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Minutes

Board
Wednesday 26 January 2022
9.00 – 11.00
Video Conference Call/Boardroom, Level 4
Members Present
Mr. Graham Sims
Mr. Steve McManus
Dr. Bal Bahia
Mr. Julian Dixon
Mr. Don Fairley
Mr. Dom Hardy
Mrs. Priya Hunt
Mrs. Sue Hunt
Dr. Janet Lippett
Mrs. Nicky Lloyd
Mrs. Helen Mackenzie
Mr. John Petitt
Mr. Eamonn Sullivan

(Chair)
(Chief Executive)
(Non-Executive Director)
(Non-Executive Director)
(Chief People Officer)
(Chief Operating Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Medical Officer)
(Chief Finance Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Nursing Officer)

In attendance
Mrs. Heather Allan
Mr. Raghuv Bhasin
Mrs. Caroline Lynch
Mr. Andrew Statham

(Director of IM&T)
(Director of System Partnership)
(Trust Secretary)
(Director of Strategy)

Apologies
There were nine governors, three members of staff, two members of the press and three
members of the public present.
01/22 Patient Story
The Chief Nursing Officer introduced Jane Wooldridge, Learning Disability (LD) Liaison
Nurse who gave a presentation. Jane provided an overview of the safeguarding team and
advised that the team had been operational on site from April 2020 until March 2021 and
beyond. The Board noted that LD Liaison Nurse role was a job share covered by Jane and
another colleague and included 52.5 hours per week. The role was a central point of
contact for staff, families, carers, Health, Social care, and voluntary agencies across
Berkshire as well as working closely with Berkshire Healthcare Foundation Trust
colleagues.
Jane advised that, during the pandemic, the LD Liaison team maintained a physical
presence on site but provided blended virtual and in ward consultations. The team were
also involved in telephone and video calls with families and carers that were unable to visit
their relatives due to the visiting restrictions and maintained tracking and individualised care
for all learning disability patients. The team had also worked with the End of Life Care
team to facilitate quick and safe discharge of patients back to care homes.
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Jane told the story of a patient who was not eating enough to stay healthy and this was
impacting on his quality of life. A ‘best interest’ decision was made to place a feeding tube
into his abdomen. In preparation for the procedure an orientation visit was arranged for
the patient with his carer. The patient’s brother was concerned about how the patient
would cope staying in hospital so it was arranged for the brother to stay with him. A side
room was arranged and the patient’s brother accompanied him to the anaesthetic room.
The LD liaison team visited them several times during their stay and training was provided
on how to use the feeding tube. The Board noted that the LD liaison nursing service was
well established and the team were able to support LD patient at a high quality level. The
Board thanked Jane for her presentation.
02/22 Staff Story
The Chief People Officer introduced Pete Sandham, Employee Engagement and
Organisational Development Manager, who gave a presentation. Pete explained that the
Trust had been one of the early implementers of Project Search (now Route to Recruit) a
number of years ago. The Trust partnered with educational organisations in order to
provide pathways to employment for young people with special educational needs and
disabilities. Pete highlighted that nationally only 7% of adults with learning disabilities
managed to gain employment. The Trust welcomed its first cohort of students in 2012 and
hosted 8 to 12 students each year. Each of these students undertook three placements
across various departments. In 2019, the scheme was rebranded as Route to Recruit in
order to engage with other employers. To date over 80 students had been hosted at the
Trust, four had gained paid substantive positions at the Trust and 12 had secured
employment with other businesses.
Pete highlighted the stories of two recent students, Lily and Josh, who had both secured
roles as non-clinical support assistants and provided an overview of the benefits and
opportunities of ‘job carving’ which released value and opportunities for other staff, in
particular, releasing nursing time. The Board noted that standard recruitment processes
were flexibly adapted for these students. Pete highlighted that, during their placements, the
students grew, developed and gained confidence.
The Board noted that staff who supported the students received one-to-one training in
relation to communication and interactions. Disability awareness training was also
delivered face-to-face and the Trust was looking to secure a virtual package. The Trust
was also looking to increase the number of other employers to participate in the scheme.
The Chief Executive advised that it was a great privilege to host these students at the Trust
and to see the impact on both the students and their families. The Board thanked Pete for
his presentation and agreed that the scheme should be extended further.
03/22 Health & Safety Story
The Chief Finance Officer introduced Ellen Illott, Senior Partnerships Manager,
AccessAble, who had been working with the Trust, reviewing the Trust’s built environment
for accessibility. Ellen provided an overview of the mission of the AccessAble organisation
and highlighted that three facets were considered as part of a review of a site; information,
welcome areas, and space. AccessAble had created 154 online detailed guides that
would become available on its website as well as via an App. As part of the review the
company looked to identify quiet areas, all waiting areas, corridor surfaces, rest areas and
toilets. These areas were photographed to enable people to review ahead of visiting as this
reduced anxiety. Photographs were accompanied by lots of information. The Board noted
that AccessAble had formed a partnership with Colostomy UK and the Trust was currently
looking at improving its existing toilet facilities to accommodate colostomy patients as well
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as looking to start promoting guides. A launch event would take place over the next few
months.
The Chief Finance Officer advised that the as part of the Building Berkshire Together (BBT)
hospital redevelopment, the Trust would continue to work with AccessAble. The Board
noted that work was on-going with AccessAble in relation to signage and wayfinding.
The Board thanked Ellen for her presentation and agreed that the Board would maintain a
focus on this.
04/22 Minutes of 24 November 2021 and Outstanding Actions Schedule and Declarations of
Interest
The minutes of the meeting held on 24 November 2021 were approved as a correct record
and would be signed by the Chair.
There were no declarations of interest.
The Board received the matters arising schedule. All actions were completed or scheduled
on the work plan.
05/22 Chief Executive Report
The Chief Executive introduced the report and highlighted that services had been delivered
in line with the Winter Plan. The Trust maintained its commitment in relation to elective
care and only a small number of procedures were cancelled due to infection control issues
in early January 2022. The Trust had also significantly increased its ophthalmology
services over the last two weeks. Capacity had been maintained despite staff absences,
over 500 absent at one point. Currently there were under 400 staff absence and, on
average, 100 were due to Covid-related reasons. The Trust had escalated its Covid plan
on 21 December 2021. However, this had been de-escalated one month later. The Chief
Executive highlighted that the Trust’s portering and housekeeping teams had been
outstanding during this period ensuring that wards and bays were brought back into use.
The Chief Executive highlighted the Buckinghamshire, Oxfordshire and Berkshire (BOB)
Integrated Care System (ICS) maintained a focus on elective recovery and mutual aid was
being provided to Buckinghamshire Healthcare Trust who had the longest waiting times.
Three provider trusts in the ICS had significant reduced waiting times in ophthalmology.
The Chief Operating Officer confirmed that there had been a concerted ICS focus on long
waiters. 720 ophthalmology procedures had been undertaken in two weeks. This included
both complex cases and LD patients. The process could be applied in other specialities.
The Board noted that the Trust continued to support staff in relation to the national
vaccination policy. The challenges were being worked through in line with the Trust’s
CARE values. Currently 186 staff were not vaccinated and were deemed ‘in scope’. The
Chief People Officer advised that ‘in scope’ related to staff undertaking Care Quality
Commission (CQC) related activities as well as staff in patient facing roles. The Employee
Relations and operational teams were working on this on a daily basis. It was noted that
staff had not undertaken the vaccination for a number of personal reasons and the Trust
was taking a compassionate approach offering these staff further support and help. As at 4
February 2021 the Trust would be required to issue potential formal notice of dismissal.
Redeployment would be offered where possible.
The Chief Executive advised that KPMG had been appointed as the Trust’s Continuous
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Quality Improvement (CQI) partner. The team had been mobilising the programme over
the last month. This would be a regular update item at Board and committees. It was
agreed that the governance arrangements for CQI would be shared with the Board.
Action: A Statham
The Board noted that the Lighthouse laboratory contract has been extended by 6 months.
The Lighthouse laboratory now had a daily capacity to process 60,000 PCR tests as part of
the national testing capacity infrastructure.
The Chief Executive highlighted that the Trust had successfully obtained additional revenue
and capital funding for IM&T, development of its Outline Business Case (OBC) and elective
recovery. The Operational Plan guidance had been issued in December 2021 and the
Trust’s budget setting and business planning process for the next two years was on-going.
06/22 Integrated Performance Report (IPR)
The Chief Medical Officer introduced the report and highlighted that the Trust had seen an
increase in hospital acquired Covid infections and outbreaks during December 2021.
However, the Trust compared favourably with other trusts and had one of the lowest Covid
infection rates in England and the lowest in the South East region. The Chief Medical
Officer advised that the Trust had seen an increase in Grade 3 pressure ulcers over the last
three months. Overall, the numbers of serious incidents had remained static. Only one
third of complaints had been closed within 25 days during December which highlighted the
pressures on clinical teams. The Chair of the Quality Committee advised that the
Committee would undertake a detailed review of complaints later in the year as well as
reviewing maternity serious incidents.
The Chief Medical Officer advised that mortality indicators were consistently improved and
a request had been made to remove this from the Corporate Risk Register. The Chief
Medical Officer advised that a targeted session could be provided to the Board on the Dr
Foster (Telstra) data. The Chief Medical Officer highlighted that cardiac care indicators
were challenged during December 2021 as a result of South Central Ambulance Service
(SCAS) ambulance transfers. Maternity indicators highlighted staffing challenges
although some junior staff had recently been recruited. The Board noted that public health
priority data would be included in the IPR over the new few months. Fractured Neck of
Femur (NoF) indicators were marginally better and all delays had been clinical decisions.
The Chief Nursing Officer advised that a targeted piece of work was being undertaken in
maternity.
The Chief Medical Officer provided an overview of the access indicators. The Board noted
that ambulance handovers had improved in December 2021 but still remained a challenge.
The Trust continued to treat long waiting patients and was looking at use of the
Independent Sector (IS) to support this. The DM01 standard remained a challenge.
However, a detailed review had been undertaken and it was anticipated that this would be
recovered over the next quarter. The Trust had received an increase in breast referrals in
November 2021 that affected the Two Week Wait standard but this was now back on
target. The Chief Operating Officer advised that there had been a focus on discharges
during the first two weeks of January 2022. There had been capacity constraints and
staffing challenges in Berkshire West and the Trust worked closely with Berkshire
Healthcare Foundation Trust. The Chief Operating Officer confirmed that the Trust was
not a recipient of mutual aid but had established good relationships with colleagues across
the ICS.
The Chief Medical Officer provided an overview of workforce indicators and highlighted that
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the appraisal rate was currently 85% and this was the highest level since April 2020. Staff
turnover was higher. Staff from the Lighthouse laboratory would account for some of this
due to staff hired on short-term contracts. However, a number of staff had raised stress
and anxiety as a reason for leaving. The Trust provided REACT training to managers in
order to support their teams.
The Chief Medical Officer provided an overview of financial performance. The capital
programme for 2021/22 was on target and a good cash position had been maintained. A
targeted review of the underlying deficit and run rate of expenditure was on-going and
would inform budget setting for the following year.
The Chief Finance Officer highlighted the Health & Safety indicators. The need to improve
Health & Safety training compliance had been discussed at Executive Management
Committee.
07/22 Ockenden Update
The Chief Nursing Officer introduced the report and advised that the Trust benchmarked
well in relation to the Ockenden self-assessment submission across BOB ICS. The Board
noted that all actions in the Ockenden evidence action plan would be completed by the end
of April 2022.
The Chief Nursing Officer highlighted that a Peer Review of the Trust’s maternity service
had been undertaken by colleagues from Frimley Health. Progress with maternity
improvement initiatives would be reported to the Quality Committee.
08/22 Vision 2025 and Supporting Strategies
The Chief Executive introduced the report that set out the timeline for the refresh of Vision
2025 and enabling strategies. The Chair highlighted the need for the Board to be fully
engaged as part of the refresh.
The Director of Strategy advised that, following discussion with the Board in October 2020,
challenges and objectives had now been included in the strategy refresh. A series of
discussions with stakeholders were scheduled including Board Committee Chairs and
governors. The Director of Strategy confirmed that the strategy refresh would include a
review of performance in the previous strategy.
09/22 Standing Financial Instructions (SFIs)
The Chief Finance Officer introduced the revised SFIs that had been reviewed by the
Finance & Investment Committee and recommended for approval by the Audit & Risk
Committee. The revisions included a revised Scheme of Delegation for the Chief
Executive, Chief Finance Officer and Board. In addition, delegated authority for deputies
had been included to enable continuity of arrangement during periods of absence by post
holders from the Trust. The Board approved the revised SFIs.
10/22 Board Assurance Framework (BAF)
The Trust Secretary highlighted that the BAF was a live document and was reviewed and
updated regularly via the Board Committees. The current version had been reviewed by
the Audit & Risk Committee at its January 2022 meeting and recommended for approval.
The Board approved the BAF.
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11/22 Corporate Risk Register (CRR)
The Chief Nursing Officer introduced the CRR and highlighted that the water safety risk
rating had been reduced following receipt of assurance from the Water Safety Group. The
Board noted the CRR.
12/22 Minutes of Board Committee Meetings and Board Committee Updates
The Board received the following minutes:
Finance & Investment Committee
Charity Committee
Audit & Risk Committee
Quality Committee

18 November 2021 and 16 December 2021
15 November 2021
24 November 2021
3 December 2021

The Chair of the Finance & Investment Committee provided an overview of issues
discussed by the Committee at the January 2022 meeting. These included assurance on
December finance performance, review of the Quarter 3 Forecast and noted that the Trust
was target to deliver a breakeven position by year end. The Committee had also received
an update on the budget setting process and would receive a further update at the
February 2022 meeting. The Committee had also received an update on estates horizon
scanning and reviewed the insurance costs for 2022/23.
The Chair of the Charity Committee provided an overview of issues discussed by the
Committee at the January 2022 meeting. These included fundraising, charity expenditure,
a review of restricted funds, supporting Fund Advisors to spend, approval of the annual
report and accounts, approval of spend for defibrillators and scalp coolers. The Board
noted that an official date for the opening of the Staff Health & Wellbeing Centre had not yet
been set. The Chief People Officer advised that this had been delayed due to a sewage
drainage issue.
The Chair of the Audit & Risk Committee provided an overview of issues discussed by the
Committee at the January 2022 meeting. These included recommendation of approval of
HFMS Ltd and Royal Berks Charity annual report and accounts. The Committee had
reviewed the BAF and CRR and Health & Safety update. One high risk rating audit finding
had been issue in relation to the review of Key Financial Systems that related to
starters/leavers process, particularly the timely notification of leavers by budget managers.
The Committee had also acknowledged the significant progress made in relation to the
reduction of overdue audit recommendations.
The Chair of the Quality Committee provided an overview of issues discussed by the
Committee at the December 2021 meeting. These included assurance on the robust
process in place in relation to the Care Quality Commission (CQC) domain selfassessment, good assurance on processes in place as part of the detailed review of ED as
well as staff health and wellbeing as well as an update on research and development.
13/22 Board Work Plan
The work plan would be updated in relation to the Vision 2025 and supporting strategies
refresh timeline.
Action: C Lynch

14/22 Reflections from the meeting
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The Chair led a discussion. It was agreed there had been a good focus on clinical activity
and the patient, staff and health & safety stories had been heart-warming. The Board had
received key assurance on major items and progress updates on performance and strategy
and operational delivery. It was agreed that the next Quality Committee would include a
focus on Maternity.
15/22 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 30 March 2022, 09.00am
Chair
Date
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Board Schedule of Matters Arising and Outstanding Actions

Agenda Item 5

Board
Date
26 January
2022

Board
Minute
05/22

Subject

Decision

Owner

Update

Chief Executive Report

A Statham

26 January
2022

13/22

Board Work Plan

It was agreed that the governance
arrangements for CQI would be
shared with the Board.
The work plan would be updated in
relation to the Vision 2025 and
supporting strategies refresh
timeline.

A paper is being prepared for April
Quality Committee that will set out
the detail on CQI governance
Completed.

C Lynch
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Chief Executive Report
6
Board of Directors
30 March 2022
Steve McManus, Chief Executive
Caroline Lynch, Trust Secretary

Purpose of the Report 




Report History

To update the Board with an overview of key issues since the
previous Board meeting.
To update the Board with an overview of key national and local
strategic environment and planning developments
This includes items that may impact on policy, quality and financial
risks to the Trust.

None

What action is required?
Assurance
Information
Discussion/input
Decision/approval

For information and discussion: The Board is asked to note the report

Resource Impact:
None
Relationship to Risk
6.
in BAF:
Corporate Risk
Register (CRR)
7.
Reference /score
Title of CRR
8.
Strategic objectives This report impacts on (tick all that apply)::






Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



Well Led Framework applicability:

8. Learning &
Innovation




Publication
Published on website

Confidentiality (FoI): Private

Public
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1. Strategic Objective 1: Provide the Highest Quality Care

Infection Prevention & Control (IPC)
1.1

Our Trust Directors of IPC, Microbiology, Care Group and IPC teams are working with
colleagues in the South East region & Buckinghamshire, Oxfordshire & Berkshire Integrated
Care System (BOB ICS) to set out the Trust roadmap to deescalate, where appropriate, IPC
restrictions. This will include testing, social distancing, bed management and Covid
pathways. The Chief Nursing Officer has Chaired several Trust-wide summits during March
on this topic. National guidance is expected to be published on the 28 March 2022 that will
provide further information on future national testing arrangements for NHS patients and
staff.

System Recovery
1.2

We are continuing to work across the Buckinghamshire, Oxfordshire & Berkshire Integrated
Care System (BOB ICS) to accelerate our elective recovery programme that is being
overseen by the ICS Elective Care Board. There is a focus on reducing long waits through
individual trusts’ own work to increase activity and treat patients, and through collaborative
work between trusts including the provision of mutual aid. Building on progress to date
across three specialty-based workstreams (ENT, ophthalmology, and orthopaedics), the
programme of work has extended to cover urology and gynaecology, as well as preoperative assessment services. In Berkshire West, the Urgent and Emergency Care strategy
has now been fully revised, working across all partners, and priority workstreams agreed
with deliverables from Quarter 1 2022-23.

2. Strategic Objective 2: Invest in our staff and live out our values
Veteran Aware Status
2.1

We were awarded ‘Veteran Aware’ status in February 2022. This is an important accolade,
that recognises the historic and future work that the Trust is doing to support Veterans,
Serving Personnel, families and carers of those in the forces.

South East Region – Thames Valley and Wessex Hub Physician Associate (PA) School
2.2

We had been approached by Health Education England in February 2022 to establish and
host a Thames Valley and Wessex Physician Associate School. This would mirror a
successful model already established in the Kent Surrey & Sussex South East Region. This
was in recognition that we are one of the biggest employers of PAs in the country as well as
having a trainee programme at Reading University whose students train at our Trust.

2.3

The “School” will provide ongoing support to Health Education Institutes, PAs students,
qualified PAs, PA employers and supervisors. It also provides Continuing Professional
Development, supports placements and identifies potential PA career pathways. As well as
its official and outward facing activities it is a great opportunity to develop and support our
PAs, who will also have opportunities within the PA School.
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Vaccination as a Condition of Employment (VCOD)
2.3

The Government confirmed its intention to revoke the Covid-19 VCOD, subject to
consultation in January 2022. The successful roll out of the vaccine programme has
provided better protection to the population and therefore reduced levels of hospitalisation
and mortality. With this, together with nearly all restrictions and regulations being reduced
across the country, the Secretary of State for Health and Social Care had confirmed that
regulations making Covid-19 vaccination a condition of deployment in health and social care
would be revoked on Tuesday 15 March 2022.

2.4

Whilst not a mandatory requirement the Government still believes that, those working in the
NHS have a professional responsibility to be vaccinated against Covid-19. They are
continuing to work closely with Royal Colleges and professional regulators to strengthen
guidance and consult on updating the Code of Practice on the prevention and control of
infections in relation to Covid-19 requirements for Care Quality Commission (CQC)
registered providers of health and social care in England. We are awaiting an update on any
anticipated changes to the Code of Practice.

3. Strategic Objective 3: Drive the Development of Integrated Service
Berkshire West Neuro Rehabilitation Service
3.1

Work is currently being carried out by the Berkshire West Integrate Care Partnership (ICP) to
develop a business case for Neuro-rehabilitation (NR) Services. At the moment, 12 NR beds
are managed by the Trust and 8 by Berkshire Healthcare NHS Foundation Trust (BHFT). A
review, conducted by the ICP, showed there are gaps in the current model which may mean
some people having to wait too long for rehabilitation and others not getting the right support
at the right time. This then has an impact on patient flow through the rest of the healthcare
system.

3.2

Options for the service include an integrated model across community and acute care. This
would involve one team covering a community based in-patient service and an acute inreach service provided on site at the Royal Berkshire Hospital. The ICP is now looking at
how the service can be delivered clinically, within budget and in line with national standards
for rehabilitation set out by the British Society of Rehabilitation Medicine (BSRM). The
programme will also seek to understand the financial and contract model, carry out wider
engagement, look at how the changes will impact on facilities on sites and ensure the
proposals are aligned with the wider Berkshire West community bed modelling.

4.

Strategic Objective 4: Cultivate Innovation and Transformation

Brunel University
4.1

During November 2021, we were approached by Brunel University who are establishing a
new Medical School and looking for Clinical Placement Partners. Discussions between
Brunel and the Medical Education Team have been ongoing and it was agreed that the Trust
would take an initial cohort of 10 medical students with a view to increasing to 20 per year.
The first cohort will start at Brunel in Autumn 2022 and arrive with us in 2024. The course is
likely to attract mainly overseas students as it is privately funded but evidence shows that
90% of such students remain in the UK for Foundation Training and 50% progress into UK
based higher training programmes.
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4.2 The course and teaching style proposed is novel and innovative and offers us exciting
opportunities to trial new teaching curricula and methods. The Chief Medical Officer and
Director of Medical Education attended an engagement evening at Brunel earlier this month;
meeting the medical school tutors and experiencing the teaching environment including the
high tech dissection labs with its expertly dissected specimens for anatomy training. They
were also able to view the newly furbished Clinical Skills and Simulation Suite, gaining ideas
for the Suite we are building in partnership with Reading University. Our next steps will
include agreement of a formal contract and appointment of a Director of Undergraduate
Education for the programme.
Lighthouse Laboratory
4.3

From 1 April 2022, UK demand for PCR testing is expected to reduce to considerably less
than 50,000 tests per day. The Lighthouse Laboratory at Bracknell Healthspace capacity for
PCR testing is to be reduced significantly and potentially may no longer be required. The
Trust is in discussions with the UK Health Security Agency (UKHSA) and three other public
sector Lighthouse Laboratory leadership teams (Plymouth, Newcastle and Glasgow) to
ascertain likely future requirements. UKHSA is currently establishing appropriate
governance procedures and crafting a statement of requirements and a commercial
schedule. In the coming days for the Trust to review and comment on. We continue to work
closely with the UKSA to understand their future requirements and our colleagues at
Berkshire and Surrey Pathology Service (BSPS) to support staff affected during this time of
uncertainty.

5

Strategic Objective 5: Achieve Long-Term Financial Sustainability

Budget and Capital Plan 2022/23
5.1

We have developed a budget that supports our strategic objectives. Our plan is based on the
need to deliver activity that is aligned with the national expectation that we will reduce
elective waits. Our financial plans have been based on the 2021/22 budget with additional
funding made available to those areas that can evidence an increase in activity, an increase
in acuity, retained cost of Covid or business cases to which we are already committed.

5.2

Our income is planned at £562m, an increase of 2% over our forecast 2021/22 forecast
outturn. Pay is planned at £333m, an increase of 5% and non-pay £229m, a reduction of 1%.
This breakeven position allows the Trust to plan for a capital programme of £28m supporting
delivery of a number of major projects whilst continuing to tackle backlog issues, rolling
replacement of equipment and the continuation of our digitalisation.

5.3

A draft plan has been submitted to NHS England/Improvement and the Buckinghamshire
Oxfordshire and Berkshire West Integrated Care System and a final submission will be made
in April. Budgets have been disseminated throughout the organisation during March to
ensure budget holders have opportunity to plan for delivery from 1 April 2022.
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New Hospital Programme
5.4

We have been advised by the New Hospital Programme (NHP) team that we should receive
confirmation of our 2022/23 ‘Building Berkshire Together’ (BBT) Programme funding by 31
March 2022. This would enable us to progress our clinical model and some enabling works.
The NHP team are establishing a Clinical Register of 100 clinicians who can be called on to
assist decision making on standardisation of design in new hospitals. Ten clinician
volunteers from across our Trust have stepped forward to participate. This group will also
help form a BBT Clinical Reference Group, which will help provide regular internal check,
challenge and direction to the BBT development.

5.5 We have established a BBT Programme Board that is scheduled to meeting in May 2022.
Enabling work on space optimisation continues, with the first phase of improvements to
Princes House having taken place in late March. This will enable staff in South Block Annex
and North Block Annex to be relocated to improved accommodation.
5.6 Our Green Plan for Net Zero Carbon is being refreshed prior to Board approval in May 2022,
following further helpful Board and community feedback after the publication of the first
version in February 2022. We have already surpassed our challenge to reduce our carbon
by 1,200 tonnes compared to the previous year in 2021/22, thanks to the de-steaming of our
site and the extraordinary and enthusiastic efforts of our staff. We are now reviewing to
assess how we can achieve Net Zero carbon by 2030, ahead of our already challenging
target of 2040, in line with our Anchor institution partners in Reading.
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Integrated Performance Report
7
Board of Directors
30 March 2022
Dom Hardy, Chief Operating Officer
Executive Team

Purpose of the Report The purpose of this report is to provide the Board with an analysis of
quality performance to the end of February 2022.
Report History

Executive Management Committee – 28 March 2022

What action is required?
Assurance
Information
Discussion/input
Decision/approval

The Board is asked to note the report

Resource Impact:

None

Relationship to Risk in
n/a
BAF:
Corporate Risk
Register (CRR)
n/a
Reference /score
Title of CRR
n/a
Strategic objectives This report impacts on (tick all that apply)::





Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public

Well Led Framework applicability:




Publication
Published on website
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Integrated Performance Report
March 2022
The purpose of this paper is to provide the Board of Directors with an analysis of quality
performance to the end of February 2022. The report covers performance against the NHS
Improvement (NHSI) Risk Assessment Framework as well as national and local key
performance indicators.

Contact:
Eamonn Sullivan, Chief Nursing Officer
Janet Lippett, Chief Medical Officer
Dom Hardy, Chief Operating Officer
Don Fairley, Chief People Officer
Nicky Lloyd, Chief Finance Officer
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Feb 2022 Summary
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29 Hospital onset 8-14 days COVID-19 positive patients and 31 Hospital onset over 14 days positive patients were reported in February2022. Robust IPC management has
contributed to a rise in mix-sex breaches across a small number of acute areas.
0 Trust apportioned MRSA bacteraemia reported in February 2022: a Non-TA reported in December 2021 remains under review following an initial PIR. Trust remains below
C.diff objective.
One ‘Never-Event’ reported this month – a low/no harm endoscopy incident.
The Trust has seen an increase in falls with harm.
The 22% increase in formal complaints continues to put pressure on all departments, compared to the same period last year. Response rates are beginning to recover
following winter pressures and staffing vacancies within the complaints team.
Trust mortality has decreased from the previous month. Hospital Standardised Mortality Ratio (HSMR - 56 diagnosis groups) remains as expected, SMR (all diagnosis groups) is
better than expected and Summary Hospital-level Indicator (SHMI) is as expected.
The Telstra/Dr Foster tool have flagged new CUSUM alerts for “other bone disease and musculoskeletal deformities” and “intestinal infections”.
“Other bone disease and musculoskeletal deformities” (new), Intestinal Infection (previously known) and Other Psychoses (previously known) have flagged as diagnosis groups
where the number of observed deaths are greater than the number of expected deaths
The Myocardial Infarction National Audit Programme (MINAP) data continues to demonstrate excellent compliance against its access targets.
The Stroke Sentinel National Audit Programme (SSNAP) currently demonstrates good compliance but a degree of variability reflecting front door pathway pressures.

Title

A&E Performance remains significantly below 95% (75%). Attendance numbers within the department have increased in February and exceed the level seen in previous years
As is being experienced across the NHS, consistently meeting ambulance handover standards remains a significant challenge. However performance has remained stable over
recent months.
Referral to Treatment (RTT) performance remains significantly compromised. The Trust elective services recovery programme will balance the need to reduce backlog with
addressing delays within the individual pathways stages in order to achieve a sustainable recovery.
A focused PTL cleansing intervention will commence in April 22 with an expectation of being complete by the end of June. We expect this to result in a significant reduction in
numbers waiting over 78 weeks and ultimately over 52 weeks. This is in addition to ongoing efforts by clinical teams to treat patients who have been waiting for a long time. We
are expecting some fluctuation in our RTT performance reporting over the coming months as a result of this work and we have worked with NHSE/I to explain this in advance.
Performance against the 99% DM01 standard has deteriorated in February; workforce capacity constraints remain the principal driver of this, especially for imaging modalities.
For January we have seen a dip in all cancer wait times standards. This is expected in January because of the need to catch up after Christmas. However, detailed analysis has
shown that a range of factors are currently impacting on performance against these standards. Mitigating actions are in place but recovery will take a number of months.
In particular, diagnostic pathway wait times have been increasing which are expected to have a negative impact on the 62 day standard.

