involved in an error, near miss
or incident fairly

Q17c When errors, near misses or incidents are reported, my organisation
takes action to ensure that they do not happen again

Q17d We are given feedback about changes made in response to reported
errors, near misses and incidents

Q18b | would feel secure raising concerns about unsafe clinical practice
Q18c | am confident that my organisation would address my concern
Q21b My organisation acts on concerns raised by patients / service users
Staff engagement

Q2a | look forward to going to work

Q2b | am enthusiastic about my job

Q2c Time passes quickly when | am working

Q4a There are frequent opportunities for me to show initiative in my role

Q4b | am able to make suggestions to improve the work of my team /
department

Q4d | am able to make improvements happen in my area of work
Q21a Care of patients / service users is my organisation's top priority

Q21c | would recommend my organisation as a place to work
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9.2%

14.8%

9.4

17.2%

0.3%

1%

Uoll

64.1%

77%

63.3%

76.1%

69.5%

83.1%

7.5

63%

78.4%

79.6%

80%

83.5%

62.7%

85.1%

73%

2018
National
average

13.7%

20%

9.4

14.3%

0.7%

1.6%

6.6

58.5%

69.9%

58.9%

69.2%

56.8%

72.6%

7.0%

59.3%

74.8%

76.8%

72.5%

74.5%

56.1%

76.7%

62.6%

2018
Best Acute
score

8%

11.7%

9.6

10.1%

0%

0.6%

7.2

69.5%

82.3%

72%

76.7%

69.5%

84.6%

7.6

67.6%

81.7%

83.4%

80%

83.5%

65.9%

88.3%

81%

2018
performance
against
2017
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2018
performance

Theme/Questions 2018 2018 2018
result National Best Acute

average score against

2017

Q21d If a friend or relative needed treatment | would be happy with the

[v) () 0,
standard of care provided by this organisation 83.2% 71.3% 87.3%

Workforce Race Equality Standard (WRES)

The NHS Workforce Race Equality Standard aims to promote race equality in the NHS by
requiring trusts to demonstrate progress against a range of indicators as shown in Table 35
(however it should be noted that the numbers of staff from Black and Minority Ethnic Groups
(BAME) was relatively small with 41 respondents).

Table 30: NHS staff survey results for WRES

Ethnic group | 2018 result [National 2017 result

Percentage of staff experiencing harassment, bullying or abuse from White 27% 28% 26%
patients, relatives or the public in last 12 months

BME 22% 30% 32%
Percentage of staff experiencing harassment, bullying or abuse from staff ~ White 18% 26% 19%
in last 12 months BME 19% 29% 33%
Percentage of staff believing that the organisation provides equal White 95% 86% 94%
opportunities for career progression or promotion BME 83% 72% 81%
In the 12 last months have you personally experienced discrimination at White 3% 7% 5%
work from manager/team leader or other colleagues? BME 10% 15% 21%

Key achievement &

The Trust supports Northern Pride

The Trust was proud to have taken part in this year’s
Northern Pride event. Northern Pride took place on
Newcastle Town Moor from 21 to 23" July 2019 and a
range of Trust services, including the integrated Sexual
Health Service, North Tyneside Talking Therapies, and the
Integrated Wellbeing Service, supported the event with
stalls and information.

Ann Stringer, executive director of human resources and operational development, at Northumbria
Healthcare said: “As a Trust we are committed to promoting equality and celebrating difference and | was
delighted that we were able to engage with so many people from the diverse LGBT community by
participating in Pride again this year.”

In the last year, the Trust has promoted equality and diversity in a range of ways including building a
community role models network for people who identify as lesbian gay bisexual and transgender (LGBT) or
Black and Minority Ethnic (BAME) to help improve access to healthcare and promote positive roles, and
raising awareness of the Equality and Diversity support available for staff.
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Listening to the views of stakeholders to inform the Quality Account

There is a high expectation that the Trust listens to the views of a wide range of stakeholders
and that the Board of Directors would give careful consideration to these views when

determining the quality improvement priorities.

The Trust wishes to acknowledge the views of all those involved and is grateful for their time
and contribution. This has included voluntary groups across Northumberland and North
Tyneside, GP practice managers, feedback from patients via on-going patient surveys, and public

and staff members.
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Annex 1: Statements from stakeholders

Statement on behalf of the Council of Governors

The Quality Account was circulated by post on the 29% April 2019 to key stakeholders. This

formal response was received on the 23" May 2019.
Council of Governors’ response to Northumbria Healthcare Quality Account 2018/2019

Northumbria Healthcare NHS Foundation Trust engages with its Council of Governors to produce the
Quality Account. The safety and quality indicators set during the 2018/2019 period provided clarity
regarding expected standards and at its quarterly general meetings, the Council of Governors received
reports on the quality and safety indicators. These reports, which detail performance against the
expected standards, allow the Council of Governors to fulfil its statutory duty of holding the Non-
Executive Directors, individually and collectively, to account for the performance of the Board of
Directors.

Feedback on the content of the Quality Account

The Council of Governors has been engaged in the production of this report and has received briefings
from Trust representatives on occasions throughout the year. This has involved detailed presentations
relating to the Trust’s past and future priorities. Questions and comments from the Council of Governors
have been considered and responded to appropriately.

Last year, the Council of Governors established a working group to look at the draft Quality Account in
more detail and also to look at ways in which the governors’ involvement in the development and review
of the Quality Account can be enhanced in future years.

The working group process was continued this year and the group met on Friday 5 May. The governors
discussed the presentation of the Quality Account and suggested that in future years the Account is
drafted in a way that is more targeted towards the general public by further explaining, where possible,
the clinical language used within the document. The working group also expressed the expectation that
next year’s Quality Account will include greater detail on the Out of Hospital and Neighbourhood care
element of the Trust’s strategy.

The members of the working group, on behalf of the wider Council of Governors, wished to record their
thanks to all staff for the work undertaken regarding the Quality Improvement projects detailed in the
Quality Account.

Overall, the governors confirm that the report provides enough detail on progress against our quality
objectives from last year, it identifies the areas where the Trust still needs to improve, and is clear
about what the quality objectives are for 2019/20 and how these will be measured. As a Council, we are
keen to continue to focus on staff experience and the effects this has on patients experience and
compassionate care.

The Council of Governors acknowledges the efforts of the staff who work so hard, especially during the
increasingly frequent periods of high operational pressure, to maintain high standards and provide safe
and quality care for our patients.
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Presentation of the Quality Account

We have no further comments to make regarding the presentation of the document; the Council of
Governors therefore commends the report and provides assurance that the Council will continue to hold
the Board of Directors to account via the Non- Executive Directors during the forthcoming year. Work
continues to develop additional means by which the Council of Governors can hold Non-Executive

Directors to account to discharge their responsibilities.

Yelu

Alison Bywater, Lead Governor
Lead Governor, 23" May 2019
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Statement on behalf of the Health and Wellbeing Overview
and Scrutiny Committee, Northumberland County Council

The Quality Account was circulated by post on the 29t April 2019 to key stakeholders. This
formal response was received on the 22" May 2019.

iy

Northumberland

County Council

Jeremy Rushmer Your ref:
Consultant in Intensive Care Medicine & Our ref: MDB/OSC/QASZ019/1
Anaesthesia, Executive Medical Director Enquiries to: Mike Bird

Email: Mike BirdD1@northumberiand.gov.uk
By email to - Patient. Services@nhct.nhs. uk Tel direct: (01670) 622616
Date: 7 May 2019

Dear Dr Rushmer

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST ANNUAL PLAN AND
QUALITY ACCOUNT 2018/19

Statement from Northumberland County Council's Health and Wellbeing Overview and
Scruting Committee

The Health and Wellbeing Overview and Scrutiny Committee (O5C) welcomes the opportunity
to submit a commentary for inclusion in your Annual Plan and Quality Account for 2018/19 as
presented to the committes in draft, and about our ongoing engagement with the Trust over
the past year. We have confinued to receive information from the Trust through our joint
arrangements for service provision, with participation of Trust personnel at our commitiee's
bimonthly meetings.

At our 5 March 2015 meeting we received a presentation on your draft Cuality Account for
201819 and your priorities for 2019/20. At that meeting we also received a presentation from
the Newcastie upon Tyne Hospitals MHS Foundation Trust on their own quality account. We
then received presentations from the Morth East Ambulance Service and Morthumberland,
Tyne and Wear NHS Foundation Trusts about their accounts at the committee’s next meeting
an 26 March 2019. We believe that considering all four Trusts' guality accounts within the
same month provides a good joined up picture of the many NHS senvices provided in
MNorthumberland. Members responded favourahly to the information you presented, with
reference fo the highly valued staff and clinical support provided.

Following your presentafion of the draft Annual Quality Account 201819 and future priorities
for 201920, a copy of the full extract from the minutes of the O5C's meeting are appended to
this letter for your information to form part of our response to your presentation. From the detail
presented in these minutes, | would like to highlight some key comments from the commitiee
and additionally what further information has been requested or actions recommended:

Daljit Lally, Chief Executive
County Hall. Marpeth, Northumberiand, NEG 2EF -

B ot ‘FI T. 0345 600 6400 *ﬁ Whata
confdent Yo
——— weanar northumbssriand. gov.uk u Lt
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« the O5C was interested in receiving further information about the Trust's work meeting
sepsis targets and cancer treatment; | am pleased that it has since been confirmed that
your officers will present both of these updates to the OSC’s meeting in September
20149

« we would be pleased to accept your offer for members to visit the new ambulatory care
unit at Northumbria Specialist Emergency Care Hospital (NSECH), and will liaise with
officers to confirm amrangements for this in due course

« members would also appreciate further information on NSECH waiting times, and
appreciate that this will be organised for during 2018720

« members noted your update on end of life care and also intend to carry out some
further scrutiny of it during 2019/20

« We also appreciate that you have committed to providing an update on the Berwick
Hospital development once there is sufficient detail for the OSC to consider

« members welcomed your reassurance that there is no impact on non-essential services
through the need to prioritise where necessary and were pleased to note that you have
a feedback process through which lessons can be learmed from experiences. Members
were also interested to hear about work to ensure that medical records could be shared
hetter hetween hospitals including the business case being developed for an
intraoperative gateway.

From the information you have provided to the committee over the past year, for which we
thank your regular attendance (including at meetings of the OSC’'s Rothbury Hospital Referral
Review Group), including the presentation about your draft 201819 Quality Account, we
believe the information provided is a fair and accurate representation of the senvices provided
vy the Trust and reflects the priorities of the community.

Members also support your priorities for improvement planned for 2019720, but also request
that you note and consider the various points that they have raised in relation to your work
going forward, and the receipt of any further supporting information where possible, as detailed
in this letter.

We also would be very grateful if | could get in contact with you again soon to discuss possible
any further possible agenda items for the Health and Wellbeing Overview and Scrutiny
Committee to consider about the Trust’s services during the next council year from 1 May 2019
onwards.

We would also appreciate if we could diarise when you will attend to give next year's
equivalent Cluality Account and future priorities presentation. | would be very grateful if you
could confirm whether the OSC's meeting on Tuesday 3 March 2020 (beginning at 1.00pm})
would be suitable please?

If | can be of any further assistance regarding the committes’s response, please do not
hesitate to contact me.

Yours sincerely,

Mike Bird
Senior Democratic Services Officer
Democratic Services

On behalf of Councillor Jeff Watson

Chair, Morthumberland County Council Health and Wellbging Overview and Scrutiny
Committee
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APPENDIX

EXTRACT FROM THE MINUTES OF THE MEETING OF THE HEALTH AND WELLBEING
O5C HELD ON 5 MARCH 2019

(@) Morthumbria NHS Foundation Trust Annual Plan and Quality Account
201718

A presentation was provided by Jeremy Rushmer, Executive Medical Director,
Morthumbria Healthcare NHS Foundation Trust. (Copy of presentation enclosed with the
official minutes of the meeting.)

Key headlines and details of the presentation included:
s the Trust’s vision, mission, core husiness and non-core business
s the vision to be the leader in providing high quality, safe and caring health and
care services and to lead collectively, with partners, to deliver system wide
healthcare
their annual planning process
safety and quality ohjectives for 201819
quality account 201819
details of performance on their priorities for 2018M9 - sepsis, falls, frailty, flow
and staff experience
their gquality improvement formula
« safety and quality objectives for 2019/20
o quality account - ready by mid April 2019 and circulated to stakeholders for
formal opinion late April, and the final version to be submitted to NHS
Improvements and Parliament by the end of May.

Detailed discussion followed of which the key details of questions from members and
answers from Dr Rushmer follow.

‘Stranded patients’ were defined as people who could not be moved on elsewhere due
fo any issues with their treatment. Work continued to take place to review and address
any blockages in the system to aveid this happening.

The 30% achievement of the sepsis target confrasted to the 65% target; didm’t targets
need to be realistic as well as challenging, so what target was thus planned for the
following year? Members were advised that it had been an ambitious target; a clinical
lead officer for sepsis was in post and there was a good evidence base for the six
interventions. However it was very complicated to keep achieving the six tests required
within the one hour target. The target would be maintained as the clinical lead wished it
fo remain ambitious. There would be a focus on meeting the bundle compliance
requirements. It was proposed that the sepsis lead officer could attend this commities in
the future to provide an overview specifically about sepsis; members welcomed this
proposal. An update about progress made towards meeting the target during the next
year would also be welcomed. It was further noted that the Trust were involved in
reqional collaborative work on sepsis.
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It was confirmed that beds in the frailty ward were not used as assessment beds; if
there was a surge in admissions, then the area was used as necessary, as people
would not be treated in corridors. The increase in patients during winter and longer
stays required by some patients were key challenges. When the heds were needed, no
other services could be provided in that area.

Members welcomed an invite to visit the new frailty ward at a time to he amranged.

The numbers of cancer referrals were reported monthly and quarterly and publichy
available. Details were not available to hand at this meeting but could be provided for
members afterwards, perhaps as a formal committee update about overall performance
on cancer. Cancer targets were extremely challenging, partly due to the lowering of the
threshold at which people entered the cancer freatment system.

Members had agreed for further scrutiny to be aranged ahout end of life care. A report
was proposed for a forthcoming meeting, at which point progress made on actions
recommendad from the previous scrutiny review would be considered. A decision would
then be taken about whether any further themed scrutiny work was required.

Sepsis continued to be a big problem. Nationally, death rates were not increasing, but
sepsis was a difficult condition to label and define. Giving the appropriate antibiotics at
the rnight time following a diagnosis was the intervention that made the most impact.

The achievement for the four hour accident and emergency waiting fime target at the
Marthumbria Specialist Emergency Care Hospital (NSECH) at Cramlington was below
the 95% overall achievement for the Trust. Northumberland was in the top ten
performing Trusts nationally for its accident and emergency rate. This was despite the
challenge of operating over multiple sites, whereas other Trusts might only have one.
Members asked if additional information could be provided in due course about the
waiting times at NSECH.

Readmissions from frailty problems could depend on several factors. For example, as
the length of stay was reduced, some readmissions could go up, hut increasingly more
people stayed at home. The safety net arrangements ensured that patients could he
readmitted if needed. Readmission rates were also measured.

The pilot for the Medical Examiner Role applied to anybody who died within the care of
the organisation; a senior independent doctor spoke to and sought feedback from
relative then advised on the next steps. It was very important for the Trust to benefit
from any leaming or feedback received from this process.

As concerns existed about the rise in resistance to antibiotics the right diagnosis for
sepsis was essential, so how was this being addressed? Members were advised that
there was not a test to immediately diagnose sepsis; for example on occasions it might
initially be diagnosed as pneumonia. It was imporiant to treat symptoms early and
de-escalate any cases the following day if they were subseqguently confirmed as not
being sepsis. It could take 24-48 hours to diagnose, and other symptoms could appear
similar to those for sepsis. Sepsis was however measured differently in other countries;
Australia’s rate was double the UKs for this reason.
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Regarding the staff survey, the Trust had created a tool to record staff experiences in
real time which helped them to intervene guicker and treat people better.

In response to a query members were advised and reassured that the Trust did not
consider that there was any negative impact upon non-pricrity services through having
to focus on priorty services. The detail in this presentation represented a small amount
of the Trust’s services.

Reference was made to a number of attendees from the Berwick Hospital Campaign
Group being in attendance. Director of Communications and Corporate Affairs Claire
Riley had spoken to them before the meeting and would be writing to the group's
co-ordinator with a further update in due course. The Trust were currently at an early
stage of the process for developing new proposals. Further discussions would take
place after which information would be shared regarding how this was proposed to he
taken forward. Feedback received from the campaign group and local councillors had
been helpful and used in their discussions. The Chair added that this issue would be
considered by this committes in due course once there was detail available to
scrutinise.

A member referred to a case in which a family member whose treatment for cne
condition had been split between three different hospitals; the inter-hospital
communication had been poor - blood tests had not heen shared nor had the respective
consultants communicated with each other. Members were advised that progress had
since been made; all results could now be shared between hospitals and a business
case was being submitted for a medical intraoperative gateway. Thanks were expressed
from Northumbria Trust to Newcastle Trust as whenever they asked for information it
was then received straightaway. Efforts continued to be made to keep improve joined up
working.

Mr Rushmer and Ms Riley were thanked for their attendance.
RESOLVED that written responses be sent to Northumbria NHS Foundation Trust and

Mewcastle upon Tyne Hospitals NHS Foundation Trust ahout the committee’s views on
their quality accounts and future pricrities.
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Statement on behalf of the Adult Social Care, Health and
Wellbeing Sub-Committee, North Tyneside Council

The Quality Account was circulated by post on the 29" April 2019 to key stakeholders. This
formal response was received on the 20" May 2019.

The Adult Social Care, Health and Wellbeing Sub-committee welcomes the opportunity to
submit a statement for inclusion in the Trust’s Annual Quality Account 2018/19

The sub-committee commends the Trust on the positive developments over the year and the
achievements set out in the Quality Account, and notes the interesting developments taking
place across the Trust over the coming year.

Progress against priorities during 2018/19:

The Sub-committee welcomes the significant improvements that have been made to reduce the
number of falls that take place in hospital and notes that levels are now in line with the national
average and are continuously improving. The Sub-committee also welcomes the coordinated
approach around Frailty, and notes that this will remain a priority going forward into 2019-20,
incorporating a continued focus on falls prevention as part of this work.

The Sub-committee notes progress on staff experience, including the appointment of a Chief
Experience Officer to lead this work. The Sub-committee is pleased with the emphasis being
placed on the link between staff experience and patient experience and agree that this is
important, and is the right approach to be taking.

In relation to Sepsis, the sub-committee note the focus on early identification of Sepsis through
the screening process, and the progress that has been made in this area, including the
introduction of the Nervecentre digital system. The sub-committee acknowledge the issues
reported around missed targets in both the use of the screening tool and compliance with the
sepsis 6 bundle, and are hopeful that this can be improved over the coming year. Members
welcome the continued identification of Sepsis as one of the Trust priorities going forward as
part of the Deteriorating Patient Programme.

In relation to the priority around flow, the Sub-committee note the development of a new

purpose built department for ambulatory care services and look forward to the opening of this
new unit and the benefits this will have for improving services for patients.
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Members are also interested in the introduction of the new HomeSafe service and the use of
performance information and intelligence to support patients to be discharged to their own
homes, reducing the lengths of stay in hospital where possible.

Priorities for 2019/20

The Sub-committee is satisfied is the priority areas identified for 2019/20 and the opportunity
to build on recent achievements through a continued focus on flow, frailty and staff experience,
and the incorporation of Sepsis within the broader priority of the deteriorating patient.

The Sub-committee also agree with the four additional priority areas of cancer, maternity,
bereavement and public health (in the form of ‘Every Contact Counts’). These are all important
areas and the sub-committee looks forward to seeing the progress that can be made in these
areas over the year.

The Sub-committee is pleased to see the emphasis on moving to more personalised services
around bereavement and ‘every contact counts’. The Sub-committee is particularly interested
in the approach that is being adopted to improve bereavement services, such as the death café,
and plans to introduce the role of medical examiner to support the provision of the highest
quality person centred care around bereavement. The Sub-committee would be interested to
learn more about the impact of this post once it is established and there has been time to make
progress.

The Sub-committee welcome the focus on Maternity Services. In particular, Members
commend the introduction of the birth reflection programme and recognise the positive impact
this type of initiative can have for women’s mental health and their future experiences of birth,
as well as the potential financial benefits of reducing future interventions. Members would also
like to highlight work around smoking cessation and pregnancy and would be interested to learn
about how the Trust is approaching this. These areas feed into the wider priority of public
health and the ‘Every Contact Counts’ initiative, which is similarly an important priority for the
Council. Members would encourage the Trust to continue to work closely with the Council to
improve public health outcomes across North Tyneside.

The Sub-committee also welcome the work the Trust is undertaking to improve staff and patient
experience and the detailed information contained in the document in relation to staff survey
results. The Sub-committee note the information on staff experiences of bullying and
harassment. Although the Trust is performing better than the national average in this area,
Members would like to highlight this as an important issue for consideration by the Trust and an
area where they would like to see a further reduction in incidences.

Quiality Account 2018 /19 9% | Page



Other issues:

In relation to other aspects of the Quality Account, the Sub-committee would like to comment

on the following:

Never Events — Members welcome the inclusion of this information and note that each
event is investigated and action taken. However, given the seriousness of these events,
they would very much like to see this number reduced.

Freedom to Speak Up - Members welcome the developments in this area, including the
online learning application and referral form. Members would be interested to receive
feedback on these initiatives once established.

Quality Improvement in Surgical Teams - Members welcome the initiatives around
quality improvement in surgical teams aimed at reducing MSSA infection and detection
and treatment of anaemia.

Real Time Feedback Data - Members were interested in the real time feedback data
which is generally very good. Members noted the lower satisfaction level in relation to
communication about medicines and side effects and would like to see this area given
greater attention going forward.

In conclusion, The Sub-committee is of the view that the Quality Account represents a fair and

accurate reflection of the health services provided by the Trust. The Sub-committee supports

the priorities that have been selected for 2019/20 and looks forward to working with the Trust

over the coming year.

(‘ C@w‘r{é

Councillor Karen Clark

Chair of Adult Social Care, Health and Wellbeing Sub-committee

20 May 2019
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Statement on behalf of Healthwatch North Tyneside

The Quality Account was circulated by post on the 29t April 2019 to key stakeholders. This
formal response was received on the 22" May 2019.

healthwatch

North Tyneside

The Parks Sports Centre
Howdon Road

Horth shields

HEZD &TL

Tel: 0191 2635321

Healthwatch Horth Tyneside statement for Northumbria Healthcare NHS Foundation Trust's
Quality Account 2048519

Thank you for the opportunity to comment on the draft Horthumbria Healthcare HHS Foundation
Trust's latest Quality account. W would like to congratulate the Trust on some excellent work
thiz year. It iz impressive bo see your continued commitment te improving patient experience,
putcomes and the quality of your services.

we would like to note the following:
20418/19 Priorities

= The appointment of a Chief Experience Officer and the work you have done to engage
staff and service users. It is great to see this showing results and we look forward to
wirking with your team over the coming year to improve Customer experience.

= Your progress to reduce falls and your work around frailty.

= The work on the new ambulatory care unit - we are particularly interested to s=e more
information about how this new approach will work and how it will improve the
experience of ussrs.

« Homesafe - it will be interesting to see what leszon: could be shared with the Horth
Tyneside system.

20419520 prigrities
Your fubure priorities are well thowght through and clearly presented. We are particularly
pleased to see some indication about what you plan to do with these prionities.

= ‘Flow' - We appreciate the work you are planning on *flow® and the continued focus on
those people staying in hospital for more than 21 days. For the Emergency Department,
we look forward o seeing consideration given to the suggested actions we have made in
our recent joint report, with Healthwatch Morthumberland, inbo user experiences and
referral pathways.

= The refocused priority on deterorating patients seems sensible.
= It iz good to see that falls and *frailty” continwes to be a focus.
» Cancer - we weloome the foous on cancer pathways and would like to work with you to

bring the patient experiences we are researching into your pathway review work you have
planned.
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« Bersavement - we look forward to hearing more about the medical examiner maodel you
are introducing. We know that families are appreciative of the realistic medicine
approach.

= Mabernity - We are beginning to hear more from new families and would happily share
this with you in due course.

= Every contact counts - we are pleased to see the commitment to public health and look
forward to hearing how this will work with the other agencies in Morth Tyneside. The
Trust’s recent sUCCess in supporting patients to stop smoking shows the opportunity to
make a real difference to people's lives alongside them receiving the care they need.

We would like to thank the Trust for supporting us to investigate referral pathways and service
user experiences in both the Emergency Department at the Morthumbria and the Urgent
Treatment Centre at Morth Tyneside General Hospital.

we look forward to working together over the coming year and bailding on cur positive working

relationship. we would also like to congratulate the Trust on its strong performance and
commitment to the communities of Morth Tyneside.
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Statement on behalf of Healthwatch Northumberland

The Quality Account was circulated by post on the 29" April 2019 to key stakeholders. This
formal response was received on the 20" May 2019.

Healthwabch Morthumberiand

Adagr (North Eact) healthwatch

e iand Northumberland

ME#S 3HM

Tel 03332 408 4658

Fax 01434 80ETIET

Email info@Eh=althwatchnorthiemberland ok
Web www . healthwatchnorthemberland oo uk

Jeremy Rushmer

Ewecutive Medical Director

Morthumbriz Healthcznoe MHS Foundation Trust

7-B Siwver Fowx Way

Cobalt Business Pork

Mewcastle upon Tyne

MNE2T D 20 May 2018

Bear Or Rushmer
Draft Quality Account for year ending 31 March 2009

Thark you for the draft Qoality Acocount of Morthumbeia Healthcare NHS Foundation Trust
We commend the Trust on the many positve achievements that have been made and all of
the work that has besn done to lezrn lessons from outcomes, the rigour with which
monitoring and awdEting has taken place and the oversl commitment to quality and
imarowing patient outcomes.

The report gives a lot of detsiled information which could bens=ft from further explanation
for the general rezder of terms such as flow’, ambulztory care” and Frailty” and acronyms
such == GIRFT. Some tables @nd charts would be essier o interpret with full dats lsbels (eg
Sepsis bundle compliznce).

We have identified these areas within the 2058 priorities where we befieve the Trust has
performed well;

= Appointment of Dementiz Lead Murse: and me-sstablishment of the Dementiz Stserng
Group. The Dementia Lead Murse will visit Heafthevatch Morthumberiand shortly and
we envisage a positive relationship where we can share feedback from
Morthumberiard residents who are iiving with dementiz and their carers.
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= Appointment of Chief Experence Officer, the reach and results of the staff survey to
give 2 baseline for future years and the overaf the results of Friends and Family tests.
We welpome the varied spproeches to gathering patient feedback ane encoursged by
the emphasis on quality 35 well 25 quantity of information

Wi'e note the variztions for the Accdent and Emengency and Fain Management.

* Development afthe F.mhul:l:-uq' Care Unit 2t The Morthembriz to help manage
patients’ experience through the hospitzl. We would hope the work undertaken by
Heaithwatch Northumberiand and Healthwatch Narth Tyreside has contributed to the
uvnderstanding of refermsd routes and patent esperience.

= ‘Work to redwce Falls through focussed support, training and governance.

* The cevelopment of 5 co-ordinated multi-discplinary sporoach to outpatents in the
Jubiter Day Hospital. 'We would hope this leaming is used to develop 2 similar
approach in Northumberiand stes.

= The introduction of the Frailty Assessment Servioe and understand that prosress has
be=en variabie due to operationa! pressires. 'We hope that a sustained improvement is
achieved in F019/2020.

» The reduction in the Stranded Patent days

Chher areas we note:

» Compiaints are recuang oversll and the process management measures impraving
however the trend in percentage of ‘well-founded” complaints continues to fse. It

would 250 be helpful to have @ year on year analysis of the main themes.

We note that the Patient Advice and Lisison Service (PALS) is rightlty mentioned as
source of advice and support to service users, famifies and carers. We suggested the
Heaithwatch function |atnoss both of the Trust's area) is also kighlighted as 2 way of
Communicating experiences both pood and less good.

= Sepsis screening improvements. The explanation of the less than expecied
performance of the Sepsis screening tool could be dearer esing non-technic! language.

#  We note the imitztions of reporting emermency re-admissions znd would weloome 2
further report orce the up to date information is svailable inchuding = breakdown for
Morthumberiand.
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RO15/20 priorities

The plans and priorities to improve performance in 2009/ 20 gppesr positive and achievable
and we weloome the continued focus on Flow' and “Frailty .

Arcess to services, particularly for rursl areas remains 3 key pronty identified in feedbad
to Healthwatch Northumberland and we would encourage the Trust to look at how to
recosnise and sddress this issee in delivery and reporting.

Dyerafl we considered that the report gives 3 fair reflection of healthcare service provided
by the Trust. 'We onoe sEain congratuiate the Trsst on its eucellent performanos over the

year.

'We ook forwsrd to working with Morthumbria in the coming year and contiruing to build
on the positive working relationship we have estzbiished .

Tours sinoerehy

. e

Berry Buzent
Project Coordinator
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Statement on behalf of North Tyneside and Northumberland
Clinical Commissioning Groups

The Quality Account was circulated by post on the 29" April 2019 to key stakeholders. This
formal response was received on the 17" May 2019.

NHS NHS |
North Tpnesiole Naorthumberland
Clinical Commissianing Groupe Clinical Commissioning Group

Comoborative statement from Morth Tyneside and Morthumberland Clinical
Commissioning Groups for the Morthumbria Healthcare NHS Foundation
Trust's Guality Account 183

The CC5s welzome the cpporunily fo review and comment on the Quality Accosnts
for Meorthurmbria Heafthcare MHS Foundaton Trust for 2018718 and would ke io
offer the folowing commentan.

Morth Tyneside and Northumberand Clhnical Commissioning Groups ({CCGs) aim o
commission safe and effective senvices that proweds a posidive sxpensncse for
patients and carers. Commissioners of health semnvices hawe a duty to ensure that
the semvices commissioned are of good guality. Ths responsibility is @ken very
serously and considersd fto e an essential cormponent of the cormmissioning
funcon.

Throwghout 201318 the CCGs have contmesd to work with the Trest theough well-
established mechanisms to monitor quality and mprovement of sensces such as the
Cuality Rewew Group meebngs and the Trust Chnical Policy Group, which
encourages the transparent monstoring of the Cost Improvemsant Plan process. The
CCiGs feel that these meetings ase a wvaluable forum through which both
organisations can gain assurance and work collaboratiesly to understand the guality
systems in place within the Trust

The CGEs would ke to commend the Trust on the many examples of guality
mproverment nfiatives that are detailed in the report  Initiatives such as using
AFLOAT to reduce falls, hawing a Dementia Lead Nurse m post, the s;ngle refermal
moute imte Jubilese Day Hospital and the guality improwemsent n surgical teams
programmes have been successiully delivered throughout the year, improwing guality
of care. The CCGs also recognise the sirong performance i the MHS S54af Sumeey,
wihich ramked the Trust second among acwte Truests in England. Aléwugh not
mclucded m the Quality Accounis repot, the CCiGs would also Bke to congratulate the
Trust on the results of the Mational Cancer Patient Experience Survey 2017, where
respondents rated the Trust 8.9 out of 10 when asked to rate their care.