Text to go here

Work continues on the new Staff H&WB centre, revised opening date now targeted for start of July.
127 Health, Safety and Wellbeing Champions now in post across the Trust, representing a coverage of 60% of all departments. Work is on-going to engage departments with no
Champion in place.
Appraisal rates have reached the highest level of compliance since April 2020.
For 2022/2023 the Trust has so far successfully been awarded £396,250 to contribute towards the ongoing recruitment costs of international nurses and midwives.
The Trust has reported a £(0.55)m deficit for the year to date at M11, February 2022. This is in line with the budget.
Whilst the Trust is operating under a block funding arrangement for the year it has delivered elective activity in excess of the threshold set under the Elective Recovery Fund. As
a result income has been earned. Costs of delivery reflect the elective activity and a continued flow of non-elective patients.
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Safety & Experience – Harm Free Care

20

Safety & Experience – Infection Control

8 COVID-19 patient outbreaks were reported in February 2022. Trust
Apportioned (TA) Gram Negative Bacteraemia i.e. E.coli, Pseudomonas
aeruginosa and Klebsiella remain below thresholds set by NHSE/I. The Trust
remains below the C.diff objective of 55 TA cases. The Trust reported the 1st
Trust apportioned MRSA bacteraemia for 8 months in November 2021. Hand
hygiene performance remains good across the Trust.
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Safety & Experience – Harm Free Care

Pressure Ulcers
0 pressure ulcers reported as a serious incident in February. Incidents of hospital acquired category 2 pressure ulcers (HAPU) remains low however we have 3 local
investigations in progress and a further 3 incidents which require scoping.
Falls
3 falls reported as serious incidents in February. Local investigations were undertaken for 2 incidents and then upgraded when learning related to incomplete falls
assessments and delays in answering a call bell were identified. There are a further 3 local investigations in progress.
Serious Incidents
6 serious incidents reported in February: 1 Never Event (Endoscopy) was reported in February. Investigation is underway. Immediate actions undertaken include a Safety
walkabout of the department, a review of the WHO checklist and process and the issue relating to duel working on paper and EPR added to the risk register
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Patient Safety & Experience – Forward Look & Trends
Infection Control
0 Trust apportioned MRSA bacteraemia reported in February 2022: a Non-TA reported in December 2021 remains under review following an initial PIR and subsequent second review: the
Trust has a Zero tolerance approach to avoidable MRSA Bacteraemia. 2 TA (HOHA/COHA) C.diff was reported. 9 TA (HOHA/COHA) Escherichia coli (E.coli) bacteraemia were reported and
reviews are in progress. 3 TA Meticillin-sensitive Staphylococcus Aureus (MSSA), 3 TA Klebsiella and 1 TA Pseudomonas Aeruginosa.
29 Hospital onset 8-14 days COVID-19 positive patients and 31 Hospital onset over 14 days positive were reported; these are linked to 8 outbreaks reported in February 2022.
Staff Asymptomatic COVID-19 Testing (Lateral Flow Device & weekly PCR testing)
1732 (28%) staff regularly testing & reporting (LFD & PCR). Large numbers staff detected as positive during this period 132 (45 via LFD, 87 via RBFT PCR staff testing ). LAMP saliva testing
pilot to commence 14th March.

Trust performs higher than BOB reporting average of 24%. As with the national reporting system evidence suggests that staff often fail to or under report individual ‘negative’ test results.
High incidence of staff positives excluded many from asymptomatic testing for 90 days. Guidance changes 14 th March to begin asymptomatic testing immediately after infection. The Trust is
moving to increase compliance with negative result reporting.
Outbreaks
37 wards regularly swabbed as part of outbreak prevention and management, including all staff and patients.
Vaccinations
COVID-19: 98.2% of staff have received at least 1 vaccination, 85.5% have received a booster.
Mandatory Vaccinations have been withdrawn for healthcare workers.

Vaccination clinics continue with availability and flexibility. Spring booster Campaign for at risk groups begins 21 st March, and 5-11yr olds in April, which the vaccination centre is supporting.
Complaints
The Trust received 35 formal complaints. Analysis of the 35 new complaints has shown that Clinical Treatment (28) and Communication (4) were the top two themes. 56% of complaints
closed in February were responded to within 25 days. Of the complaints closed in February; 5 were well founded, 14 were partially well founded and 4 were unfounded.
Safeguarding
Of the 120 child-safeguarding concerns raised, 54 (45%) involved mental health issues. The complexity of these patients remains high.
Of the 32 adult safeguarding concerns raised by the Trust to the LA, 12 of these concerns were raised about pressure damage identified on admission.
0 Adult Safeguarding concerns were raised about the Trust.
Level 3 Adult Safeguarding training roll-out plan agreed at EMC. First phase of over 250 staff to go-live this month.
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Clinical Effectiveness – Mortality
SHMI

HSMR

Trust mortality, as a crude percentage
of admissions, has decreased from the
previous month. Hospital Standardised
Mortality Ratio (HSMR - 56 diagnosis
groups) remains as expected and has
decreased from the previous reporting
period. SMR (all diagnosis groups)
continues to decrease and is better
than expected. The national Summary
Hospital-level Indicator (SHMI) has
decreased from the previous month
and remains as expected.

SMR

Learning from Deaths:
Total inpatient deaths (inc ED)
Learning Disability Deaths
Deaths Subject to SJR review
Deaths considered more likely than not due to issues with
care (SJR 3)

1.7

Dec-21
151
2
25

Jan-22
156
2
29

Feb-22
144
2

0

0

0

Norm
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The Learning from Deaths programme provides the Trust with a quality
assurance framework to review cases where any concerns in clinical care
have been identified. Full details of this programme and the themes and
learning coming from the reviews are shared in a quarterly report to the
Quality Committee.

Norm

Low
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Clinical Effectiveness – Mortality
Dr Foster tools have raised CUSUM alerts for “intestinal infections” and “other bone disease and musculoskeletal deformities” this month. These diagnosis groups alongside “Other
Psychoses” (previously known) have flagged as the number of observed deaths are greater than the number of expected deaths (24 vs 13.6, 2 vs 0.1 and 10 vs 3.8 respectively)

Intestinal infection:
Relative risk value for Intestinal Infection has been rising over time. The lower volume of
overall deaths has resulted in large confidence interval bars but the trust are now at a
higher than expected risk level.
• In the most recent data we have seen 3 additional deaths, each had an ICD-10 code on
admission of A09.9 Gastroenteritis and colitis of unspecified origin
• 2 of the deaths had a ‘Cancer’ secondary code; and 1 had a ‘Complication of Care’ code
found.
• This is being further investigated by the CDQ group.

•

Other bone disease and musculoskeletal deformities:
• This diagnosis group is typically low-volume and low-risk.
• Of the two deaths one was Admitted with ‘M89 Other disorders of bone’ and discharged
with ‘Meningitis’ (M89.8 Other specified disorders of bone) whilst the other was admitted
with ‘M88 Paget disease of bone [osteitis deformans]’ and discharged with ‘Residual codes,
unclassified’ (R69 Unknown and unspecified causes of morbidity)
• This is being further investigated by the CDQ group.
Cardiac Dysrhythmias
• The CDQ group has investigated the deaths that flagged last month and found no issues
with coding or care
• The investigation highlighted that patients had multiple short FCE’s where the final
diagnosis of the patient changed between episodes.
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Clinical Effectiveness – Stroke and Cardiac Care

Stroke
Stroke Care – SSNAP (Feb)
• Acute Stroke Unit (ASU) 4hr target remaining consistent, achieving 90%. Again,
this reflects fewer ED late referrals (3 in month) and improved bed availability
with only 1 patient unable to access bed in ASU.
• 90% LOS in ASU target has dropped to 87% in month.
• Consultant marker (14hr) improved to 82% reflecting a mixture of lack of bed
availability, weekend admission, and late referrals
• SaLT, OT & Physio therapy targets all achieved 100%.
• High risk TIA dipped to 80% compliance on with 2 patients missed.

•

Cardiac Care
Cardiac Care - MINAP (Jan):
• 37 patients were validated for December. There were 3 breaches for
C-B <120, each with complicating issues not all involving SCAS.
• 1 D-B<90 min breach from ED presentation has triggered an
activation process review to avoid any repeat.
• Rolling stats for January 2022:
C-B<150 mins is 93%
C-B<120 mins is 80%
D-B<90mins is 94%

To note, the National data opt-out becomes effective from September 30 th and will affect the majority of NICOR audits, including MINAP, as well as SSNAP. Protocols are in planning to
ensure our audit submissions are fully compliant. Once implemented, this may result in two data sets presented: an ALL patient data set held locally, and a national audit ‘opt-out
omitted’ data set.
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Clinical Effectiveness – Maternity

There is an upward trend in the midwifery staff in post numbers with a continued
increased projection in year as a result of ongoing international recruitment.
Skill mix, sickness and peaks in activity have required suspension of the Midwifery
Led Unit (MLU) services on 4 occasions and homebirth service on 3 occasions.
The term admissions to the neonatal unit have been reviewed. Of the 22 babies
in this cohort the review identified 2 possibly avoidable admissions. Respiratory
complications is the main reason for term admissions.
MDT review of all PPH >1500mls. Themes and actions have been identified.
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Public Health Priorities

Overview: Health checks will be delivered to all staff aged over 40 years. After an initial “screening” staff will be signed posted to the most appropriate services through primary care.
KPI/ Measures: High level data suggests 3k, of the 6k RBFT staff, are between 40-74 years of age and therefore eligible for a health check. Early indications and data from other similar
projects nationally suggest a target of 25% is ambitious and will be used as a starting point.
Progress: DrDoctor team has agreed the design to support delivering the digital invitations.
Next Steps: Avenues to support the Band 5 Occupational Health Nurse £20k funding gap are being explored through Reading Borough Council, League of Friends and national initiatives.
Seeking primary care representation on project team to facilitate engagement and communication with our GP colleagues.

Overview: Initial focus will be within our maternity population but the overall aim is for the model to be rolled out across all patient groups within the Trust.
KPI/ Measures: As above.
Progress: Smoking Health Advisors job descriptions completed.
Next Steps: Smoking Health Advisors job descriptions progressing through the banding processes. Following funding agreement, posts will go out to advert. Aim is to have 1 advisor in
post by April. The Smoking Policy is presently being developed and EPR pathway build requests submitted.
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Public Health Priorities

Overview: Patients will be supported to “actively wait” for their planned surgery and focus on improving their health status to reduce surgical complication risks and improve post surgical
outcomes. An initial pilot will implemented in hip and knee joint replacements but will aim to be rolled out across additional surgical lists.
KPI/ Measures: As above.
Progress: Directory of Service complete. Digital app is now live and will increases the Trusts capacity by linking in with primary care.
Next Steps: ‘Train Care Coaches and test DoS; Engage with PCN colleagues; Develop screening tool; Possible links with the University of Reading and Health Innovation Partnership to be
explored.

Overview: Initiation of small scale pilot to start tackling the differing BAME and deprived population health outcomes for both mothers and neonates. Significant focus is being given to
refugees presently.
KPI/ Measures: Key metrics are presently being finalised.
Progress & Next Steps: Data finalisation; engagement with medical photography to support film production for BAME community; Submission of funding bids through national channels.
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Patient Access
0

(Jan-22)

70%

95%

8293

72%

Diagnostics –
Seen (No.)

90%

12hr DTA
(Trolley Waits)

Cancer: 14 Day
93%

7244

3203

To note: National reporting for a number of metrics has not taken place at the point of IPR circulation.
Metrics have been colour coded to indicate compliance (green) / non-compliance (red) expectations.
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Patient Access – Emergency and Flow
A&E – Combined

75%

A&E – Type 1

70%

Conversion

25%

•

The Trust remains non-compliant against the 4 hour
waiting time standard.

•

Following an increase in attendances in January,
February has continued this upward trend and
represents a significant increase over both 2019
and 2021.

•

Conversion to admission remains lower than would
be typical, implying that the increase in attendance
is being driven by increased ‘minors’ demand and
utilisation of the SDEC offer in both Medicine and
Surgery.

•

Arrivals by ambulance remain high. On average
there were 109 handovers per day (vs. 109 Jan 22 /
70 Dec 21).

•

We continue to see a similar pattern of arrivals but
demonstrates a significant increase in demand
across core hours.

•

February handovers within 15minutes of arrival
remained static compared to previous months at
37%. There was a slight decline in 30min although
improvement in 1hr performance.

•

We will be working with SCAS over the coming
weeks in order to present ambulance response
times within the IPR

•

Average daily attendances have been c.375 per day
with a range of 320-450

EDMU
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Patient Access – Elective Access
RTT Profile – Dec 21
0 to 104 wks

RTT

•
<18

•

>18

RTT Profile – Dec 19
0 to 52 wks

•

•
•

RTT Profile

•

Orange = Non Admitted Pathway
Blue = Admitted Pathway

•

Profile shows that the early ‘Non-Admitted’
pathway remains significantly extended.
Reducing these early delays will be key to reducing
over all waiting times.
There are 3203>52 weeks (>521 on previous
month).
The Trust has commenced work to improve the
data inputs to RTT which is expected to reduce the
overall PTL size over Q1 22/23.
Our >104 week risk remains low (2x P6 – Pt choice,
TCI Booked).

For the second half of the year, attention on RTT reported volumes will increase as a result of its use as a proxy dataset for activity and waiting lists.
• The newly appointed Performance and Quality Coordinators, a team of subject matter experts, will commence work during April 22. The
initial focus of this team will be to cleanse the RTT PTL, embed the MasterWL with operational teams and identify opportunities for
improved administrative process. The purpose of this work is to increase the availability of useful information for the timely treatment of
patients.
• We expect to see significant reduction in the >78 week PTL over the coming quarter
• A new ‘Referrals’ dataset is being tested through March ready to be combined with the MasterWL. This will provide increased clarity and
intelligence for first OPA waits and backlog.
The Trust is scoping the ability to significantly increase Outpatient activity in order to reduce the length of wait within early stages of a pathway.

DM01
DM01 >13 Wks

DM01 > 6 Wks

237

1102

Zero

<60

•
•
•
•

The DM01 is expected to remain non-compliant against the 99% standard.
The number of >13 week waits is continuing to grow, driven by echo and endoscopy
MRI has improved significantly when compared with January 22. However CT remains challenged >6 weeks
along with echo and Endoscopy
Reporting issues remain across all outpatient modalities and the previously reported issue of cystoscopy
figure not being available (since GPAS deployment) remain unresolved.

Cancer – Jan 22
Cancer 62 day PTL

Cancer >104

89%
<62

37

>90%

2WW
89.5%
93%

31-FDT
94.7%
96%

<15

62-FDT
72.2%
85%

28diag
70.4%
75%

Situation:
•
Issues are across the board and largely
driven by workforce constraints
•
Pressure on teams to deliver cancer, DM01,
18 weeks, ED
•
Cancer is disparate but cumulative, lots of
teams involved and every day of delay adds
up very quickly
•
Low appetite for additional sessions and low
locum support available
•
Improvements take time to be reflected in
performance figures
Actions:
•
Cancer Oversight Group to be set up
•
Round table discussion with each tumour site
and diagnostic team on:
•
Pathway challenges
•
Barriers to improvement
•
Specialty mitigation plans and
risks
•
Support needed for immediate,
medium and longer term
•
Round Table will report into
OMT/EMC re themes and the
ask
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Patient Access – Elective Recovery (H2)
RTT Clock Stops vs. ERF Target (89% of 19/20 RTT clock Stops

•
•

•
•
•
•
•
•

H2 Activity vs. ERF Reported Trajectory vs. 19/20 actuals

Light Blue = weekly reported, Dark Blue = monthly reported. Compliance is assessed on monthly
performance. The difference between the two relates to the slow capture of clock stop data /
validation / retrospective stops.
The recording/capture of clock stop information has changed significantly since 2019 as a result
of the data quality improvement programme and changes to administrative process (digital
programme).
For February 22 the Trust has not achieved the 89% requirement.
Note – weekly data only represent 3 week in Feb due to a planned reporting downtime
Numbers are expected to increase with the addition of ISP clock stop numbers.
ERF is calculated at an ICS level.
When compared with activity numbers, in particular outpatients, this infers our clock stop
numbers are not complete i.e. RTT stops have not been recorded against an event. This is likely
the result of process differences and residual challenges remaining from the GPAS deployment.
To note the Trust has also discovered an issue with recording ‘results stops’ which is driving
inflated PTL size and lower than expected stop volumes where clock stops occur as a result of a
post procedure result letter. This is the result of the Mmodal/Voice Recognition process
operating at such a level where by the outputs no longer require admin team review. Whilst this
is a very positive impact of digital, admin teams no longer have a prompt to add the RTT outcome
proactively. We are investigating automation options to resolve the issue as a return to a manual
check would be counterproductive.

•
•
•
•
•

The Trust remains complaint against the Outpatient and Diagnostic expectations
For inpatients, the Trust is below the the ambitious ERF target in February. However the above
figures do not include ISP activity.
Infection Prevention Control and staff testing COVID +ve is a factor in the lower than planned
number of elective procedures
February volumes are indicative only and expected to increase for SUS reporting (6 weeks behind)
on which compliance is assessed.
Note. Final performance will be assessed against financial values calculated from SUS. This allows
for data entry catch up. Previous months figures will be updated each month.
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Workforce, Staffing & Development

Invest in our
Staff

•
•
•
•
•

Supporting
health and
wellbeing

Operational
Support
Safer staffing
red flags

The roll out of the Civility saves lives programme is taking place in bespoke areas to support teams in communication and working relationships. Hybrid working data is
being collated to ensure this approach is being embedded in teams.
Action plans to address any areas of improvement as a result of staff survey feedback under way.

•
•

Work continues on the new Staff H&WB centre, revised opening date now targeted for start of July.
Over 250 staff members have now attended REACT® Mental Health Conversation training, further dates continue to be offered.
Trauma Risk Management (TRiM) service now live, three referrals have been received so far. 20 further staff members currently undergoing training to deliver sessions
in future.
127 Health, Safety and Wellbeing Champions now in post across the Trust, representing a coverage of 60% of all departments. Work is on-going to engage
departments with no Champion in place.
TEC Common Room has been set-up as a H&WB breakout area for all staff, supplemented by recliner chairs to help staff relax in comfort.
A-Z guide to Staff Health and Wellbeing released to supplement seasonal care packs and help easier access to information and support offers available.
Interactive Health Kiosks arrived at RBH (currently located in the Health and Wellbeing ZONE, TEC building) and Bracknell Healthspace 21/2/22 which act as ‘Wellbeing
checks’ for staff to support their health and wellbeing (kiosks will rotate across all trust sites over a 6 month period).
The BOB ICS Staff Health and Wellbeing Hub website is now live - we are promoting to staff over the coming weeks - https://www.staffwellbeinghub-bob.nhs.uk/RBFT.
Further funding has been announced from the project’s budget for further Mental Health First Aid Training for staff.

•
•
•

COVID-19 guidance constantly updated in line with government guidance to ensure staff can return to work as quickly and safely as possible.
First Veterans Covenant Healthcare Alliance (VCHA) Staff forum meeting held in February, more are scheduled as part of business as usual.
Budget setting underway – Care Group Boards being supported in terms of workforce issues and implications.

•

February 2022 report of Safer Nursing Care ‘Red Flags’ – a total of 28 Datix’s raised with a total or 51 red flags. High levels of absence due to C-19 throughout the
organisation. Emergency and Critical care were the highest reporters (n=13). Two highest categories of ‘red-flag’ (a) RN/HCSW down on a shift (b) Delay in
administering medication. Throughout February 92% of shifts were mitigated to minimum of opel 2. No opel 4’s were declared.

•
•
•
•
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Workforce, Staffing & Development – Forward Look & Trends
Appraisal Rate – Appraisal compliance has seen overall growth during February to 86.46%. Compliance has overcome its small setback from January and has now surpassed the compliance rate of
December 2021 (85%), meaning that February has reached the highest level of compliance since April 2020. Each Care group has seen some increase in their compliance, though there has been a slight
dip in Planned Care of just over 1%. Estates and Facilities continue to rise above the 90% target, with an increased compliance of 93.81%. February trialled appraisal reminders in payslips, and continued
to follow up with the lowest performing specialties continues along with reminders to all non-compliant appraisees. Changes in appraisal compliance may be impacted by the removal of Lighthouse Lab
data.
Completed Mandatory And Statutory Training (MAST) – MAST compliance remains stable, though has decreased slightly overall, and amongst each Care group; however, each of these decreases remain
under 1%. The exception this month is in Networked Care who have improved their MAST compliance across January and February, with their latest compliance reaching 89.83%. Corporate continues to
be the leader in MAST compliance with 93.37%.
Rolling 12-month Sickness Absence – The steady increase in the rolling sickness absence rate continued during this period. Both COVID-19 related absence and cough/cold/flu reasons were prominent
across each of the care groups, which can be linked to the Omicron variant increasing community transmission rates, as well as the effects of seasonal illnesses on the workforce. However, the increase in
overall sickness absence levels has been incremental and did not reach the significant peak that had been anticipated at the start of the year; and the rate has remained below the level reported during
the same period in 2021. Together with rollout of civility improvement being undertaken in each of the care groups by thePeople and Change Partners (PCPs), the Employee Relations (ER) team will focus
additional support on areas where this may be impacting on wellbeing and attendance, as well as performance and conduct.
Vacancy – In February the vacancy rate has increased. However, targeted recruitment campaigns are being planned that will bring the vacancy rate down. One of the campaigns is for the Healthcare
assistants / Care support workers / Maternity support workers. Monthly assessment events have been held to recruit the volume that is required. In February 15 Healthcare assistants started
employment and 26 healthcare assistants assessed which lead to 15 offers made. The candidates at offer stage are currently going through their pre-employment checks. In addition, there were 85 new
starters in February. Regarding the international nurse recruitment, there were 8 new starters that have arrived and started working with the Trust in February. We have been successful in gaining
approval to continue with international recruitment for NON-EU nurses and midwives for the new financial year 2022 – 2023. Recruitment from outside of the UK continues to feature as an important
part of the workforce supply strategy of NHS organisations, in line with the NHS People Plan. For 2022/2023 the Trust has so far successfully been awarded £396,250 to contribute towards the ongoing
recruitment costs of international nurses and midwives. There is a potential for more funding later in the year. Our focus is to use agencies to provide the trust a targeted approach to nursing and
midwifery recruitment. From all the planning we brief the agencies with our requirements and hope to start our interviewing process in March.
Agency Spend – Agency spend is in line with the previous month with a slight decrease, temporary staffing demand for Feb is 105,500 hours, 56,000 filled by bank and 20,500 hours from agency, ICU
continues to be the highest spending area for agency however the last few weeks we have seen a reduction and the removal of off-framework agency usage within ICU and N&M this should continue
moving forward and support with reduction of agency rates. Maternity, paediatrics and A&E with the same demand and fill from last month, agency use for RMN’s has increased every month for the last
3 months with increasing demand for 1-1 across the BOB region, agency release within Nursing and Midwifery continues to be monitored daily by the temp staffing team and NHSP, pool ward changes
have been made with a reduction of agency and total number as of Feb. Agency cancelations completed in price order managed through the NHSP team with work being started on the reduction of our
agency cascade.
Rolling 12-month Turnover – Areas of the highest turnover across the Care Groups point to Pathology, Support services within Planned Care and Maternity. Exit interviews are actively encouraged and
work is being done to provide a thematic overview of the reason for leaving which will be looked into in greater detail.

35

Health and Safety
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Health and Safety

Water treatment: The Operational Water Management Group are aware of lapses in L8 water sampling compliance in Feb/March 2021. This is under
investigation and review with CBRE with a recovery plan in place, escalated to H&S Committee.
Fire Safety: Recent intrusive surveys have revealed requirements for extensive fire stopping across the estate to comply with the fire strategy of the building –
funds allocated within the 2021/2 capital investment plan to address the issue.
Asbestos: Findings highlighted within routine annual re-inspections need to be address to prevent exposure to asbestos; currently managed and mitigated by
limitation of access.
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Finance
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Finance – Forward Look / Trends
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All National Indicators - Trend

40

All National Indicators - Trend
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Purpose of the
Report

To provide the Board with the Operating Plan for 2022/23.
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This Operating Plan is a product of the business planning cycle from
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Executive Management Committee – 28 March 2022
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1. Introduction and Overview
1.1. The Royal Berkshire NHS Foundation Trust's (RBFT or the Trust) plan for

2022/23 provides a high-level overview of the Trust’s priorities and key work
programmes for 2022/23, how we will manage those programmes and the
impact we expect them to have on achieving our long-term strategy Vision 2025.

1.2. RBFT is the main provider of hospital services for the people of Reading,
Newbury, Henley, Wokingham and the surrounding villages of Berkshire West
and South Oxfordshire. We deliver care from a network of facilities across the
area including facilities in Bracknell, Henley-on-Thames, Thatcham and Windsor
(See figure 1 below).
Figure 1: Principal Service delivery locations for RBFT

1.3. The Trust provides a full range of services, which you may expect to find in a
local hospital serving a catchment area of just over 600,000 people. In addition,
we provide specialist Cancer, Cardiology and Renal services that serve a wider
population of up to 1 million. At our heart we are a local hospital that works with
NHS and social care partners to provide excellent healthcare services for those
who live in our host commissioners’ area and beyond.

1.4. The information contained in this document has supported the development of
and is aligned to the Buckinghamshire, Oxfordshire and Berkshire West
Integrated Care System (BOB ICS) plan for 2022/23 and the plans of our local
and regional commissioners.

1.5. The plan is informed by the planning guidance issued by NHSE/I in December
2021 and by previous guidance issued to NHS Trusts and Foundation Trusts. It
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incorporates the focus area for acute Trusts identified in by NHSE/I in the
guidance which include:
•

Continued effective response to Covid with the vaccination programme
and meeting needs of patients with Covid

•

Continued delivery of the local people plans and supporting staff health
and well-being post Covid

•

Tackling the elective backlog, reducing long waits and improving
performance against cancer waiting times standards

•

Improved responsiveness of urgent and emergency

•

Exploit the potential of digital technologies to transform the delivery of
care and patient outcomes

•

Working with partners to address health inequalities that the pandemic
has highlighted

•

Develop effective partnerships working at place and system level in line
with ongoing developments in integrating care

1.6. Locally, a number of processes have supported the production of the document,
these include:
•

The Trust business and budgetary planning process that commenced in
August 2021 across care group and corporate divisions;

•

Review of our performance data and patient, staff and other stakeholder
feedback;

•

Discussions with the Berkshire West Integrated Care Partnership
(BWICP) and the BOB ICS;

•

Engagement with Governors at their meeting on 23rd February 2022.

1.7. At the time of writing, January 2022, we are operating in a Level 4 incident as we
respond to the new Covid variant, Omicron. Guidance issued in December 2021
sets out how we are to manage the remainder of 2021/22 and a high-level
approach for 2022/23. The objectives set out in the guidance assume that Covid
cases will return to a low level. The vaccination programme of 2021/22 continues
with the booster roll-out and we hope that the success of this stage of the
programme will allow for our elective services to continue to recover.

1.8. Over the course of the pandemic, we have built and strengthened existing
partnerships and will continue to do so with the awaited establishment of
statutory Integrated Care Systems (ICS), which has a start date of 01 July 2022.
We are also currently working on refreshing our Vision 2025 and at the end of
2021/22 we are introducing our revised Clinical Services Strategy. On top of this
the Trust is embarking on an exciting Continuous Quality Improvement journey.
These new horizons have shaped our priorities and programmes for the year.

1.9. In line with previous Trust operating plans this document is divided into 6
sections:
1. Introduction: A scene set for the operating plan;
2. Strategic context: Background on the environment the Trust operates within;
3. Priorities for 2022/23: Our goals for 2022/23 and how they support Vision
2025 the ICS plan;
3
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4. Activity and finance: Information on our planned level of activity, the
resources we have secured and our efficiency programmes;
5. Enablers to delivery: Information on our workforce, estate and IM&T
resources;
6. Governance: Our mechanisms for oversight and governance of the 2022/23
plan.

2. Strategic Context
Vision 2025

2.1. In 2018, the Trust launched its ‘Vision 2025’ strategy which was the culmination
of a process of engagement with staff, patients and other stakeholders. As a
health provider in Reading since 1839, the strategy explores where we currently
are, where the Trust has come from what we are proud of, and, taking into
consideration the changing environment we face, what we can do better.

2.2. Vision 2025 identifies our vision, mission, our five strategic priorities that will help
us to deliver the vision, and our CARE values that are at the heart of how we do
our work.

2.3. Since publishing Vision 2025, we have developed a range of supporting
strategies which further details how we seek to deliver our vision and priorities.

2.4. We are currently working to refresh Vision 2025 to bring into clearer focus the
key areas and deliverables we will work to deliver over the next few years. This
refresh is expected to be delivered in 2022 and some early themes have
informed this operating plan.
Figure 2: Vision 2025 framework
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Clinical Services Strategy

2.5. Our previous Clinical Service Strategy (CSS) was written in 2018, to cover until

2023. In January 2021, the Trust’s Executive Management Committee reviewed
progress against this strategy to date and asked for a new CSS to:
•

Capture the learning from new ways of working during the Covid-19
pandemic

•

Define how services might be optimally delivered and configured, to guide
the developing vision for our estate

•

Support the continued development of integrated care and response to the
NHS Long Term Plan

•

Move towards prevention, improving health inequalities and access to
healthcare

•

Identify where we need to invest resources into the enablers such as digital,
equipment and workforce

2.6. We are currently finishing the production of this new CSS, building on extensive
engagement with our stakeholders.

2.7. Informing the CSS is a set of common themes that emerged from discussions
with the clinical, nursing and operational leaders of over 30 services. As these
themes took shape, they formed the basis of a working document that captured
the evolving direction of travel for the new CSS.

2.8. External partners (such as BHFT, CCG, AHP forum, ICS and PCNs) and patient
representatives (such as Healthwatch and patient leaders) reviewed and gave
feedback at various stages, contributing to the refinement of the document.

2.9. Trust leadership also provided input and steering throughout, through
discussions with and review by care group leadership, senior nursing forums, the
operations management team, the executive management committee and the
Board of Directors.

2.10. The new CSS is due for sign-off at the end of 2021/22 and has extensively
informed the formulation of this operating plan.
Our role in the wider health and care system.

2.11. The Trust appreciates that to best support patients we need to work beyond
the boundaries of our buildings and engage with others who can provide their
specialist input and bring additional resources to bear.

2.12. Accordingly, we have continued to build on years of close partnership with our
key local stakeholders through work with the local Berkshire West Integrated
Care Partnership (BW ICP) and the regional Buckinghamshire, Oxfordshire and
Berkshire West Integrated Care System (BOB ICS). These networks provide an
opportunity for the Trust to work in new ways to improve care whilst delivering a
more efficient service.

2.13. The Trust has continued to work collaboratively with colleagues within BW
ICP and the BOB ICS to identify areas for improvement where a collaborative
multi-organisation response can enable positive change for our staff, patients
and wider population.
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2.14. Outside of these arrangements, the Trust works with a range of other
systems, including the Cancer Alliances and Thames Valley Clinical network.
The Trust also has good engagement with the Primary Care Networks (PCNs)
and seeks to strengthen these arrangements in 2022/23.
Developments in 2021-22

2.15. As with 2020/21, the effects of Covid have continued to impact the Trust
throughout the past year. This has disrupted the normal pattern of patient needs
and referrals, impacted on capacity and significantly changed the financial
environment within which the Trust operates.

2.16. Throughout the year Trust staff have continued to work together and provide
outstanding care for our community and have made a massive effort to support
both Covid patients and those with other routine and urgent needs. This effort
has had a significant impact on staff well-being, which the Trust has continued to
invest in supporting through a range of interventions.

2.17. The on-going effect of the pandemic means that while we were able to
maintain a full elective and emergency programme throughout the year, we did
not make the anticipated inroads into the backlog of elective care that we
anticipated in the 2021/22 operating plan. Recovering our pre-pandemic
performance on elective care, along with realigning our financial run rate to more
normal levels, and continuing to seek improvements in the care we provide to
our patents, is our focus for 2022-23 and beyond.

2.18. The landscape we will operate in as an NHS Trust will shift significantly in
2022-23 with the expected transfer of commissioning responsibilities from
Clinical Commissioning Groups to Integrated Care Systems. Over the past 12
months the executive team, have invested significant time with colleagues in the
Buckinghamshire, Oxfordshire and Berkshire West ICS to shape the future
system and establish programmes of work that will benefit our patients.

2.19. Over the past year we have continued to develop our plans for replacing our

hospital buildings at our Reading site, through the government’s New Hospitals
Programme. Due to the desire of the national team to establish a strong central
programme that will bring benefits from central design and contracting, progress
in 2021/22 has been slower than anticipated. However, we are anticipating
approval of our strategic outline case early in 2022/23 and we have completed a
range of preparatory work that will allow us to move at pace through the next
financial year.

Key Achievements from 2021/22

2.20. The Trust has seen a number of achievements this year which has included:
Provide the highest quality of care
•

We were one of the first hospitals in the country to establish a Long Covid
clinic which has seen more than 1,100 referrals and seen 700 patients.

•

The Trust’s Point of Care Testing Centre was the first of its kind to start
operating in the country a year ago providing Covid tests for every ED patient
being admitted to hospital.
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•

The Trust’s Critical Care Outreach service, one of the first to be introduced
into the NHS, celebrated its 20th anniversary this year.

•

The Trust’s virtual wards, which grew from the work around developing the
TICC-19 (Transfer into the community for Covid) triage pathway have
managed around 900 patients, and there are now 70 patients being cared for
on a virtual ward, some receiving the new nMAB infusion treatment.

•

The Trust is pioneering radiotherapy technology with the introduction of
SABR-Stereotactic Ablative Body Radiotherapy to pinpoint and treat cancers
far more precisely.

•

The Radiology Department and Acute Stroke Units were presented with
University Department of Excellence Awards, joining Cardiology and ED who
already hold University Department Status.

•

In a survey published in January 2022 by the Health Survey Journal covering
the period January – December 2021, the Trust was in the lowest 6% of
Trusts surveyed nationally for the rate of patients with hospital-acquired
Covid;

Invest in our staff & live out our values
•

We have created around 300 new jobs at the Lighthouse Lab in Bracknell
Health Space where they are carrying out around 40,000 Covid tests a day.

•

The Trust picked up a special Pride of Reading Award in recognition for our
outstanding care and service.

•

The work of some of the Trust’s excellent clinical staff has been recognised
by national awards.

•

‘What Matters 2021’ programme was a Trust Wide Engagement platform
which heard over 3000 staff members’ voices, giving key insights into how to
move the Trust forward in working patterns, leadership, health inequalities
and more.

•

The Trust responded quickly to the new Covid vaccination programme and
set up a Covid vaccination centre on the 4th January 2021. To date, the Trust
has administered 14,951 Covid vaccines. The Trust was the first centre in the
region to offer Covid boosters and the Flu vaccine alongside. The Trust was
also the first centre in region to support vulnerable patients. We have,
throughout the pandemic, consistently been one of the highest achieving
hospitals in terms of vaccination uptake.

Drive the development of integrated services
•

2021 saw further cementing of our relationship with the University of Reading
(UoR) with the creation of the Health Innovation Partnership, as a succession
of the Joint Academic Board. The partnership’s past successes were
demonstrated through our annual showcase event in November 2021 where
we announced the new phase of the partnership.

•

In 2021 we piloted an innovative solution using our AI to support patients
attend their hospital appointments. The technology used risk factors, linked
to inequalities to predict which patients are more likely to not attend their
appointments.
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•

The Trust in October 2021 saw the introduction of the Hospital Public Health
Programme. The Trust commissioned Reading Borough Council (RBC) to
espousal our local requirement to tackle inequalities. A team of public health
experts from Berkshire West Public Health (BWPH) will support our clinical
teams to improve hospital public health over a three year period.

•

In 2021/22, the Trust continued to strengthen ties with its partners in primary
care--through visits by the Trust's CEO and Director of Strategy to our local
primary care networks (PCNs), the Trust and PCNs have jointly identified
areas of opportunity for meaningful collaboration, specifically around themes
such as communication, eliminating waste, clinical collaboration and
supporting participation in the Additional Roles Reimbursement Scheme
(ARRS).

Cultivate innovation & transformation
•

The Trust was one of the first hospitals in the Thames Valley to use AI
software in Stroke diagnosis and in March, we celebrated two years of trail
blazing AI in ED.

•

The Trust has become, the first hospital trialling Augmented Reality (AR)
Hololens technology to target prostate cancer led by the same team who a
couple of years ago carried out the European first study in new treatment for
chronic pain from osteoarthritis.

•

The Trust’s Research and Development (R&D) team have played a key role
in a range of national projects over the last 12 months including R&D in
clinical trials on drugs to improve respiratory recovery from Covid.

Achieve long-term financial sustainability
•

The Trust is on track to deliver a breakeven financial position for 2021/22.
Given the challenging operating conditions it is notable that the Trust has
been able to deliver a sustained financial performance and this demonstrates
the continued development of partnership working across the BOB ICS.

•

Following two years on increased capital delivery the Trust is delivering its
£33m capital programme to address underlying infrastructure as well as
taking opportunities to develop services into the community and improve
diagnostics access.

•

The project to de-steam the Royal Berkshire Hospital site has completed and
is delivering on our journey to net zero carbon as well as improved financial
performance, with 141 tonnes of carbon, 4,475m3 of water and £596k saved.

Operational Performance

2.21. 2021/22 has seen significant disruption to services across the Trust as a
result of Covid. The impact across both elective and non-elective service is
evident in the Trust performance against a range of access metrics:
•

Performance against ED 4-hour (95%) standard has dropped considerably
through Q1 and Q2 of 2021/22, partially driven by unprecedented levels of
demand through the department and partly as a result of infection control
processes in place as we continue to tackle a third wave of Covid. Whilst
performance against the standard had dipped to the lowest levels
recorded by the Trust in a number of years, this is comparable with local
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benchmark organisations which have recorded similar downward trends
and levels of performance. During Q3 the Trust has bucked the local trend
recording significant improvement against the standard, as a result of
work to improve SDEC services, establishment of the ED Minors Unit
(EDMU) and work undertaken with primary care partners in order to
understand the drivers of demand. Whilst attendance numbers have
remained high conversion to admission has remained low. This signals
that demand has been predominantly in Minors. Throughout the year the
Trust has recorded zero 12 hour (trolley) waits.
•

The 2021/22 elective programme has continued to be impacted as a result
of Covid. The elective waiting lists remain longer than pre-pandemic
levels, driving low performance attainment against the Referral to
Treatment (RTT – 92%) and Diagnostic Monitoring (DM01 – 99%)
standards. A programme of elective services recovery is well underway
and is seeing both local innovation and proactive action, as well as
collaboration across the ICS in order to seek system-wide improvement in
high-volume low-complexity services. The number of over 52-week RTT
pathways is expected to be approximately 3,000 by the end of the
financial year. However, the number of two-year waits is being kept to an
absolute minimum. Both referral and activity numbers have broadly
returned to pre-pandemic levels and the Trust has taken opportunity, both
locally and in collaboration with Independent Sector Providers (ISP) to
increase activity above 100% where possible. The Trust is taking a twopronged approach to reducing the over-all waiting list size and profile,
focusing on the treatment of the longest waits whilst also increasing
outpatient capacity in order to clear backlog and reduce the time to
assessment and decision making. This is felt to be the most effect
approach to managing risk within the waiting list and is driving the Trust
towards a sustainable recovery.

•

Performance against the Cancer waiting times standards has been less
impacted than other elective services throughout the pandemic, with two
of the most telling standards (31-day first definitive treatment and 28-day
faster diagnosis) largely being maintained throughout. Performance
against the 62-day standard has remained marginally below standard,
driven primarily by patient choice and in some cases, delays at the
beginning of the pathway which have typically followed seasonal trends.
The Two Week Wait standard has performed well, however this standard
is susceptible to factors that are typically beyond the Trust’s control. Gaps
in performance have typically been driven by periods of concentrated
spikes in demand, such as with dermatology during the summer months
and Breast following an awareness campaign

•

Through the latter part of the year, whilst the overall cancer patient
treatment list (PTL) size has remained relatively stable, the proportion of
pathways over 62 days has increased slightly. This is being monitored and
is expected to return to normal levels during Q4.

2.22. In 2022/23 the Trust will continue to balance the need to continue working
within a challenging environment and elective recovery.
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2.23. Within the ED pathway, the Trust will continue to implement and embed the
new A&E access standards. The BW ICP A&E Delivery board remain in place
and will commence work on 2022/23 winter planning.

2.24. Within the routine elective pathways, the focus will be to balance reducing the
backlog whilst bearing down on waiting times and optimising each stage of the
pathways. Work to develop a master waiting list and an enhanced referral and
triage process is well underway. This will provide a stable base to build from and
enable both traditional performance recovery but also the implementation of
improved processes and transformation opportunity.

2.25. Work within the cancer pathway will focus on maintaining stability in the
waiting list and good performance. This will be balanced against work, through
collaboration with others within the ICP, ICS and TVCA to work towards parity of
performance across the region.
Quality performance

2.26.

During 2021/22 the organisation strived to maintain the highest quality of
care possible during the pandemic. Clinical and operational practice continued to
be adapted to meet the needs of all patients.

2.27. Despite challenges of the pandemic in 2021, there were many triumphs and
successes in the Trust. Further to excellent and compassionate care delivered
every day the Trust made great strides in research and developed the use of
technology to save and better lives. Successes, as noted above, include:
•

The Trust, in the adoption of ground-breaking technology, became the only
hospital in the world trialling Augmented Reality (AR) Hololens technology to
target prostate cancer

•

The Trust was the first hospital in Thames Valley to use Artificial Intelligence
(AI) software in stroke diagnosis and in March 2021

•

The Trust celebrated two years of trail blazing AI in the Emergency
Department

•

The Trust is pioneering radiotherapy technology with the introduction of
SABR– Stereotactic Ablative Body Radiotherapy to pinpoint and treat
cancers far more precisely

•

The Trust was one of the first hospitals in the country to establish a Long
Covid Clinic which has seen more than 1,100 referrals and seen 700 patients

•

300 new jobs were created at the Lighthouse Laboratory in Bracknell Health
Space which is carrying out around 40,000 Covid tests a day

•

In a survey published in January 2022 by the Health Survey Journal covering
the period January – December 2021, the Trust was in the lowest 6% of
Trusts surveyed nationally for the rate of patients with hospital-acquired
Covid

•

The Point of Care Testing Centre was the first of its kind to start operating in
the country a year ago providing Covid tests for every Emergency
Department patient being admitted to hospital

•

The Trust’s virtual wards, which grew from the work developing the TICC-19
triage pathway have managed around 900 patients and there are now more
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than 70 patients being cared for on a virtual ward, some receiving the new
nMAB infusion treatment
•

The Radiology Department and Acute Stroke Units were presented
with University Department of Excellence Awards, joining Cardiology and ED
who already hold University Department status. The honour is in recognition
of excellence in clinical outcomes, collaborative research and development,
and staff professional development

•

The Research and Development team have played a key role in a range
of national projects over the last 12 months including R&D in clinical trials on
drugs to improve respiratory recovery from Covid

2.28. The Recruitment Team has on boarded 1127 new employees to the Trust
within the first nine months of 2021/22. 98 bank staff and 139 staff with an
honorary contract have also been engaged, giving a total of 1,364 new staff to
the Trust. Agency spend has significantly increased to meet the additional
requirements of Covid recovery. The Trust has to-date, in 2021/22, secured
£862,685 NHSE investment funding to support international and local
recruitment programmes for nursing and midwifery.
Financial performance

2.29. The Trust received a ‘GOOD’ Use of Resources rating, following a visit from
NHSE/I and CQC in summer 2019 and, whilst not inspected since, maintains a
‘Use of Resources’ rating of 1 on monthly NHSE/I reporting. The Trust has a
Reference Cost Index of 0.996, indicating that it is in line with the level of
efficiency seen in the NHS, despite the elevated estates costs.

2.30. Our financial performance, in common with most district general hospitals,
remains challenging. For 2021/22, the Trust is forecasting a breakeven financial
performance in line with plan.

2.31.

This position is largely due to the funding arrangements that was in place for
2021/22:

•

Costs have remained elevated during 2021/22, which represents the ongoing
response to Covid, increased volumes of ED attendance and the return to
higher levels of elective activity. Whilst ICU has been able to reduce costs
following the elevated capacity of 2020/21, it is still necessary to run a bed
base in excess of the pre-pandemic level.

•

Income has remained under a revised regime for 2021/22 based on block
payments and incentive payments to deliver elective activity. The allocations
were agreed with the ICS at the start of each half of the financial year and
funding was secured to a level that enabled a breakeven plan to be agreed.

2.32.

The Trust continues to work with Buckinghamshire Oxfordshire & Berkshire
West ICS colleagues at organisational and system level, on the required level of
run rate of costs going into financial year 2022/23 for the Trust and the ICS as a
whole, to ensure financial stability for the organisation.

2.33.

The Trust retains the strategic objective of a return to an underlying
breakeven financial position and is developing plans to deliver this in 2022/23.
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Key challenges for 2022/23

2.34.

As the Trust enters 2022/23, we are conscious of a number of internal and
external challenges. These include:
•

Responding to issues arising from Covid, including the spread of the
Omicron variant, preparation for any other potential variants, supporting
those with Long Covid and assisting with the continued roll out of Covid
vaccination campaigns and other new Covid therapies;

•

Recovering core service standards that have been impacted by the
pandemic and recovering our financial position:

•

Supporting our staff and volunteers in recovering from their experiences
during the pandemic;

•

The economic effects of the pandemic on both our local population and
finances;

•

On-going change in the commissioning arrangements in our ICS and the
impact this may have on the Berkshire West ICP;

•

The need to support the development of local neighbourhood teams and
primary care networks;

•

National shortages in clinical and associated professionals within the Trust
and our system partners; and

•

Advancing our participation in the New Hospital Programme to tackling our
aging and inflexible estate.

3. Priorities for the year ahead
ICP priorities for 2022/23

3.1. The establishment of statutory Integrated Care Systems (ICS) has a new start
date of 01 July 2022. With the Health and Care Bill, Integrated Care Boards
(ICB) will become NHS bodies.

3.2. Discussions are in place to discuss the priorities at a place level, informed by
ICS priorities as well as local interests. Figure 3 below outlines the current
proposed priorities and how as a Trust we will work in partnership with local
services and primary care to achieve them.
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Figure 3: ICP Priorities
Priority area

Proposed improvement

Multidisciplinary
team focused
on low-level
mental health
issues.

This programme will deliver multi-disciplinary teams including primary care, community
nursing and community mental health professionals and builds on existing work. The aim is
to include adult social care workers, occupational therapists, and physiotherapists and care
workers in the team. Patients under the care of an MDT will experience one point of
contact for the majority of their out of hospital care needs.

•

Primary care
workforce.

To support GPs and other staff to remain working in primary care and to increase
recruitment to a wider range of roles. This will enable practices to work with other
organisations to offer more joined up and planned services for people in care homes and
with complex needs and to support patients to stay healthy.

•

This improvement is aimed at ensuring:
• Patients with a minor illness or injury know which service to access and can
receive treatment within an appropriate timeframe for their condition.
• Patients with a more urgent need, but not requiring hospital-based services,
can be cared for and supported in their own home through community-based
teams.

•

Same day
urgent
demand.

RBFT Involvement

•

•

•
•

Support through our clinical and
therapist teams as needed. For
example, Elderly Care.
Trust Mental Health Care Lead will
be a member of the programme
steering group.
Director of Strategy and Trust’s
People and Change Partners will
be members of the working group.
The People Directorate and
Transformation Directorate will
provide workforce resource and
expertise.
Chief Operating Officer will be the
programme’s Executive sponsor.
Urgent Care will be engaged in
the programme and the Trust will
provide Transformation resources.
ED clinical and operational
leaders will provide the expertise,
given the significant impact on
urgent care provision.

.
Rapid
Community
Discharge.

Integrated
cardio-vascular
pathway and
service

Children’s
Mental Health
and Emotional
Health and
Well-Being

Health and Social Care Partners will work together to embed a “Discharge to Assess”
service across both Acute and Community hospitals ensuring:
•
Timely, appropriate discharge of all patients who no longer need to be in a
bed, maximising patient flow through Acute and Community Hospitals 7
days a week;
•
Assessments for short-term rehabilitation and decisions about options for
long term support including Continuing Healthcare (CHC)—if required—
are made outside the hospital setting; and
•
Optimal desired outcome achieved for individual patients which has been
discussed and agreed with them

•

Development of an Integrated end to end service which will aim to:
•
Sustain more proactive and responsive approaches to earlier detection;
•
Proactive care to supporting self-management and education;
•
Earlier management of deterioration and supporting care at/or closer to
home, for example, via adoption of virtual wards and increased multidisciplinary working; and
•
Responsive and integrated provision post discharge.

•

•
•
•

Tackling the waiting times in both specialist / core CAMHs;
Meeting the eating disorder waiting times for response to referrals; and
Mobilising a community home treatment offer 24/7 access standard for
crisis case.

•

•

•

•

Chief Operating Officer
programme will be the
programme’s Executive Sponsor.
Networked Care will be engaged
in the programme and the Trust
will provide hospital discharge
resources.
The Trust will have clinical and
operational insight given the
significant impact on patient flow,
particularly on discharge
pathways.
Cardiology team are providing
clinical and operational leadership.
Support from wider organisation
including strategy and
transformation teams.

Associate Director of Nursing for
Children and Young People will
support priority through their
membership of the programme’s
working group.

Trust wide priorities for 2022/23

3.3. The strategic priorities laid out in Vision 2025 and the progress we have made as
an organisation over the past few years against these priorities provide a strong
platform on which we are looking to build on in 2022/23 for the benefit of our
patients, staff and community.
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3.4. The Executive team has spent time on the work we need to deliver in 2022/23 to
achieve our ambitions. These programmes will be the focus of our leadership
team and we will update the Board regularly on our progress.
Highest quality care:
By 2025, we want to be recognised as one of the safest hospitals in the NHS,
delivering national targets and always learning and improving. Our goals in
2022/23 are:
•

Recover from the pandemic, including quality, safety and constitutional
standards

•

Enhance safety culture through the extension of clinical outcome reporting

•

Look to enhance flow through the system to ensure that people can
receive the level of support they need, with ready and timely access to
Trust resources

•

Improve our elective productivity through a range of initiatives

Invest in our people and live out our values:
By 2025, we want RBFT to be the best place in the NHS to work and to train. Our
goals for 2022/23 are:
•

Actively support our staff to maintain their health and wellbeing including
through the provision of psychological support, vaccination and testing

•

We will refresh our People Strategy in the second quarter of 2022/23 and
develop system and local People Plans

•

‘Lock in’ learning and transformation including flexible, remote and smart
working and new ways of working

•

Embed talent development pathways and publish our education strategy

•

Enhance the Trust approach to delivery and inclusion

•

We will embed a single e-rostering system for medical staff by June 2022

Drive the development of integrated care:
By 2025, we want to have supported our community to make tangible progress
on a range of health and wellbeing issues. Our goals in 2022/23 are:
•

To work more closely and engage more frequently with PCN colleagues
to improve collaborative working at neighbourhood and place level

•

Play an active role in shaping and supporting changes to local
commissioning arrangements in Berkshire West and our ICS

•

Identify the drivers of health inequality in our community and work with
our partners to reduce their impact

•

Enhance our collaboration with the University of Reading on research,
education and innovation, building on the transition from Joint Academic
Board to Health Innovation Partnership

Cultivate transformation and innovation:
By 2025, we want to be recognised as a leader in encouraging the development
and adoption of advancements in medical practice, technology enhancing
outcomes and experience for our patients and staff. In 2022/23 our goals are to:
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•

Strengthen our capacity to improve services through an extension of
continuous quality improvement capability within the Trust

•

Mature our ability to generate insights through informatics and research to
support clinical decision-making and operational performance

•

Adopt innovative solutions to improve our care, such as in the
perioperative pathway

•

Continue to build the Trust’s digital capability in ways that enhances the
user experience for patients and staff

Achieve financial sustainability:
By 2025, we want to be in a strong financial position, generating surpluses for
investment into our services and our community. In 2022/23 our goals are to:
•

Deliver a breakeven financial outcome

•

Invest £28m of capital into areas such as infrastructure, digital and
equipment

•

Grow our commercial income

•

Deliver efficiency savings through our cost improvement programme

•

Set out our approach to delivering against the net zero targets set out in
the Greener NHS plan1

•

Advance our case through the New Hospitals Programme

Improvement and Transformation

3.5. We are committed to fostering a culture of continuous quality improvement that
builds on the agility, innovation and transformation shown by our staff during the
pandemic. We will enable and equip staff in every area of the Trust to manage
and improve the quality of care to patients and deliver patient experiences and
outcomes that are “outstanding every day, everywhere”. We will use simple
processes that can be built into everyone’s working day so staff can drive small
improvements to quality and cost that collectively make a large difference.

3.6. Building on the agility, innovation and transformation developed and shown by all
Trust staff in response to the pandemic, we have started to implement our RBFT
approach to Continuous Quality Improvement. The aim of the work is to deploy
the strategy into every area of the Trust, making it transparent and easy for all of
our staff to manage and improve the quality of care to patients, to drive patient
experiences and outcomes that are “outstanding every day, everywhere”. Using
simple processes, built into everyone’s working day, we aim to enable our staff

1

The NHS aims to be the world’s first net zero national health service and has set the following targets:
•

For the emissions controlled directly (the NHS Carbon Footprint), the NHS will reach net zero by 2040,
with an ambition to reach an 80% reduction by 2028 to 2032;

•

For the emissions that can be influenced (our NHS Carbon Footprint Plus), the NHS will reach net zero
by 2045, with an ambition to reach an 80% reduction by 2036 to 2039

The Trust will set out our approach to deliver against these targets and will incorporate specific associated
targets into the refresh of the Trust Strategy and each of the supporting strategies over the coming year.
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to drive small improvements to quality and cost that make a collectively large
difference to our community.

3.7. For issues requiring a more concentrated focus, we will continue to implement a
standardised approach to rapid evidence-based improvements for staff and
patients. These events focus on internal process improvement, working with
multi-disciplinary teams to understand the root cause of issues, removing
barriers to improvement and measuring the impact of interventions made both on
a proactive and reactive basis. Our 2022/23 programme is continually reviewed
and initially is likely to include supporting specific elements of elective recovery
and diagnostic improvement. The elective recovery work will focus on outpatient
processes and utilisation and cancer pathway recovery. There will also be a
focus on the implementation of innovative clinical procedures which can be
undertaken in an outpatient setting, releasing capacity in theatres and, providing
an enhanced patient experience. The aim is that these events are both proactive
and reactive, and hence the programme of RIEs is subject to change to ensure
the organisation gets the greatest value from this resource.

3.8. Building from the longer-term actions identified in RIEs in ED and patient flow
and ensuring the delivery of Vision 2025, the Trust has a number of Trust wide
step-change transformation programmes in 2022/23:
•

Working with teams to optimise the use of data to improve our data quality
and systems supporting staff with easy access to the information they need
to make informed and timely decisions about patient care. Work will
continue with system partners to smooth pathways for patients and reduce
delays

•

Continuing to transform the ways in which we provide care to patients
through the extension of the ‘Same Day Emergency Care’ and the ‘Virtual
Hospital’ models across more patient pathways

•

Working with community and public health partners to deliver care closer to
home, proactive preventative care and improve our awareness and our
ability to address health inequalities in our community, including working
with the ICS to implement Core20plus5. This will include embedding a focus
on health inequalities into the governance structures of the Trust and
working with patient groups to co-design improvements to patient pathways
to reduce health inequalities

•

Working with our ICS partners and Milton Keynes to implement the Richard
Review and establish a Diagnostic Imaging Network and Community
Discharge Hubs

3.9. In addition to Trust wide programmes there are a number of service
development schemes that have evolved from the 2022/23 business planning
process, demand and capacity modelling completed in 2019/20, benchmarking
analysis (sources such as Getting It Right First Time, Dr Foster and NHS
Benchmarking Network) and clinical service developments. A number of
schemes have been identified that will benefit from dedicated transformation
support and focus in 2022/23 which currently include:
•

Therapies Transformation Programme

•

Support with the delivery of a new endoscopy decontamination unit
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•

Redesign of the transition pathway for paediatrics patients moving into adult
services

•

Implementation of hybrid working and the Estates Utilisation Review to
prioritise and rationalise space, maximising the availability of operationally
valuable space for delivery of clinical services, reducing the estate related
cost drivers whilst also informing future space demands

3.10. The final area of Trust activity is the large-scale transformational change
programmes which are span multiple years and provide a step-change in
service delivery or provide new services to meet emerging patient needs and
the developing role of the Trust in the community. These will include
programmes in the following areas:
•

Progressing the Outline Business Case for Building Berkshire Together;

•

Delivering the Trust’s net zero carbon objectives aligned to the Green
Plan (due to be published in February); and

•

Embedding and optimising benefits from the implementation of our 20192021 Digital Hospital programme and commencing out 2022-2025
programme

Approach to developing efficiency programmes

3.11. The Trust is seeking to move away from the historic mechanism of QIPP as a
way to balance the budget. For 2022/23 the Trust will agree a budget value for
each area within which to manage its services. This will require a reduction in the
current run rate of expenditure. The improvement programmes set out above will
support this.

3.12. The Trust actively engages with benchmarking, in particular GIRFT and
Model Hospital to identify opportunities for reductions in run rates in
specialities/departments that are outlying compared to similar trusts. However,
as a maturing organisation, we understand that sometimes there is a need to
improve the data and that on some issues where we are prioritising
improvement, it may be necessary to spend more than other Trusts for a period
of time to ensure our services provide excellent quality of care sustainably. This
is relevant, for example, in the case of our Digital Hospital upgrade.
QIA assurance for cost improvement programmes

3.13. Quality Impact Assessments (QIA) are completed for all efficiency savings
projects, by the project lead or quality improvement lead, supported by the
Transformation lead. When a programme or project is created, the QIA is
completed by the programme lead and signed off by the Executive lead. Service
developments are also Quality Impact Assessed as part of investment decisions
to ensure that the Trust is agreeing funding for those developments that have the
greatest positive quality impact. The escalated QIAs are discussed by the Chief
Medical Officer and Chief Nursing Officer and they decide whether to proceed
with mitigations or not to proceed if the quality impact is too great.

3.14. There is a clear process and governance structure for Quality Impact
Assessments for all cost improvement projects in place, which comes through
the Care Group Boards or Operational Management team monthly. The Quality
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Committee reviews the QIAs for cost improvement projects and post-project
QIAs are used to communicate lessons learnt to the Senior Management Team.
Quality priorities for 2022/23
Ensuring safety and quality of care for every patient is the Trust’s top
priority. We strive to be one of the safest and most caring NHS organisations in
the country. The Trust’s Quality Strategy (2018-2023) provides the framework for
ensuring that ‘quality’ remains at the heart of the Trust’s organisational culture
and contains the detail of the quality improvement work programmes taking
place across the Trust to meet its ambitious aims.

3.15.

3.16.

Due to the ongoing impact of Covid, the Trust agreed that the quality priorities
for 2021/22 would be extended into 2022/23. The quality priorities were
developed through:
• Review of progress against the Quality Strategy aims and previous year’s
quality priorities
• Analysis of themes arising from internal quality indicators (complaints,
incidents, clinical audits, mortality reviews, outcomes data)
• Patient engagement
• Staff engagement

• Key stakeholder engagement – seeking the views of our governors,
regulators, Healthwatch and other community partners.

3.17.

As a result, the Trust is confident that the priorities selected are those, which
are meaningful and important to our community. The Quality Priorities have been
agreed as:

Patient Safety:
• To strengthen the learning from deaths and incident review processes across
the Trust.
• To improve recognition and management of the deteriorating patient.
Clinical Effectiveness
• To improve the care pathway and treatment of patients with sepsis and
neutropenic sepsis.
• To reduce hospital acquired pneumonia.
Patient Experience
• To implement the “Compassionate Companions” volunteer programme.
• To implement the “Treat me well” campaign to support patients with learning
disabilities in hospital.

3.18. To support the NHS achieve its recovery priorities, CQUIN (Commissioning
for Quality and Innovation) is being reintroduced from 2022/23. The Trust’s
ambition is to deliver all national agreed CQUINS.

Infection Prevention and Control

3.19. Every year the Infection Prevention and Control Team (IP&T) prepares an
annual programme of work which is monitored by the IP&C Committee. The
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main purpose of this programme is to ensure that a culture of continual
improvement is maintained and to reduce avoidable harm from infection. The
objectives of this action plan follow the Trust Strategy and Values, the Hygiene
Code, NICE Quality Standards QS61 (Infection Prevention and Control) and
QS113 (Healthcare associated infections, HCAI) and related guidance.

3.20. HCAI is a key priority. A zero tolerance approach is taken to methicillin
resistant staphylococcus aureus (MRSA), blood stream infection (BSI) and
Clostridium difficile. Our goal is to have no preventable infections.

3.21. The Trust will quantify its success in this by:
•

Aiming for the annual number of hospital acquired MRSA bacteraemia
cases to be 0.

•

Reducing hospital acquired infections related to Clostridium Difficile (c.diff)
to be no more than 55 cases in the next year.