When reviewng the fve quality priontes for 2018/18, the Trust has performed well in
the magorty of the quality prionties.

Within e Falls priorty, the CCGs would ke to coemmend the Trust for reporting
better than expected agamsi their wo key objectwes.  Significant improwements
hawe besen made; in particular the number of falls per 1000 bed days has fallen from
85in 201818 o 6.5 m 201E8/18. This has ensured that the Trust is mow in line with
the natonal average which has been achiewed with the help of key niliatives such
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has e launch of the AFLOAT tocd and Bay Watch concept. The CCiGs are pleased
io see that @ combéned psychological and falls cbsenvational policy is in the final
stages of approval and look forward to seeing this being embedded within dinical
practice durmg 2013720

Within the Staff Experience prionty, it is pleasing to see that all key chisctives have
b=en met a5 expected. The CCGs would like to congratulae the Truest on
successfully applyving for novation for Improvement funds from the Health
Foundation which ensured that the mnowvative and real tme staff expenence
programme could b2 launched.

The Trust was not able o demonstrate as much progress as planned within the
Suniving Sepsis pnority.  Although the early identification of those at risk of sepsis
screening rates improved and confinues o exceed the 85% threshold, the use of the
screening tool has not been achieved and has falen below the target of 65%. The
Commissioners would like to see some further explanation as o why there was a
deciine in the usage of the screening too! and how the Trest has assured themselees
of the safety of pabents at af times. i is however pleasing to note that mowving inio
20120 the Trust aims to introduce 3 digital wersion of the scresning and
assessment tonl scross the Trust. including in the emergency depariment

It is clear that the Trust have identified the mportance of aeffectve patient flow as a
key ower-arching element of guality within the Trust and it is very pleasing to see that
the inroduciion of the digital systern MNemve canire into the Emergency Depariment
has allowed the Trust to ideniify the sickest patents and ensure they are seen n a
timely way and also incorporates electronic MEWS obserabons as a mandatony
element of the triage process. The CCGs also commend the Truest for achieving 120
attendances per day within ambulstory care and look forward to wiewing the new
ambulatory care senvice department which should further improve pabent flow. The
Trust has also redeced the membsr of pabents who stay more than 21 days in
hospital by 18% and the new Homesafe semice, which has integrated resources
from occupational therapy, physiotherapy, discharge nurses, adult social care and
the Red Cross to ensure that patients who need further assessment, bt do not

require hospital care are discharged home to complete ther recoweny.

Unfortenately, in the Frailty pronty, the Trust was unable to meet their tanget of
moreasing patients attending the Frailty Assessment Senvice to their desired lewsl,
Within the report, the Trest has mentioned that operatonal difficuities within the
frailty service have meaant that the target of 30 patients per day was not met. The
CCGs would Bke to have more information on what these operatonal difficufies were
and whether any support can be prowvided by commissionsrs, as the prionty has
been reinstated for 20180520,
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The CCGs are disappointed to note that there has been an increase in the number of
never evends reporied in 201818 with five reporied compared to two in 201718,
CCGs will continue fo monitor incidents and gain assurance throwgh e CCOG 5
Panels and Guality Review Groups

The CCGs welcome the specific priorites for 2018020 which are highlighted within
the report and consider that they are appropriaie areas fo tamget for contnued
mprovement. It is noted that the Trust have ncreased the number of quality
priontes for ZD18/20 with a focus on the defivery of the highest levels of patient
expenence and dinical oulcomes. The COGs are pleased to note that Cancer has
b=en included as a prionty, given the Trust's poor performance against the standard
for the 82 day GF refermal o treatment wasting tme throwghout 201818 and into the
curment year.

It iz felt owerall that the report i= well writen and is reflective of guality activity and
Fsprations across the organisabon for the forthcoming year. The CCGs look forsard
o continung o work in parmership with the Trust o assure the qualty of semnvices
commssioned in 201820,

Annie Topping Lesley Young Murphy

Director of Nursing, Guality & Patient Executive Director of Nursing & Chief
Safety perating Officer

NH5 Northumberland CCG NH5 North Tyneside CCG

May 2013 May 2013
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Annex 2: Statement of Directors’ Responsibilities for the
Quality Report

The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.

NHS Improvement has issued guidance to NHS Foundation Trust boards on the form and content of

annual quality reports (which incorporate the above legal requirements) and on the arrangements that

NHS Foundation Trust boards should put in place to support the data quality for the preparation of the

quality report. In preparing the Quality Report, directors are required to take steps to satisfy themselves

that:

e the content of the Quality Report meets the requirements set out in the NHS Foundation Trust
annual reporting manual 2018/19 and supporting guidance

e the content of the Quality Report is not inconsistent with internal and external sources of
information including:
o board minutes and papers for the period April 2018 to March 2019

papers relating to quality reported to the board over the period April 2018 to March 2019

feedback from commissioners dated 17/05/2019

feedback from governors dated 23/05/2019

feedback from local Healthwatch organisations dated 20/05/2019 and 22/05/2019

feedback from Overview and Scrutiny Committee dated 22/05/2019

the Trust’s complaints report published under regulation 18 of the Local Authority Social Services

and NHS Complaints Regulations 2009, dated 8/05/2019

the 2018 national patient survey

the 2018 national staff survey

the Head of Internal Audit’s annual opinion of the Trust’s control environment dated 20/05/2019

CQC inspection report dated 5/05/2017

e the Quality Report presents a balanced picture of the NHS Foundation Trust’s performance over the
period covered

e the performance information reported in the Quality Report is reliable and accurate

e there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Report, and these controls are subject to review to confirm that they are
working effectively in practice

e the data underpinning the measures of performance reported in the Quality Report is robust and
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review and

e the Quality Report has been prepared in accordance with NHS Improvement’s annual reporting
manual and supporting guidance (which incorporates the Quality Accounts regulations) as well as the
standards to support data quality for the preparation of the Quality Report.

O O O O O

O O O

The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.

By the order of the Board
v
&w /\b, ﬂ%& QJCQMQ o

Sir James Mackey, Chief Executive Officer Alan Richardson, Chairman
23" May 2019 23" May 2019
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Annex 3: Glossary of terms

Glossary

Carbapenems Antibiotics used for the treatment of infections known or suspected to
be caused by multidrug-resistant bacteria.

Clinical Commissioning Group. CCGs are NHS organisations set up by
the Health and Social Care Act 2012 to organise the delivery of NHS
services in England. They are clinically led groups that include all of the
GP groups in their geographical area. The aim of this is to give GPs and
other clinicians the power to influence commissioning decisions for
their patients.

cQcC The Care Quality Commission (CQC) is the independent regulator of all
health and adult social care in England. The aim being to make sure
better care is provided for everyone, whether that’s in hospital, in care
homes, in people’s own homes, or elsewhere.

CQUIN - The CQUIN framework was introduced in April 2009 as a national
Commissioning for framework for locally agreed quality improvement schemes. It enables
Quality and commissioners to reward excellence by linking a proportion of English
Innovation healthcare provider’s income to the achievement of local quality
improvement goals.

DATIX is an electronic risk management software system which
promotes the reporting of incidents by allowing anyone with access to
the Trust intranet to report directly into the software on easy-to-use-
web pages. The system allows incident forms to be completed
electronically by all staff.

Elective Operations Operations which were scheduled and planned as opposed to
emergency operations.

Invasive Procedure A procedure used for diagnosis or for treatment that involves:

e Making a cut or a hole to gain access to the inside of a patient's body
¢ Gaining access to a body cavity (such as the digestive system, lungs,
womb or bladder) without cutting into the body

¢ Using electromagnetic radiation (which includes X-rays, lasers, and
ultraviolet light).

National Reporting The NRLS was established in 2003. The system enables patient safety

and Learning System incident reports to be submitted to a national database. This data is
(NRLS)

then analysed to identify hazards, risks and opportunities to improve
the safety of patient care.

An unplanned or uncontrolled event, which did not cause injury to
persons or damage to property, but had the potential to do so.

NHS Improvement Monitor is the independent regulator of NHS trusts.

NHS Safety The NHS Safety Thermometer is a local improvement tool for
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Thermometer measuring, monitoring and analysing patient harms and “harm free”
care. This tool measures four high-volume patient safety issues
(pressure ulcers, falls in care, urinary infection (in patients with a
catheter) and treatment for venous thromboembolism (Pulmonary
embolus or deep vein thrombosis DVT).

Piperacillin and A combination medicine used to treat many different infections
tazobactam caused by bacteria, such as urinary tract infections, bone and joint
infections, severe vaginal infections, stomach infections, skin
infections, and pneumonia.

Quality Account Quality Accounts are annual reports to the public from providers of
NHS healthcare that detail information about the quality of services
they deliver.

Quality Report This is the same as the Quality Account but includes additional
information required by the health care regulator NHS Improvement
for foundation trusts.

Root cause analysis A collective term that describes a wide range of approaches, tools, and
techniques used to uncover causes of problems.

S e ATAVEEETG T Under Section 75 of the National Health Service Act 2006 and the NHS
Bodies and Local Authorities Partnership Arrangements Regulations
2000 SI 617, as amended, certain Local Authorities and NHS bodies are
able to enter into partnership arrangements.

A set of six tasks including oxygen, cultures, antibiotics, fluids, lactate
measurement and urine output monitoring to be instituted within one
hour by non-specialist practitioners at the front line.

Sheffield Flow This is a quality improvement method developed by Sheffield Teaching
Coaching Roadmap Hospitals, Royal United Hospitals Bath and South Warwickshire NHS
FT, with support from the West of England Academic Health Science
Network. It provides a framework to help services improve quality and

improve patient flow through our healthcare system.

1 T BT I ERWEYA Northumbria Healthcare NHS Foundation Trust’s approach to quality
improvement.
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Annex 4: Abbreviations

Abbreviations

7DS Seven Day Hospital Services

A&E Accident and Emergency

AFLOAT Avoiding Falls Level of Observation Tool
AoMRC Academy of Medical Royal Colleges (AoMRC)
AKI Acute Kidney Infection

BAF Board Assurance Framework

BME Black and Minority Ethnic Groups

BTS British Thoracic Society

CAMHS Child and Adolescent Mental Health Service
CGA Comprehensive Geriatric Assessment

CCGs Clinical Commissioning Group

C. difficile Clostridium difficile

CHKS Comparative Health Knowledge System
COPD Chronic Obstructive Pulmonary Disease
COTE Care of the Elderly

CPA Care programme approach

CRM Cardiac rhythm management

CT Computerised tomography

cQc Care Quality Commission

CQUIN Commissioning for Quality and Innovation payment framework
DS&P Data Security and Protection

DVT Deep Vein Thrombosis

ED Emergency Department

ePR Electronic prescribing

FCE Finished consultant episodes

FFFAP Falls and Fragility Fractures Audit Programme
FFT Friends and family test

FT Foundation Trust

FTSU Freedom To Speak Up

GP General practitioner

GMC General Medical Council

HCAI Healthcare associated infection

HES Hospital Episodes Statistics

HGH Hexham General Hospital
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Abbreviations

HRG Healthcare Resource Group

HSCIC Health and Social Care Information Centre

HSJ Health Service Journal

IBD Inflammatory bowel disease

ITU Intensive Treatment Unit

ICNARC Intensive Care National Audit and Research Centre
IPC Infection prevention and control

v Intravenous

JDH Jubilee Day Hospital

LMS Local Maternity System

MDT Multi-disciplinary team

MECC Making Every Contact Count

MRI Magnetic resonance imaging

MRSA Methicillin-resistant staphylococcus aureus

MSSA Methicillin-susceptible Staphylococcus aureus

N/A Not applicable

NABCOP National Audit of Breast Cancer in Older Patients
NAD National Audit of Dementia

NAIC National Audit of Intermediate Care

NAIF National Audit of Inpatient Falls

NCAA National Cardiac Arrest Audit

NCEPOD National confidential enquiries into patient outcome and death
NCISH National Confidential Inquiry into Suicide and Homicide
NELA National Emergency Laparotomy Audit

NEWS Northumbria early warning score

NHFD National Hip Fracture database

NHS National Health Service

NHSI NHS Improvement

NICE National Institute for Health and Care Excellence
NICOR National Institute for Cardiovascular Outcomes Research
NLCA National Lung Cancer Audit

NMCRR National Mortality Case Record Review Programme
NRLS National Reporting and Learning Systems

NSECH Northumbria Specialist Emergency Care Hospital
NTGH North Tyneside General Hospital

OPD Out Patients Department
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Abbreviations

PALS
PBM
PCU
PDSA
PEWS
PHSO
POAS
POMH-UK
PROMs
Ql

QlIsT

R&D
RCA
RCP
SEND
SHOT
SHMI
Sls
SJR
SOP
SSKIN

SSI
SSNAP
SUS
TARN
TIR
uTl
VTE
WGH
WHO
WRES
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Patient Advice and Liaison Service

Patient Blood Management Team

Palliative care unit

Plan, Do, Study, Act

Paediatric Early Warning Score
Parliamentary & Health Service Ombudsman
Psychiatry of Old Age Service

Prescribing Observatory for Mental Health
Patient reported outcome measures

Quality Improvement

Quality improvement in Surgical Teams

Research and Development

Root Cause Analysis

Royal College of Physicians

Special Educational Needs and Disabilities
Serious Hazards of Transfusion

Summary hospital-level mortality indicator
Serious incidents

Structured Judgement Review

Standard Operating Procedure

SSKIN is a five step model for pressure ulcer prevention: Surface: make sure
patients have the right support; Skin inspection: early inspection means early
detection; Keep patients moving; Incontinence/moisture: patients need to be
clean and dry; Nutrition/hydration: help patients have the right diet and
plenty of fluids

Surgical site infection

Sentinel Stroke National Audit Programme
Secondary Uses Service

Trauma Audit and Research Network

Total joint replacement

Urinary tract infections

Venous thromboembolism

Wansbeck General Hospital

World Health Organisation

Workforce Race Equality Standard
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Annex 5: Feedback form

We would like to hear your views about our Quality Account

Your feedback will give us an opportunity to include the initiatives you want to hear
more about. The results of this feedback will contribute to the development of the
Quality Account 2019/20. Please fill in the feedback form below, tear it off, and return to
us, in the post, at the following FREEPOST address:

Patient Services and Quality Improvement - RTLL-KCYL-EYHL
Northumbria Healthcare NHS Foundation Trust

7-8 Silver Fox Way

Cobalt Business Park

Newcastle Upon Tyne NE27 0QJ

Or alternatively, you can email us at: Patient.Services@nhct.nhs.uk

Thank you for your time

<
Feedback form (please tick the answers that are applicable to you)
What best describes you:
Patient [ Carer [ Member of public [] Staff [ Other [
Yes all
of it

Did you find the Quality Account easy to read? Ol
Did you find the content easy to understand?
Did the content make sense to you?

Did you feel the content was relevant to you?

OO o
I R R
N

Would the content encourage you to use our services?