•

Reduction of avoidable hospital acquired Escherichia coli bloodstream
infections

3.22. The achievement against this plan will be reported monthly to the
Infection Prevention and Control Committee which reports to the Quality
Assurance and Learning Committee (QALC). QALC reports to the Quality
Committee which is a sub Board committee.
Our approach to tracking progress on our priorities:
Progress against the aims set out in the Trust’s Quality Strategy are
monitored on a 6-monthly basis by the Trust Quality Committee (a subcommittee of the Board) chaired by a non-executive director. The specific quality
priorities for 2022/23 are monitored on a bi-monthly basis through the Quality
Assurance and Learning Committee, chaired by the Chief Nurse / Chief Medical
Officer. This in turn reports up to the Quality Committee. This allows appropriate
scrutiny against the progress being made with these quality improvement
initiatives, and also provides an opportunity for the escalation of issues.

3.23.

3.24.

Progress against the delivery of Vision 2025 has previously been monitored
against a framework on a quarterly basis shared through EMC with the Board.
However, this has not been taking place during the pandemic. In light of the
experience over several reporting periods, we are currently reviewing the format
for reporting and are also looking to confirm a number of ‘True North’ metrics to
monitor progress against. Structures are being established to support continuous
quality improvement and the establishment of an operational management
system will provide an opportunity to update the Executive on progress being
made across our priorities.
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4. Activity and Finance
Activity

4.1. It can be difficult to predict the healthcare needs of our local population. In
2019/20, we experienced significant increases in Outpatient attendances
(+1.7%), elective admissions (4.0%), emergency attendances (7.4%) and nonelective admissions (+3.2%).

4.2. In 2020/21, even larger swings in our activity base occurred as a result of Covid
and national guidelines that were intended to minimise elective activity for
periods of the financial year, leading to reductions in elective inpatient activity (by
45%), day case activity (by 15%) and outpatient activity (by 27%). Conversely, at
times our critical care activity was 200% higher than normal and our delivery of
virtual outpatient activity increased by 190%.

4.3. In 2021/22 elective activity recovered as a result of the Trust recovery plans in
conjunction with the national Elective Recovery fund. Elective inpatient activity
recovered to be (13%) below 2019/20 levels, day case (4%) below 2019/20
activity levels and outpatient (including OPPROCs & NFTF) +8% up against
2019/20 levels.

4.4. To develop our plan for 2022/23, our clinical and operational teams have
reviewed their expectations of growth in demand in financial year 2022/23, with
the expectation that referrals and activity must return to at least 2019/20 activity
levels plus demand growth and that core funding for the year will support this
level of activity.

4.5. In addition to this, the Trust will continue to actively participate in the system
wide programme to reduce the backlog of elective referrals that has arisen
during the pandemic. At present NHSE/I has not finalised its funding regime.
However, there is an expectation that the elective activity will recover to 104% of
2019/20 levels and circa £52m is included within BOB ICS 2022/23 allocation for
this. As BOB ICS plans develop, we will provide details of the impact on our
activity and financial plans.
Figure 4.1: 2022/23 Activity Growth Assumptions above 2019/20
Type

Growth
%

Activity
change

Expected
activity
22/23

Emergency Department Attendance (A&E)

8.7%

12,169

152,232

Face to Face Outpatient Attendances (excl
OPPROcs)

(1.3)%

(5,831)

455,317

Non face to face outpatient “attendances”

282.5%

92,800

125,646

OPPROcs

(14.9)%

(19,741)

112,852

Non-Elective Activity (incl Obstetrics – NELNE)

(1.9)%

(1,191)

61,696

Elective Activity (incl Daycase)

1.6%

779

49,229
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4.6. In setting the draft 2022/23 activity plan, the Trust is working with BOB ICS
partner organisations, following an agreed process to ensure alignment and
affordability. There is the expectation that 2022/23 activity levels will return to
2019/20 levels + demand growth. It is also expected that changes in setting of
healthcare provision that have been accelerated as a result of the pandemic
(notably increased non face to face outpatient appointments and a shift towards
day-case procedures) will continue where appropriate.

4.7. Further demand management work streams continue to progress at local and
ICP level continue and there is ongoing work, at Trust and ICS level to identify
the levels of activity required to be undertaken to recover waiting lists that have
arisen during the pandemic.
Capacity to deliver the activity trajectory

4.8. Work has continued through 2021/22 to understand demand and capacity across
the BOB ICS, focusing on where load balancing of work and targeted
intervention can have the greatest impact on recovery.

4.9. RBFT has identified a number of pinch points: Ophthalmology, Gastroenterology
and ENT. We are seeking to make investments in new ways of working and
developing capacity.

4.10. Where there is a misalignment between the timing of demand and capacity,
the Trust has, where required, utilised the local independent sector. Through the
pandemic the Trust benefited hugely from collaboration with our local
independent hospitals, and we expect that we will continue to work in partnership
to support the recovery of elective waiting time standards throughout 2022/23.
Expected operational performance

4.11. The Trust expects to exceed 2019/20 levels of elective activity by the end of
the first quarter of 2022/23 and has plans to increase activity further, in line with
the national ask from NHSE. The Trust is awaiting further guidance on the
funding arrangement in order to support this work.

4.12. Recovery of constitutional standards in elective care will require considerable
efforts by all our teams and our partners in the independent sector and is subject
to the additional funding recently announced by government. Even with these
critical enablers in place it is likely that recovery of pre pandemic elective
standards will extend beyond 2023, but the Trust is confident of hitting the
expected milestones announced in NHS England’s elective recovery
programme.

4.13. Through the pandemic, the Trust sought to prioritise and protect our cancer
services. As a result, we are expecting to be able to deliver the core cancer
standards for 2022/23.

4.14. 2022/23 will see the continued partnership working with primary care in order
to understand and modify urgent and emergency care demand drivers.
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Winter plans

4.15. The BW ICP A&E Delivery Board is in place to continue to monitor, evaluate
and seek to improve services and support winter planning arrangements. Winter
resilience planning for 2022/23 will be based off an evaluation of the 2021/22
plan, noting the special circumstances that have been present during to the
pandemic, as well as the new capacity that has come with the development of
111 and will look to adopt key principles, such as to:
•

Providing safe, quality care for patients aiming to reduce multiple moves in
patient pathways and maintaining privacy and dignity;

•

Streaming as many patients as possible across front door locations to same
day emergency care services;

•

Treating patients in short stay facilities wherever safe to do so;

•

Robust approach to targeting all delays in patient pathways across the
system;

•

Supporting staff at times of pressure;

•

Communication and escalation with system partners as necessary to support
system flow;

4.16. NHS England’s operating guidance for 2022/23 prioritises the reduction of
admissions from the Emergency Department (ED). The Trust is tackling the
waiting times and admissions in ED with two pathways, that are nationally being
rolled out:
•

Same day emergency care (SDEC) is one of the ways the NHS is working to
provide the right care, in the right place, at the right time for patients. It aims
to benefit both patients and the healthcare system by reducing waiting times
and hospital admissions, where appropriate. In line with the NHS guidance
RBFT committed and adopted a SDEC model for medicine since July 2021.
The main objectives of SDEC are to treat more complex patients on the
same day; reduce the number of admissions into hospital and to improve the
overall flow throughout the hospital.

•

The RBFT’s ‘Triage into the Community for COVID-19’ (TICC-19) service
supports the management of patients virtually in their homes with personal
monitoring equipment and daily virtual consultations. This service has
supported patients at the beginning of the pandemic, subsequent waves and
will do throughout the winter periods. This service has developed into a
Virtual Hospital Services (VHS) directorate, with a focus to seek alternatives
to admission and provide early supported discharge. The VHS will work with
other established services and link with admission alternatives, which
include SDEC service and the Ambulatory Emergency Care Unit (AECU) to
maximise the potential of non-bedded care. The VHS is developing to
increase its daily caseload to 121 patients by October 2022 and to 250
patients by October 2023.

4.17. Critical to this year’s plan will be continuing to progress the improvement
opportunities identified in the Berkshire West Urgent Care Strategy, of which
progressing a revised approach to the use of sub-acute bed capacity in the
system is of primary importance to delivering the 92% occupancy standard for
the year.
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Revenue budget for 2022/23

4.18. The Trust is seeking to deliver a breakeven budget (exclusive of charitable
donations) for 2022/23. By agreeing this budget, the Trust will be able to deliver a
capital plan of £28m and protect its cash reserves. Delivering on the budget will
be significantly challenging and will require us to deliver on full extent of our local
and regional transformation plans for the year as set out in section 3.

4.19. BOB ICS has received draft funding allocations for 2022/23, consequently we
have not yet reached agreement on the contractual income level for 2022/23.

4.20. In order to deliver the activity above and deliver on our financial plan for the
year we anticipate that the Trust will need to secure a total of £546m of income
from a combination of NHS and non-NHS sources.

4.21. The financial regime for 2022/23 will be similar to 2021/22 where ICSs
receive allocations containing a block element supplemented by Covid, elective
recovery and growth.
Estates costs

4.22. The Trust has built in the continuing costs of occupying the ageing estate and
infrastructure, ranging from infection control and fragility of power supply to
wards and theatres to the requirement to improve the robustness of sewerage
systems. There are increasing running costs, services and maintenance required
to manage and respond to these risks.

4.23. As part of the Strategic outline case development the Trust undertook a
refreshed estate/asset review, based on a 6-facet survey approach and overlaid
with detailed surveys and knowledge of the RBH infrastructure. As a result, the
reported backlog maintenance figures in the annual Estates Return Information
Collection (ERIC) saw a notable increase over previous years. The Trust’s
approach has been validated by the NHSE/I estates team, this included the risk
ownership and management approach at Board level, wider than estates. The
Trust will continue to work with the national team, as well as BOB ICS regarding
the approach, funding and capital departmental expenditure limit constraints.

4.24. The Covid pandemic and the environmental constraints such as insufficient
single rooms and ventilation/air exchanges has created additional concern and
risk that clinical and estates teams are managing on a daily basis.

4.25. The estate related challenges that the Trust faces have been recognised and
the estate redevelopment has been included within the Health Infrastructure Plan
(HIP2) with investment provided to develop the plans and the Strategic Outline
Case. Over the coming year the Trust intends to progress its plans to redevelop
the Royal Berkshire Hospital to Outline Business Case stage and continue to
work closely with the national New Hospital Programme team in progressing the
case.

4.26. As referenced in section 3 the Trust has launched a multi-year programme
related to utilisation and costs of all aspects of the Trust estate. The Model
Hospital benchmark information related to cost and utilisation is helpful to inform
and shape this work, as is the joint work the BOB ICS Estates group is
developing in this area.
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4.27. A number of key outsourced services are due for review. These include hard
facilities management services at RBH and Bracknell sites, soft facilities
management services at Bracknell, security services at RBH site and retail
services at RBH and Bracknell sites.

4.28. There are several issues relating to the current hard facilities management
model which impact the operations of the Trust. In response the Board have
agreed to a implementing an improved in-house estates management team,
supported by an insourced helpdesk function and a number of bundled service
contracts.

4.29. An increase to energy costs is expected in 2022/23. We anticipate a 30%
increase for gas and a 20% electrical price increase. Energy is procured through
Crown Commercial Services framework agreement and RBFT cannot influence
the price of energy, but can control consumption to reduce costs. Capital
investment to enable monitoring and control of energy consumption is required.

4.30. All decisions relating to clinical/administrative and support services’
relocation/modification requires capital investment in the built environment and
services, as enablers.
Sale of assets/non recurrent financial items

4.31. At the present time there are no planned/identified disposals of assets
available to improve the financial position in 2022/23.
Cash and Capital for 2022/23

4.32. The development of the operating budget for 2022/23 directly informs the
level of available cash to cover operating expenses and consequently for
investment in capital. At breakeven in 2022/23 cash is generated to deliver a
£22m programme of capital investment in 2022/23. In order to address some of
the backlog of estate maintenance the Trust is developing its plans to utilise £6m
of cash reserves to increase this programme to £28m. This would represent a
three-year programme between 2019/20 and 2022/23 in excess of £150m.
Figure 4: 2021/22 to 2022/23 cash bridge
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Procurement

4.33. The Trust Procurement and Logistics department has continued to make
significant improvements, with changes to governance, contract management,
supply chain management and by aligning our objectives to major national
transformation programmes. Furthermore, our presence in the regional and
national procurement arena has grown significantly, reinforcing our commitment
to collaboration and partnership working. Our major objectives for 2022/2023 will
centre on governance, data, sustainability, social value and continuous
improvement.

4.34. During 2020/2021 and 2021/2022 the department’s primary focus was to
adapt and implement major changes to supply and distribution in the fight
against Covid. Faced against unprecedented pressures from global shortages,
the department ensured supply of Personal Protective Equipment (PPE) and
critical care supplies through departmental supply redesign, burn rate
calculators, advisory roles and collaboration / mutual aid arrangements with BOB
ICS partners. The BOB ICS were one of the first systems to create a supply
warehouse to minimise supply-chain risks that could have seriously affected
service delivery and patient care. During this time, the Procurement Department
also delivered c£64m of capital supply.

4.35. In line with national procurement changes, improvement and transformation,

the Trust sits on NHSE/I’s Target Operating Model for Procurement advisory
boards namely People, Skills and Development and Talent. This falls in-line with
our internal departmental focus of recognising talent and developing the next
generation of NHS Procurement and Logistics professionals. The Head of
Department has recently been appointed as Deputy Chief Officer for the Health
Care Supply Association (HCSA), a charitable organisation which represents
NHS Procurement and Logistics. Our exposure and alignment of our objectives
with the HCSA’s, will be a great opportunity for the Trust to support and drive
positive change within NHS Procurement.

4.36. NHSE/I had paused both the Model Hospital and Procurement Accreditation
programmes to support Covid demands. In May 2022, Model Hospital will
commence and that will include improvements to how metrics are analysed and
reported across the NHS. A change to Procurement Accreditation was set out
last year: the BOB ICS currently holds a Level 1 NHS procurement accreditation
collectively, will be working towards Level 2 NHSI Procurement accreditation
over the next 18 months and will aim to achieve Level 3 by December
2023/2024.

4.37. The Trust is committed to continuously improving and delivering best in class
supply chain and contract management and governance, as seen with the
implementation of a new source to contract system, provided by DHSC. Our
focus continues by way of providing assurance to our stakeholders and
community, that through our diligent approach to spend, contract, supply and
market analysis we deliver value for money. New reports such as Single Tender
Waiver (STW) reports is one example of how we better manage sourcing across
the Trust. RBFT has just 1% of STW usage against addressable non-pay spend.

4.38. The department continues to utilise tools and applications to provide accurate
analysis and evaluation of spend and of our supply chain, all of which provide
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powerful data to support sourcing and contractual decisions. Applications such
as Advise Inc., NHI’s spend and comparison tool kit, Atemis are all now
embedded into everyday working across the department. These tools are
integral to support ongoing challenges NHS Procurement departments are facing
today. To give context on the importance of applications to enable effective
procurement, our contract management system (CMS) now contains over 200
contracts representing a total value of £336m.

4.39. Covid demands, EU Exit, and major supply chain market financial /
inflationary pressures will be the forefront of activity for the next financial year.
Considering the pressure faced these past two years, the department has
forecasted to deliver £2.4m of CIP against an H2 2021/22 re-forecast of £2.03m
verses an original forecast of £1.27m. Our CIP target for 2022/23 has been set
£2.4m with a stretch target of £2.7m.

4.40. Key areas the department that will be at the forefront of all Procurement
activity throughout 2022/23 and beyond, will be how we support and embed
change critical change in our supply chain. This includes introducing social value
and sustainability into our process, assessing where we can reduce our next
zero carbon footprint and supporting local economy and the community.

4.41. As part of our departmental continuous improvement, we have identified an
opportunity to transform our Logistics Service to more effectively and efficiently
manage distribution of supplies across the Trust. We are in the process of
scoping a ‘to be’ model and benefits, but one of our primary objectives to future
proof how we manage stock and free up clinical time.

4.42. The department original re-structure approved in 2020/2021 is now complete
and set to recruit a further two procurement team members to meet increase in
demand across our revenue and capital spend. As of April 2022, the Ingenica /
Atticus support team will be moving across into the Procurement and Logistics
Department. An alignment that will support the required transformation of
distribution team.
System Working

4.43. The Trust is working with BOB ICS partners across a range of areas including
finance and workforce planning, elective recovery and urgent and emergency
care. Increasing links are being made across all areas of RBFT operations and
corporate services to understand where collaboration will deliver benefits to our
patients and taxpayers.

4.44. In particular, the Trust is working closely with the two other acute trusts in
BOB ICS to consider a move to a formal provider collaborative around elective
care with the opportunity to expand into other areas. This provider collaborative
could take on delegation and accountability for delivery and improvement of
categories of care from BOB ICS.

4.45. This is further building on the collaborative work that has taken place over
recent years at Berkshire West. The Trust is contributing to a revised set of
improvement programmes to deliver more integrated, sustainable care for our
local residents working closely with health and care partners.
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5. Enablers
Workforce

5.1.

Providing high quality healthcare services is reliant on a highly skilled and
motivated workforce. Our priority for 2022/23 is the ongoing development of our
culture and employment offer that ensures we can recruit, support, motivate,
develop and recognise our people.

5.2.

Our People Strategy, the Trust’s Clinical Services Strategy, Vision 2025 and
the ongoing development of the people agenda within BOB ICS, informs our
operational workforce plans.

5.3.

We will continue to maintain a strong focus on protecting and supporting our
staff’s wellbeing throughout the year as we address the dual challenge of
recovering our services while facing continued pressures on staffing levels and
the increased level of fatigue this entails. Prioritising staff health, wellbeing,
recognition and inclusion will play a crucial role in retaining our staff and
minimising turnover.

Key Workforce Programmes 2021/22

5.4.

The Trust has identified a number of key programmes for 2022/23 as set out in
the in Figure 5.

Figure 5: Key Workforce Programmes for 2022/23.
Theme
Attracting, Staying,
Thriving

Your Development
Supporting your Health

•
•
•
•
•
•
•
•

Everyone Matters

Your Future Workplace

•
•
•
•
•
•
•

Key Workforce Programmes
International Recruitment
Recruitment overhaul driving Inclusion
Staff Recognition Programmes
Hybrid Working
The RBFT Leadership Way – development and delivery
Integrated Education Strategy
Deliver our dedicated Health and Wellbeing Centre and
enhanced Psychological Support provisions
Ongoing Covid management and support
Inclusive talent management, succession planning and
leadership development across the whole Trust
Anchor Institution Ambition
Civility Culture and Just Culture resolution
E-rostering system for Medical Staff
Change Management Capacity
System wide shared Temporary Workforce
Integrated workforce, service and activity planning

Digital

5.5.

The Long-Term Plan (LTP) suggests that ‘Technology will play a central role in
realising the LTP, helping clinicians use the full range of their skills, reducing
bureaucracy, stimulating research and enabling service transformation.’

5.6.

Working in collaboration with Berkshire East CCGs and the Frimley Health and
Social Care ICS, the Berkshire West system has led the way in the provision of
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integrated digital platforms, which enable the sharing of information across
health and social care organisational boundaries. As well as combining
information held in different IT systems across the county, the shared record
allows care professionals to manage care plans, creating co-ordinated multiagency care for individual patients, and enables new ways of delivering
services.

5.7.

The Trust aims to deliver digital solutions, which increase convenience and
choice for clinicians and patients whilst being easy to use and navigate. This
will ensure increased adoption of digitally enabled care and transform the way
patients engage with services, support joined up care and improvements to
quality whilst also providing efficiency and improved health outcomes for the
population.

5.8.

The Trust has successfully delivered phase 1 and phase 2 of the digital
hospital programme, which has enabled most areas of the Trust to become
paperless, or paper-light for recording and viewing clinical information.
Additionally, to clinical noting the introduction of e-prescribing not only supports
the drive to paper-free working but enhances the safety and auditability of
clinical events.

5.9.

However, whilst progress has been made, the Trust still has a number of outdated platforms and devices and there will be challenges with the introduction
of interfaced/integrated medical equipment. Furthermore, issues with licensing
income models could see revenue cost pressures.

5.10. The priorities for 2022/23 are:
•

Continue with the EPR optimisation and usability stream of work;

•

Deliver an infrastructure upgrade programme including improved cyber
security, and management and Windows 10;

•

Scope the third phase of the Digital Hospital programme;

•

Support service improvements enabled by Digital such as outpatients and
Think 111;

•

Provide improved, holistic support for specialist clinical areas including
supplier and contract management;

•

Work in research and innovation, AI, Robotic Process Automation and
imaging;

•

Work closely with the Estates team to ensure future proof technology and
maximise the benefits of technology in the development of the new hospital;
and

•

Provide patients and staff with tools and systems that enable new models of
working, leading both to better outcomes and a reduction in overall Trust
spend.

5.11. IM&T will work with the Strategy, Transformation and Partnerships to seek
commercial opportunities including progressing and gaining benefits in research
and innovation including harnessing Artificial Intelligence. As part of the estates
master planning process, the Trust will work on future proofing technology
access.
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5.12. The Trust works with BOB ICS and BW ICP to identify areas of synergy that can
lead to savings as well as working with other Cerner Chief Information Officers to
evaluate potential areas for mutual benefit.

Estate
5.13. The RBFT estate is a patchwork of bespoke buildings built in a range of
different eras across multiple sites. While several of our buildings are relatively
new and in reasonable condition, much of the estate is over 35 years old, no
longer fit for purpose, and cannot be effectively redesigned for the provision of
efficient health services in the 21st century providing the best possible patient
and staff experience. The current performance of our estate has been
evaluated against a number of assessments including a six-facet survey, ERIC
data, Model Hospital, and PLACE data. Whilst performance is good in several
areas these highlight a number of constraints with the current estate which
must be addressed if the Trust is going to continue to provide high quality care
and improve services for patients, staff and visitors and be able to efficiently
respond to changing service demands in a cost-effective manner.

5.14. Some of the physical infrastructure at the Trust, and at RBH in particular, is no
longer fit to sustain services for the future and the deteriorating estate poses
risks in delivering safe and sustainable clinical services the population we
serve. Issues include:
•

Clinical risks to patients, ranging from infection control to concerns over the
fragility of power supply to wards and theatres and the robustness of
sewerage systems

•

Operational challenges, including an ED department which will still be
significantly undersized for the attendances, undersized ICU, occupancy
rates frequently exceeding 100%, and poor clinical adjacencies

•

Financial inefficiencies, including high maintenance and other estates
running costs and work around and year on year increase to revenue costs
due to an increasing age of the estate and associated backlog
maintenance

•

Much of the current estate is not an attractive place to work and training
and education facilities are not in keeping with modern requirements

•

Areas of the estate that have had to be closed off or vacated due to
dilapidation, such as East Wing and South Block Annex

•

Fire safety issues, such as compartmentation and fire safety devices have
increased significantly due to the age of the estates, to the extent that
special measures are now being put in place which have doubled estates
annual revenue and capital investment costs

•

There is an increasing pressure on available parking spaces for both staff
and visitors

5.15. In addition, Reading, the wider Thames Valley and M4 Corridor are
experiencing substantial economic development and population growth, with
significant housing developments planned across Berkshire.
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5.16. In 2020/21, the Trust developed and submitted its Strategic Outline Case for
the proposed development of a new hospital to the Treasury. Discussions are
ongoing around progression to the Outline Business Case phase.

5.17. Benefits are expected to include:
•

A significant improvement in patient flow and experience, including
developing a modern ‘right sized’ ED space that enables GP streaming,
enhanced clinical adjacencies and improved patient flow

•

An increase (over and above the baseline) in efficiency and productivity to
reduce costs through modern and well-maintained facilities, digitally enabled
and fully integrated health services

•

The development of a sustainable workforce through delivery of a clinically
excellent model of care which promotes education and research as well as
improving the working environment for staff

•

New revenue streams, to be assessed during the development of the
business case, through attracting research and teaching investment to the
system

•

An opportunity to reduce our environmental impact and promote sustainability

Building Berkshire Together

5.18. In 2019 we were placed on the New Hospital Programme (NHP) in cohort 4.
This means we are scheduled for construction in 2025/26. We submitted our
Strategic Outline Case (SOC) in December 2020 which outlined 3 viable option
to take forward to the Outline Business Case (OBC) stage. Two options were
for an onsite redevelopment and one, a complete new build on a different site.

5.19. Since then the NHP team have been reviewing progress in earlier cohorts and
assessing the impact particularly on cost of the pandemic, EU exit and other
factors influencing escalating construction costs on a reduced public purse.
This has resulted in a hold on our progress in the business case process.
However, we have continued to progress a number of enabling activities to
place us in a good position to progress when the NHP programme is approved,
progressing to the next stage.

5.20. In Dec 2021 we produced a SOC addendum for the NHP outlining the
enormous amount of work we have continued to progress such as:
•

Reviewing our Clinical Services Strategy and applying post pandemic
learning

•

Producing our Green Plan for Net Zero

•

Producing a Co-production framework

•

Delivering space utilisation and hybrid working exercise to release space

•

Closing buildings not fit for purpose and transferring staff to improved
accommodation

•

Developing further options for long listing assessment which aligns with new
NHP requirements

•

Leasing space in University of Reading campus for Pathology and
administration

•

Recruiting a substantive Programme Team
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5.21. In 2022/23 we anticipate having greater clarity of our final funding envelope
and be able to progress to the OBC stage. In the meantime we are progressing
what we call ‘no regret’ decisions which affect our estate. This means that in
whatever option, the work we are doing will contribute to the next stage of our
development. Our priority work areas will be to:
•

Work continuously with our patients, public, staff and stakeholders

•

Build our capacity and capability through recruitment, training and
engagement with our wider community

•

Develop the Clinical Services Strategy into a Clinical Model for detailed
design work

•

Vacate buildings identified as not fit for purpose through our space
utilisation and hybrid working exercises

Sustainability

5.22. In 2021/22, we accelerated our work on achieving Net Zero carbon by 2040 for
scope 1 and 2 emissions. Our Scope 1 and 2 emissions amount to 14,374
tonnes annually of CO2 which we have direct control over.

5.23. We have appointed a Board level sponsor, established a Steering Group,
engaged with the public and our community partners and have built a network
of carbon reduction champions from across the Trust to shape our
commitment.

5.24. Our Green Plan for Net Zero carbon was approved by the Trust Board in
December 2021, submitted to the Integrated Care System in January 2022 and
formally launched by the Mayor of Reading on 14th February 2022.

5.25. The Trust has identified a number of priority areas in the next 3 years which
include Travel and Transport, Estates, Procurement, Food and Nutrition and
enabling remote working.

5.26. In 2021/22 a number of projects have been completed or are underway already
including:
•

A De-steaming exercise at the main Royal Berkshire Hospital site which
involved installing a low temperature hot water (LTHW) solution to improve
boiler efficiencies and heating system efficiency. Savings realised by this
project have been calculated as 800 tonnes of carbon and 17.9 million litres
of water per year

•

The completion of the Staff Cycle Village which is able to accommodate
100 bikes and includes showers and changing facilities for staff offering a
more active and sustainable travel option

5.27. A 7% reduction of Scope 1 and 2 emissions year on year has been pledged in
the Green Plan. That equates to 1,006 tonnes in 2022/23. We are targeting a
number of project which include:
•

Upgrading external lighting to LED

•

Replacing MDI Inhalers with DPI Inhalers

•

Introducing Entonox Mobile Destruction Units
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•

Reducing Nitrous Oxide Waste

•

Reduce use of Desflurane by 90%

•

Analysing out of hours consumption in Bracknell

•

A Switch it Off campaign

•

Building Fabric Improvement

•

Air Handling Units Fans Upgrade

•

Ensuring alignment of New Hospital Programme requirements in our
redevelopment

6. Oversight and governance
The Trust Board

6.1. The Trust Board is made up of 13 individuals (7 non-executive directors and 6
executive directors). During 2021/22 there have been a number of changes to
the Board:
•

Caroline Ainslie, Chief Nursing Officer left the Trust in May 2020.

•

Eamonn Sullivan joined the Board as the Chief Nursing Officer in May 2020.

•

Brian Hendon, Non-Executive Director left the Trust in 2020.

•

Priya Hunt joined the Trust as a Non-Executive Director in 2020.

6.2. The Board meets in public (virtually) 6 times a year, with Board seminars being
held in alternative months. There are a number of Board committees which help
to ensure oversight from ward to board.

6.3. To support the Board in the undertaking of its work it has commissioned a
programme of Board Development from Integrated Development.
Governors and elections

6.4. The Trust has 9,717 members, with public governors representing five local
geographic areas, as well as volunteer, staff and partner governors. The Trust
recruited nine new governors during 2021/22. There are currently three
vacancies on the Council of Governors. Communications are circulated to all
members when elections are launched, as well via internal briefings to staff and
in the Trust’s membership magazine. Vacancies and election timetables are also
highlighted at all membership events. However, these have been paused due to
social distancing measures and infection control constraints.

6.5. There are 4 Council of Governors and 4 Governor Council Membership
Committee meetings scheduled for 2022/23, which are open for public
attendance. The Council of Governors meeting are scheduled on the same day
as Board meetings, facilitating the flow of information. The Council of Governors
and the Board are chaired by Graham Sims, the Trust’s Chair. The Trust will
hold its Annual General Meeting in September 2022 where the annual report and
accounts will be presented to the public.
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6.6. During 2021/22 a membership event schedule had been arranged to include 6
membership events across Trust sites and in the community. These events were
postponed to enable the Trust to respond to the pandemic.

6.7. The Trust held the second virtual Annual General Meeting in September 2021
and was well attended by members of the Public, Governors and Staff.

6.8. The Trust membership magazine, Pulse, is circulated to members four times a
year and highlights events and informative topics related to the Trust and health
and wellbeing. There is a regular feature from the Lead Governor and other
governors are encouraged to provide their own articles.

6.9. Proposed dates for membership events for 2022/23 are due to be discussed with
governors at the Membership Committee in April 2022. Key topics will include
health inequalities relevant to the specific constituencies.

6.10. To help Governors fulfil their role, the Trust has designed a three-year
governor training and development plan consisting of 4 topics each year. In
addition, the Chair of the Trust circulates a monthly update on events that have
taken place and topics related to the Trust that have been in the local news.
However, this had been paused to enable staff to respond to the pandemic. A
training and development plan will be submitted to the Membership Committee in
April 2022.

6.11. The Trust is committed to meaningful engagement with its members and will
continue to focus on ensuring that the membership is representative of the
population it serves.
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1

Executive Summary

1.1

NHS England and Improvement’s (NHSEI) 2022-23 priorities and operational planning guidance
sets out performance expectations for Trusts and ICSs for the coming financial year.

1.2

The requirements for this 12-month cycle focus on activity/volume-based targets, with some
absolute numbers, rather than on performance against the long-standing percentage-style
national standards.