Are there any topics that you would like to see included in next year's Quality Account?
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Northumbria Healthcare NHS Foundation Trust
Northumbria House

Unit 7/8 Cobalt Business Park

Silverfox Way

North Tyneside

NE27 0QJ

Tel: 0344 811 8111

Alternative formats

If you would like a copy of this information in large print, another
language, audio tape, BSL or other format please call the contact centre

on 0344 811 8111.
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Northumbria Healthcare NHS Foundation Trust - Annual Accounts 2018-19

Foreword to the accounts
Northumbria Healthcare NHS Foundation Trust
These accounts, for the year ended 31 March 2019, have been prepared by Northumbria Healthcare NHS
Foundation Trust in accordance with paragraphs 24 & 25 of Schedule 7 within the National Health

Service Act 2006 and are presented to parliament pursuant to Schedule 7, paragraph 25 (4) (a) of the
National Health Service Act 2006.

Signed

Sir James Mackey
Chief Executive Date 22nd May 2019



Statement of the Chief Executive's responsibilities as the accounting officer of Northumbria
Healthcare 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 NVHS
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 Northumbria Healthcare 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 Northumbria Healthcare 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 and Social Care Group Accounting Manual and in particular to:

e observe the Accounts Direction issued by NHS Improvement, including the relevant accounting and
disclosure requirements, and apply suitable accounting policies on a consistent basis

e make judgements and estimates on a reasonable basis

e state whether applicable accounting standards as set out in the NHS Foundation Trust Annual Reporting
Manual (and the Department of Health and Social Care Group Accounting Manual) have been followed,
and disclose and explain any material departures in the financial statements

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

e 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

e 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 him/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, I have properly discharged the responsibilities set out in the NHS
Foundation Trust Accounting Officer Memorandum.

Signed

C‘f“"\n—b /@’.
Sir James Mackey

Chief Executive Date: 22 May 2019



Annual Governance Statement

Scope of responsibility

As Accounting Officer, | have responsibility for maintaining a sound system of internal control that supports the achievement of our 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 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 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 our policies, aims and objectives of
Northumbria Healthcare 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 the Trust throughout the year ended 31* March 2019 and up to the
date of approval of the Annual Report and Accounts.

Capacity to handle risk
Risk leadership

The Board of Directors has the overall responsibility for risk management within the Trust. Terms of Reference for the Board’s assurance-seeking committees also
set out the responsibility of key meetings in the oversight of risk management. In addition to the Audit Committee the Trust has an Assurance Committee which
reviews Business Unit Risk Registers and associated actions in detail.

The specific responsibilities of each Board member, Business Unit Director, General Manager, Department Head, and Operational Service Manager, are set out in
the Trust’s Risk Management Strategy and Policy.

We have also appointed a Senior Independent Director, in line with the NHS Foundation Trust Code of Governance.

The role of the Senior Independent Director is to be available to Governors and members (including staff) should they have any concerns that they feel unable to
raise via normal channels of communication with the Chair, Chief Executive, or any other Board members, or where such communication remains unresolved or
would be inappropriate.

Risk training

We employ appropriately-qualified staff who specialise in risk management. Risk management awareness and health and safety training is delivered to all new
members of staff on the first day of employment and to existing staff through mandatory training programmes. There is also the facility for all staff to undertake
further training in health and safety using e-learning. The Trust’s suite of policies enables staff to understand their specific responsibilities in relation to risk
management, depending upon where they work and the nature of their role. All job descriptions include specific reference to requirements regarding risk
management, infection control and health and safety.

The risk and control framework

We have a Risk Management Strategy and Policy which was reviewed by the Board during 2018/19. Risks are identified proactively through; risk assessment
processes, our quality management system which includes harm review and mortality reviews, reactively through the monitoring of key business objectives and
through incidents, complaints and claims. These risks are evaluated through the use of a risk assessment matrix and controlled through a risk register system.

Quality governance arrangements

The Board has a dedicated Safety and Quality Committee which is responsible for the oversight of quality governance, including risks to clinical quality, throughout
the Trust. The Safety and Quality Committee is chaired by a Non-Executive Director and includes within its membership the Chief Executive, Executive Medical
Director, Executive Director of Nursing, Executive Director of Performance and Improvement, Head of Quality and Assurance, Chief Matrons, and Business Unit
Directors and Deputy Directors. The Committee routinely receives assurance in relation to the Trust’s compliance with CQC registration requirements.

In order to operate as a provider of NHS services under licence with the CQC, we must comply with the requirements of NHS Improvement’s (NHSI’s) Quality
Governance Framework. NHSI (previously referred to as Monitor), and the CQC have aligned their definition of a ‘well-led’ organisation which is reflected in CQC’s
assessment approach, as well as NHSI’s approach to regulatory oversight.



In 2016, the Trust commissioned an independent review of governance arrangements using Monitor’s well-led framework, a process which is required at least
every three years. There are four domains of the well-led framework which are: strategy and planning; capability and culture; process and structures and
measurement. The report identified a number of strengths and good practice within the Trust, although there were areas identified for further development and
improvement. An independent follow-up review began in April 2018, the results of which were considered by the Board and a well-led action plan was created and
implemented.

The Safety and Quality Committee in conjunction with the Board of Directors, has responsibility for producing the strategic safety and quality vision, strategic goals
and an implementation plan by horizon scanning and learning from the best evidence available. The Committee reports to the Board of Directors via a regular
report on progress with the strategic objectives and produces the draft annual Quality Account for consideration by the Board.

We have arrangements to monitor compliance with the CQC registration requirements through completion of provider compliance assessments for each of the 16
essential safety and quality standards. Each safety and quality standard has an Executive Director lead and evidence of compliance is provided to the Assurance
Committee at quarterly intervals. We are fully compliant with the registration requirements of the CQC and achieved an overall rating of ‘Outstanding’ following
the CQC inspection in November 2015.

Incident reporting is openly encouraged and handled across the Trust. We have fully endorsed this principle. All serious untoward incidents and significant
learning events are investigated by a senior clinician and manager and reported to the appropriate Business Unit Board to agree on the action plan and monitor
implementation.

In addition, the most serious incidents are reviewed by the Trust’s safety panel process, which provides independent scrutiny of incident investigations and
monitoring of the completion of action plans arising from such investigations. All serious incidents are reported to the Board on a monthly basis.

Trust-wide learning is encouraged at all levels of the organisation. The Clinical Policy Group, a monthly meeting attended by a wide range of clinicians, is a key
forum for sharing learning and good practice. Sharing the lessons learnt is by cascade via the Clinical Policy Group via the management teams to the ward
management team.

We have worked closely with partner organisations to explore, understand, quantify and minimise potential risks which may impact upon other organisations and
public stakeholders. lIssues identified through the Trust’s risk management process that impact on partner organisations and public stakeholders will be discussed
in the appropriate forum so that action can be agreed.

We have undertaken risk assessments and have 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.

The Trust have developed a detailed workforce strategy which identifies the need to develop new roles and ways of working to meet the needs of the Trust
clinical strategy and to alleviate workforce supply shortages in some professions.

We know we have an ageing workforce in critical roles (such as nursing) and struggle to recruit into other specialist roles (e.g. radiographers and radiologists in
clinical support) and so will work to develop an alternative workforce where possible to meet our needs.

The Trust is committed to ensuring safe staffing levels and has mitigations in place to ensure robust monitoring through daily staffing overview across seven days so
allocation of staff is based on clinical judgement with patient dependency.

The Trust will include the NHSI safeguards to our reporting and monitoring processes both operationally from ward level to Board. The Trust has a process in line
with NQB 2016 guidance which applies triangulation of metrics using an evaluation based tool, professional judgement and outcomes. The NHSI developing
Safeguards will further mitigate safe staffing through applying the Quality Impact Assessments.

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

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.

Assurance Framework

The Board’s Assurance Framework provides the Trust with a system to identify and monitor risks to meeting its key strategic objectives. Each risk is mapped to
corresponding controls and assurances, both internal and external.

The Board of Directors has a well-established process for ensuring that the content of the Assurance Framework is fit-for-purpose. In addition to quarterly formal
reviews of the Assurance Framework at formal meetings, the Board has established an Assurance Committee, Chaired by a Non-Executive Director, which is

responsible for assuring the Board that the risk culture of the Trust is effective. One of the core functions of the Committee is to consider all high risks as identified
by Business Units, to assess for their strategic impact, and add to the Board’s Assurance Framework, if appropriate.

The risks included on the Board Assurance Framework are separated and individually managed and monitored by the appropriate Board Committee on a monthly
or bi-monthly basis in order to ensure the risks are given due consideration at the relevant forum.

The highest scoring risks identified via the Assurance Framework during 2018/19, and associated actions, are summarised below:



Uncertainty over the implications of a no
deal EU exit

risk

Major Risks In-year or future Clinical Risk Mitigating Actions
risk?
NHS Improvement Single Oversight In year Yes Performance against the four-hour A&E target is closely
Framework monitored by the Board and Executive Management Team. An
Significant risks has been highlighted during action plan has been developed and continues to be closely
the year in respect of the following monitored by the Trust.
measures which form part of the single
oversight framework: The Board receives monthly performance data regarding the
. Failure to achieve A&E four-hour number of cases of C-Difficile via its Finance, Investment and
target of 98% (internal) or 95% Performance Committee and Safety and Quality Committee.
(national) - The Trust has experler?ce.d Weekly tracking meetings are undertaken to try and ensure that
unprecedented levels of demand in its all patients are seen within timeframe.
A&E department.
. Zero tolerance of hospital acquired
Clostridium difficile - Failure to
achieve a maximum of 29 hospital
acquired clostridium difficile
infections.
. Cancer targets — GP referral to
treatment and bowel cancer
screening
Staffing In year and future Yes The Board receives regular reports regarding staffing levels,
Ensuring that enough suitably qualified risk vacancy levels and turnover rates within the Trust however
staff are deployed to meet the needs of recruitment of certain staff groups continues to be problematic,
people using the service with national shortages of some disciplines. Targeted recruitment
campaigns together with overseas recruitment continues to be
undertaken.
A monthly ward nursing and midwifery assurance report which
includes review of a monthly quality dashboard metrics for
triangulation of actual staffing levels, patient dependency and
outcomes is presented to the Safety & Quality Committee and
the Trust Board.
Healthcare Funding In year and future No Financial performance is closely monitored by the Board,
Overall healthcare funding remains a very risk Executive Management Team and the Finance and Performance
high risk for the Trust, with increased Committee.
demand for services and demographic
changes.
Premises and equipment In year and future No Improvement works to address issues raised by external experts
The Trust has received expert advice on risk has continued during the year and is being monitored closely by
rectification works that are required in the Executive Management Team and the Board of Directors.
some parts if its estate.
The CSSD risk is currently being mitigated through a combination
CSSD function and capacity, with rising Yes of maintenance contracts and in-house maintenance, however
demand and aging equipment a risk for significant investment has been allocated to the 2019 capital plan
continued service provision has been to address the risk.
identified.
IM&T In year and future Yes A significant amount of progress has been made to mitigate the
Cybercrime and the continuing emergence | risk risk associated with cyber security.
of new types of ‘attacks’ remains a high
risk. In addition, there is also a more The first steps of the IT refresh has started with consolidation of
general IM&T risk related to the Trust’s IT the data centres and servers, but more work is required to ensure
legacy infrastructure which is very old and that this is both robust for business as usual and also fit for the
requires a staged refresh future development of IT solutions across the Trust.
Updates on progress are monitored closely by Executive
Management Team, Audit Committee, Information Management
& Technology Committee, and the Board of Directors.
EU Exit In year and future Yes The Department of Health and Social Care (DHSC) is leading

national NHS preparations for a ‘no deal’ EU exit. Local
preparations are also being undertaken, with the DHSC providing
operational guidance to Trusts. The implications of the EU exit are
regularly monitored by the Finance and Performance Committee.

During the year, the Board has been updated in public session on the national expectations on Trusts related to the United Kingdom leaving the European Union.

The Trust has complied with all relevant national requirements. The Board has reviewed the potential risks, and has concluded that this is not a significant strategic

risk for the organisation given the matters being dealt with directly by NHS central bodies and HM Government.

Data security

There are robust arrangements in place to provide assurance on the quality of performance information. This is known as our data quality standards and these are

reported quarterly to the Trust’s Information Management and Technology Group. The Trust is compliant with Level 2 or above against all of the information

governance standards and will complete a satisfactory submission of the Data Security and Protection Toolkit at the end of March 2019. There is an annual

independent review by our Internal Auditors which reviews performance information included as part of the quarterly governance declarations made to the

Regulator.




As an NHS Organisation we have a Caldicott Guardian, a dedicated Board member who is responsible for protecting the confidentiality of people’s health and
care information and making sure it is used properly.

We also have a Senior Information Risk Owner (‘SIRO’), a dedicated Board member with responsibility for assuring the Board regarding progress against the Trust’s
information governance work programme.

The key role of the SIRO & Caldicott Guardian, in conjunction with the Information Governance Group, is primarily to ensure:

. Compliance with the information governance toolkit/ Data Security & Protection Toolkit and improvements in relation to managing risks to information;

. Organisational compliance with legislative and regulatory requirements relating to handling of information, including compliance with the Data
Protection Act (2018) and Freedom of Information Act (2000);

. Any Serious Untoward Incidents within the preceding twelve months, relating to any losses of personal data or breaches of confidentiality;

. Implementation of the General Data Protection Regulations (GDPR);

. The direction of information governance work during 2018-19 following the release of the new Data Security and Protection toolkit and how it aligns
with the strategic business goals of the Trust and outlines the work plan for the coming year.

As part of the Trusts responsibilities under the Data Protection Act / GDPR, we also have a dedicated Data Protection Officer. Their tasks are:

. To inform and advise on the GDPR and other data protection laws;

. Monitor compliance with the GDPR and other data protection laws, data protection polices, including managing internal data protection activities;
raising awareness of data protection issues, training staff and conducting internal audits;

. Cooperate with the supervisory authority

. Be the first point of contact for supervisory authorities and for individuals whose data is processed (employees, customers etc).

Review of economy, efficiency and effectiveness of the use of resources

We have robust arrangements in place for setting objectives and targets on a strategic and annual basis. These arrangements include ensuring the financial
strategy is affordable, scrutiny of cost savings plans to ensure achievement, compliance with terms of authorisation and coordination of individual objectives with
corporate objectives as identified in the Annual Plan.

Performance against objectives is monitored and actions identified through a number of channels:

. Approval of annual Operational Plan by the Board of Directors

. Monthly reporting to the Board’s Finance, Investment and Performance Committee (FIP) and Board of Directors on key performance indicators covering
finance, activity, patient safety and quality, human resources targets and information, management and technology bi-monthly.

. Regular presentations from Business Units to the FIP Committee and Board on each Business Unit’s performance against its cost improvement plan and
Annual Plan in general.

. Monthly review of financial and performance targets by the FIP committee

° Weekly reporting to Executive Management Team meeting on key factors effecting the Trust’s financial position and performance

. Periodic performance management of business units by the Executive Management Team covering performance against key objectives.

. Assurance Committee

. Reporting to NHSI.

We also participate in initiatives to ensure value for money for example:

. Subscribes to the NHS Providers benchmarking organisation that provides comparative information analysis on productivity and clinical indicators for high risk
specialties

° Participates in top performing national initiatives with the Institute of Innovation and Learning to learn best practice in international sites

° CQC information that identifies key performance indicators and measures these over time to focus attention on areas for improvement.

. Value for money is an important component of the internal and external audit plans that provides assurance to the Trust of processes that are in place to
ensure effective use of resources.

We have a standard assessment process for future business plans to ensure value for money and full appraisal processes are employed when considering the effect
on the organisation. Procedures are in place to ensure all strategic decisions are considered at Executive and Board level.

The emphasis in internal audit work is providing assurances on internal controls, risk management and governance systems to the Audit Committee and to the
Board. Where scope for improvement in terms of value for money was identified during an internal audit review, appropriate recommendations were made and
actions were agreed with management for implementation. All internal audit reviews of material financial systems during 2018/19 resulted in substantial or good

assurance.

We follow best practice as recommended by the NHS Counter Fraud and Security Management Service and participate in the National Fraud Initiative led by the
Audit Commission. Staff are trained in fraud awareness and we actively promote the mechanism for staff to report any concerns about potential fraud or
corruption. All concerns are investigated by the local counter fraud and security management specialist and the outcome of all investigations are reported to the
Audit Committee.

Information Governance
There have been six information governance incidents during the financial year 2018/19:



. In July 2018, there was an incident relating to the alleged inappropriate access to personal data by a staff member when not in direct care of the patient.
A full investigation and all appropriate action were taken by the Trust. Following the external reporting of the incident to the ICO, they considered the
action we have taken and considered this proportionate and are satisfied that all appropriate measures were taken.

. In August 2018, there was an incident relating to the inappropriate access to personal data by a staff member when not in direct care of the patient.
Following a full investigation by the Trust all appropriate action was taken against the individual. The ICO has considered the action we have taken
against the employee and considered this as proportionate and are satisfied that appropriate measures were taken.

. In August 2018, there was an incident relating to the inappropriate access to personal data by a staff member when not in direct care of the patient.
Following a full investigation by the Trust all appropriate action was taken against the individual. The ICO is still considering this incident and their
outcome is still pending.

. In January 2019, there was an incident relating to the inappropriate obtaining of personal information by a staff member. A full HR investigation is
underway and the incident was reported to the ICO. Investigations currently remain ongoing.

. In January 2019, there was an incident relating to clinical documentation being disclosed in error to an incorrect patient. Upon becoming aware of this
the Trust has initiated a full investigation and carried out all initial appropriate actions to ensure patient safety for all parties concerned. The incident has
been reported to the ICO & Department of Health & Social Care with the outcome results pending.

. In March 2019, the Trust became aware that a number of electronic folders had been set up within the Trust with the incorrect permissions on who may
have access to these. A full investigation was undertaken and the incident was been reported to the ICO who confirmed that no further action was
required and that appropriate mitigation and risk management was put in place.

Annual Quality Account

The Board of Directors is required under the Health Act 2009 and the National Health Service (Quality Accounts) Regulations 2010 (as amended) to prepare a
Quality Account for each financial year. NHS Improvement (in exercise of their powers conferred on Monitor) has issued guidance to NHS Foundation Boards of
Directors on the form and content of annual Quality Accounts which incorporate the above legal requirements in the NHS Foundation Trust Annual Reporting
Manual.

The Quality Account represents a balanced view and there are appropriate controls in place to ensure the accuracy of the data. The following provides evidence of
the steps in place to provide this assurance:

Governance and leadership

This is the tenth year of developing Quality Accounts for the Trust. We have a quality management system in place based on the Institute of Medicine definition of
quality. This quality management system ensures that a balanced scorecard of quality standards and indicators is considered by the Board of Directors.
Furthermore, national guidance from the Department of Health Medical Director that Boards of Directors should review all their services over a reasonable period
has placed a commitment on Board of Directors to review all services over a three-year period based on five quality domains that are safety, effectiveness, caring,
responsive and well led.

Policies

We have put controls in place to ensure the quality of care provided and accuracy of the data used in the Quality Account. This is not an exhaustive list but key
policies include:

RMP 03  Reporting and management of incidents
RMP 14  Complaints policy and procedure

1G104 Records policy

DQP01  Data quality policy

We have an extensive range of clinical governance policies and these are reviewed at appropriate intervals but no later than three years to ensure our operating
policies reflect the best practice.

Systems and processes

There is a system and process to report the quality indicators for services from Board of Directors to every level in the Trust. Each service has a range of national
quality indicators and these are extracted from the information centre data source and reported by service line to the Board of Directors at monthly intervals. Any
high risk issues (red rated) are considered by the Finance, Investment and Performance Committee and an appropriate action plan agreed.

Furthermore, the clinical audit plan reports on the performance of the national and local clinical audits at quarterly intervals to the Board of Directors’ Safety and
Quality Committee and includes any key risk areas and associated action plans. The internal and clinical audit plans are also aligned to the Board’s Assurance
Framework.

Patient experience results have been developed at service line and services now have at least five years of information on the views of outpatients and inpatients,
where appropriate. This year, we have continued to develop our quality panels which provide the Board of Directors with a detailed assessment of the quality,

safety and leadership effectiveness for each of the services we offer.

This service line information sits alongside established patient experience data to allow for a comprehensive assessment of quality. These panels rely on a face-to-
face assessment as well as analysis of a wide range of information gathered in advance including ward observation.

vi



People and skills

The Quality Account describes the focus on people and skills in the Trust. There are three key elements described. Firstly, the outcomes of services to patients are
delivered by highly-qualified and skilled individuals. We have robust policies for the recruitment and the development of staff. Secondly, mandatory and
statutory training of staff is a key performance indicator and this is also reported to the Board of Directors at regular intervals. Thirdly, results of the 2018 NHS staff
survey, against which we achieved a response rate of 72%, show that the majority of our staff would recommend the Trust as a place to work or receive treatment
and ranking, putting Northumbria Healthcare 2" among non-specialist acute Trusts (out of 86) and 6th compared to all other Trusts (out of 163). Overall, the
survey provides some excellent results however we will continue to focus on areas for improvement.

Data use and reporting

Good quality information underpins the effective delivery of patient care and is essential if improvements in quality of care are to be made. Improving data quality,
which includes the quality of ethnicity and other equality data, will thus improve patient care and improve value for money. We have robust procedures to ensure
that the quality and accuracy of elective waiting time data reported is as high. There is detailed guidance followed by the analysts each month in producing the
elective waiting time data reports for NHS England and the Board.

Corporate Governance Statement

The Board of Directors, as required under NHS Foundation Trust condition 4(8)(b) assures itself of the validity of its Corporate Governance Statement. The Board of
Directors review the Corporate Governance Statement every year to ensure that declarations being made can be supported with evidence. It considers the risks
and mitigating actions that management provided to support the Statements and determine, both from its own work throughout the year - particularly the testing
of the controls set out in the Assurance Framework - and assurances provided from the work of the Trust’s internal, external auditors and other external audits or
reviews, whether the Statements are valid.

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 that have responsibility
for the development and maintenance of the internal control framework. | have drawn on the content of the Quality Account 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 of Directors, the Audit
Committee and Assurance Committee and a plan to address weaknesses and ensure continuous improvement of the system is in place.

The Board of Directors, supported by the Audit Committee and Assurance Committee, has routinely reviewed the Trust’s system of internal control and governance
framework, together with the Trust’s integrated approach to achieving compliance with the CQC fundamental standards. The Assurance Framework provides the
Board of Directors with evidence that the effectiveness of controls that manage the risks to the organisation achieving its principal objectives have been reviewed.

The Audit Committee has provided the Board of Directors with an independent and objective review of internal financial control within the Trust by reflecting on
the Trust financial report to the Board of Directors. There have been no significant controls gaps identified during 2018/19.

The Finance Investment and Performance Committee and Safety and Quality Committee provides the Board of Directors with an integrated clinical governance
report at regular intervals and the former committee of the Board of Directors ensures compliance on governance issues are delivered and immediate action is
taken should performance not be in line with the target set by the Board of Directors.

Clinical audit is given a high importance in the Trust. The annual Clinical Audit Plan is agreed by the Safety and Quality Committee and the Annual Plan reflects the
priorities of the Board of Directors and the national best practice, for example, NICE clinical guidelines, national confidential enquiries, high level enquiries and
other nationally agreed guidance is taken into account in the context of clinical services provided by the organisation. A quarterly review of progress against the
plan is reported to the Safety and Quality Committee and to the Board of Directors via an integrated governance report. Any significant issues that emerge are
reported to the Board of Directors and a service improvement plan or Trust-wide quality improvement is approved.

Internal audit has reviewed and reported upon control, governance and risk management processes, based on an audit plan approved by the Audit Committee.
The work included identifying and evaluating controls and testing their effectiveness, in accordance with NHS Internal audit standards. Where scope for
improvement was found, recommendations were made and appropriate action plans agreed with management. The Head of Internal Audit Opinion Statement has
been received on the effectiveness of the system of internal control giving substantial assurance.

Conclusion
The overall opinion is that no significant internal control issues have been identified during 2018/19 and therefore significant assurance can be given that there is a
generally sound system of internal control, designed to meet the organisation’s objectives, and that controls are generally being applied consistently.

Sir James Mackey

oy A .

Chief Executive Officer
23" May 2019
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to the Council of Governors of Northumbria Healthcare

NHS Foundation Trust

REPORT ON THE AUDIT OF THE FINANCIAL

STATEMENTS

1. Our opinion is unmodified

We have audited the financial statements of
Northumbria Healthcare NHS Foundation Trust
("the Trust”) for the year ended 31 March 2019
which comprise the Group and Trust Statements of
Comprehensive Income, Group and Trust
Statements of Financial Position, Group and Trust
Statements of Changes in Equity and Group and
Trust Statements of Cash Flows, and the related
notes, including the accounting policies in note 1.

In our opinion:

— the financial statements give a true and fair
view of the state of the Group's and the Trust's
affairs as at 31 March 2019 and of the Group’s
and Trust's income and expenditure for the year
then ended; and

— the Group's and the Trust's financial statements
have been properly prepared in accordance with
the Accounts Direction issued under paragraphs
24 and 25 of Schedule 7 of the National Health
Service Act 2008, the NHS Foundation Trust
Annual Reporting Manual 2018/19 and the
Department of Health and Social Care Group
Accounting Manual 2018/19.

Basis for opinion

We conducted our audit in accordance with
International Standards on Auditing (UK) ("ISAs
(UK)”) and applicable law. Our responsibilities are
described below. We have fulfilled our ethical
responsibilities under, and are independent of the
Group and Trust in accordance with, UK ethical
requirements including the FRC Ethical Standard.
We believe that the audit evidence we have

obtained is a sufficient and appropriate basis for our

Anininn

£9.2m (2018: £7.5m)

1.7% (2018: 1.4%) of
operating income

Materiality:
Group financial
statements as a

whole
Coverage 100% (2018: 100%) of group
operating income
Risks of material misstatement vs 2018
Recurring risks  Valuation of land and <>
buildings
Recoverability of A

reimbursement asset




2. Key audit matters: our assessment of risks of material misstatement

Key audit matters are those matters that, in our professional judgment, were of most significance in the audit of the financial
statements and include the most significant assessed risks of material misstatement (whether or not due to fraud) identified by
us, including those which had the greatest effect on:the overall audit strategy; the allocation of resources in the audit; and
directing the efforts of the engagement team. These matters were addressed in the context of our audit of the financial
statements as a whole, and in forming our opinion thereon, and we do not provide a separate opinion on these matters. In
arriving at our audit opinion above, the key audit matters, in decreasing order of audit significance, were as follows:

All of these key audit matters relate to the Group and the parent Trust.

The risk Our response

Valuation of land Subjective valuation: Our procedures included:
and buildings s ; f ; :
Land and buildings are required to be maintained at — Assessing the valuer's credentials: We
(£171 million; 2018: up to date estimates of current value in existing use assessed the competence, capability,
£185 million) (EUV). For specialised assets where no market value objectivity and independence of the Trust's
is readily ascertainable, EUV is the depreciated external valuer and considered the terms of
P | replacement cost of a modern equivalent asset that engagement of, and the instructions issued
o1er to page Annual paq the same service potential as the existing to, the valuer for consistency with the
reportfage 28 (Aait property (DRC). requirements of the NHS Group Accounting
Committee Report) KA
and Annual Accounts  There is significant judgement involved in !
pages 8to 11 determining the appropriate basis (EUV or DRC) for — Methodology choice: We assessed the
(accounting policy) each asset according to the degree of specialisation, appropriateness of the valuation bases and
and pages 25 to 27 as well as over the assumptions made in arriving at assumptions applied by the valuers within
(financial disclosures)  the valuation. The DRC basis requires an assumption the full valuation at 31 March 2019;

as to whether the replacement asset would be
situated on the existing site or, if more appropriate,
on an alternative site, with a potentially significant
effect on the valuation. Further, replacement cost is
decreased if VAT on replacement costs is
recoverable.

— Historical comparisons: We considered
the Group's history of VAT recovery through
its PFl arrangements and commercial
subsidiary and critically assessed the
consistency of this judgement with the
evidence presented;

The Trust owns a fully operational facilities

management company which maintains the existing

Trust properties and which has and will undertake

significant new capital developments on behalf of the

Trust. In addition a proportion of the Trust estate is

held under PFl arrangements under which VAT

— Data comparisons: We critically assessed,
in light of our knowledge of the Group's
assets and changes in market conditions,
whether any significant movements in
values since the last full valuation are

would be recoverable on the construction of any appropriate;

replacement asset. For all of these reasons — Accounting analysis: We undertook work
assumptions are required as to whether it is to understand the basis upon which any
appropriate to assume that VAT is recoverable and movements in the valuation of land and
therefore whether such valuations should be buildings had been classified and treated in
recorded net of VAT. the financial statements and determined

whether they had complied with the
requirements of the DHSC Group
Accounting manual 2018/19.

The valuation is undertaken by an external expert
engaged by the Group. The Group's external valuers
performed a full valuation, supported by inspection,

as at Novermnber 2017 and indexed this to determine  — Assessing transparency: We considered
the valuation as at 31 March 2019. the adequacy of the disclosures about the

key judgements and degree of estimation
There is a risk that the valuation is not applied to the involved in arriving at the valuation and the
financial statement balances appropriately to related sensitivities.

recognise the valuation gains and impairment losses
in line with the requirements of the Department of
Health Group Accounting Manual 2018/19.

The effect of these matters is that, as part of our risk
assessment, we determined that the valuation of
land and buildings has a high degree of estimation
uncertainty, with a potential range of reasonable
outcomes greater than our materiality for the
financial statements as a whole, and possibly many
times that amount.




The risk Our response

Our procedures included:

Recoverability of right of
reimbursement assets (included
in other receivables) £18m
(2018: £6m)

Subjective estimate:

Other receivables include a right of
reimbursement asset of £18m in relation
to rectifications and re-imbursements for
the work required to address the

‘Refer to page 28 Audit Committee  defects on the Northumbria Specialist
Report, Annual Accounts pages 14 Emergency Care Hospital (NSECH) site.
and 16 (accounting policies) and The Trust continues to work with its
Note 16 of the Accounts (financial ~ build partner and other external advisers
disclosures). to identify the extent of the defects and
the most appropriate way to remedy
these.

The amount that has been recognised is
assessed by the Trust as being the
amount that is considered to be virtually
certain to be recovered taking into
account the latest information available.

The effect of these matters is that, as
part of our risk assessment, we
determined that the recoverability of the
right of reimbursement assets has a
high degree of estimation uncertainty,
with a potential range of reasonable
outcomes greater than our materiality
for the financial statements as a whole.

Enquiry of legal advisers and property
consultants: We have inspected
correspondence and attended meetings
with the Group's legal advisers and property
consultants to corroborate our
understanding of the defects issue;

Assessing recoverability: We have
reviewed the Trust's assessment of the
likelihood of re-imbursement of the various
defects identified to understand the
approach adopted to identifying those items
that are regarded as virtually certain to be
recovered.