1.3

In general terms, the national focus is on elective recovery, with a specific focus on the Referral
to Treatment (RTT) standard and those patients who have been waiting the longest on these
pathways where there are specific asks to reduce volumes of patients waiting 104+, 78+ or 52+
weeks.

1.4

There are also proposed shifts in focus for Cancer that will likely see a move away from the 2
Week Wait (2WW) standard in favour of a 28-day standard focused on faster diagnosis
(retaining 31 and 62 day standards). These proposals are currently still in draft form but if
agreed these will take effect from April 2022.

1.5

For Urgent and Emergency Care, the operating guidance references the following new
performance targets for systems to focus on: a reduction in 12 hour waits in the Emergency
Department, improvement in Ambulance Response Standards and minimising handover delays
between ambulance and hospital. Confirmation of these and how they will be monitored and
reported is still awaited.

1.6

RBFT’s operational planning submission has therefore focused on our response to those of
these expectations we know we will report against in the form of a set of trajectories. Each has a
number of risks and assumptions within the model and will be refined as we work with partners
in the ICS and NHSEI to agree how to monitor and report against the new metrics.

1.7

The Trust’s trajectories are enclosed in this report with further detail on each in the appended
slide deck.

2

Trajectories against performance targets

2.1

While delivery against these trajectories will demonstrate progress against new national
priorities, it is important to sustain performance against familiar national standards. RBFT will
continue to track performance against these main targets. This is important both in terms of
maintaining line of sight to the patients and the community RBFT serves, and also to create
alignment with the Trust’s Continuous Quality Improvement goals.

2.2

The table below provides a high level summary of the known and anticipated performance
targets drawn from NHSE/I guidance and their current status in the Trust’s plan. Status is
impacted by a number of issues such as whether the performance target has been confirmed
and/or whether data collection (and therefore forecasting against it) has been possible.
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Table 1: Summary of operational performance targets, metrics and RBFT status of trajectory
Performance
category
Elective
activity

New /
Existing
New

Specific metric

New

104% of value-weighted activity by
end 22/23
c30% increase in completed pathways
by 24/25
Eliminate >104 week waits
Eliminate >78 week waits
Reduce >52 week waits
RTT 92% PTL
Advice and Guidance (linked to RTT
clock stops) on all pathways
25% reduction OPFU
25% OPA by virtual
5% of patients via PIFU
2WW
28 day Faster Diagnosis
31 day
62 day

New
Long waits

Outpatient
transformation

Cancer

New
New
New
Existing
New
New
New
New
Existing
Existing
Existing
Existing
New

Diagnostics

Urgent and
Emergency
Care

New

Existing
Existing
Existing
New
Existing

2.3

110% of 19/20 completed pathways
(across all PODs)

Reduce >62-day PTL to pre-pandemic
levels
120% 19-20 diagnostic activity

DM01
4 hour wait
Reduce 12-hour waits in ED to 0%
with max 2%
Ambulance Response Standards –
achieve cat 1 and cat 2 90th Centile
Improve ambulance handover
standards:
0 delays over 60min
95% handovers within 30min
65% handovers within 15min

Current status of
trajectory in RBFT plan
Non-compliant at this stage
– counting and reporting
issues
Compliant
Compliant
Compliant
Compliant
Compliant
Non-compliant
Non-compliant at this stage
–counting and reporting
issues
Compliant
Complaint
Compliant
Non-compliant (note
changing)
Compliant
Non-compliant – baseline
year was exceptional and
activity levels not required
Non-compliant
Non-compliant
Compliant
TBC – SCAS data
TBC – Data collated by
SCAS and unvalidated.

The national targets we are able to forecast against at this time are presented in the charts
below with accompanying assumptions/risks:
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3. Elective Activity
Graph 1: RTT 92% Standard






Trust undertaking significant Data Quality (DQ) and migration exercise for the RTT Patient
Treatment List (PTL) which is expected to reduce the total PTL size by c.20k
Volume <18 weeks is expected to be held at c. 20k through a combination of DQ cleansing
and patient treatments.
We expect PTL DQ to improve beyond pre-pandemic levels
Actual performance is not yet known but we expect quarterly improvements linked to our
recovery plans.

Graph 2: RTT Long Waits (104, 78, 52)




RTT Incomplete trajectories are expected to achieve and surpass expectations. However it
should be noted that information quality improvement is a significant factor.
The RTT trajectory represents a combination of;
o Rapid Q1 PTL cleansing intervention – already commenced but will increase in pace
once SMEs are in place
o Operationalisation of the Master-Waiting List and management of “horizons” i.e. an
enhancement to a stage-of-treatment approach increasing transparency of where wait
are occurring – in place for In-patient/day case, out patient and referral to go live during
Q1
o Continued operational focus on bearing down on long waits at each stage.
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Graph 3: Cancer 2WW (Urgent referral with suspicion of cancer to seen in hospital)





The Trust expects to report a compliant full year position for 2WW
Dips in performance in summer and winter months follow typical trends linked to increased
demand (dermatology) and increase patient choice.
The national team have signalled that the 2WW standard will be removed from April 22 and
replaced with the 28 Day faster diagnosis standard

Graph 4: 28 Day Faster Diagnosis





The Trust has typically performed well against the 28 day standard throughout pilot years.
However current challenges in diagnostic capacity and delayed results are driving lower
performance through Q1.
Recovery through Q1 is expected:
o April – new CT capacity
o May – new MRI capacity
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Graph 5: 31 Day standard (new diagnosis, decision to treat to first treatment)




The national team have signalled that the 31 day standard will changed from April 23,
aggregating all 31 day standards (first and subsequent treatments) under a single metric
The Trust typically performance well against the 31 day standards.

Graph 6: 62 Day standard (all those on 2WW referral, diagnosed with cancer, from referral to
date of first treatment).







The national team have signalled that the 62 day standard will changed from April 23,
aggregating all 62 day standards (first treatment, upgrade and screening) under a single
metric
There is also suggestion that confirmed cancers discussed at MDT, irrespective of referral
type i.e. incidental finding, will be included in the 62 day reporting. This is expected to increase
the treatment number denominator.
62 day performance is constrained by workforce, estate and diagnostic capacity challenges.
Improvement through Q2 is linked to the additional diagnostic capacity, in particular MP-MRI
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Graph 7: DM01 (>1% patients waiting 6 wks or more for diagnostic test)




The DM01 performance standard dataset will undergo significant change through 22/23 in
order to improve visibility of outpatient modality reporting.
The current waiting list size is higher than pre-pandemic levels and whilst we do expect the
number on the waiting list within target to reduce, we expect a larger reduction in total waiting
list size.

Graph 8 U&EC – 4 hour performance





Demand is not expected to reduce from high levels last year.
Restrictions in capacity (largely space) prevent rapid recovery of performance. Increasing
attendance outstrips physical space.
Infection control challenges easing over the spring and summer i.e. improved bed availability
may improve performance.
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4

Next Steps

4.1

Our focus will now be to work with partners to confirm the performance targets we will all be
working towards and how we will report our performance against them.

4.2

A number of programmes are underway which will drive delivery of our performance targets,
mitigate against underperformance and improve quality of services. For example the
establishment of a Cancer Steering Group to oversee a Trust wide programme of improvement
and engage with the local Cancer Alliance on testing new models of care.

4.3

We are also intending to expand our team working on validating and reporting our performance
against these targets so that we are able to triangulate our performance against national
operating standards, elective recovery and budgetary spend in a way that can be profiled
against known changes to service provision or expected activity changes.

5

Conclusion

5.1

In summary, RBFT’s focus for the year ahead will be on making progress against national
priorities for 2022-23 while ensuring a continued focus on long-standing and enduring national
performance standards.

5.2

We will work with partners in the system to coordinate our reporting and approaches to
improving performance and continue to mitigate performance challenges through our care group
strategic programmes.

5.3

Our aim is to create a methodology to triangulate performance with elective recovery and spend
to create a dynamic overview of the work we are doing and impact it is having.

5.4

The Board is asked to note this update.
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1

Executive Summary
Ensuring Trust oversight of maternity services was a key element in the Ockenden review
and this report is designed to share progress and provide assurance of the recommendations
made from the Ockenden report in 2020, and the Morecambe Bay report in 2015. As well as
ensuring progress continues, additional preparation is required to prepare for the publication
of further reports into maternity services during 2022.

2

Key Issues

2.1

The Ockenden review of maternity services
(a) On 10 December 2020, Donna Ockenden published the first report on the emerging
findings and recommendations from the independent review of maternity services at
Shrewsbury and Telford NHS Trust. On 14 December 2020, NHS England wrote to all
Trusts requesting confirmation that twelve urgent clinical priorities from the seven
‘Immediate and essential actions’ had been implemented. A self-assessment identified
that the maternity service within the Royal Berkshire NHS Foundation Trust (RBFT) was
either compliant or partially compliant with all the safety requirements.
(b) Trusts were asked to submit evidence to support the self-assessment and assurance
framework to inform the Ockenden process by 30 June 2021, which was completed.
(c) An initial review of this evidence was completed by the national and regional maternity
review panel in October 2021 with Trusts then being given the opportunity to review and
challenge the compliance ratings. In the report, RBFT performed highly and was
assessed as being 80.25% overall compliant with evidence for all immediate and
essential actions.
(d) In the Final phase 2 audit report published in December 2021, RBFT evidence was
assessed as being 93.5% compliant (see Appendix 1). At the meeting with the Regional
Chief Nurse Officer (CNO) in January 2022 to review progress with the assurance
evidence, the service was praised for the quality of our submission and overall rating.
An action plan is in place for the outstanding actions (see Appendix 2).
(e) On 25 January 2022 the CNO NHSE/I advised all providers to share at Public Trust
Board their progress with the recommendations from the Morecambe Bay investigation
report (Appendix 3) and the Ockenden report (Appendix 2), before the end of March
2022.
(f)

NHSE on-site inspections off all Maternity sites as part of the closure of Ockenden 1.0 is
to be scheduled.

(g) The second part of the Ockenden investigation report is anticipated in March 2022.
(h) A new national report, a review of East Kent maternity services is anticipated in July
2022. The Trust will need to review the recommendations.
2.2

Midwifery staffing
(a) A two year midwifery staffing establishment plan, supported by the Executive
Management Committee, is being implemented to meet the Birthrate Plus
recommendations as advised by Ockenden. The service has seen an increase in
turnover this year in line with the trend in other parts of the organisation. There is
currently a 13% vacancy rate, an improving trend since the 18% rate in early 2021/22.
The current forecast is a 5% vacancy rate by August 2022. Maternity staffing is
recorded as a risk on the Urgent Care Risk Register (ref 3668) and the Corporate Risk
Register (ref 4442).
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(b) A midwifery recruitment and retention plan includes a targeted national and international
recruitment campaign promoting the Trust as a healthcare provider and Reading as a
life-style choice. The plan includes a support package for new staff and the service has
received funding from NHSI to provide this. The Trust’s maternity service is amongst
the lead for providers in the southeast of England for international recruitment.
(c) The Berkshire/Oxfordshire/Buckinghamshire (BOB) Local Maternity and Neonatal
System LMNS has funded a Birth Rate Plus assessment, the results from which will be
available in February 2022. The review will provide information on the latest acuity
levels within the maternity service.
(d) In addition, the LMNS is funding the implementation of the Birthrate Plus Acuity App for
use in maternity services. This will enable monitoring of activity, acuity and some redflag issues. Implementation is planned for March 2022.
3

Conclusion and Next Steps

3.1

This paper and its appendices highlight the key issues within the maternity service pertaining
to the Ockenden and Morecambe Bay reports and subsequent workforce recommendations,
and gives an overview of the assurance systems in place to address them.

3.2

As well as ensuring progress continues, we need to prepare for the publication of further
reports into maternity services during 2022.

3.3

The Board is invited to take assurance from the report.

4

Attachments
The following are attached to this report:

4.1

Appendix 1 – Final phase 2 audit report RBFT

4.2

Appendix 2 – Ockenden assurance action plan

4.3

Appendix 3 - Review of Morecambe Bay recommendations
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Reuslts of Phase 2 Audit

ROYAL BERKSHIRE NHS FOUNDATION TRUST

IEA

Question Action

Evidence Required

IEA1

Q1

Dashboard to be shared as evidence.
Minutes and agendas to identify regular review and use of common data dashboards and the
response / actions taken.
SOP required which demonstrates how the trust reports this both internally and externally
through the LMS.
Submission of minutes and organogram, that shows how this takes place.

Q2

Q3

Q4

Q5

Q6

Q7

Maternity Dashboard to LMS every 3 months

Maternity Dashboard to LMS every 3 months Total
External clinical specialist opinion for cases of intrapartum fetal
death, maternal death, neonatal brain injury and neonatal death

ROYAL BERKSHIRE NHS
FOUNDATION TRUST

Updated position at end of
December 2021
Latest %
Action plan ref

100%
100%
100%
100%
100%

Audit to demonstrate this takes place.

Policy or SOP which is in place for involving external clinical specialists in reviews.
External clinical specialist opinion for cases of intrapartum fetal
death, maternal death, neonatal brain injury and neonatal death
Total
Maternity SI's to Trust Board & LMS every 3 months
Individual SI’s, overall summary of case, key learning, recommendations made, and actions taken
to address with clear timescales for completion
Submission of private trust board minutes as a minimum every three months with highlighted
areas where SI’s discussed
Submit SOP
Maternity SI's to Trust Board & LMS every 3 months Total
Using the National Perinatal Mortality Review Tool to review
Audit of 100% of PMRT completed demonstrating meeting the required standard including
perinatal deaths
parents notified as a minimum and external review.
Local PMRT report. PMRT trust board report. Submission of a SOP that describes how parents and
women are involved in the PMRT process as per the PMRT guidance.
Using the National Perinatal Mortality Review Tool to review
perinatal deaths Total
Submitting data to the Maternity Services Dataset to the required Evidence of a plan for implementing the full MSDS requirements with clear timescales aligned to
standard
NHSR requirements within MIS.
Submitting data to the Maternity Services Dataset to the
required standard Total
Reported 100% of qualifying cases to HSIB / NHS Resolution's Early Audit showing compliance of 100% reporting to both HSIB and NHSR Early Notification Scheme.
Notification scheme
Reported 100% of qualifying cases to HSIB / NHS Resolution's
Early Notification scheme Total
Plan to implement the Perinatal Clinical Quality Surveillance Model Full evidence of full implementation of the perinatal surveillance framework by June 2021.

100%
100%

100%
100%
0%
100%
67%

100%
100%

100%
100%
100%
100%
100%
0%

100%

0%

100%

100%
LMS SOP and minutes that describe how this is embedded in the ICS governance structure and
signed off by the ICS.
Submit SOP and minutes and organogram of organisations involved that will support the above
from the trust, signed of via the trust governance structure.
Plan to implement the Perinatal Clinical Quality Surveillance
Model Total
IEA1
Total
IEA2

100%
100%
100%
88%

Q11

Non-executive director who has oversight of maternity services

Evidence of link in to MVP; any other mechanisms
Evidence of NED sitting at trust board meetings, minutes of trust board where NED has
contributed
Evidence of ward to board and board to ward activities e.g. NED walk arounds and subsequent
actions
Name of NED and date of appointment
NED JD

Q13

Non-executive director who has oversight of maternity services
Total
Demonstrate mechanism for gathering service user feedback, and
work with service users through Maternity Voices Partnership to
coproduce local maternity services

100%

Evidence of how all voices are represented:
100%
0%

Action reference 12

100%
100%
100%
100%
83%

Clear co-produced plan, with MVP's that demonstrate that co production and co-design of service
improvements, changes and developments will be in place and will be embedded by December
2021.
Evidence of service user feedback being used to support improvement in maternity services (E.G
you said, we did, FFT, 15 Steps)
Please upload your CNST evidence of co-production. If utilised then upload completed templates
for providers to successfully achieve maternity safety action 7. CNST templates to be signed off by
the MVP.

100%
100%

100%

Demonstrate mechanism for gathering service user feedback,
and work with service users through Maternity Voices
Partnership to coproduce local maternity services Total
100%
Q14

Trust safety champions meeting bimonthly with Board level
champions

Action log and actions taken.
Log of attendees and core membership.
Minutes of the meeting and minutes of the LMS meeting where this is discussed.
SOP that includes role descriptors for all key members who attend by-monthly safety meetings.

100%
100%
100%
100%

Q15

Q16

Trust safety champions meeting bimonthly with Board level
champions Total
Evidence that you have a robust mechanism for gathering service
user feedback, and that you work with service users through your
Maternity Voices Partnership (MVP) to coproduce local maternity
services.
Evidence that you have a robust mechanism for gathering service
user feedback, and that you work with service users through
your Maternity Voices Partnership (MVP) to coproduce local
maternity services. Total
Non-executive director support the Board maternity safety
champion

100%
Clear co produced plan, with MVP's that demonstrate that co-production and co-design of all
service improvements, changes and developments will be in place and will be embedded by
December 2021.
100%

100%
Evidence of participation and collaboration between ED, NED and Maternity Safety Champion,
e.g. evidence of raising issues at trust board, minutes of trust board and evidence of actions taken
Name of ED and date of appointment
Role descriptors

Non-executive director support the Board maternity safety
champion Total
IEA2
Total
IEA3

100%
100%
100%
100%
94%

Q17

Multidisciplinary training and working occurs. Evidence must be
externally validated through the LMS, 3 times a year.

A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
100%
LMS reports showing regular review of training data (attendance, compliance coverage) and
training needs assessment that demonstrates validation describes as checking the accuracy of the
data.
Submit evidence of training sessions being attended, with clear evidence that all MDT members
are represented for each session.
Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
Where inaccurate or not meeting planned target what actions and what risk reduction mitigations
have been put in place.

0%

100%

100%

100%
0%

100%

60%

100%

Multidisciplinary training and working occurs. Evidence must be
externally validated through the LMS, 3 times a year. Total
Q18

Q19

Twice daily consultant-led and present multidisciplinary ward
rounds on the labour ward.

Evidence of scheduled MDT ward rounds taking place since December, twice a day, day & night. 7
days a week (e.g. audit of compliance with SOP)
SOP created for consultant led ward rounds.

Twice daily consultant-led and present multidisciplinary ward
rounds on the labour ward. Total
External funding allocated for the training of maternity staff, is ring- Confirmation from Directors of Finance
fenced and used for this purpose only
Evidence from Budget statements.
Evidence of funding received and spent.
Evidence that additional external funding has been spent on funding including staff can attend
training in work time.
MTP spend reports to LMS

100%
100%
100%
0%
0%
100%
100%
0%

Action Reference 6
Action reference 6

100%
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Q21

External funding allocated for the training of maternity staff, is
ring-fenced and used for this purpose only Total
90% of each maternity unit staff group have attended an 'in-house' A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
multi-professional maternity emergencies training session
Attendance records - summarised
LMS reports showing regular review of training data (attendance, compliance coverage) and
training needs assessment that demonstrates validation describes as checking the accuracy of the
data. Where inaccurate or not meeting planned target what actions and what risk reduction
mitigations have been put in place.

Q22

Q23

90% of each maternity unit staff group have attended an 'inhouse' multi-professional maternity emergencies training session
Total
Implement consultant led labour ward rounds twice daily (over 24 Evidence of scheduled MDT ward rounds taking place since December 2020 twice a day, day &
hours) and 7 days per week.
night; 7 days a week (E.G audit of compliance with SOP)
Implement consultant led labour ward rounds twice daily (over
24 hours) and 7 days per week. Total
The report is clear that joint multi-disciplinary training is vital, and
A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
therefore we will be publishing further guidance shortly which must
be implemented. In the meantime we are seeking assurance that a
MDT training schedule is in place

40%

100%
100%

100%

100%
100%
100%

100%
LMS reports showing regular review of training data (attendance, compliance coverage) and
training needs assessment that demonstrates validation described as checking the accuracy of the
data.

100%

The report is clear that joint multi-disciplinary training is vital,
and therefore we will be publishing further guidance shortly
which must be implemented. In the meantime we are seeking
assurance that a MDT training schedule is in place Total
100%
IEA3
Total
IEA4

72%
Q24

Links with the tertiary level Maternal Medicine Centre & agreement Audit that demonstrates referral against criteria has been implemented that there is a named
reached on the criteria for those cases to be discussed and /or
consultant lead, and early specialist involvement and that a Management plan that has been
referred to a maternal medicine specialist centre
agreed between the women and clinicians
100%
SOP that clearly demonstrates the current maternal medicine pathways that includes: agreed
criteria for referral to the maternal medicine centre pathway.

Q25

Q26

Links with the tertiary level Maternal Medicine Centre &
agreement reached on the criteria for those cases to be
discussed and /or referred to a maternal medicine specialist
centre Total
Women with complex pregnancies must have a named consultant
lead

Women with complex pregnancies must have a named
consultant lead Total
Complex pregnancies have early specialist involvement and
management plans agreed

100%

100%
Audit of 1% of notes, where all women have complex pregnancies to demonstrate the woman has
a named consultant lead.
SOP that states that both women with complex pregnancies who require referral to maternal
medicine networks and women with complex pregnancies but who do not require referral to
maternal medicine network must have a named consultant lead.

100%

100%
100%

Audit of 1% of notes, where women have complex pregnancies to ensure women have early
specialist involvement and management plans are developed by the clinical team in consultation
with the woman.
SOP that identifies where a complex pregnancy is identified, there must be early specialist
involvement and management plans agreed between the woman and the teams.

100%

100%

Q27

Complex pregnancies have early specialist involvement and
management plans agreed Total
Compliance with all five elements of the Saving Babies’ Lives care
bundle Version 2

100%
Audits for each element.
Guidelines with evidence for each pathway
SOP's

Q28

Q29

Compliance with all five elements of the Saving Babies’ Lives care
bundle Version 2 Total
All women with complex pregnancy must have a named consultant SOP that states women with complex pregnancies must have a named consultant lead.
lead, and mechanisms to regularly audit compliance must be in
place.
Submission of an audit plan to regularly audit compliance
All women with complex pregnancy must have a named
consultant lead, and mechanisms to regularly audit compliance
must be in place. Total
Understand what further steps are required by your organisation to Agreed pathways
support the development of maternal medicine specialist centres
Criteria for referrals to MMC
The maternity services involved in the establishment of maternal medicine networks evidenced by
notes of meetings, agendas, action logs.
Understand what further steps are required by your organisation
to support the development of maternal medicine specialist
centres Total

IEA4
Total
IEA5

100%
100%
100%
100%

100%
100%

100%

100%
100%
100%

100%
100%

Q30

All women must be formally risk assessed at every antenatal
How this is achieved within the organisation.
contact so that they have continued access to care provision by the
most appropriately trained professional
100%
Personal Care and Support plans are in place and an ongoing audit of 1% of records that
demonstrates compliance of the above.
Review and discussed and documented intended place of birth at every visit.
SOP that includes definition of antenatal risk assessment as per NICE guidance.
What is being risk assessed.

100%
100%
100%
100%

All women must be formally risk assessed at every antenatal
contact so that they have continued access to care provision by
the most appropriately trained professional Total
100%
Q31

Risk assessment must include ongoing review of the intended place Evidence of referral to birth options clinics
of birth, based on the developing clinical picture.
Out with guidance pathway.
Personal Care and Support plans are in place and an ongoing audit of 1% of records that
demonstrates compliance of the above.
SOP that includes review of intended place of birth.

100%
100%
100%
100%

Risk assessment must include ongoing review of the intended
place of birth, based on the developing clinical picture. Total
100%
Q33

A risk assessment at every contact. Include ongoing review and
discussion of intended place of birth. This is a key element of the
Personalised Care and Support Plan (PCSP). Regular audit
mechanisms are in place to assess PCSP compliance.

Example submission of a Personalised Care and Support Plan (It is important that we recognise
that PCSP will be variable in how they are presented from each trust)

How this is achieved in the organisation
Personal Care and Support plans are in place and an ongoing audit of 5% of records that
demonstrates compliance of the above.
Review and discussed and documented intended place of birth at every visit.
SOP to describe risk assessment being undertaken at every contact.
What is being risk assessed.

100%
100%
100%
100%
100%
100%

A risk assessment at every contact. Include ongoing review and
discussion of intended place of birth. This is a key element of the
Personalised Care and Support Plan (PCSP). Regular audit
mechanisms are in place to assess PCSP compliance. Total
100%
IEA5
Total
IEA6

100%
Q34

Appoint a dedicated Lead Midwife and Lead Obstetrician both with Copies of rotas / off duties to demonstrate they are given dedicated time.
demonstrated expertise to focus on and champion best practice in
fetal monitoring

100%

88

Examples of what the leads do with the dedicated time E.G attendance at external fetal wellbeing
event, involvement with training, meeting minutes and action logs.
Incident investigations and reviews
Name of dedicated Lead Midwife and Lead Obstetrician

Q35

Appoint a dedicated Lead Midwife and Lead Obstetrician both
with demonstrated expertise to focus on and champion best
practice in fetal monitoring Total
The Leads must be of sufficient seniority and demonstrated
Consolidating existing knowledge of monitoring fetal wellbeing
expertise to ensure they are able to effectively lead on elements of
fetal health
Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported e.g
clinical supervision
Improving the practice & raising the profile of fetal wellbeing monitoring
Interface with external units and agencies to learn about and keep abreast of developments in the
field, and to track and introduce best practice.
Job Description which has in the criteria as a minimum for both roles and confirmation that roles
are in post
Keeping abreast of developments in the field
Lead on the review of cases of adverse outcome involving poor FHR interpretation and practice.

100%
100%
100%

100%

100%
0%
100%

Action reference
18,19,20

100%
100%
100%
100%

Plan and run regular departmental fetal heart rate (FHR) monitoring meetings and training.
100%

Q36

Q37

IEA6
Total
IEA7

The Leads must be of sufficient seniority and demonstrated
expertise to ensure they are able to effectively lead on elements
of fetal health Total
Can you demonstrate compliance with all five elements of the
Audits for each element
Saving Babies’ Lives care bundle Version 2?
Guidelines with evidence for each pathway
SOP's
Can you demonstrate compliance with all five elements of the
Saving Babies’ Lives care bundle Version 2? Total
Can you evidence that at least 90% of each maternity unit staff
A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
group have attended an 'in-house' multi-professional maternity
emergencies training session since the launch of MIS year three in
December 2019?
Attendance records - summarised
Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
Can you evidence that at least 90% of each maternity unit staff
group have attended an 'in-house' multi-professional maternity
emergencies training session since the launch of MIS year three
in December 2019? Total

88%
100%
100%
100%
100%

100%
100%

100%

100%
94%

Q39

Trusts ensure women have ready access to accurate information to Information on maternal choice including choice for caesarean delivery.
enable their informed choice of intended place of birth and mode
of birth, including maternal choice for caesarean delivery
100%
Submission from MVP chair rating trust information in terms of: accessibility (navigation,
language etc) quality of info (clear language, all/minimum topic covered) other evidence could
include patient information leaflets, apps, websites.

Q41

Trusts ensure women have ready access to accurate information
to enable their informed choice of intended place of birth and
mode of birth, including maternal choice for caesarean delivery
Total
Women must be enabled to participate equally in all decisionAn audit of 1% of notes demonstrating compliance.
making processes
CQC survey and associated action plans
SOP which shows how women are enabled to participate equally in all decision making processes
and to make informed choices about their care. And where that is recorded.

100%

100%
100%
100%

100%

Q42

Women must be enabled to participate equally in all decisionmaking processes Total
Women’s choices following a shared and informed decision-making An audit of 5% of notes demonstrating compliance, this should include women who have
process must be respected
specifically requested a care pathway which may differ from that recommended by the clinician
during the antenatal period, and also a selection of women who request a caesarean section
during labour or induction.
SOP to demonstrate how women’s choices are respected and how this is evidenced following a
shared and informed decision-making process, and where that is recorded.

100%

100%

100%

Q43

Women’s choices following a shared and informed decisionmaking process must be respected Total
Can you demonstrate that you have a mechanism for gathering
service user feedback, and that you work with service users
through your Maternity Voices Partnership to coproduce local
maternity services?

100%
Clear co produced plan, with MVP's that demonstrate that co production and co-design of all
service improvements, changes and developments will be in place and will be embedded by
December 2021.
100%
Evidence of service user feedback being used to support improvement in maternity services (E.G
you said, we did, FFT, 15 Steps)
Please upload your CNST evidence of co-production. If utilised then upload completed templates
for providers to successfully achieve maternity safety action 7. CNST templates to be signed off by
the MVP.

Q44

Can you demonstrate that you have a mechanism for gathering
service user feedback, and that you work with service users
through your Maternity Voices Partnership to coproduce local
maternity services? Total
Pathways of care clearly described, in written information in
Co-produced action plan to address gaps identified
formats consistent with NHS policy and posted on the trust website.
Gap analysis of website against Chelsea & Westminster conducted by the MVP
Information on maternal choice including choice for caesarean delivery.
Submission from MVP chair rating trust information in terms of: accessibility (navigation,
language etc) quality of info (clear language, all/minimum topic covered) other evidence could
include patient information leaflets, apps, websites.
Pathways of care clearly described, in written information in
formats consistent with NHS policy and posted on the trust
website. Total

IEA7
Total
WF

100%

100%

100%

100%
100%
100%

100%

100%
100%

Q45

Demonstrate an effective system of clinical workforce planning to
the required standard

Consider evidence of workforce planning at LMS/ICS level given this is the direction of travel of the
people plan
Evidence of reviews 6 monthly for all staff groups and evidence considered at board level.
Most recent BR+ report and board minutes agreeing to fund.

Q46

Q47

Q48

Demonstrate an effective system of clinical workforce planning
to the required standard Total
Demonstrate an effective system of midwifery workforce planning
to the required standard?
Demonstrate an effective system of midwifery workforce
planning to the required standard? Total
Director/Head of Midwifery is responsible and accountable to an
executive director
Director/Head of Midwifery is responsible and accountable to an
executive director Total
Describe how your organisation meets the maternity leadership
requirements set out by the Royal College of Midwives in
Strengthening midwifery leadership: a manifesto for better
maternity care:

100%
Most recent BR+ report and board minutes agreeing to fund.
100%
100%
HoM/DoM Job Description with explicit signposting to responsibility and accountability to an
executive director

100%
100%

Action plan where manifesto is not met

100%
Gap analysis completed against the RCM strengthening midwifery leadership: a manifesto for
better maternity care

Describe how your organisation meets the maternity leadership
requirements set out by the Royal College of Midwives in
Strengthening midwifery leadership: a manifesto for better
maternity care: Total

100%
100%
100%

100%

100%
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Q49

Providers to review their approach to NICE guidelines in maternity
and provide assurance that these are assessed and implemented
where appropriate.