Tests of detail: We have reperformed a
reconciliation of the quantum of the defects
identified to the level of the re-imbursement
asset to understand the items which have
not been recognised as re-imbursement
assets and the rationale for exclusion from
recognition.

Assessing transparency: We considered
the adequacy of the disclosures about the
key judgements and degree of estimation
involved in arriving at the estimate and the
related sensitivities.
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3. Our application of materiality and
an overview of the scope of our audit

Total Income Group Materiality
Materiality for the Group financial statements as a £553m (2018: £628m) £9.2m (2018: £7.56m)
whole was set at £9.2 million (2018: £7.5 million),
determined with reference to a benchmark of £9.2m

Whole financial
statements materiality
(2018: £7.5m)

operating income (of which it represents approximately
1.7%). We consider operating income to be more
stable than a surplus or deficit related benchmark.

Materiality for the parent Trust’s financial statements
as a whole was set at £9.0 million (2018: £7.3 million),
determined with reference to a benchmark of
operating income (of which it represents approximately
1.7% (2018: 1.4%).

We agreed to report to the Audit Committee any
corrected and uncorrected identified misstatements
exceeding £0.3 million (2018: £0.3 million), in addition
to other identified misstatements that warranted

£9.0m

Range of materiality at 4
components (£9.0m-£0.1m)
(2018: £7.3m to £1.0m)

reporting on qualitative grounds. m Total Income £0.3m
. 3 . 1 Group materiality Misstatements reported to the
Of the group’s 4 (2018: b) reporting components, we audit committee (2018: £0.3m)

subjected 1 (2018: 1) to full scope audits for group
purposes and 3 (2018: 4) to specified risk-focused audit
procedures. The latter were not individually financially
significant enough to require a full scope audit for
group purposes, but did present specific individual
risks that needed to be addressed. The components Group income Group surplus/deficit
within the scope of our work accounted for the
percentages illustrated opposite.

957

(2018 100%

Group total assets

I ruil scope for group audit purposes 2019
I snecified risk-focused audit procedures 2019

I Full scope for group audit purposes 2018
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4. We have nothing to report on going concern

The Accounting Officer has prepared the financial
statements on the going concern basis as they have not
been informed by the relevant national body of the intention
to dissolve the Group or the Trust without the transfer of its
services to another public sector entity. They have also
concluded that there are no material uncertainties that
could have cast significant doubt over their ability to
continue as a going concern for at least a year from the
date of approval of the financial statements (“the going
concern period”).

Our responsibility is to conclude on the appropriateness of
the Accounting Officer's conclusions and, had there been a
material uncertainty related to going concern, to make
reference to that in this audit report. However, as we
cannot predict all future events or conditions and as
subsequent events may result in outcomes that are
inconsistent with judgements that were reasonable at the
time they were made, the absence of reference to a
material uncertainty in this auditor's report is not a
guarantee that the Group or the Trust will continue in
operation.

In our evaluation of the Accounting Officer's conclusions,
we considered the inherent risks to the Group's and Trust's
business model, including the impact of Brexit, and
analysed how those risks might affect the Group’s and
Trust's financial resources or ability to continue operations
over the going concern period. We evaluated those risks
and concluded that they were not significant enough to
require us to perform additional audit procedures.

Based on this work, we are required to report to you if we
have anything material to add or draw attention to in

relation to the Accounting Officers statement on page i to
the financial statements on the use of the going concern
basis of accounting with no material uncertainties that may
cast significant doubt over the Group and Trust's use of that
basis for a period of at least twelve months from the date
of approval of the financial statements.

We have nothing to report in these respects, and we did
not identify going concern as a key audit matter.

. We have nothing to report on the other information in
the Annual Report

The directors are responsible for the other information
presented in the Annual Report together with the financial
statements. Our opinion on the financial statements does
not cover the other information and, accordingly, we do not
express an audit opinion or, except as explicitly stated
below, any form of assurance conclusion thereon.

Our responsibility is to read the other information and, in
doing so, consider whether, based on our financial
statements audit work, the information therein is materially
misstated or inconsistent with the financial statements or
our audit knowledge. Based solely on that work we have
not identified material misstatements in the other
information.

In our opinion the other information included in the Annual
Report for the financial year is consistent with the financial
statements.

Remuneration report

In our opinion the part of the remuneration report to be
audited has been properly prepared in accordance with the
NHS Foundation Trust Annual Reporting Manual 2018/19.

Corporate governance disclosures

We are required to report to you if:

— we have identified material inconsistencies between the
knowledge we acquired during our financial statements
audit and the directors’ statement that they consider
that the annual report and financial statements taken as
a whole is fair, balanced and understandable and
provides the information necessary for stakeholders to
assess the Group's position and performance, business
model and strategy; or

— the section of the annual report describing the work of
the Audit Committee does not appropriately address
matters communicated by us to the Audit Committee;
or

— the Annual Governance Statement does not reflect the
disclosure requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2018/19, is misleading
or is not consistent with our knowledge of the Group
and other information of which we are aware from our
audit of the financial statements.

We have nothing to report in these respects.

Respective responsibilities
Accounting Officer’s responsibilities

As explained more fully in the statement set out on pages
78 and 79, the Accounting Officer is responsible for the
preparation of financial statements that give a true and fair
view. They are also responsible for: such internal control as
they determine is necessary to enable the preparation of
financial statements that are free from material
misstatement, whether due to fraud or error; assessing the
Group and parent Trust's ability to continue as a going
concern, disclosing, as applicable, matters related to going
concern; and using the going concern basis of accounting
unless they have been informed by the relevant national
body of the intention to dissolve the Group and parent Trust
without the transfer of their services to another public
sector entity.

Auditor's responsibilities

Our objectives are to obtain reasonable assurance about
whether the financial statements as a whole are free from
material misstatement, whether due to fraud or error, and
to issue our opinion in an auditor’s report. Reasonable
assurance is a high level of assurance, but does not
guarantee that an audit conducted in accordance with ISAs
(UK) will always detect a material misstatement when it
exists. Misstatements can arise from fraud or error and are
considered material if, individually or in aggregate, they
could reasonably be expected to influence the economic
decisions of users taken on the basis of the financial
statements.

A fuller description of our responsibilities is provided on the
FRC's website at www.frc.org.uk/auditorsresponsibilities
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REPORT ON OTHER LEGAL AND REGULATORY
MATTERS

We have nothing to report on the statutory reporting
matters

We are required by Schedule 2 to the Code of Audit
Practice issued by the Comptroller and Auditor General (‘the
Code of Audit Practice’) to report to you if:

— any reports to the regulator have been made under
Schedule 10(6) of the National Health Service Act 2006.

— any matters have been reported in the public interest
under Schedule 10(3) of the National Health Service Act
2006 in the course of, or at the end of the audit.

We have nothing to report in these respects.

We have nothing to report in respect of our work on
the Trust's arrangements for securing economy,
efficiency and effectiveness in the use of resources

Under the Code of Audit Practice we are required to report
to you if the Trust has not made proper arrangement for
securing economy, efficiency and effectiveness in the use
of resources..

We have nothing to report in this respect.

Respective responsibilities in respect of our review of
arrangements for securing economy, efficiency and
effectiveness in the use of resources

The Trust is responsible for putting in place proper
arrangements for securing economy, efficiency and
effectiveness in the use of resources.. .

Under Section 62(1) and Schedule 10 paragraph 1(d), of the
National Health Service Act 2006 we have a duty to satisfy
ourselves that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in the use

of resources.

We are not required to consider, nor have we considered,
whether all aspects of the Trust's arrangements for
securing economy, efficiency and effectiveness in the use
of resources are operating effectively.

We have undertaken our review in accordance with the
Code of Audit Practice, having regard to the specified
criterion issued by the Comptroller and Auditor General
(C&AG) in November 2017, as to whether the Trust had
proper arrangements to ensure it took properly informed
decisions and deployed resources to achieve planned and
sustainable outcomes for taxpayers and local people. We
planned our work in accordance with the Code of Audit
Practice and related guidance. Based on our risk
assessment, we undertook such work as we considered
necessary.

Report on our review of the adequacy of arrangements for
securing economy, efficiency and effectiveness in the use
of resources

We are required by guidance issued by the C&AG under
Paragraph 9 of Schedule 6 to the Local Audit and
Accountability Act 2014 to report on how our work
addressed any identified significant risks to our conclusion
on the adequacy of the Trust's arrangements to secure
economy, efficiency and effectiveness in the use of
resources. The ‘risk’ in this case is the risk that we could
come to an incorrect conclusion in respect of the Trust's
arrangements, rather than the risk of the arrangements
themselves being inadequate.

We carry out a risk assessment to determine the nature
and extent of further work that may be required. Our risk
assessment includes consideration of the significance of
business and operational risks facing the Trust, insofar as
they relate to ‘proper arrangements’. This includes sector
and organisation level risks and draws on relevant cost and
performance information as appropriate, as well as the
results of reviews by inspectorates, review agencies and
other relevant bodies.

The significant risks identified during our risk assessment
are set out below together with the findings from the work
we carried out on each area.
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Significant Risk

Description Work carried out and judgements

The Trust should be able to Our work included:
demonstrate delivery against a CIP
at the planned level of
improvement and have delivered

planned savings.

Delivery of Cost
Improvement

Programme (CIP) — We held discussions with the Programme Management

Office and obtained documentation supporting the Trust's
approach to meeting the targets agreed with NHSI;

— We viewed evidence of the Trust having planned for the
target set by NHSI and assessed why the target had not
been achieved;

The Trust has a CIP target within
the NHSI Annual Plan of £30.5m
for 2018/19. The Trust achieved
£29.4mand is £1.1m behind the
original target.

— We considered NHSI's review of the Trust's CIP and their
observations in relation to cost improvement.

Our findings on this risk area:
There is therefore a risk that this

indicates that the Trust does not
have proper arrangements in place
to deliver recurrent cost
improvements.

— We concluded that the Trust had adequate controls in
place to manage the CIP process. Although the CIP target
was not achieved in the year we concluded that the
shortfall is not significant enough to impact our opinion.

CERTIFICATE OF COMPLETION OF THE AUDIT

We certify that we have completed the audit of the

THE PURPOSE OF OUR AUDIT WORK AND TO WHOM
WE OWE OUR RESPONSIBILITIES

This report is made solely to the Council of Governors of
the Trust, as a body, in accordance with Schedule 10 of the
National Health Service Act 2006 and the terms of our
engagement by the Trust. Our audit work has been
undertaken so that we might state to the Council of
Governors of the Trust, as a body, those matters we are
required to state to them in an auditor's report, and the
further matters we are required to state to them in
accordance with the terms agreed with the Trust, and for
no other purpose. To the fullest extent permitted by law,
we do not accept or assume responsibility to anyone other
than the Council of Governors of the Trust, as a body, for
our audit work, for this report, or for the opinions we have
formed.

accounts of Northumbria Healthcare NHS Foundation Trust
in accordance with the requirements of Schedule 10 of the
National Health Service Act 2006 and the Code of Audit
Practice issued by the National Audit Office.

Padl Moran

for and on behalf of KPMG LLP (Statutory Auditor)
Chartered Accountants

Quayside House

110 Quayside

Newcastle upon Tye

NE1 3DX

3 June 2019
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Northumbria Healthcare NHS Foundation Trust - Annual Accounts 2018-19

CONSOLIDATED STATEMENT OF COMPREHENSIVE INCOME

Group Foundation Trust
Year Ending Year Ending Year Ending Year Ending
31 March 31 March 31 March 31 March
2019 2018 2019 2018

£000 £000 £000 £000
Operating income 3 553,203 528,407 541,189 516,935

Operating expenses 4 (543,663) (517,237) (532,937) (510,198)

Finance Costs

Finance income 5 354 82 3,303 8,079
Finance expense 6 (10,931) (10,045) (15,228) (13,582)
Finance expense - unwinding of discount on provisions 24 (40) (37) (40) (37)
PDC dividends payable (698) (1,141) (698) (1,141)

Gains on disposal of assets 10,905 7,748 10,948 7,748
Movement in fair value of other investments 35 38 70 0 0

0 (4) 0 0

Corporation tax

Other comprehensive income

Amounts that will not be reclassified subsequently

to income and expenditure including:

|Gains on revaluations 10 0 0 0 0|
Impairments and reversal taken to revaluation reserve 10 1,273 963 1,273 963

Group Foundation Trust
Year Ending Year Ending Year Ending Year Ending

Note: Allocation of surplus for the year: 31 March 31 March 31 March 31 March
2019 2018 2019 2018
£000 £000 £000 £000

(a)Deficit for the period attributable to:
(i) minority interest, and 0 0 0 0
(ii) owners of the parent. 6,537

(b) Total comprehensive income for the year attributable to:
(i) minority interest, and 0 0 0 0

(ii) owners of the parent. 10,441 8,806 7,810 8,767

All income and expenditure is derived from continuing operations.



Northumbria Healthcare NHS Foundation Trust - Annual Accounts 2018-19
STATEMENT OF FINANCIAL POSITION AS AT 31 MARCH 2019 - GROUP AND TRUST

Intangible assets 8.1 6,448 5,801 6,448 5,801
Property, plant and equipment 10.1 220,139 216,218 206,132 214,633
Investments - subsidiaries 14 0 0 16,787 14,040
Loans - subsidiaries 14 0 0 74,686 78,832
Other Investments 35 1,295 257 0 0
Trade and other receivables 16 17,771 0 17,771 0
Employee benefits 23 1,710 350 1,710 350
Total non-current assets 247,363 222,626 323,534 313,656
Inventories 15 14,043 13,939 13,432 13,384
Trade and other receivables 16 65,474 80,468 86,175 99,122
Loans - subsidiaries 14 0 0 2,910 2,760
Assets held for sale 12 0 0 0 0
Cash and cash equivalents 26 64,166 30,052 61,159 26,412
Total current assets 143,683 124,459 163,676 141,678
Trade and other payables 18 (55,955) (69,214) (63,939) (90,545)
Interest bearing borrowings 20 (12,823) (8,214) (16,950) (8,214)
Provisions 24 (336) (336) (336) (336)
Other liabilities 19 (1,096) (2,187) (1,054) (2,187)
Total current liabilities (70,210) (79,951) (82,279) (101,282)
|Tota| assets less current liabilities 320,836 267,134 404,931 354,052
Trade and other payables 18 (2,599) (2,880) (2,599) (2,880)
Interest bearing borrowings 20 (229,890) (187,270) (314,029) (271,601)
Employee benefits 23 (1,710) (350) (1,710) (350)
Provisions 24 (1,043) (1,328) (1,043) (1,328)
Total non-current liabilities (235,242) (191,828) (319,381) (276,159)
Total assets employed 85,594 75,306 85,550 77,893
Public dividend capital 151,322 151,475 151,322 151,475
Revaluation reserve 25 6,640 5,367 6,640 5,367
Charitable fund reserve 35 2,754 2,846 0 0
Other Reserves (551) (551) (551) (551)
Income and expenditure reserve (74,571) (83,831) (71,861) (78,398)
Total taxpayer's equity 85,594 75,306 85,550 77,893

The financial statements on pages 1 to 43 were approved by the Board on the 22nd May 2019 and signed on its behalf by:

Sir James Mackey
Chief Executive

Dated 22nd May 2019



Northumbria Healthcare NHS Foundation Trust - Annual Accounts 2018-19

STATEMENT OF CHANGES IN TAXPAYERS' EQUITY

Changes in Taxpayer's Equity for the year ended 31 March 2019

Public
Dividend

Income and Charitable
Expenditure Fund
Reserve Reserve
£000 £000

Other
Reserve
£000

Revaluation
Reserve
£000

Capital
£000

Balance as at 31 March 2018 151,475 5,367 (83,831) 2,846 (551) 75,306
PDC received 12 0 0 0 0 12
PDC Repaid (165) 0 0 0 0 (165)
Total comprehensive income for the year; retained surplus

/ (deficit) for the year 0 0 9,260 (92) 0 9,168
Transfer between reserves 0 (1] 0 0 0 0
Revaluations - property, plant and equipment 1,273

Changes in Taxpayer's Equity for the year ended 31 March 2018

Public
Dividend
Capital
£000

Income and Charitable
Expenditure Fund
Reserve Reserve
£000 £000

Other
Reserve
£000

Revaluation
Reserve
£000

Balance as at 31 March 2017 149,960 4,404 (91,674) 2,846 (551) 64,985
PDC received 1,515 0 0 0 0 1,515
Total comprehensive income for the year; retained surplus

for the year 0 0 7,843 0 0 7,843
Transfer between reserves 0 0 O O O O
Revaluations - property, plant and equipment

Changes in Taxpayer's Equity for the year ended 31 March 2019

Public
Dividend
Capital
£000

Income and Charitable
Expenditure Fund
Reserve Reserve
£000 £000

Other
Reserve
£000

Revaluation
Reserve
£000

Foundation Trust

Balance as at 31 March 2018 151,475 5,367 (78,398) 0 (551) 77,893
PDC received 12 0 0 0 0 12
PDC Repaid (165) 0 0 0 0 (165)
Total comprehensive income for the year; retained surplus

for the year 0 0 6, 537 0 0 6,537
Revaluations - property, plant and equipment 1,273 1,273

Changes in Taxpayer's Equity for the year ended 31 March 2018

Public

Income and Charitable

Dividend

Foundation Trust Capital

£000

Other
Reserve
£000

Revaluation
Reserve
£000

Expenditure Fund
Reserve Reserve
£000 £000

Balance as at 31 March 2017 149,960 (86,202) (551) 67,611
PDC received 1,515 0 0 0 0 1,515
Total comprehensive income for the year; retained surplus

for the year 0 0 7, 804 0 0 7, 804
Revaluations - property, plant and equipment




Northumbria Healthcare NHS Foundation Trust - Annual Accounts 2018-19

STATEMENT OF CASHFLOWS

Operating surplus from continuing operations 9,540 11,170 8,252 6,737
Operating surplus 9,540 11,170 8,252 6,737
Depreciation and amortisation 10,389 10,318 10,389 10,318
Impairments 24,416 20,310 24,458 20,310
Increase / (decrease) in trade and other receivables 4,652 (18,462) 2,605 (30,120)
Increase in inventories (104) (240) (48) 85
Decrease / (increase) in trade and other payables (9,643) 10,982 (22,429) 24,797
Decrease in other liabilities (1,091) (8,444) (1,133) (8,444)
Unwinding of discount provisions (40) (37) (40) (37)
Decrease in provisions (285) (1,265) (285) (1,265)
Corporation tax paid 0 (4) 0 0
Other movements in operating cashflows (513) 414 (513) 0
Net cash generated from operating activities 37,321 24,742 21,256 22,381
Interest received 330 82 3,279 8,079
Purchase of financial assets (1,000) 0 0 0
Investment in a subsidiary / joint venture 0 0 1,249 2,190
Purchase of property, plant and equipment and intangible assets (28,357) (14,124) (11,410) (12,884)
Proceeds from sale of property and equipment 225 5,348 225 5,348
Net cash used in investing activities (28,802) (8,694) (6,657) 2,733
PDC received (153) 1,515 (153) 1,515
PDC dividend paid (142) (1,861) (142) (1,861)
Loans repaid (10,525) (8,016) (10,525) (8,016)
Loans received 50,000 0 50,000 0
Interest paid on loans (10,157) (8,803) (10,157) (8,803)
Payment of finance lease obligations - interest (1,202) (832) (5,499) (4,369)
Payment of Private Finance Initiative obligations - interest (1,962) (1,961) (1,962) (1,961)
Additions of finance lease obligations - capital 0 0 0 (2,727)
Payment of finance lease obligations - capital (196) (1,207) (1,346) (5,839)
Payment of Private Finance Initiative obligations - capital (68) 12 (68) 12
Net cash absorbed from financing activities 25,595 (21,153) 20,148 (32,049)
Increase in cash and cash equivalents 34,114 (5,105) 34,747 (6,935)
Cash and cash equivalents at 1 April 30,052 35,157 26,412 33,347
Cash and cash equivalents at 31 March 26 64,166 30,052 61,159 26,412
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NHS Improvement, in exercising the statutory functions conferred on Monitor, is responsible for issuing an accounts
direction to NHS foundation trusts under the NHS Act 2006. NHS Improvement has directed that the financial statements of
NHS foundation trusts shall meet the accounting requirements of the Department of Health Group Accounting Manual (DH
GAM) which shall be agreed with the Secretary of State. Consequently, the following financial statements have been
prepared in accordance with the DH GAM 2018/19 issued by the Department of Health. The accounting policies contained in
that manual follow IFRS and HM Treasury’s DHSC GAM to the extent that they are meaningful and appropriate to NHS
foundation trusts. The accounting policies have been applied consistently in dealing with items considered material in
relation to the accounts.

These accounts have been prepared under the historical cost convention modified to account for the revaluation of
property, plant and equipment and certain financial assets and financial liabilities.

These accounts have been prepared on a going concern basis. This is based on financial projections taking into account the
working capital position, agreed 2019/20 contractual income and expenditure plans. The Group had cash at bank of £64.2m
at the year end and generated cash from operations of £37.3m.

After making enquiries the directors have a reasonable expectation that the Foundation Trust has adequate resources to
continue in operational existence for the foreseeable future. For this reason they continue to use the going concern basis in
preparing this report.

The group financial statements consolidate the financial statements of the Trust and entities controlled by the Trust (its
subsidiaries) and incorporate its share of the results of wholly and jointly controlled entities and associates using the equity
method of accounting. The financial statements of the subsidiaries are prepared for the same reporting year as the Trust.

Subsidiary entities are those over which the Foundation Trust has the power to exercise control or a dominant influence so
as to gain economic or other benefits. The income, expenses, assets, liabilities, equity and reserves of subsidiaries are
consolidated in full into the appropriate financial statement lines.

Where subsidiaries accounting policies are not aligned with those of the Foundation Trust (including where they report
under UK GAAP) these amounts are adjusted during consolidation where differences are material.

All intragroup balances and transactions, including unrealised profits arising from the intragroup transactions, have been
eliminated in full. Subsidiaries are consolidated from the date on which control is obtained by the group and cease to be
consolidated from the date on which control is no longer held by the group.

Joint ventures are separate entities over which the trust has joint control with one or more parties. The meaning of control
is the same as that for subsidiaries. Joint ventures are recognised in the trusts financial statements using the equity
method. This investment is initially recognised at a cost.

Northumbria Healthcare Facilities Management Ltd. was incorporated on the 9th October 2012 and is a wholly owned
subsidiary of Northumbria Healthcare NHS FT. The primary purpose of the company is the provision of a fully managed
healthcare facility, including the design, project management and operation of specific capital schemes. Currently the
largest contract is for the management of the site of the Northumbria Specialist Emergency Care Hospital in Cramlington
and provision of services.

Northumbria Primary Care Limited was established to provide GPs with professional support in many of the corporate
functions that come with running a GP practice. It is a wholly owned subsidiary of Northumbria Healthcare NHS Foundation
Trust which started trading on 1 April 2015.

Northumbria Digital Solutions Limited was established to provide information technology services to NHS and other
organisations, including Northumbria Healthcare NHS Foundation Trust. It is a wholly owned subsidiary of Northumbria
Healthcare NHS Foundation Trust which started trading on 1 July 2017.

Northumbria Healthcare NHS Foundation Trust is the corporate trustee to Northumbria Healthcare NHS Trust Charity NHS
charitable fund. The Foundation Trust has assessed its relationship to the charitable fund and determined it to be a
subsidiary because the Foundation Trust has the power to govern the financial and operating policies of the charitable fund
so as to obtain benefits from its activities for itself, its patients and its staff.
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The charitable funds statutory accounts are prepared to 31 March in accordance with the UK Charities Statement of
Recommended Practice (SORP) which is based on FRS102. On consolidation, necessary adjustments are made to the
charity’s assets, liabilities and transactions to:

e Recognise and measure them in accordance with the Foundation Trust’s accounting policies; and
e Eliminate intra-group transactions, balances gains and losses.

The summary Statement of Financial Activities and Statement of Financial Position of the Charitable Fund are presented in a
note (note 35) to the accounts.

When there is a legal restriction on the purpose to which a fund may be put, the fund is classified in the accounts as a
restricted fund. Funds where the capital is held to generate income for the charitable purposes and cannot itself be spent
are accounted for as endowment funds. Other funds are classified as unrestricted funds. Unrestricted funds which the
Trustees have chosen to earmark for set purposes are also classified as designated funds. In all other respects the
accounting policies of the Charitable Fund are materially in line with those of the Foundation Trust.

Additionally the Trust has dormant subsidiaries and investments in Limited Liability Partnerships as disclosed in note 14.

Where income is derived from contracts with customers, it is accounted for under IFRS 15. The DHSC GAM expands the
definition of a contract to include legislation and regulations which enables an entity to receive cash or another financial
asset that is not classified as a tax by the Office of National Statistics (ONS). As directed by the GAM, the transition to IFRS
15in 2018/19 has been completed in accordance with paragraph C3 (b) of the Standard: applying the Standard
retrospectively but recognising the cumulative effects at the date of initial application (1 April 2018).

Revenue in respect of goods/services provided is recognised when (or as) performance obligations are satisfied by
transferring promised goods/services to the customer and is measured at the amount of the transaction price allocated to
those performance obligations. At the year end, the Trust accrues income relating to performance obligations satisfied in
that year. Where the Trust’s entitlement to consideration for those goods or services is unconditional a contract receivable
will be recognised. Where entitlement to consideration is conditional on a further factor other than the passage of time, a
contract asset will be recognised. Where consideration received or receivable relates to a performance obligation that is to
be satisfied in a future period, the income is deferred and recognised as a contract liability.

The main source of income for the Trust is contracts with commissioners for health care services. A performance obligation
relating to delivery of a spell of health care is generally satisfied over time as healthcare is received and consumed
simultaneously by the customer as the Trust performs it. The customer in such a contract is the commissioner, but the
customer benefits as services are provided to their patient. Even where a contract could be broken down into separate
performance obligations, healthcare generally aligns with paragraph 22(b) of the Standard entailing a delivery of a series of
goods or services that are substantially the same and have a similar pattern of transfer. At the year end, the Trust accrues
income relating to activity delivered in that year, where a patient care spell is incomplete.

Revenue is recognised to the extent that collection of consideration is probable. Where contract challenges from
commissioners are expected to be upheld, the Trust reflects this in the transaction price and derecognises the relevant
portion of income.

Where the Trust is aware of a penalty based on contractual performance, the Trust reflects this in the transaction price for
its recognition of revenue. Revenue is reduced by the value of the penalty.

The Trust does not receive income where a patient is readmitted within 30 days of discharge from a previous planned stay.
This is considered an additional performance obligation to be satisfied under the original transaction price. An estimate of
readmissions is made at the year end this portion of revenue is deferred as a contract liability.

The Trust receives income from commissioners under Commissioning for Quality and Innovation (CQUIN) schemes. The
Trust agrees schemes with its commissioner but they affect how care is provided to patients. That is, the CQUIN payments
are not considered distinct performance obligations in their own right; instead they form part of the transaction price for
performance obligations under the contract.
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Where research contracts fall under IFRS 15, revenue is recognised as and when performance obligations are satisfied. For
some contracts, it is assessed that the revenue project constitutes one performance obligation over the course of the multi-
year contract. In these cases it is assessed that the Trust’s interim performance does not create an asset with alternative
use for the Trust, and the Trust has an enforceable right to payment for the performance completed to date. It is therefore
considered that the performance obligation is satisfied over time, and the Trust recognises revenue each year over the
course of the contract.

The Trust receives income under the NHS injury cost recovery scheme, designed to reclaim the cost of treating injured
individuals to whom personal injury compensation has subsequently been paid, for instance by an insurer. The Trust
recognises the income when it receives notification from the Department of Work and Pension's Compensation Recovery
Unit, has completed the NHS2 form and confirmed there are no discrepancies with the treatment. The income is measured
at the agreed tariff for the treatments provided to the injured individual, less an allowance for unsuccessful compensation
claims and doubtful debts in line with IFRS 9 requirements of measuring expected credit losses over the lifetime of the
asset.

Government grants are grants from government bodies other than income from commissioners or Trusts for the provision of
services. Where a grant is used to fund revenue expenditure it is taken to the Statement of Comprehensive Income to
match that expenditure.

The value of the benefit received when accessing funds from the Government's apprenticeship service is recognised as
income at the point of receipt of the training service. Where these funds are paid directly to an accredited training provider,
the corresponding notional expense is also recognised at the point of recognition for the benefit.

Income from the sale of non-current assets is recognised only when all material conditions of sale have been met, and is
measured as the sums due under the sale contract.

Salaries, wages and employment-related payments are recognised in the period in which the service is received from
employees. The cost of annual leave entitlement earned but not taken by employees at the end of the period is recognised
in the financial statements to the extent that employees are permitted to carry-forward leave into the following period.

Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the benefits
payable and rules of the Schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both are
unfunded defined benefit schemes that cover NHS employers, GP practices and other bodies, allowed under the direction of
the Secretary of State in England and Wales. They are not designed to be run in a way that would enable NHS bodies to
identify their share of the underlying scheme assets and liabilities. Therefore, each scheme is accounted for as if it were a
defined contribution scheme: the cost to the NHS body of participating in each scheme is taken as equal to the
contributions payable to that scheme for the accounting period.

In order that the defined benefit obligations recognised in the financial statements do not differ materially from those that
would be determined at the reporting date by a formal actuarial valuation, the DHSC GAM requires that “the period
between formal valuations shall be four years, with approximate assessments in intervening years”. An outline of these
follows:

a) Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government Actuary’s
Department) as at the end of the reporting period. This utilises an actuarial assessment for the previous accounting period
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in conjunction with updated membership and financial data for the current reporting period, and are accepted as providing
suitably robust figures for financial reporting purposes. The valuation of scheme liability as at 31 March 2019, is based on
valuation data as 31 March 2017, updated to 31 March 2019 with summary global member and accounting data. In
undertaking this actuarial assessment, the methodology prescribed in IAS 19, relevant DHSC GAM interpretations, and the
discount rate prescribed by HM Treasury have also been used.

The latest assessment of the liabilities of the scheme is contained in the scheme actuary report, which forms part of the
annual NHS Pension Scheme (England and Wales) Pension Accounts. These accounts can be viewed on the NHS Pensions
website and are published annually. Copies can also be obtained from The Stationery Office.

b) Full actuarial (funding) valuation

The purpose of this valuation is to assess the level of liability in respect of the benefits due under the schemes (taking into
account their recent demographic experience), and to recommend contribution rates payable by employees and employers.
The last published actuarial valuation undertaken for the NHS Pension Scheme was completed for the year ending 31 March
2012. The Scheme Regulations allow for the level of contribution rates to be changed by the Secretary of State for Health,
with the consent of HM Treasury, and consideration of the advice of the Scheme Actuary and appropriate employee and
employer representatives as deemed appropriate.