Audit to demonstrate all guidelines are in date.

Evidence of risk assessment where guidance is not implemented.
SOP in place for all guidelines with a demonstrable process for ongoing review.
Providers to review their approach to NICE guidelines in
maternity and provide assurance that these are assessed and
implemented where appropriate. Total

100%
100%
100%

100%

WF Total
100%
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Source

CQC
Summer
Inspection
2019

Ref

Core Service

Type of
Action

CQC Domain

CQC Sub-area

Care Group

MD1

Medical
Care

Must

SAFE and
EFFECTIVE

Consent,
MCA and
DOLs

ALL

Ops Area Description of issue within CQC
Quality Report

ALL

Ensure mandatory, safeguarding
and Mental Capacity Act and
Deprivation of Liberty training
is completed by all staff.
Regulation 12 HSCA (RA)
Regulations 2014 Safe care and
treatment

REPORT
SOURCE

EXPECTATIONS (e.g. staff
numbers, % etc)

WDU ok Individual Specialties to
Evidence pg 56 develop local exception
WBCH reports where they are not
Evidence pg 84 demonstrating compliance
and to report to Care
Medical Evidence pg 132 Group Boards and
Maternity through their Performance
Evidence pg 191- reports
2
Gynae Evidence pg 2389
Data on compliance with
training will be accurate
and up-to-date

All staff will be aware of
how to access training

CQC
Summer
Inspection
2019

MD2

Medical
Care

Must

SAFE

Environment

Urgent Care
Group

AMU

Ensure mixed sex
accommodation are managed
effectively, in line with national
guidance.
Regulation 10 HSCA (RA)
Regulations 2014 Dignity and
respect

WDU n/a evidence pg. 58
para 4
WBCH ok evidence pg. 70
Medical evidence pg.
104 para 4 &
evidence pg.
253 para 1

Mitigating action (s) to achieve
compliance (use additional rows for
multiple-actions)

Current compliance
status*

Current status of
mitigating action

1) Undertake monthly reviews of
31/07/2021
compliance for all mandatory training
at specialty performance meetings.
All areas of poor compliance to
submit an exception report to the
Care Group Board Directors
regarding how they will reach
compliance

Target compliance
date

Partially compliant

Due to COVID-19
pandemic monitoring of
compliance put on hold
from March 2020 to
July 2020. Exception
reports to be presented
at July Performance
meetings

NCG, PCG & UCG - training to be
captured as part of performance at
Specialty levels, and exceptions
reported

Source of assurance to test
compliance (evidence to demonstrate
action implemented)

2) Provide targeted reporting for all
specialties and professions which
have been identified as having a gap
in their compliance
3) Undertake a review of the data on
Electronic Staff record and ensure
that all staff are assigned to the
correct training.
4) Ensure that intranet learning and
development webpage for MAST is
up-to-date and consider adding a link
from the front page to make this
more accessible
5) Ensure that all mandatory training
records are held centrally, are
accurate and up to date

31/07/2021

Partially compliant

Reports and minutes from Care
group performance meetings

31/07/2021

Partially compliant

On target - regular
reports are provided to
Care Groups and
Corporate areas
In progress for
safeguarding

31/07/2021

Partially compliant

On target

Intranet webpage

31/07/2021

Partially compliant

6) Review accessibility and provision 31/10/2020
of courses and alternative methods of
delivery
7) Send out an update via the
31/03/2020
Communications Team to inform
staff of forthcoming face-to-face
safeguarding training dates as well as
how to access the e-learning
resources
8) Design and circulate a screen
31/07/2021
saver communication regarding
Safeguarding training to remind staff
about the importance of attendance

Partially compliant

On target - the move to MAST
a new LMS has
assisted with this.
Regular and accurate
reports are provided.
Compliant
Safeguarding reporting at Quality and
Learning Committee (QALC) minutes

Named risk register on which
CQC risk is recorded

Corporate Risk register 2.3
training compliance

Director Accountable
for delivery

Don Fairley, Chief
People Officer

MAST

Senior Manager Accountable for
delivery

Alex Evans,
Care Group Director Networked
Care
Warren Fisher,
Care Group Director Planned
Care
Will Orr,
Care Group Director, Urgent
Care

Peter Sandham

Patricia Pease

Compliant

Compliant

Communications distributed

Partially compliant

On target

Publication of screensaver

Reach compliance of 90% 9) Discuss with the Medical leads (for 30/06/2020
within medical teams by
training and development) to develop
June 2020
ways of improving medical training in
particular for junior doctors and
locums.
10) Encourage all doctors to
31/07/2021
undertake their on-line training prior
to starting work within the Trust

Compliant

Compliant

Education Committee meeting
minutes

Partially compliant

On target

Education Committee meeting
minutes

Non compliance to be
reflected on speciality
Risk registers

11) Regular review of all speciality
risk registers and ensure that they
reflect any issues with compliance

Partially compliant

Deep Dive underway by To be captured on all risk registers
Head of Risk

Care Group Directors

Develop a plan to deliver a
trajectory of 50%
reduction month on month
which will achieve 0 MSA
breaches by May 2020.

1) Working party to review mixed sex 24/01/2020
breaches in AMU

Compliant

Compliant

2) Reporting of breaches at daily
operational meetings and out of
hours on the bed report.
3) Develop an approval process for
the unjustified mixing of genders in
sleeping accommodation

21/01/2020

Compliant

Compliant

Kirsty Ward, Director of Nursing
Urgent Care
Mandy Claridge, Director of
Operations Urgent Care

27/01/2020

Compliant

Compliant

4) Undertake a review and update of 31/07/2021
Trust policy for providing single sex
accommodation to ensure it meets
the new NHSI guidance on Delivering
Same Sex Accommodation
(September, 2019).

Partially compliant

Due to COVID-19
Updated Trust policy of MSA
pandemic monitoring of
compliance put on hold
from March 2020

5) Arrange a stakeholder workshop

31/07/2021

Partially compliant

6) Engage with CCG to ensure
reporting is consistent with national
guidance and local expectation

31/07/2021

Partially compliant

Due to COVID-19
Minutes from stakeholder workshop
pandemic monitoring of
compliance put on hold
from March 2020
Due to COVID-19
Meeting Minutes
pandemic monitoring of
compliance put on hold
from March 2020

Engage/enlist help from
NHSIto advise on best
practice and interpretation
of new guidance.

31/07/2021

Meeting minutes
Urgent care risk register 583- Caroline Ainslie
Poor patient experience due to Chief Nurse
patients being nursed in mixed
Daily reporting at operational meeting
sex bays in AMU and ED
and out of hours on the bed report
Observation Bay

Peter Sandham.
Sue Matthews (Medical and
Dental Education Manager)

Evidence of discussion at Care group
performance.
Any breaches will be recorded on the
Integrated Performance Report.
Monitoring if the four hour access
standard is affected by the new ways
of working.

Compliant with target date
Partially compliant with target date
Not compliant with target date
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Action Regulatory
plan organisatio
ref
n

1

Department
Health &
Social Care

2

Department
Health &
Social Care

3

Department
Health &
Social Care

4

Department
Health &
Social Care

5

Department
Health &
Social Care

6

Department
Health &
Social Care

7

Department
Health &
Social Care

8

Department
Health &
Social Care

Date of
Ockenden
submission

Action source

Ockenden
submission
reference
(section,
number)

Action

Minutes of Maternity Clinical Governance
meeting to include a summary of discussions
and agreed action on the Maternity
Dashboard – will be implemented from 2 July
2021
Antenatal Care Guideline (GL956) and
Action 5: Risk Planning place of Birth Guideline (GL887) to
Assessment be updated to include review of intended
throughout
place of birth at every AN visit – live changes
pregnancy Q31, requested for both documents.
Q33 and Q36

29-Jun-21

Internally
identified by
RBFT at
submission

29-Jun-21

Internally
identified by
RBFT at
submission

29-Jun-21

Internally
identified by
RBFT at
submission

Add reference to Saving Babies Lives care
Action 5: Risk
Bundle to all guidelines relating to the 5
Assessment
elements.
throughout
pregnancy Q27
and Q32

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q3 and 8

29-Jun-21

Internally
identified by
RBFT at
submission

Action3: Staff
Training and
Working
Together Q19

29-Jun-21

Internally
identified by
RBFT at
submission

External review to be arranged for all
Perinatal Mortality Review Meetings (PMRM)
Action 1:
Enhanced
Safety Q4 and
Q12

29-Jun-21

Internally
identified by
RBFT at
submission

Action 1:
Enhanced
Safety Q6

Internally
identified by
RBFT at
submission

Action 3: Staff
training and
working together
Q21 and
Action5: Risk
Assessment
throughout
pregnancy Q30

29-Jun-21

Action 1:
Enhanced
Safety Q1

Care Group

Urgent Care

Urgent Care

Urgent Care

Service

Maternity

Maternity

Maternity

Full maternity serious incident reports to be
available to Trust Board.
Urgent Care

Urgent Care Group Director of Finance to
Implement a system to evidence that any
external funding allocated for maternity
training is ring fenced and spent on Maternity
training.

Ensure an on- going process for evidencing
100% of cases have been reported to NHS
Resolution Early Notification Scheme by
Health care Safety investigation Branch
(HSIB).
Minutes of Maternity Clinical Governance
meeting to include a summary of discussions
and agreed action on the Maternity
Dashboard – will be implemented from 2 July
2021

Urgent Care

Urgent Care

Urgent Care

Maternity

Maternity

Maternity

Maternity

Urgent Care

Department
Health &
Social Care

11

Department
Health &
Social Care

12

Department
Health &
Social Care

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q11

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q11

29-Jun-21

Internally
identified by
RBFT at
submission

Action 2:
Listening to
Women and
Families Q15

Urgent Care

Urgent Care

Complete

Complete

Complete

All PMRT review
meetings have an
external reviewer on
the panel

Guideline updates.
Maternity Newsletter
September 2021

Record of Funding
and transactions
against it to be
available from Urgent
care Finance team
on request.

31/07/2021

complete

31/07/2021

19/7/2021
Assurance
provided by
HW,
Paralegal,
Legal

PMRT reports
detailing who has
been involved in
reviews.

Assurance letters
from NHS Resolution
with their reference
number are stored on
the legal service file.

Specialty /
Department
lead
accountable
for delivery

Individual
responsible for
delivery

Sunetra
Sengupta,
Clinical
Governance
lead

Sunetra
Sengupta,
Clinical
Governance
Lead

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Annette
Weavers, Better
Births Project
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Annette
Weavers, Better
Births Projct
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Jane Chandler,
Deputy Chiref
Nurse

Sharon
Gill Valentine, Andrews, Patient
Safety Lead for
Director of
Maternity and
Midwifery
Gynaecology

N/A

Nicky Lloyd,
Chief
Financial
Officer

Andrew Baugh,
Urgent Care
Finance Director

Fatou Ouattara,
Finance
Manager, Urgent
Care

N/A

Janet Lippett,
Chief Medical
Officer

Gill Valentine,
Director of
Midwifery

Sharon
Sharon
Andrews,
Andrews, Patient
Patient Safety
Safety Lead for
Lead for
Maternity and
maternity and
Gynaecology
Gynaecology

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Legal Services

Sarah Pearson,
Head of Legal
Services

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Information
team

Julie Sadio,
Principle analystoperational
performance and
Quality

Board reports from
August, September
and October 2021.
31/08/2021

Complete

Maternity and
Neonatal Safety
Champions

Gap analysis and
action plan

30/09/2021

Complete

31/12/2021

Dates
confirmed.
First walk
about 9/8/21

NED to attend
Safety walk abouts
quarterly

Set up task and finish group to work on the
90% of actions
actions in the review of maternity information and completed
posterboards.
Agree priorities for action

Guideline updates.
Maternity Newsletter,
July 2021

Complete

Trust Board

Maternity

Current
Source of
Named risk
Exec
Senior Manager
compliance
assurance to test
register and risk
Director /
Accountable for
status
compliance
number on which
EMC
delivery
(blue=compliant
(evidence to
this risk is
member
,
demonstrate action
recorded (if
Accountable
amber=partially
implemented)
for delivery
applicable)
compliant with
target date, red
= noncompliant)
Minutes of meeting 02/07/2021,03/09/20
Eamonn
Gill Valentine,
21 and 01/10/2021
N/A
Sullivan,
Director of
Chief Nurse
Midwifery

Private Board
Minutes

01/03/2022

Maternity

Maternity

31/07/2021

31/08/2021

Trust to confirm that process established between 100% eligible cases
Health care Safety investigation Branch (HSIB)
referred to NHSR
and NHS Resolution is in place and that
acknowledgement letters from NHS Resolution on
accepted cases are being received.

Maternity safety champion to provide dates and
send to Non Executive Director.
To commence wak abouts from September 2021.

Update date

Private Board of
Directors

Urgent Care Group Director of Finance to
establish a system to record training money
received for maternity and any transactions
against it.
Director of Midwifery to advise the Finance
Director of external training money that will be
coming into the budget.
Clinical Governance/Patient Safety Lead from
Bucks NHS FT to be approached to discuss a
reciprocal agreement for External review on
PMRT panel

02/07/2021

09/07/2021

Amend guidelines: CG473, GL791, GL1032,
All staff
GL903, GL916 and GL917 to include reference to
Saving babies Lives care Bundle.

Full Maternity SI reports to be available to Trust
Board embedded in a maternity Incidents and
Investigations Overview report. The overview
report will presented to the Board monthly from
August 2021.

Target
compliance
date

All staff providing
antenatal care

Maternity

Confirm dates for NED to attend safety walk
abouts in maternity

Work with MVP on actions identified in their
review of maternity information and of the
Maternity section of the Trust website (work
is in progress).

Guidelines to be amended to include the
requirement for review of intended place of birth
at each antenatal visit. Change in practice to be
diseminated to all staff via newsletter and
department blogs.

Safety champions toolkit to be circulated to all
maternity and neonatal safety champions.
Safety champions to meet and identify any gaps
and produce an action plan.
Action plan to be discussed and agreed with
Board Safety Champions
Urgent Care

Target (e.g. staff
numbers, %
trained etc)

Chair of meeting and Clinical Admin Team 6
Minutes of July
minute taker to be advised of requirement and to meeting
record discussions on Maternity dashboard in the
minutes from 2nd July.

Maternity page on Integrtaed Board Performance
Report to be reviewed and revised to include the
required metrics.
Agree layout and metrics with Chief Nurse

Review safety Champions toolkit to identify
any actions

10

Action (s) to achieve compliance (use
additional rows for multiple-actions)

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Sam Fleming,
Maternity
Safety
Champion

Sam Fleming,
Maternity Safety
Champion

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Kerry Taylor,
Matron

Kerry Taylor,
Matron

Minutes of Maternity
safety meeting (home
meeting)

Action plan updates
with progress reports
31/12/2021

complete

Sam Fleming,
Maternity
Safety
Champion,
Sunetra
Sam Fleming,
Sengupta,
Maternity Safety
Obstetric
Champion
Safety
Champion,
Kemy Naidoo,
neonatal safety
champion
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13

Department
Health &
Social Care

29-Jun-21

Internally
identified by
RBFT at
submission

Review Director of Midwifery job description
with regards to reporting lines
(recommendation that the role is responsible
and accountable to an Executive Director)
Section 2:
Midwifery
Leadership Q47

Reporting lines to be discussed and agreed.

Urgent Care

Implement the actions from the audits
completed against the evidence requirements
in the report

14

Department
Health &
Social Care

29-Jun-21

15

Department
Health &
Social Care

29-Jun-21

16

17

Department
Health &
Social Care

Department
Health &
Social Care

18

Department
Health &
Social Care

18

Department
Health &
Social Care

18

18

Department
Health &
Social Care

Department
Health &
Social Care

29-Jun-21

29-Jun-21

29-Jun-21

29-Jun-21

29-Jun-21

Internally
identified by
RBFT at
submission

Action 5: Risk
Assessment
Throughout
Pregnancy Q31
and Q33

Action 2 :
Identified at
Listening to
external
Women and
evidence review Families Q11

Action plans to be agreed for the following audits:
Women's involvement in decision making
Women's choices are respected

Urgent Care

Non- Executive Director to link with MVP
Chair

LMS reports to show regular review of
training data (attendance, compliance
Action 3: Staff
coverage) and training needs assessment
training and
Identified at
working together that demonstrates validation describes as
external
evidence review Q17
checking the accuracy of the data.

Action 3: Staff
training and
Where inaccurate or not meeting planned
Identified at
working together target what actions and what risk reduction
external
evidence review Q17
mitigations have been put in place.

Action 6:
Ensuring that colleagues engaged in fetal
Identified at
Monitoring Fetal wellbeing monitoring are adequately
external
evidence review Wellbeing. Q
supported e.g clinical supervision

Identified at
Action 6:
Ensuring that colleagues engaged in fetal
external
Monitoring Fetal wellbeing monitoring are adequately
evidence review Wellbeing. Q
supported e.g clinical supervision

Identified at
Action 6:
Ensuring that colleagues engaged in fetal
external
Monitoring Fetal wellbeing monitoring are adequately
evidence review Wellbeing. Q
supported e.g clinical supervision

Urgent Care

Urgent Care

Urgent Care

Urgent Care

Urgent Care

Urgent Care

Urgent Care

90% achieved in all
criteria

Maternity

Maternity

Maternity

Maternity

31/07/2021

Non-Executive to have oversight of maternity
services including feedback from service users.
Contact details to be shared

Training data and Training needs assessment to
be included in bi-monthly perinatal quality
surveillance report

To include in reports on training data.

Audit reports with
action plans

22/10/21 MVP
chair made
contact with
NED

Training data
included in reports

Training data
reported to
30/09/2021 LMs bimonthly since
July 2021

All reports on
training data to
include actions and
risk reduction
mitigation is in
place.

Maternity

All medical staff to be reminded that their
educational supervisor is available to debrief
clinical situations including those involving fetal
monitoring issues – email, newsletter, blogs

Maternity

Complete. All
audits
reported
100%
compliance.
Personalised
care plan
discussion at
booking
monitored in
dashboard.

31/12/2021

Maternity

Maternity

Updated job
description

NED and Chair of
MVP to have met

100% staff
Support for fetal wellbeing monitoring to be made undertaking fetal
explicit within Role of consultant obstetrician
wellbeing
document
monitoring

29-Jun-21

Identified at
Action 6:
Ensuring that colleagues engaged in fetal
external
Monitoring Fetal wellbeing monitoring are adequately
evidence review Wellbeing. Q
supported e.g clinical supervision

20/08/2021

Maternity

18/8/21
reporting lines
agreed and
JD amended.
DoM is now
accountable/
responsible to
Chief Nurse.

100% staff
undertaking fetal
wellbeing
monitoring

All midwifery staff to be reminded that the PMAs
100% staff
or fetal monitoring steering group are available to
undertaking fetal
debrief clinical situations involving fetal monitoring
wellbeing
issues – email, newsletter, blogs
monitoring
100% staff
undertaking fetal
wellbeing
All midwifery and medical staff have a full day of
monitoring
fetal monitoring training and assessment annually.
One to one support in place for those who need it
to ensure competency and available for anyone
who wishes. Training feedback to include
questions to explore staff experiences of support
with fetal wellbeing monitoring and what
improvements can be made.
Findings to feed into fetal monitoring action plan

Complete.
Actions
included in
31/01/2022 training
reports from
December
2021.
Document
updated. To
28/02/2022 be ratified at
February CG
meeting

N/A

Eamonn
Sullivan,
Chief Nurse

Will Orr, Care
Group Director

Will Orr, Care
group Director

Eamonn
Sullivan, Chief
Nurse

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Chris Bell, QI
and Audit
Midwife

Chris Bell, QI
and Audit
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Sharon
Andrews,
Patient Safety
Lead for
Maternity and
Gynaecology

Akeisha
Robinson,
Practice
Deve;lopment
Midwife

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Akeisha
Robinson,
Practice
Deve;lopment
Midwife

Sara Phillips,
Practice
educator

N/A

Janet Lippett,
Chief Medical
Officer

Sarah Philip,
Medical Lead
Obstertrics and
Gynaecology

Sarah Philip,
Avril Mansfield,
Medical Lead
maternity
Obstertrics and
Information
Officer
Gynaecology

N/A

Janet Lippett,
Chief Medical
Officer

Sarah Philip,
Medical Lead
Obstertrics and
Gynaecology

Sarah Philip,
Patrick Bose,
Medical Lead
Obstetrick Fetal
Obstertrics and
Monitoring Lead
Gynaecology

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Christine
Harding,
Consultant
Midwife

Jo Pawlak,
Midwifery fetal
monitoring lead.

N/A

Eamonn
Sullivan,
Chief Nurse

Gill Valentine,
Director of
Midwifery

Christine
Harding,
Consultant
Midwife

Jo Pawlak,
Midwifery fetal
monitoring lead.

Perinatal Quality
Surveillance reports

Bal Bahia, NonExecutive
Director

Training data reports

Guideline updates

28/02/2022
Newsletter, Emails

28/02/2022
Newsletter, Emails,
blogs

29/04/2022

Training feedback
records
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The Report of the
Morecambe Bay
Investigation

What do we have in place currently to
meet all requirements ?

Describe how we are using this
measurement and reporting to drive
improvement?

How do we know that our
improvement actions are
effective and that we are
learning at system and trust
level?

What further action do
we need to take?

Who and by
when?

What resource or support do we
need?
w
w

Admit the extent and nature of
the problems that have previously
occurred, and should apologise to
those patients and relatives
affected, not only for the
avoidable damage caused but the
length of time to bring to light the
failures.

Maternity services Duty of Candour process is in line with the
Trusts Duty of Candour Being Open Policy (CG605) a “notifiable
safety
incident”. A conversation must be held with the patient
or their representative, in person either face to face or
on the telephone within 10 working days of it being
recognised as a “notifiable safety incident”. This should
be followed up in writing with a letter approved and
signed by the Chief Executive which includes an
apology, an explanation, details of the investigation
and what and when any feedback should be expected.
A point of contact should be given and the opportunity
to ask any questions given.

The DOC as a statutory requirement ensures we are open
and transparent with people who use maternity services
in relation to care and treatment providing truthful
information and an apology when things go wrong, and
using their feedback and experience to work
collaboratively with them to improve services, and
patient experience. As part of this duty, any patient
harmed by the provision of a healthcare service must be
informed of the fact and an appropriate remedy offered,
regardless of whether a complaint has been made or a
question asked about it.

Communications with the
patient/family/carer around their
experiences and formalising actions based
on this during the DOC and investigation
process and considered. Action plan
compliance is monitored by the QI & Audit
midwife.
Audits of DOC are also
undertaken Trust wide and include
Maternity incidents.

Providing training or arrange for
Embed into
training to be provided to all staff on Professional day
training schedule
the Duty of Candour policy. July
2022.

Review the skills, knowledge,
competencies and professional
duties of care of all obstetric,
paediatric, midwifery and
neonatal nursing staff, and other
staff caring for critically ill
patients in anaesthetics and
intensive and high dependency
care, against all relevant guidance
from professional and regulatory
bodies.

Medical staff have ongoing evaluation of clinical skills as per
RCOG guidance. Core midwifery staff working on Delivery suite
have the opportunity to undertake high dependency module.
Midwives have the opportunity to undertake NLS training.
Maternity Training needs analysis has been mapped against
Core Competencies.
The service is not compliant
with national guidance for 2 members of staff present with a
patient who is recovering from an anaesthetic – this needs to
be one qualified health practitioner (midwife/recovery
nurse/ODP/anaesthetist) plus one other member of staff i.e. an
MCA (or another midwife). The national guidance states that
patients who have received a regional technique should also
have the same standard of care as those who have had a
general anaesthetic.

Monthly reports on training compliance are presented to
maternity Clinical Governance and the Trust Board.
Annual assessment of fetal monitoring is completed for
all staff who are required to monitor fetal wellbeing. A
working group has been established to scope the
feasibility of providing a higher monitoring area on DS
with appropriately skilled staff. Mitigation is in place .

Care is provided to the required
standards. Reviews of critically ill women
completed and learning shared at Quality
and Safety forum.

Multi-professional working group
with Anaesthetists, obstetricians,
Midwives and operational staff will
draft proposals for inclusion in the
maternity strategy work and the
Hospital Infrastructure plan. Staffing
on DS under review.

Lauren Williams,
Spport from the Trust for service improvement
Consultant
plan when developed.
Anaesthetist, Sarah
Philip, Lead Consultant
Obstetrician and
gynaecologist, Patrick
Bose, Intrapertum lead
obstetrician.

Trust should draw up plans to
deliver the training and
development of staff identified as
a result of the review of
maternity, neonatal and other
staff, and should identify
opportunities to broaden staff
experience in other units,
including by secondment and by
supernumerary practice.

Maternity training needs analysis in place which is reviewed
Training needs are informed by the key national and local
annually. PDP and appraisal system in place which identifies
strategic objectives for service development.
individual learning and development needs. Secondment
opportunies are communicated to staff and development
opportunities which include supernumerary practice are in
place. Pathway programmes for band 5 to 6 development in
place. band 6 to 7 plans being finalised. 1 Advanced Midwifery
Clinical Practitioner has commenced training and opportunity
for another post in 22/23 is being advertised.

Staff have the necessary knowledge and
skills to provide care. Training needs are
shared across the AHSN and LMNS and
where system wide learning is required
there is collaborative work to provide this.

Complete the band 6 to 7
development pathway.
Work across the LMNS to identify
development opportunities.

Sara Phillips, Practice
N/A
Educator, Feb 22
Gill Valentine, DoM, by
September 22

Identify requirements for
continuing professional
development of staff and link this
explicitly with professional
requirements including
revalidation.

Core maternity specific mandatory training needs identified
and implemented. Individual professional development
identified and discussed as part of appraisal and PDP.
Revalidation in place for medical and midwifery staff.

Medical and all registered professionals
meet the required standards.

None

None

Revalidation discussed as part of annual appraisal.

Continued support from maternity practice
education team working collaboratively with
maternity and Trust Patient Safety Teams

None
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Identify and develop measures
that will promote effective
multidisciplinary team-working, in
particular between paediatricians,
obstetricians, midwives and
neonatal staff. These measures
should include, but not be limited
to, joint training sessions, clinical,
policy and management meetings
and staff development activities.

Multi professional training with obstetric, neonatal,
anaesthetic, midwifery and support staff is in place. Maternity
Clinical Governance includes obstetrics, midwifery,
anaesthetics, physiotherapy, theatre staff and screening teams.
Perinatal mortality and morbidity meetings include paediatric,
obstetric and midwifery staff. There is a monthly senior team
meeting for senior obstetricins and midwives. Multi
professional training and cultural improvement programme in
place.

Attendance at all multi professional training is reported
on the dashboard. Where compliance falls below the
required standards, PDT and Lead Obstetrician put
remedial actions in place.

Improved escalation between professional Ensure that all planned service
improvements involve all
which has been identified as a theme in
clinical incidents. This will be monitored appropraite professional groups.
through datix reporting, staff surveys and
compliance with attendance at training
through the maternity dashboard.

Sarah Philip, Lead
Obstetrician and
gynaecologist, Gill
Valentine, Director of
Midwifery.
December 2022

None

Trust should draw up a protocol
for risk assessment in maternity
services around place of birth.The
protocol should involve all
relevant staff groups, including
midwives, paediatricians,
obstetricians and those in the
receiving units within the region.
The Trust should ensure that
individual decisions on delivery
are clearly recorded as part of the
plan of care, including what risk
factors may trigger escalation of
care, and that all Trust staff are
aware that they should not vary
decisions without a documented
risk assessment.

Risk assessments must include ongoing review of the place of
birth, based on the developing clinical picture.
GL887-Planning place of birth (Intrapartum Care) guideline
states that all women have the right to receive personalised
care that meets their needs as individuals. This should include
having a real choice of where to give birth.

Written information is available to facilitate discussions –
see leaflet: ‘Choosing where to have your baby’, which
states the advantages and disadvantages of different
options and if choosing MLU/Home birth, the likelihood
of transfer in labour to the main Delivery Suite.
All women should have personalised discussions around
their preferences during the antenatal period. As a
minimum, these discussions should take place at the
booking appointment and again at 34-36 weeks’
gestation which are then documented in the electronic
records. A further discussion can take place in early
labour and a clinical assessment will be carried out by a
midwife. At this point, further discussion should take
place around the woman’s choice for place of birth in
light of clinical findings and her preferences.

Standards:
1. Home birth or birth in a midwife led
unit can be recommended by the midwife
or doctor to those women without
medical/obstetric complications
2. 100% women will be given access to
information about place of birth at
booking appointment.
3. A shared decision between the woman
and the midwife/doctor for choice of
place of birth will be made by the 34-36
week antenatal check up which is
documented in the electronic records
Community midwives complete monthly
audits to monitor this, which include
discussion of personalised care plans.

Audits for place of birth and
personalised care plans feature on
the audit schedule as an ongoing
audit, with monthly reports and
action plans being produced and
findings and actions presented at
audit forum every 6 months. Any
PDSA cycles that are developed from
the action plans to achieve and/or
improve compliance as required will
be monitored.

Quality Improvement &
Audit Midwife (Audits
are on schedule planning required for
monthly reporting and
6 monthly
presentation) By End
Feb 2022

Quality Improvement and Audit Midwife
coordinates audit schedule, multi-disciplinary
clinical teams are tasked with undertaking the
audits, analysing findings and developing
improvement plans which is compromised as
clinical work is apporpriately prioritised.

Follow risk assessment protocols
on place of delivery, transfers and
management of care, and that
effective multidisciplinary care
operates without inflexible
demarcations between
professional groups.

Planning Place of birth guideline based on NICE criteria informs
who should be offered option of delivery in MLU/home and DS this was agreed as a multidisciplinary group including
neonatologists and anaesthetists and is reviewed 2 yearly or as
necessary. Routine place of birth discussions are documented in
the EPR. Individual plans of care can be documented in the EPR.
Further place of birth triage takes place at the point of labour
by telephone and/or Rushey triage/DS/DAU - criteria in place
for determine the location for labour assessments

Transfers from low risk areas are reported on the local
Monitoring trends displayed on the local
maternity dashboard and where rates fall below national dashboard. Monitoring through Datix
levels further investigation is carried out and learning
reporting.
identified and shared. Fourhouly multidisciplinary safety
huddles are carried out in all intrapartum areas. These
are now recorded electronically and auditable

Audit safety huddles for effective
multidisciplinary working and
learning. Safety and learning
newsletter is in production. Learning
is to be shared at safety huddles and
updated on learning boards in all
areas.