The next actuarial valuation is to be carried out as at 31 March 2019. This will set the employer contribution rate payable
from April 2019 and will consider the cost of the Scheme relative to the employer cost cap. There are provisions in the
Public Service Pension Act 2013 to adjust member benefits or contribution rates if the cost of the Scheme changes by more
than 2% of pay. Subject to this ‘employer cost cap” assessment, any required revisions to member benefits or contribution
rates will be determined by the Secretary of State for Health after consultation with the relevant stakeholders.

A defined benefit plan is a post-employment benefit plan other than a defined contribution plan. The Trust’s net obligation
in respect of this defined benefit pension plan is calculated by estimating the amount of future benefit that employees have
earned in return for their service in the current and prior periods; that benefit is discounted to determine its present value,
and the fair value of any plan assets (at bid price) are deducted. The liability discount rate is the yield at the balance sheet
date on AA credit rated bonds denominated in the currency of, and having maturity dates approximating to the terms of the
Trust's obligations. The calculation is performed by a qualified actuary using the projected unit credit method. When the
calculation results in a benefit to the Trust, the recognised asset is limited to the present value of benefits available in the
form of any future refunds from the plan, reductions in future contributions to the plan or on settlement of the plan and
takes into account the adverse effect of any minimum funding requirements.

The Trust’s defined benefit obligations in respect of this scheme have been indemnified by Northumberland County Council.

As a result of this indemnification, the Trust has a right of reimbursement for expenditures required to settle this defined
benefit obligation or a commitment to refund any defined benefit surplus.

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is measured at
the fair value of those goods and services. Expenditure is recognised in operating expenses except where it results in the
creation of a non-current asset such as property, plant and equipment.

Net financing costs comprise interest payable and interest receivable on funds invested. Interest income and interest
payable is recognised in the statement of Comprehensive Income as it accrues, using the effective interest method.

Property, Plant and Equipment is capitalised where:
e itis held for use in delivering services or for administrative purposes
e it is probable that future economic benefits will flow to, or service potential be provided to, the Trust
e it is expected to be used for more than one financial year
e the cost of the item can be measured reliably

e the items individually have a cost of at least £5,000 or form a group of assets which individually have a cost of
more than £250, collectively have a cost of at least £5,000, where the assets are functionally interdependent,
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they had broadly simultaneous purchase dates, are anticipated to have simultaneous disposal dates and are
under single managerial control or form part of the initial setting up cost of a new building or refurbishment of a
ward or unit, irrespective of their individual or collective cost.

Where a large asset, for example a building, includes a number of components with significantly different asset lives
e.g. plant and equipment, then these components are treated as separate assets and depreciated over their own useful
economic lives.

Land is not depreciated as it is expected to have an infinite life. Buildings have expected lives of between 1 and 36 years,
and are depreciated evenly over the life of the buildings.

Equipment is generally depreciated on current cost evenly over the estimated life of the assets on the following basis;

Short life medical and other equipment — 5 years
Medium life medical equipment — 10 years

Long life medical equipment — 15 years

Short life engineering plant and equipment - 5 years
Medium life engineering plant and equipment — 10 years
Long life engineering plant and equipment — 15 years
Office and IT equipment — 2 to 5 years
Mainframe-type IT installations — 8 years

PCs and printers — 2 years

Furniture — 10 years

Vehicles — 7 years

Where it is possible individual assets are depreciated on a specific estimate of the assets life.

All property, plant and equipment assets are measured initially at cost, representing the costs directly attributable to
acquiring or constructing the asset and bringing it to the location and condition necessary for it to be capable of
operating in the manner intended by management.

All land and buildings are measured subsequently at fair value as required by the GAM.

Property, plant and equipment are stated at the lower of replacement cost and recoverable amount. On initial recognition
they are measured at cost (for leased assets, fair value) including any costs, such as installation, directly attributable to
bringing them into working condition. The carrying values of property, plant and equipment are reviewed for impairment in
periods if events or changes in circumstances that indicates the carrying value may not be recoverable. The costs arising
from financing the construction of the fixed assets are not capitalised but are charged to the income and expenditure
account in the year to which they relate.

All land and buildings are re-valued using professional valuations in accordance with the Royal Institute of Chartered
Surveyors (RICS) Appraisal and Valuation Manual. Revaluations are made with sufficient regularity to ensure that the
carrying amount does not differ materially from that which would be determined using fair value at the end of the reporting
period. The last asset valuations were undertaken in 2019 as at the prospective valuation date of 31 March 2019. The
revaluation undertaken at that date was accounted for on 31 March 2019.

The valuation was carried out by Cushman & Wakefield, qualified valuers (MRICS), using the Modern Equivalent Asset
Valuation (MEAV) technique and Depreciated Replacement Cost method for specialised operational property and existing
use value for non-specialised operational property. The value of land for existing use purposes is assessed at existing user
value. For non-operational properties including surplus land, the valuations are carried out at open market value. Additional
alternative open market value figures have only been supplied for operational assets scheduled for imminent closure and
subsequent disposal.

Assets in the course of construction are valued at cost and are valued by professional valuers as part of the valuations when
they are brought into use.

Residual interests in ‘off-Statement of Financial Position’ private finance initiative properties are included in assets under
construction within property, plant and equipment at the amount of the unitary charge allocated for the acquisition of the
residual with an adjustment. The adjustment is the net present value of the change in the fair value of the residual as
estimated at the start of the contract and at the Statement of Financial Position date.

Operational equipment is valued at net current replacement cost. Equipment surplus to requirements is valued at net
recoverable amount.
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Where subsequent expenditure enhances an asset beyond its original specification, the directly attributable cost is added to
the asset’s carrying value. Where subsequent expenditure is simply restoring the asset to the specification assumed by
its economic useful life then the expenditure is charged to operating expenses.

Items of property, plant and equipment are depreciated over their remaining useful economic lives in a manner consistent
with the consumption of economic or service delivery benefits. Freehold land is considered to have an infinite life
and is not depreciated.

Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that, they reverse a
revaluation decrease that has previously been recognised in operating expenses, in which case they are recognised in
operating income.

Revaluation losses are charged to the revaluation reserve to the extent that there is an available balance for the asset
concerned, and thereafter are charged to operating expenses.

Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income as an item
of ‘other comprehensive income/expense’.

In accordance with the DH GAM, impairments that arise from a clear consumption of economic benefits or of service
potential in the asset are charged to operating expenses. A compensating transfer is made from the revaluation reserve to
the income and expenditure reserve of an amount equal to the lower of (i) the impairment charged to operating expenses;
and (ii) the balance in the revaluation reserve attributable to that asset before the impairment.

An impairment that arises from a clear consumption of economic benefit or of service potential is reversed when, and to the
extent that, the circumstances that gave rise to the loss is reversed. Reversals are recognised in operating income to the
extent that the asset is restored to the carrying amount it would have had if the impairment had never been recognised.
Any remaining reversal is recognised in the revaluation reserve. Where, at the time of the original impairment, a transfer
was made from the revaluation reserve to the income and expenditure reserve, an amount is transferred back to the
revaluation reserve when the impairment reversal is recognised.

Other impairments are treated as revaluation losses. Reversals of ‘other impairments’ are treated as revaluation gains.

Assets intended for disposal are reclassified as ‘Held for Sale’ once all of the following criteria are met:

o the asset is available for immediate sale in its present condition subject only to terms which are usual and
customary for such sales;

o the sale must be highly probable i.e.:
o management are committed to a plan to sell the asset;
o an active programme has begun to find a buyer and complete the sale;
o the asset is being actively marketed at a reasonable price;
o the sale is expected to be completed within 12 months of the date of classification as ‘Held for Sale’;
and
o the actions needed to complete the plan indicate it is unlikely that the plan will be dropped or
significant changes made to it.
Following reclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair value less
costs to sell’. Depreciation ceases to be charged and the assets are not revalued, except where the *fair value less costs to
sell’ falls below the carrying amount. Assets are de-recognised when all material sale contract conditions have been met.
Property, plant and equipment which is to be scrapped or demolished does not qualify for recognition as ‘Held for Sale’ and

instead is retained as an operational asset and the asset’s economic life is adjusted. The asset is de-recognised when
scrapping or demolition occurs.
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Donated and grant funded property, plant and equipment assets are capitalised at their fair value on receipt. The donation /
grant is credited to the income statement at the same time, unless the donor imposes a condition that the future economic
benefits embodied in the grant are to be consumed in a manner specified by the donor, in which case, the financial
donation/ grant is deferred within liabilities and is carried forward to future financial years to the extent that the condition
has not yet been met.

The donated and grant funded assets are subsequently accounted for in the same manner as other items of property, plant
and equipment.

PFI transactions which meet the IFRIC 12 definition of a service concession, as interpreted in HM Treasury’s DHSC GAM ,
are

accounted for as ‘on-Statement of Financial Position’ by the Trust. In accordance with IAS 17 the underlying assets are
recognised as property, plant and equipment at their fair value together with an equivalent financial liability. Subsequently
the assets are accounted for as property, plant and equipment and/or intangible assets as appropriate.

The annual contract payments are apportioned between the repayment of the liability, a finance cost and the charges for
services. The finance cost is calculated using the implicit interest rate for the scheme.

The service charge is recognised in operating expenses and the finance cost is charged to Finance Costs in the
Statement of Comprehensive Income.

Intangible assets are non-monetary assets without physical substance which are capable of being sold separately from
the rest of the Trust's business or which arise from contractual or other legal rights. They are recognised only where it
is probable that future economic benefits will flow to, or service potential be provided to, the Trust and where the cost
of the asset can be measured reliably.

Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items are not capitalised
as intangible assets.

Expenditure on research is not capitalised.

Expenditure on development is capitalised only where all of the following can be demonstrated:
« the project is technically feasible to the point of completion and will result in an intangible asset for sale or use;
e the Trust intends to complete the asset and sell or use it;
e the Trust has the ability to sell or use the asset;

« how the intangible asset will generate probable future economic or service delivery benefits e.g. the presence of
a market for it or its output, or where it is to be used for internal use, the usefulness of the asset;

¢ adequate financial, technical and other resources are available to the Trust to complete the development and
sell or use the asset; and

« the Trust can measure reliably the expenses attributable to the asset during development.

Software which is integral to the operation of hardware e.g. an operating system, is capitalised as part of the relevant item
of property, plant and equipment. Software which is not integral to the operation of hardware e.g. application software,
is capitalised as an intangible asset.

Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and
prepare the asset to the point that it is capable of operating in the manner intended by management.
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Subsequently intangible assets are measured at fair value. Increases in asset values arising from revaluations are
recognised in the revaluation reserve, except where, and to the extent that, they reverse an impairment previously
recognised in operating expenses, in which case they are recognised in operating income. Decreases in asset values and
impairments are charged to the revaluation reserve to the extent that there is an available balance for the asset
concerned, and thereafter are charged to operating expenses. Gains and losses recognised in the revaluation reserve
are reported in the Statement of Comprehensive Income as an item of ‘other comprehensive income’.

Intangible assets held for sale are measured at the lower of their carrying amount or *fair value less costs to sell’.

Intangible assets are amortised over their expected useful economic lives in a manner consistent with the consumption
of economic or service delivery benefits.

Government grants are grants from government bodies other than income from Clinical Commissioning Groups or NHS
trusts for the provision of services. Where a grant is used to fund revenue expenditure it is taken to the Statement of
Comprehensive Income to match that expenditure.

Inventories are valued at the lower of cost and net realisable value. The cost of all consumable goods is charged to
operating expenses at the time of purchase.

Financial assets and financial liabilities which arise from contracts for the purchase or sale of non-financial items (such as
goods or services), which are entered into in accordance with the Trust’s normal purchase, sale or usage requirements,
are recognised when, and to the extent which, performance occurs i.e. when receipt or delivery of the goods or services is
made.

Financial assets or financial liabilities in respect of assets acquired or disposed of through finance leases are recognised and
measured in accordance with the accounting policy for leases described below.

All other financial assets and financial liabilities are recognised when the Trust becomes a party to the contractual provisions
of the instrument.

All financial assets are de-recognised when the rights to receive cashflows from the assets have expired or the Trust has
transferred substantially all of the risks and rewards of ownership.

Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires.

Financial assets are categorised as ‘Fair Value through Income and Expenditure’, Loans and receivables or ‘Available-for-sale
financial assets’.

Financial liabilities are classified as ‘Fair value through Income and Expenditure’ or as ‘Other Financial liabilities’.

Financial assets and financial liabilities at ‘fair value through Statement of Comprehensive Income’ are financial assets

or financial liabilities held for trading. A financial asset or financial liability is classified in this category if acquired principally
for the purpose of selling in the short-term. Derivatives are also categorised as held for trading unless they are designated
as hedges.

Loans and receivables are non-derivative financial assets with fixed or determinable payments which are not quoted in
an active market. They are included in current assets.

The Trust’s loans and receivables comprise: current investments, cash and cash equivalents, NHS receivables, accrued
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income and ‘other receivables’.

Loans and receivables are recognised initially at fair value, net of transactions costs, and are measured subsequently at
amortised cost, using the effective interest method. The effective interest rate is the rate that discounts estimated future
cash receipts through the expected life of the financial asset or, when appropriate, a shorter period, to the net carrying
amount of the financial asset. Interest on loans and receivables is calculated using the effective interest method and
credited to the Statement of Comprehensive Income.

All *other financial liabilities” are recognised initially at fair value, net of transaction costs incurred, and measured
subsequently at amortised cost using the effective interest method. The effective interest rate is the rate that discounts
estimated future cash payments through the expected life of the financial liability or, when appropriate, a shorter period,
to the net carrying amount of the financial liability.

They are included in current liabilities except for amounts payable more than 12 months after the Statement of Financial
Position date, which are classified as long-term liabilities.

Interest on financial liabilities carried at amortised cost is calculated using the effective interest method and charged to
Finance Costs.

At the Statement of Financial Position date, the Trust assesses whether any financial assets, other than those held at ‘fair
value through comprehensive income ' are impaired. Financial assets are impaired and impairment losses are recognised if,
and only if, there is objective evidence of impairment as a result of one or more events which occurred after the initial
recognition of the asset and which has an impact on the estimated future cashflows of the asset.

For financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between

the asset’s carrying amount and the present value of the revised future cash flows discounted at the asset’s original
effective interest rate. The loss is recognised in the Statement of Comprehensive Income and the carrying amount of the
asset is reduced.

Where substantially all risks and rewards of ownership of a leased asset are borne by the NHS Foundation Trust, the asset
is recorded as Property, Plant and Equipment and a corresponding liability is recorded. The value at which both are
recognised is the lower of the fair value of the asset or the present value of the minimum lease payments, discounted using
the interest rate implicit in the lease. The implicit interest rate is that which produces a constant periodic rate of interest

on the outstanding liability.

The asset and liability are recognised at the inception of the lease, and are de-recognised when the liability is discharged,
cancelled or expires. The annual rental is split between the repayment of the liability and a finance cost. The annual finance
cost is calculated by applying the implicit interest rate to the outstanding liability and is charged to Finance Costs in the
Statement of Comprehensive Income.

Other leases are regarded as operating leases and the rentals are charged to operating expenses on a straight-line basis
over the term of the lease. Operating lease incentives received are added to the lease rentals and charged to operating
expenses over the life of the lease.

Where a lease is for land and buildings, the lan