Sam Fleming
In-house training on how to audit electronic
Consultant Midwife
safety huddles
and Patrick Bose
Intrapartum lead
obstetrician. Quality
and Safety leads. April
2022

Trust should identify a
recruitment and retention
strategy aimed at achieving a
balanced and sustainable
workforce with the requisite skills
and experience.

Executive led maternity recruitment and retention steering
Temporary suspension of home birth and MLU will be
Decrease in vacancy levels and turnover of Implement plans for international
group established in 2021. Actions to improve both
reduced with improved staffing. Roll out of continuity of midwifery staff.
recruitment. Continue roll out od
Civility Saves Lives programme.
recruitment and retention are monitored at this steering group. carer teams will also be achieved.
Maternity training needs analysis reviewed annually.

Kylie Canning,
Recruitment team
Recruitment Manager.
February 2022.
Kerry Taylor and
Akeisha Robinson,
Matrons and Sarah
Phillip Lead
Obstetrician and
gynaecologist. April
2022
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Developing better joint working
between main hospital sites,
including the development and
operation of common policies,
systems and standards.

RBFT has only 1 hospital site for maternity services.

N/A

N/A

N/A

Trust should seek to forge links
with a partner Trust, so that both
can benefit from opportunities for
learning, mentoring, secondment,
staff development and sharing
approaches to problems. This
arrangement is promoted and
sometimes facilitated by Monitor
as ‘buddying’ and we endorse the
approach under these
circumstances.

The Trust is part of the Berkshire Oxfordshire and
Buckinghamshire Local maternity and neonatal System which
has facilitated shared learning and approaches to problem
solving. The Trust is also an active member of the local AHSN.
There has been a reciprocal agreement between Berks and
Bucks to provide independent investigations for certain clinical
incidents where external input has been required. Frimley
Healthcare have completed a peer review of maternity services
at RBFT and we will be reciprocating.

Clinical guidelines have been reviewed and AHSN wide
guidelines implemented into practice. This has
standardised care across Trusts in line with current
evidence and best practice. All SIs are signed off at an
LMNS Serious Incident review panel.

Shared learning at AHSN and LMNS level Explore feasibility of secondment
has driven local service improvements e.g. opportunities for staff.
implementation of optimum cord
clamping for preterm babies. External
professional investigation into clinical
incidents has led to improvement across
the system e.g. identification of neonatal
hypolglycaemia in the community setting

Gill Valentine, Director Support of LMNS
of Midwifery June 2022

Trust should review the
structures, processes and staff
involved in investigating
incidents, carrying out root cause
analyses, reporting results and
disseminating learning from
incidents, identifying any residual
conflicts of interest and
requirements for additional
training. The Trust should ensure
that robust documentation is
used, based on a recognised
system, and that Board reports
include details of how services
have been improved in response.
The review should include the
provision of appropriate
arrangements for staff debriefing
and support following a serious
incident.

In line with the Trust Serious Incident Policy (CG039) maternity
objectives for identifying, undertaking and learning from
incidents are as follows:
To investigate,
monitor and review all Maternity incidents to ensure an
appropriate level of investigation is undertaken and actions put
in place to reduce or eliminate risk
• Ensure compliance in reporting cases to the relevant agencies
within set timescales - this includes HSIB
• Demonstrate the process for identifying risks both clinical and
non-clinical and how they are managed within a maternity
clinical governance framework, which includes the risk
management process in line with Maternity risk management
policy (CG347)
Analyse trends in adverse
incidents/near misses and complaints to ensure a system of
continuous improvement.
• Provide effective communication to all maternity staff
through minutes of
meetings/emails/blogs and the monthly Maternity Newsletter
• Ensure that staff work within written guidelines, policies and
protocols, which are easily available and regularly reviewed

The maternity risk management strategy highlights the
governance structures and processes in place to give
assurance from ward to Board on incident management
and subsequent improvments: 1.Maternity perinatal
quality surveillance board oversight 2.Maternity clinical
governance structure and reporting mechanism
3.
Maternity clinical governance team
4.
Maternity risk assessment and risk management process
5. Maternity incident reporting process
6. Risk
escalation process 7. Process flow document for
monitoring non-adherence to practice standards outlined
in maternity guidance

Monitoring activities such as review of
clinical governance meeting minutes,
maternity incidents and claims report,
perinatal quality surveillance report and
maternity board report should give
assurance of the triangulation of learning
relevant to the aspect of compliance or
effectiveness being
monitored

Trust patient safety
strategy to include
provision for additional
trained investigation
staff - to be
implemented April
2022 Expansion of
TRIM network of
practitioners by
September 2022

In line with the new NHS Patient
Safety Strategy framework:
Providing training or arrange for
training to be provided to additional
staff for incident investigation (PA's
for medical staff and resource
allocation for midwifery staff)
Trust have recently introduced
Trauma risk management (TRiM)
programme to support, monitor and
manage colleagues when involved in
incidents - expanding the TRIM
offering in maternity would support
the provision of more debriefing for
staff

N/A

N/A

Additional patient safety resource within
maternity to effectively manage the governance
processes around incident and risk management
and triangulation of learning, and staff support new maternity structure proposals should support
this.
Additional trainied investigators
from medical and midwifery clinical teams.

96

Trust should review the
structures, processes and staff
involved in responding to
complaints, and introduce
measures to promote the use of
complaints as a source of
improvement and reduce
defensive ‘closed’ responses to
complainants. The Trust should
increase public and patient
involvement in resolving
complaints, in the case of
maternity services through the
Maternity Services Liaison
Committee

The maternity service follows the Trust Policy for handling
formal complaints (CG009) which was developed based on the
recommendations following the Francis Inquiry (February 2013)
and the review of NHS hospital complaints system:
1. The Complaints Procedure will be easy to understand and
simple to use
2. The procedure will be
accessible to everyone
3. Investigations will be
thorough, fair, responsive, open and honest
4. The Trust will listen to the complainant to understand the
concerns and work with the patient to rectify the problem 5.
The Trust will learn from complaints and use them to improve
the services for patients 6. The Trust will answer complaints in a
timely manner and in a timescale agreed at the outset of the
investigation
7. The Trust will respect an individual's rights
to confidentiality
8. Staff will respond
positively to complaints and endeavour to resolve issues quickly
9. The Trust aims to satisfy the complainant by conducting a
thorough investigation and providing a full explanation 10.The
Trust will ensure that patients, relatives and their carers are not
treated differently as a result of making a complaint.

All complaints and concerns offer an opportunity for
maternity services to learn and improve. When the
investigation of a complaint identifies that local changes
in practice are required, the Patient Safty Lead, in
collaboration with the Ward Leads and service users
(Maternity Voices Parntership (MVP) - formally Maternity
Services Liaison Committee) ensure these are considered
and implemented as soon as is practically possible.

All trends and themes that result from
maternity concerns and complaints are
reported and shared through Maternity
Clinical Governance, from individual
complaints, the service has a process for
aggregating information about
complaints, incidents and claims to enable
learning. MVP are also invovled in the
sharing and learning and triangulation
back to service users.

We will seek to resolve all
New structure may
complaints within 25 working days support additional
from the date that the complaint
resource. April 2022
has been received. However, it is
recognised that there is variation in
the level and complexity of
complaints and that some may
require longer to conduct a
thorough investigation and to
provide a full response. Clinical staff
who are required to investigate
complaints have competing
priorititis and delays are often
incurred with meeting the 25 day
response time. Further support
from administrative staff would go
some way to relieving this pressure.

Trust should review arrangements A review of the structure in Women's and Childrens directorate Revised structure will support service development
for clinical leadership in
commenced in February 2022.
obstetrics, paediatrics and
midwifery, to ensure that the
right people are in place with
appropriate skills and support.

Service has capacity to deliver the
strategic objectives of the service and
Trust.

Structure to be agreed.
JDs for
posts to be reviewed/written and
banded as appropraite. Advertise
posts and recruit to vacancies.

Trust should continue to prioritise
the work commenced in response
to the review of governance
systems including clinical
governance, so that the Board has
adequate assurance of the quality
of care provided by the Trust’s
services.

Monthly reports on clinical effectiveness are submitted in the Executive and Non-executive team are regulary updated
Board IPR. In addition a monthly paper on the overview of
on safety and quality of maternity services.
Maternity incidents is tabled with copies of all signed off serios
incident reports. Maternity Clinical governance has clear
reporting lines to the Urgent care clinical governance and
Quality Assurance and Learning Committee and the Quality
Committee. Bi-monthly perinatal quality surveillance reports
are discussed and approved at QALC and are tabled at Quality
Committee.

The Board have a greater knowledge of
Ensure that reporting and escalation Eamonn Sullivan, Chief Patient Safety lead, Clinical Governance Lead.
maternity services and are sighted on the continues in line with the
Nurse and Gill
Additional resource for compliance
risks and service improvements.
Valentine, Director of
governance structure.
Midwifery

Trust should ensure that middle
managers, senior managers and
non-executives have the requisite
clarity over roles and
responsibilities in relation to
quality,

The Chief Nurse has quality in their portfolio of responsibilities
and the Chief Medical Officer is responsible for standards of
clinical care. Director of Midwifery is the lead on quality for
midwifery services. The Maternity risk strategy (CG347) details
the duties and responsibilities of all lead roles within maternity
for quality and safety. A Non-Executive Director is nominated as
safety champion for maternity with roles clarified in the terms
of reference for the Trust maternity and Noenatal Safety
Champions meeting.

Through staff and service users feedback . Regular review of Job descriptions
and oles and responsibilities.

Executive and non-executive safety leads regularly walk
the patch to obtain feedback from staff on safety and
quality. Issues are escalated to appropriate staff and
teams for action. Feedback is provided to the service
managers and reported at the monthly safty champions
meeting.

New structure proposal currently in progress

Urgent care
Recruitment team
management
committee. Feb 2022
Responsible managers.
March 2022

All managers Dec 22

Communication to all managers

97

Improve the physical environment
of the delivery suite including
particularly access to operating
theatres, an improved ability to
observe and respond to all
women in labour and en suite
facilities; arrangements for postoperative care of women also
need to be reviewed.

Maternity theatres are adjacent to the delivery suite and easily Privacy and dignity for all women in the intrapartum
accessible. All birthing rooms have en suite facilities. Women areas.
who have undergone an elective caesarean section are cared
for in maternity recovery post op. Women who have
emergency caesarean sections are cared for on the delivery
suite in the birthing room. A review of the need for a dedicated
post op/higher monitoring area on delivery suite has been
reinstated.

Patient experience survey results.
Feedback from MVP.

A working group has been
established to scope the feasibility
of providing a higher monitoring
area on DS with appropriately skilled
staff. Mitigation is in place .

Lauren Williams,
Spport from the Trust for service improvement
plan when developed.
Consultant
Anaesthetist, Sarah
Philip, Lead Consultant
Obstetrician and
gynaecologist, Patrick
Bose, Intrapertum lead
obstetrician.

Clear national standards should Royal College of Midwives has published midwifery leadership
be drawn up setting out the
standards. RCOG has published standards for Obstetric
professional duties and
Consultants.
expectations of clinical leads at all
levels, including, but not limited
to, clinical directors, clinical leads,
heads of service, medical
directors, nurse directors.

Assessment against these standards was completed as
Review of assurance evidence by Regional Implement a monitoring system to
part of the Ockenden assurance and evidence submitted team
evidence that consultant
on compliance.
obstetricians are in attendance at
designated clinical situations listed
in the RCOG roles and
responsibilities document.

Sarah Philip, Lead
Obstetrician and
Gynaecologist. Jan
2022

Clear national standards should
be drawn up setting out the
responsibilities for clinical quality
of other managers, including
executive directors, middle
managers and nonexecutives.

Nurse and Medical directors job descriptions, apprasials,
individual and care-group performance reviews.
Externally commissioned reviews of Board Leadership
every 3 years.

CNO led group to
Support from clinical experts (Clinical Lead,
report back by April 1st Director of Midwifery), maternity NED, informatics
and QI colleagues.
2022.

The Chief Nurse has quality in their portfolio of responsibilities
and the Chief Medical Officer is responsible for standards of
clinical care. Director of Midwifery is the lead on quality for
midwifery services. The Maternity risk strategy (CG347) details
the duties and responsibilities of all lead roles within maternity
for quality and safety. .

System and local governance meetings
and structures (ICS, ICP, HSIB etc) . Quality
strategy and quality committee outcomes.
Board assurance processes - including risk
registers, key performance indicators.

We are reviewing our Maternity
Board Assurance key performance
indicators in line with the latest
national policy and direction.

Support from the QI and Audit midwife to
establish the monitoring process.
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To present the Board of Directors with the Clinical Services Strategy
(CSS) for approval and sign-off.
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Assurance
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The Board is asked to approve the CSS.
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throughout the course of the next decade

Relationship to Risk in
6. N/A
BAF:
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7. N/A
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Provide the highest quality care
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X
X
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7. Engagement 
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1

Executive Summary

1.1

Our previous clinical services strategy (CSS) was written in 2018, to cover until 2023.
In January 2021, the Trust’s Executive Management Committee reviewed progress to
date against this strategy and asked for a new CSS to:
(a) Capture the learning from new ways of working during the Covid-19 pandemic
(b) Define how services might optimally be delivered and configured to guide the
developing vision for our estate
(c) Support the continued development of integrated care and response to the NHS
Long Term Plan
(d) Move towards prevention, reduce health inequalities and improve access to care
(e) Identify where we need to invest resources into enablers such as workforce,
digital and equipment

2

Key Issues

2.1

The new CSS is a product of extensive engagement with our stakeholders.

2.2

Informing this strategy is a set of common themes that emerged from discussions
with the clinical, nursing and operational leaders of our services (over 30 in all). As
these themes took shape, they formed the basis of a working document that captured
the evolving direction of travel for the new CSS.

2.3

External partners (such as BHFT, CCG, AHP forum, BOB ICS and PCNs) and patient
representatives (such as Healthwatch and patient leaders) reviewed and gave
feedback at various stages, contributing to the refinement of the document.

2.4

Trust leadership provided input and steering throughout, through discussions with
and review by care group leadership, senior nursing forums, the operations
management team, the executive management committee and the Board of
Directors.

2.5

Outlined below, the resulting set of position statements reflect the key principles and
enablers of our new CSS, which is attached in Appendix 1:
(a) Principles—Position statements indicating the key levers we will pull to deliver
our vision:
(i)

We will provide the highest quality care

(ii)

We will streamline our services to align with patient needs

(iii) We will promote wellbeing and adopt a posture of prevention
(iv) We will reach patients where it’s best
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(b) Enablers—Position statements highlighting the critical factors to successfully
delivering our principles:
(i)

We will prepare our workforce for tomorrow

(ii)

We will work as a team with our partners

(iii) We will build a physical environment that supports healing
(iv) We will leverage technology to its full potential
2.6

Together, these position statements set the direction for the development of our
clinical services, informing investment decisions and future planning over the next 1015 years.

3

Conclusion

3.1

The Board is asked to approve and sign off the new clinical services strategy.

4

Attachments
The following are attached to this report:

(a) Appendix 1 – Clinical Services Strategy
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CLINICAL SERVICES STRATEGY
March 2022

Compassionate | Aspirational | Resourceful | Excellent
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Introduction
Our Trust vision is “working together to provide outstanding care for our community”.

Our Clinical Services Strategy (CSS) sets out the guiding principles we will follow and the unique positioning we will take in designing clinical services
to best meet the evolving needs of the community we serve. Its purpose is to guide how we prioritise our resources, investment, time and attention as
we pursue our vision.
In January 2021, the Trust’s Executive Management Committee asked for a new CSS to:

▪

Capture the learning from new ways of working during the Covid-19 pandemic

▪

Define how services might optimally be delivered and configured to guide the developing vision for our estate

▪

Support the continued development of integrated care and response to the NHS Long Term Plan

▪

Move towards prevention, reduce health inequalities and improve access to care

▪

Identify where we need to invest resources into enablers such as workforce, digital and equipment

The new CSS is a product of extensive engagement with our stakeholders:
▪

Internally, a set of common themes emerged from discussions with the clinical, nursing and operational leaders of our services (over 30 in all) and set the
direction of travel

▪

External partners and patient representatives reviewed these themes and gave feedback at various stages, contributing to the refinement of the strategy

▪

Trust leadership provided input and steering throughout, through discussions with and review by care group leadership, senior nursing forums, the
operations management team, the executive management committee and the Board of Directors

Reflecting this work, our new CSS articulates a set of key principles and enablers. Together, these position statements set the direction for the
development of our clinical services, informing investment decisions and future planning over the next 10-15 years.

Compassionate | Aspirational | Resourceful | Excellent
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Overview
The new CSS recognises that:
▪

People in our community are living longer, but frequently with an increasing number of complex physical, social and mental
health needs

▪

General shifts in consumer behaviours are also changing how people expect to interact with our services—there is a growing
desire for more immediate access to care, more information around their care and greater involvement in decision making

To deliver the highest quality of care, our services need to be:
▪

Designed around pathways that more explicitly wrap our care around the patient journey

▪

Organised to deliver the right level of care, through the right channel, at the right time

▪

Personalised to individual needs by harnessing the power of digital innovation

▪

Accessible and inclusive to all

▪

Delivered by highly trained multidisciplinary teams

To meet the increasing needs of our population:
▪

We need to work seamlessly with a wide range of partners to ensure a joined up ‘one NHS’ is experienced by patients, the
community and staff

▪

Build a relationship with our community throughout their lives, which focuses as much on prevention and supporting people
to live well as it does on responding to periods of crisis

Compassionate | Aspirational | Resourceful | Excellent
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Principles
Position statements indicating the key levers we
will pull to deliver our vision.

Compassionate | Aspirational | Resourceful | Excellent

▪ We will provide the highest quality care

▪ We will streamline our services to align with patient needs
▪ We will promote wellbeing and adopt a posture of prevention
▪ We will reach patients where it’s best
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We will provide the highest quality care
Why?

This allows us to be:

As an organisation, our vision is ‘working together to deliver outstanding care for our community.’ By committing to
providing the highest quality care, we honour the trust patients place in us to stay safe when they are most vulnerable, and
make optimal use of valuable public funds and resources.

What this looks like:

Safe

▪ Safety measures directly
targeted and optimised

Effective

▪ GIRFT approach implemented
across all pathways
▪ CQI approach adopted across
the organisation

Caring

▪ Trust values embedded across
all aspects of care

Responsive

▪ Robust ability developed to
capture and respond to
measures of quality, safety,
outcomes, patient experience,
etc.

Well-led

▪ Organisational culture
established embodying all
aspects of our CARE values

Ensure care is safe:
▪ Prevent medical errors and avoidable adverse events
▪ Foster a culture of openness where we are willing to identify issues early, address them and learn from them
Deliver
▪
▪
▪

care effectively:
Commit to a Getting It Right First Time (GIRFT) approach across all pathways
Establish a culture of continuous quality improvement
Meet and exceed national standards and expectations

Cultivate a culture of excellence:
▪ Imbue every aspect of our care with our values (Compassionate, Aspirational, Resourceful, Excellent)
▪ Commit to organisational excellence in how our teams are led, how they function, behave and collaborate, and how they
steward resources
▪ Continue to grow our activity in research, clinical trials and innovation
Achieve optimal outcomes:
▪ Apply robust outcomes tracking and reduction in variation, using high quality and accurate data to drive positive change
▪ Eliminate health inequalities
▪ Capture, track and enhance the patient experience
▪ Obtain external validation (e.g., CQC ‘outstanding’)

Compassionate | Aspirational | Resourceful | Excellent
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We will streamline our services to align with patient needs
Why?
As the prevalence of comorbidities and long term conditions rises, the health needs of those we serve are becoming
increasingly complex. Adapting to these shifting needs by organising our services around pathways of care positions us
to achieve the best outcomes consistently and efficiently.

What this looks like:
Organise services into three areas—prevention & management, planned interventions and emergency care
▪ From a coordination perspective, these areas must join up:
o With each other to allow rapid escalation/de-escalation of care within the Trust
o With the system to allow seamless transitions into and out of the Trust, connection to a broad system, and a joined-up
‘one NHS’ experience of care
▪ From an estate perspective, these areas should be distinct:
o Clear physical separation between ‘hot’ and ‘cold’ spaces for greater safety, infection control, efficiency and focus of work
In each area, establish patient pathways focused on efficiently delivering the optimal level of care
▪ Organise services to simplify the patient journey rather than to align with specialties operating as independent ‘islands’
▪ Adopt multidisciplinary workforce models that:
o Support patients with increasingly complex physical and mental health needs
o Are aligned to the different levels of care in each pathway (e.g., intensive care vs. same day emergency care)
o Enable teams to be flexible in personalising care to individual needs
▪ Build and improve processes to free clinical teams to focus on providing care (e.g., improve streaming of referrals to secondary
care through co-production of pathways, expand diagnostic capability across our sites, build digital integration and fluidity)

This allows us to be:
Safe

▪ Improved infection control
▪ Reduced variation in outcomes
▪ Greater consistency and
standardisation

Effective

▪ Minimised waste, simplified
care journey, greater
efficiencies and productivity,
more joined-up approach

Caring

▪ Staff at all levels empowered to
connect with and support
patient progress
▪ Improved patient satisfaction

Responsive

▪ Care structure aligned with
patient journey rather than the
opposite

Well-led

▪ Stronger sense of identity as an
organisation (as opposed to
collection of specialties)
▪ Increased investment into
prevention & management

Adapt our offering as the population’s health needs evolve
▪ Monitor health trends (e.g. in volume, complexity) to identify needs and opportunities
▪ Actively develop our service offering in line with these shifting needs, coordinating with partners to maximise the system’s ability to
meet the needs of its broader population while ensuring we continue to bring care closer to home
▪ Engage and leverage large clinical networks and provider collaboratives as appropriate
▪ Expand investment into prevention and chronic disease management, integrating with partners such as primary care networks and
public health (see also subsequent slides)

Compassionate | Aspirational | Resourceful | Excellent
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We will promote wellbeing and adopt a posture of prevention
This allows us to be:

Why?
As long term conditions become more prevalent, we need to adapt our approach to supporting the health needs of our
community, moving from episodic “sick care” to longitudinal “health care”—focusing our services predominantly on acute
needs is unsustainable. We will do more to actively support individuals to improve their wellbeing and prevent chronic
disease.

What this looks like:
▪

Approach every encounter as an opportunity to promote healthy behaviours, empower patients to co-manage their
health and wellbeing and if necessary, intervene to prevent conditions from developing or progressing

▪

Focus on tackling the well-established risk factors for chronic disease (e.g. diet, physical activity, weight, smoking, alcohol
use), to try and avert the onset of preventable disease

▪

Support patients who are living with morbidity or comorbidity to “live well with their condition(s)”, preventing or slowing the
progression of disease, as well as reducing the risk of long-term complications / acute episodes

▪

Collaborate with our partners across Berkshire West and the Thames Valley to progress population health management,
tackle health inequalities and support mental health, working to engage with service users, particularly those from minority
demographic / deprived communities, in designing service improvements

▪

Promote rapid flow through our services and a bias away from admission, within strict safety controls, to prevent
unnecessary escalation in the acuity level of a patient’s treatment, minimise potential for hospital-acquired conditions and
avoid “institutionalisation” (e.g., support investment in same day emergency care, rapid community discharge, direct
admission)

▪

Become environmentally sustainable and work towards a net zero carbon footprint to reduce our contribution to pollution in
the community, leading to improved health conditions for the population

Compassionate | Aspirational | Resourceful | Excellent

Safe

▪ Reduced avoidable worsening
of conditions and health issues
▪ Patients spend less time in
hospital
▪ Minimised infection risk

Effective

▪ Reduced admissions through
increased activity earlier in
patient journey

Caring

▪ Patients spend more time
enjoying a high quality of life

Responsive

▪ Services organised to catch
and address issues early to
avoid complications and
worsening of conditions

Well-led

▪ Financial savings delivered
through improved outcomes
unlocks further reinvestment
into patient services
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We will reach patients where it’s best
This allows us to be:

Why?
As we move to design our services around pathways and toward prevention, we also need to shift from encounter-based
care to relationship-based care which requires better access, convenience and frequency. Our current estate is not optimised
for this, as we struggle to manage current demand and address inequalities in access and outcomes—we must innovate our
care model accordingly.

What this looks like:
Three channels of delivery:
▪ Deliver care through a combination of physical sites, virtual/digital care, and
at-home/mobile in-person care, to:
1. Support patients closer to home
2. Enhance our capacity to deliver longitudinal care
3. Allow patients to be more involved in managing their care (e.g., patientinitiated follow-up, patient portal)
4. Spread demand for lower acuity/complexity care away from high-acuity
sites and free up resources/capacity
5. Enable optimal deployment of staff across our footprint
6. Build efficiencies into pathways (e.g. NHS 111 triaging)

Safe

▪ Care is delivered in setting that
is safest for the patient
▪ Greater access to care allows
issues to be caught sooner
▪ Reduced strain on high-acuity
sites

Effective

▪ Right level of care is provided
to the right patient at the right
time: higher-acuity staff can
focus on those who need these
services the most, while other
cases seen sooner

Caring

▪ Increased access to services
empowers patient
▪ Greater ability to accommodate
the most vulnerable
▪ Positive impact on the
environment

Responsive

▪ Three-pronged approach to
care delivery allows Trust to
expand its reach and address a
broader set of needs

Virtual/digital

On-site

Mobile & at-home

Investment:
▪ Significant investment in digital solutions, education, and operational excellence to implement three-pronged delivery model
On-site care:
Well-led
▪ When on-site care is required, channel delivery away from the high acuity site towards a combination of (as appropriate):
o Smaller and lower acuity sites
o Shared primary care / RBFT health centres
o Other offsite premises
▪ When care on the main acute site is needed, utilise the lower acuity settings to their fullest potential, reducing demand for high acuity / complexity space (e.g., SDEC)
▪ Maintain a ‘bias to discharge’, within strict quality parameters, to return patients back to the safety and comfort of their homes as soon as possible
▪ Leverage digital to optimise efficiency and ‘intelligence’ of on-site care, patient flow, quality of care, and resource prioritisation (e.g. deploy AI and intelligent
automation in procedures, processes, equipment tracking, pathway optimisation, etc.)

Compassionate | Aspirational | Resourceful | Excellent

▪ Improved utilisation of
resources
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Enablers
Position statements highlighting the critical factors to
successfully delivering our principles.

Compassionate | Aspirational | Resourceful | Excellent

▪ We will prepare our workforce for tomorrow

▪ We will work as a team with our partners
▪ We will build a physical environment that supports healing
▪ We will leverage technology to its full potential
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We will prepare our workforce for tomorrow
This allows us to be:

Why?
Our ability to pursue the CSS principles will depend on developing a flexible and motivated workforce that is aligned to
multidisciplinary pathways of care, deployed across multiple delivery channels and skilled in prevention as well as treatment
of disease.

What this looks like:
Culture
▪ Strengthen our position as a great organisation to work for through our RBFT People Strategy
Development
▪ Promote ‘upskilling’ and cross-training to improve the flexibility and adaptability of our workforce
▪ Continue to enhance our clinical training and education portfolios, both internally and in collaboration with key external partners such
as the University of Reading (e.g. establishment of a UoR clinical school)
▪ Align our skillset to support the growing number of patients with complex conditions, mental health needs and learning disabi lities
Digital
▪ Deploy digital solutions that enable clinical staff to work to the top of their license and reduce the administrative burden

Safe

▪ Highly trained, highly skilled
staff

Effective

▪ Regular flow of new clinical
insights and evidence to inform
our care
▪ MDTs working collaboratively to
deliver seamless pathways of
care

Caring

▪ Increased opportunities for
patients to participate in
ground-breaking studies
▪ Patients cared for by best
possible staff

Responsive

▪ Increased agency in shaping
workforce to evolving needs of
population
▪ Flexible and adaptable
workforce

Well-led

▪ Improved staff engagement,
motivation, morale
▪ Improved recruitment and
retention

▪ Develop digital literacy and data science skills across our workforce
Care model innovation
▪
▪

▪

Adopt multidisciplinary models of work and learning that are aligned to pathways of care designed to address complex needs
Invest in developing innovative roles and skills that support our shift towards prevention and management of chronic conditions
▪ E.g., Clinical roles that cross boundaries across the system, joint provider posts, non-medical clinical roles (e.g., PAs, NPs),
non-clinical roles (e.g., health coaches, care coordinators)
Take an active role in innovating around the design, training and development of the ‘clinical team of tomorrow’ by building on our
partnership with the University of Reading

Compassionate | Aspirational | Resourceful | Excellent
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We will work as a team with our partners
This allows us to be:

Why?
We cannot deliver our ambitions by working in isolation. We depend on close collaboration with our partners to build integrated
pathways, move into prevention and bring care closer to home in a seamless experience that eliminates disjointed transitions
across organisational boundaries.

What this looks like:
▪

Strengthen collaboration with our partners in primary, community, acute and social care across Berkshire West and the wider
Thames Valley, and with local authorities, public health, patient advocacy groups and the voluntary sector, working to foster
an environment that supports the shared pursuit of our common agenda

▪

Proactively drive the integration of our collective services to improve outcomes, deliver a seamless experience of care, and
operate more efficiently as a system; engaging around such areas as:
o
o
o
o
o
o
o
o
o
o

Cross-boundary clinical pathways (geographical and organisational)
Determining the optimal setting of care for patients
Transitions in care / seamless hand-offs
Population health management
Health inequalities
Shared care records and information flow
Mental health
Outpatients transformation
Musculoskeletal, Ophthalmology, Cancer and other clinical networks
Shared roles and investment to support prevention and management

▪

Continue to build our clinical education, academic and research portfolios through our partnership with the University of Reading

▪

Engage in partnerships and commercial opportunities across the public and private sectors to drive innovation, research,
quality improvement, service development, training, and other improvements to patient care

Compassionate | Aspirational | Resourceful | Excellent

Safe

▪ Increased accountability
through strong, transparent and
collaborative system
relationships

Effective

▪ Improved know-how and
insights leading to better
outcomes

Caring

▪ Improved patient experience
and satisfaction

Responsive

▪ Population needs met more
rapidly and managed more
effectively as system partners
collaborate

Well-led

▪ Better resource use across
system
▪ Strong R&D and innovation
activity
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We will build a physical environment that supports healing
This allows us to be:

Why?
A high quality built environment that is designed around people and their needs will enable, rather than hinder, healing and
recovery for patients. It will improve the experience for staff, promote safe and efficient care delivery, and support the wider
community with convenient access to services.

Safe

▪ Improved infection control
▪ Quieter and more peaceful
environments protect patients
and staff from adverse effects
of avoidable stressors

Effective

▪ Improved outcomes through
application of evidenced-based
design principles
▪ Faster recovery times

Caring

▪ Improved privacy protects each
person’s dignity
▪ Human environments that
reflect our CARE values

Responsive

▪ A built environment design that
aligns service delivery with the
patient journey
▪ Flexible space that adapts to
shifting needs

Well-led

▪ “Zoning” for efficient use of
resources and asset
management
▪ Space that supports a culture of
learning and innovation

What this looks like:
Human-centred spaces
Design a built environment to:

▪
▪
▪
▪
▪

Minimise noise and light pollution to foster a peaceful environment conducive to rest, sleep and recovery
Protect patients’ privacy, sense of security and dignity
Encourage and enable patients to regain physical activity, mobility and independence as quickly as possible
Maximise the accessibility of our facilities
Reduce risk of hospital acquired infections

For visitors,
families and
loved ones

▪
▪
▪
▪

Reflect the importance families and visitors play in healing, comfort and avoiding loneliness
Provide space to visit, rest and recover from long visits that can take a significant toll
Ensure spaces are easy to navigate, featuring inclusive wayfinding
Avoid exposure to sick patients in public spaces

For staff

▪
▪
▪
▪
▪

Promote efficiencies in staffing, time and motion through strategic ‘zoning’ that aligns our spaces to patient pathways and drives productivity
Future-proof our spaces by designing for flexibility and adaptability
Foster a learning culture by creating strategic adjacencies between teams and through purpose-built spaces for formal education and training
Provide areas where staff can decompress, socialise and access outdoor greenspaces in privacy
Embed technology into our physical space to improve staff’s ability to monitor patients while also enabling higher single bed ratios, quiet and
privacy for patients

For patients

Spaces that connect with nature

Spaces that enhance social value in our community

▪

Provide ample access to natural light and ventilation

▪

Ensure our physical footprint remains easily accessible to our community through multiple means of travel

▪

Maintain easy access to green spaces, views of nature

▪

▪

Maximise energy conservation, efficient use of resources and
environmental sustainability

Support the local economy by developing a footprint that encourages investment into the community, increased footfall into
commercial hubs and strategic partnerships that elevate the region’s national profile

▪

Locate a selection of health services in highly-frequented commercial areas so that people’s daily shopping routines create
opportunities to promote healthy behaviours, help manage conditions, and catch issues early
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We will leverage technology to its full potential
This allows us to be:

Why?
As technology increasingly becomes a core component of all our services, accelerates our ability to care effectively and
efficiently, and unlocks new ways of creating value for our patients, it is becoming ever more important to focus our efforts in
this space so that digital becomes an enabler to delivering the four principles of the CSS, rather than an obstacle.

Safe

▪ Right information delivered at
the right time in clinical care
▪ New capabilities developed
around safety (continuous
outcomes monitoring, PHM,
etc.)

Effective

▪ New treatments and models of
care unlocked
▪ Reduced administrative burden
leads to more efficient use of
clinician time
▪ Optimised and enhanced
clinical services (e.g., AI)
▪ Trust’s reach expanded

Caring

▪ Clinicians able to spend more
time interacting with the patient
▪ Patients empowered to comanage their care
▪ Improved accessibility
▪ Good UX / UI
▪ More individualised care

Responsive

▪ Real-time monitoring of
population health needs
▪ Real-time monitoring of clinical
and operational workflows

Well-led

▪ Improved resource use
management and planning
▪ Culture of innovation
▪ Reduction in wastage

What this looks like:
RBFT’s digital strategy focuses our work around five strategic themes, underpinned by two crosscutting themes:
1. Improving quality and safety
▪ Develop our digital systems into a fully clinical and operational management
system
▪ Leverage EPR empowered analytics, timely data and device integration to
enhance decision-making and personalise care and support CQI initiatives
2. Enabling integration and service development—Support teams to provide care outside
of the four walls of the hospital in partnership with primary, community and social care:
▪ Develop purpose-built virtual care programme
▪ Empower in-person at-home care through digital (analytics and insights
supporting logistics, blended in-person / virtual care, etc.)
▪ Develop the interoperability and integration of clinical systems to support
distributed care and system-wide pathways
▪ Better utilise analytics of patient data generated across the system to inform and
improve population health management
3. Empowering patients—to become more active participants in their wellbeing and to comanage greater portions of their care:
▪ Expand the ways patients can access care virtually and improve their digital
experience (e.g., integrated experience across video, phone, text, app, Patient
Portal, booking and check-in)
▪ Adopt innovative tools and solutions that help patients adopt healthy behaviours
and manage conditions, integrating these into our clinical pathways
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4.

Designing digital into our built environment
▪ Research and embed innovative digital solutions when
building new estate
▪ Integrate clinical and corporate IT systems

5. Productivity through intelligence, innovation, partnerships and
clinical research
▪ Build capabilities to produce real-time insights about our
performance (e.g., dashboards fed by EPR)
▪

Develop our data science capabilities across
descriptive, diagnostic, predictive and prescriptive
analytics

▪

Leverage systems (e.g., artificial intelligence, intelligent
automation) to free up time for staff to spend on valueadd activity and optimise our pathways

▪

Support clinical innovation, commercial innovation and
scientific research

Two crosscutting supporting themes:
1.
2.

Digital education and ensuring ease of use, enabling staff to
work to the top of their license
Continued investment into infrastructure
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Our strategy in practice
The following slides describe ways in which the CSS’s principles and enablers can be
applied to adapt our services, followed by an overview of where we intend to focus our efforts
to build momentum in delivering the CSS over the immediate and near term.
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Care along the stages of life
Emergency
care
Planned
interventions

EARLY LIFE

LIVING WELL

AGEING WELL

Prevention
& Management

To align our services to the patient journey, we will:
Ensure our consistent levels of care deliver adaptive services and pathways reflecting the changing nature of health care needs through the key stages in life
▪ E.g., Emergency care (Paediatric ED vs RACOP)
▪ Inclusive towards patients with special needs (mental health conditions, learning disabilities, autism, dementia)
Adopt a lifetime ‘Relationship Management’ mentality:
▪ Our relationship with a patient and their loved ones doesn’t begin and end with an encounter
▪ At each encounter through the stages of life, approach patients as individuals deserving best service (rather than ‘users’ receiving free services as a courtesy / obligation)
▪ Focus on families and early years of childhood; foster engagement with their health throughout life stages (e.g., through early learning centres and schools)
▪ Leverage this approach to reduce health inequalities and promote partnership working across the system

Collaborate strategically across each stage
▪ Services across the system are disjointed / fragmented in different ways at each stage; collaborate to identify and close these gaps appropriately
▪ E.g., Joined up delivery of mental health services across community / primary / secondary care among young people
Pay special attention to transitions between each stage
▪ Seamless work/information sharing and collaboration across Trust and system to identify appropriate transition time and execute intentionally (e.g., rather than default cut-offs)
▪ Equip / inform / empower patient throughout these critical junctures
▪ E.g., Support young people to learn to manage their own care and be in control, ensure seamless transition into adult services focused on individual needs
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Prevention & management
Emergency
care
Planned
interventions

Delivery
Prevention
& Management

Integrated pathways,
systems and processes in
place to deliver coordinated
response

Coordination

Accessible, comprehensive and timely
services delivered closer to home

Monitoring

Actively addressing needs identified through
system partners (GPs, etc.), our services
(diagnostics, remote monitoring, PHM), or
patients (PIFU)

We work together to prevent the onset of disease and support patients with long-term conditions to stay well by:
Offering services that are accessible
▪ On-site care provided in community settings, primary care, ambulatory care sites, drop-in centres and other non-healthcare settings
▪ Virtual care delivered through video, phone, text, app/chat, internet, connecting into a comprehensive patient portal
▪ At-home or mobile care (e.g., vans) delivered in-person
Collaborating with our partners to deliver a ‘One NHS’ experience of care
▪ Patients shouldn’t be able to tell where primary care ends and secondary care begins
▪ Much greater blurring of physical, process, and organisational boundaries between partners
▪ Seamless work / information sharing across the system allowing active and prompt identification & management of needs
▪ Partners work together to simplify journey for patient (e.g., GP referrals, NHS 111 pathway optimisation)
Making the most of every opportunity to empower the patient to co-manage their care (e.g., education/information, patient portal, PIFU, etc.)
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Planned interventions
Emergency care

Intervention

Planned
interventions
Health escalation triggers
jump in level of care (e.g.
diagnostics received at a
one-stop hub, away from
acute site)

Inform &
empower
• ‘Customer onboarding’
• Inform of likely
outcomes
• Prepare for informed
choice

Prevention
& Management

Enhanced care area

Y
Operate
?
N

Pre-op

Inpatient care
Day case unit

Pre-habilitation /
improved fitness /
optimisation of
conditions / pre-op
assessment

Outpatient procedure
Aim to undertake the
least invasive approach
as possible

Recovery &
Discharge
• As early as safely possible
• Post-surgery information
to promote wellness and
avoid admissions

Postdischarge
Rehab, support
from remote patient
monitoring / PIFU

▪

Decision for surgery / intervention is a trigger for a system wide response across a perioperative pathway, focusing on shared decision making, optimising health and
lifestyle in the perioperative period to maximise the positive impact of the intervention.

▪

Pathways are defined by levels of care required (e.g. day case vs. inpatient), opting for the least invasive and most local option that delivers a high quality outcome. This
allows the Trust to cohort expertise, skills and resources, which optimises delivery to be efficient, cost effective and scheduled. Patients and carers receive clear
communication around the expected timelines and support they will need at home, in turn reducing the frequency of cancelations.

▪

Volume of inpatient care required is maintained at relatively fixed levels, while accepting that those patients who do require inpatient care will be more complex and
require a higher degree of monitoring, as well as a multidisciplinary approach to their care.

▪

Focus is maintained on minimising length of stay, safely discharging patients to their home with appropriate monitoring, support and knowledge.
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Emergency care
Emergency care

Observation
Assessment

•
•
•
•
•

First

NHS 111
Primary care contact
Walk-ins
Advice & Guidance
Other RBFT online
and digital support

•
•
•
•
•
•
•

SDEC
MIU / EDMU
ED
Assessment units
Hot clinics
Early diagnostics
Senior decision-makers

• Short stay units
• Remote
monitoring
• PIFU

Inpatient
care
• High acuity
• Enhanced
levels of care
• Centralised or
dispersed

Planned
interventions
Prevention
& Management

Critical services that are accessible and easy to navigate
▪ Several ‘front doors’ (111, GP referrals, walk-in, etc.) that are accessible and focused on individual needs

Post-discharge
• Rehab, community support,
remote patient monitoring,
access to FU
• Information, support and
coaching to prevent
readmission

A streamlined pathway that simplifies the patient experience
▪ Rapidly funnels patient to the most appropriate clinical team and optimal level of care and reduce duplication of assessments
▪ Comprehensive suite of offers to segment demand (EDMU, MIU, HDU, etc.)
▪ Minimise demand for high-acuity space and inpatient care (maximise SDEC and supported care at home)
▪ Those who are admitted will have higher care needs
A service that is interconnected with our partners
▪ Improved connectivity, visibility and flow from community to the Trust
▪ Develop shared EPR to support pathways, decision making and flow through different care settings across the system
▪ Work with the PCNs and integrated services to ensure we consider long term physical and mental health needs, opportunities for screening and educating /
empowering patients and families—every contact is an opportunity to improve long term health & wellbeing
▪ Support and collaborate with PCNs to manage ‘urgent care’ needs in the community (illnesses or injuries that require urgent attention but are not life-threatening)
Compassionate | Aspirational | Resourceful | Excellent
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Looking ahead—cross-cutting initiatives
Significant activity is already in motion which can be built upon over the next 12-18 months as we begin to deliver the CSS:
▪ Strategy development:
▪ Provide the highest quality care: Progress the work to build a culture of continuous quality improvement across the Trust
▪ Preparing our workforce for tomorrow: Progress work on the people strategy, education strategy and strategic partnership with the University of Reading
▪ Working as a team with our partners: Work with colleagues across Berkshire West and the Thames Valley to develop a shared vision for collaboration that highlights
specific areas where integration can be achieved at pace and yield high returns (e.g., exploring provider collaboratives around elective care)
▪ Leveraging technology to its fullest potential: Progress work on developing and delivering our new digital strategy
▪ Reflect the changing nature of health care needs along the key stages in life: Deliver the new children and young people’s strategy, develop a maternity/women’s
health strategy and an ageing well strategy
▪ Service development:
▪ Streamlining services to align with patient needs:
▪ Link in with estates to help reorganise how services are physically configured around pathways, separating emergency services from planned services and
facilitating new ways of working
▪ Plan how we might develop the ability to proactively optimise our portfolio of services as the population’s health needs evolve, accounting for factors such as the
establishment of provider collaboratives, collaboration with the independent sector and integration with partners in community care and social care
▪ Reaching patients where it’s best:
▪ Continue to develop a vision for outpatient care that brings care closer to home
▪ Determine our model for mobile/at-home care and virtual care
▪ In light of the above, develop a long-term vision for the Royal Berkshire Hospital site in Reading that determines which pathways to deliver in addition to high-acuity,
high-complexity care, particularly around areas such as lower-complexity outpatient procedures, diagnostics and day case surgery
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Looking ahead—by service area
▪ Prevention and management:
▪ Determine our model for mobile/at-home care and virtual care (see previous slide)
▪ Establish a clear vision for location of care that is to remain on-site (e.g., what is delivered in other RBFT locations, in the community, with GPs, in new drop-in centres, etc.)
▪ Work with primary care partners to establish a shared vision and model for collaboration, clarifying roles and expectations and planning how we will co-deliver shared goals
around prevention, chronic disease management and other interdependencies in the delivery of acute care
▪ Progress our partnership with Public health
▪ Deliver our patient portal and build on this to develop a suite of curated digital tools for patient co-management of their care
▪ Planned interventions:
▪ Progress the preoperative programme of work to expand into a perioperative programme across multiple pathways, driving use of technology, health coaches and patient
co-management
▪ Determine vision for enhanced care areas (once hot block has been developed and ring-fenced—see below) including questions of ownership and integration of pathways
▪ Develop an approach to shift volume from inpatient to day-case to outpatient, establishing a model for reaching the target of 85% of surgical activity being delivered as daycase. Explore the implications (e.g., on estate) of setting up a dedicated pathway to accomplish this.
▪ Gain a clear understanding of interdependencies between services to understand which services must be co-located, especially as we move to separate planned services
from emergency services
▪ Emergency care:
▪ Progress work to plan the development of a new ‘hot block’ in lockstep with our work for the New Hospitals Programme, as well as the model for acute care across each
level of care (e.g., single-organ level 1, co-located levels 2-3)
▪ Develop our model of outreach and support for primary care—e.g., around advice and guidance
▪ Develop SDEC model across all pathways, supported by remote monitoring and virtual wards, as well as exploring the potential to develop off-site SDEC and UTC
locations in the community
▪ Understand the interdependencies between services and plan accordingly to optimise efficiency of delivery for emergency care, including development of a plan for
diagnostic support (incl. POCT / hot lab / imaging) and for theatre capacity and design
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1

Development of a new Digital Strategy for the Trust

1.1

The Trust developed its current Digital Strategy in 2017 with a 5-year programme allowing it
to gain significant improvement in its Digital Maturity and gain a far improved digital base for
the Trust. This digital base was enriched further during the challenges of the COVID
pandemic to allow the Trust to develop new ways of working and delivering its services.

1.2

The Trust is updating its Vision 2025 and has developed a new Clinical Services Strategy. In
addition, the Trust has been accepted in the government’s New Hospital programme, which
gives us a huge opportunity to optimise Digital in our new hospital design. It is now time to
review and align our Digital Strategy to support/enable the Trust’s updated Vision 2025 and
its new Clinical Services Strategy and agree our areas of Digital focus for the next 4 years.

1.3

Previous discussion at Care Group Boards, at EMC on 13 September 2021 and at a Board
seminar in August asked the questions – does this suggested Digital Strategy 2022-26:
a) Support the Trust strategic direction by focussing on the right opportunities
b) Position the Trust to lead integration and quality improvement across BOB ICS
c) Lay the foundation for Digital in our new hospital programme- Building Berkshire
Together

2

The Digital Strategy 2022-26
The Digital Strategy 2022-26, attached, is shared for information and discussion. This paper
was approved at February Board and summarises our Digital progress over the last years as
well as identifying our Digital Maturity to date. Additionally it raises some challenges
/opportunities that we now have going forwards with our Digital programme.
The Strategy document outlines the main points in the newly developed Clinical Services
Strategy and gives a perspective on the Digital solutions needed to support this. It introduces
the main themes of the strategy which will support and enable the Trust to fulfil its ambitions
in its Vision 2025. Following further input from Board members, this current version now
incorporates a clear picture of Digital progress since 2017 and targets to achieve by 2026.
More detailed plans will be formed and a business case completed in Q4 2021/22 covering
proposed delivery in the first 2 years of the strategy and an outline of a costed overall plan
for the 4 years covered by the Digital Strategy.

3

Attachments
Appendix A – the Trust Digital Strategy 2022-26
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Digital Strategy 2022 – 2026
Delivering excellent care through technology

1
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Executive Summary
Our Digital Strategy formalises the framework for the development of our digital platform over the next 5 years. It summarises our digital
progress to date, and sets the context for how we build on our current capability; it will frame how we prioritise and assess the value of further
investment.
The Trust has made significant investment in our digital platform in the last 5 years, including upgrading much of our digital infrastructure. We
were a Global Digital Exemplar Fast Follower and the result of that programme was being accredited to HIMSS EMRAM level 5, with part
achievement of level 6. The EPR system is now at the centre of delivering and reporting patient care and holds rich clinical data. Increasingly,
medical equipment is integrated to deliver patient data directly and accurately into the patient record. Paper records have become largely
defunct. Corporate systems are also being replaced to provide more reliable functionality and to support easier cross-organisation working.
Meanwhile, the way in which we deliver services has been changing, and needs to change further and more radically if we are to meet our
own and our patients’ expectations of delivering modern healthcare. Patients increasingly need and want to take a more active role in
managing their own care and expect to interact with the Trust in ways that better meet their needs. Their expectations of technology are set
by their daily experiences in the consumer sectors; they assume that their health records are shared and accessible across the health
economy and are bewildered when they are not. These sensible expectations are not always easy to meet with the traditional technology and
data separation in the NHS.
The background to the Digital Strategy is provided at 3 levels. Locally, it must support and deliver to the ambition set out in Vision 2025. This
support starts with the patient, extends to the practical data needed to run a ward, manage appointments, optimise the operation of the
hospital, support and enable patient care across boundaries and finally supports correct reporting and accounting for activity. The Digital
Strategy must fully support the delivery of the 2021 Clinical Services Strategy, and the views of our colleagues expressed in the Trust’s What
Matters? Programme. Finally, it lays the foundations for Digital at the core of our New Hospital.
The cornerstone of Vision 2025 is ‘Working together to provide outstanding care for our community’ and the Digital Strategy positions the
Trust to lead integration of care delivery across the BOB ICS and beyond with a range of research, education and other partnerships. Our
strategy remains aligned nationally to the NHS Long Term Plan and digital goals, and is both informed by and enables us to live by the
measures and guidance set out in NHSX’s What Good Looks Like. The Digital Strategy is built on five themes and two essential underpinning
themes:

3
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Theme 1: Enhancing Quality & Safety

Developing the digital support we provide by enriching functionality in our EPR to provide safe and efficient care, including further
medical device integration.
Theme 2: Enabling Integration & Service Development

Supporting service development within and beyond the hospital to provide an experience of joined-up care in partnership with the
patient at home and primary, community and social care colleagues.
Theme 3: Empowering Patients

Empowering patients to own their wellbeing and care. Through technology, patients can receive care at home, provide key
information for their care, whilst reducing hospital space needs.
Theme 4: Designing Digital into our New Hospital

Embedding digital innovation into our new hospital design to enhance patient safety and care and improve operational efficiency.
Theme 5: Productivity Through Intelligence & Innovation

Enhancing productivity by developing our services using Population Health Management ( PHM) techniques to focus care to those
most in need. Work with partners to proactively support innovation. Use the rich data we have to enable the hospital to optimise
care and meet current and predicted patient needs.
Underpinning Theme 1: Digital Education

Continuing to invest in our people to work at the top of their licence by helping them optimise their use of Digital with many types
of training and support.
Underpinning Theme 2: Improvement in IT Infrastructure

Upgrading our core infrastructure; this is essential to our resilience and ability to respond to opportunities and future challenges.
4
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Introduction
The Trust’s digital aspiration is to be at the forefront of digital innovation using technology to support our teams in delivering world- class care
to patients and make information digitally available for wider healthcare decisions.
The Digital Strategy is one of enabling strategies of our Vision 2025- ‘working together to provide outstanding care for our community’.
This document sets out how we will deliver on our strategic objective to provide innovative technology enabled safe, efficient & effective care
supported by intelligence-based decision-making.

Background
Our Trust Strategy, Vision 2025, sets out how we will harness the energy of our community and together transform, innovate and build to
create a better future for our patients.
In order to meet the new challenges and opportunities set out in Vision 2025 it is vital that we provide supportive, innovative technology
developed by working with staff and service users. To support the delivery of the Trust’s Vision 2025, the Trust has identified five strategic
objectives:
Our Digital Strategy, as one of the enabling
strategies of Vision 2025, brings together
our ambitions and plans to base care
delivery on seamless technology, robust
infrastructure and clinical and operational
intelligence, not just at a local Trust level,
but in our wider BOB ICS and beyond,
including national priorities and guidelines.
This document is informed by the Digital
aspirations in the NHS Long Term Plan and
aligns with the guidance and success criteria defined in What Good Looks Like (WGLL)
(NHSX, August 2021). This sets out the central NHS Digital direction with associated
measures of digital maturity under development. Central Digital NHS support and
funding will follow these seven WGLL guidelines.
5
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The Clinical Services Strategy
The Trust has ambition to lead integration and quality
improvement across the ICS; this is underpinned by a new
Clinical Services Strategy.

The CSS refresh has identified a number of key themes
that will underpin our future clinical model
Patient-centred approach to pathway design

1

(i)Build multidisciplinary teams that reflect the increasingly complex nature of patients’ needs
(i)Drive a joined-up approach with partners to eliminate disjointed transitions in care
(ii)Invest to build processes that minimise wasted time in the patient care journey, and free clinicians to
focus on clinical tasks

Maximise ability to deliver high quality care for all

2

(i)Efficient, effective, GIRFT, accessible to all
(ii)Minimise waste, waiting times and variations in quality
(iii)Continue to deliver services over and above a ‘standard’ DGH

The revision of the Clinical Services Strategy has identified a
number of key themes that will underpin our future clinical model.
These themes will be supported by the Digital Strategy. Some
take us in new directions. The figure below positions our current
services and current patients and certainly much of our digital
development will continue to support the current/current focus.

Keep patients, staff and services safe

3

(i)Greater separation between planned and emergency services (hot and cold)
(ii)Acknowledge that admitted patients on the acute site will have increasing acuity / complexity and need
different models of care

Utilise every contact as an opportunity to provide holistic care

4

(i)Empower and inform patients, promoting healthy behaviours and prevention
(ii)Help to address underlying causes of health inequality, establishing strong links with communities
(iii)Join up with primary care, community services and other partners to deliver integrated care

To support delivery of the CSS, our digital capabilities must
extend to support the delivery of new services to current
patients, often in the areas of wellbeing and sickness prevention,
and to provide services to other patients traditionally beyond our
boundaries:

Education, research and commercial interests
(i)Build on our growing reputation for MDT training and research, further fostering links with the University
of Reading and commercial partners
(ii)Repatriate work from other providers (private or NHS) where clinically or commercially appropriate

Enhanced digital platforms can help
us offer services over a wider
geography, closer to home and in a
more integrated way with our
partners

Enhance the quality and productivity
of our current services through
extended functionality, improved
information and enhanced
infrastructure

To be a system leader in the
provision of integrated care will
require us to invest in patient facing
digital services, technology that
enhances quality and productivity
and capabilities that support
population health management

With our partners, stronger data
sharing and enhanced analytics can
help us to provide a more holistic,
individual and preventative approach

Examples of Digital support for our CSS

New

Our CSS will take us in new directions most of which
will be enabled by technology and information

Provide services to wider patients
Develop Connected Care and LHCR to
support information sharing across
BOB ICS and Thames Valley.
This enables care pathway continuity
and improvement across health
partners e.g. MDTs

Expanded services to wider patients
Create models of care in BOB ICS with
the relevant hubs and referrals so easy
for patient to access the right care from
the best providers irrespective of
organisation boundaries

Current

5

Optimise current digital base
This is a huge programme and a
precursor to work in other quadrants
- Optimise use of EPR
- Fill in functionality gaps
- Support CQI
- Improve our IT Infrastructure
- Move to achieving HIMSS7

Grow services to current patients
Use PHM and advanced analytics with
wider health partners such as Public
Health to widen care offering
- Address weight loss and smoking
prior to surgery
- With Community/PCNs improve
post operative care/readmissions

Patients

There are five
key themes that
have emerged
from our work to
date

New

§

Our strategy is
the unique set of
principles and
goals we adopt
that guide how
we will deliver
care to realise
this vision.

Patients

§

Our vision as a
Trust is ‘working
together to
provide
outstanding care
for our
community’.

Current

§

Current
Current

Services

New

Services

New
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The digital journey to this point
Five to seven years ago, we had limited digital capability:










An EPR that was really a Patient Administration System
65,000 paper records in circulation at any time
All orders, clinical noting, drugs, anaesthetic records on paper
Dictaphones and secretaries. Every patient letter on paper and posted
A lot of separate clinical systems – not very integrated
Old corporate systems – not very integrated
Very limited digital building management
No tracking of anything
A belief that digital would be ‘finished soon’

Digital Hospital Strategy
Presentation title here

BOB STP - digital plan

1. £2m savings in letter transcription costs to June 2021 by
moving to M*Modal. Some of this saving comes from
clinicians using direct 'speech-to-text' to create their
letters. All letters are now delivered electronically in real
time to GPs.
2. In the last year, 88% of patients with future appointments
were sent e-reminders which reduced DNAs.
3. Over 45% of patients seen in the last year viewed their
letters digitally (400,000 out of 900,000 letters sent). In
2017 it was 0%.
4. Since go-live, e-Consent has enabled standardised,
consistent documentary evidence that the benefits and

Real time analytics
informs pathway care
decision

Support for research activities

By delivering this digital strategy, great changes have taken place
with many benefits being realised, including the following:

Benefits

Years

Links

2/5

Population health
Data analytics
Informed pathway

Community-wide data
turned to patient care

(STP – whole system
intelligence)
Patient self-management

Patient self-management/
service
(STP – citizen facing
technology)

2/4

System-wide
interoperability
(CCG (ACS) and STP –
record sharing)

CCG (ACS) - LDR

We are now in the last stages of implementing our 2017/22 digital
strategy, shown here:

RBH connectivity

1/4

3/4

Systems connectivity
Community/ pharmacy
integration

Patient portal
Remote monitoring,
appointment change,
self registration

Expand EPR functionality

Paperless hospital

RBH focus

Supported by

1/2

Supports innovation, homecare, monitoring
patient self-service
- Patient satisfaction
- More efficient, better care
Information available system-wide
- cross-organisational distributed care
- Only those needing acute care will come
- System-wide pathways and workforce
planning

Clinical portal
System access

Missing EPR modules
Equipment links to
EPR/ sepsis alerts
Wider use of mobile
Global PAS

Proactive care
Decisions from analytics
- Earlier detection
- Better informed care

Clinical documents
E-prescribing
Voice recognition

All kinds of information within EPR/mobile
working
- Efficient use of clinical time
- Improved patient safety and care

Patient data available Trust-wide
- Better care
- Patient safety
- Frees clinical time

Infrastructure: mobile devices and equipment, drug trolleys, single sign-in, quicker access
Application Support: 24/7, Spine compliance, access control, resilience
Informatics: up to date, resilient warehouse, extended reporting, analytics
Information Governance: patient data sharing secure and agreed
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risks of 22,400 procedures to be copied to patients to consider beforehand. E-consent reduces the risk of legal challenge, while
protecting clinicians.
5. The Trust now saves £1m pa in Medical Records costs as a result of going paperless. It enabled clinicians to access and update records
reliably, in any location. Being paperless made possible the frequent, rapid changes needed to support multiple waves of Covid-19 as
well as creating flexibility to support our wider objectives. Anaesthetists, for instance, can carry out their pre-op assessments from any
location, including shielding at home, which also reduces central hospital footfall .
6. Digitally held data has increased our potential for research and for sharing across the Trust, the local health economy, and beyond.
7. Over 2,300 Trust users now have remote access to systems enabling them to work from anywhere, a key part of the flexibility needed
to reimagine services.
8. We now have near real-time dashboards and reports available, within 5 minutes of EPR data entry, to support effective operational
management and rapid decision making.
9. We can now immediately identify which inpatients are appropriately treated to reduce the risk of venous thromboembolism.
10. The renal team can readily identify all patients throughout the Trust with acute injury and can intervene as necessary.
11. Breast surgeons are able to follow up treated breast cancer patients remotely with a robust system that prevents many patients being
called back to the hospital for an annual safety net check-up unnecessarily.
12. Sepsis alerts flag potential sepsis to all relevant clinical staff, improving the identification of this life-threatening condition and
encouraging early treatment.
13. Robotic process automation has automatically processed over 12,000 eRS referrals in the last 2 months, creating encounters within
EPR in near real time. This has saved over 1,000 staff hours, reduced errors, and released time to focus on patients.
14. The integration of cardiology systems with EPR, including return of procedure and diagnostic reports into EPR, means that all necessary
information to make meaningful clinical decisions is easily available in one place
15. Automated dashboards allow us to track Covid positive patients round the hospital and enable operational teams to make key decisions
throughout the pandemic. This information is also available for other infectious diseases such as C.diff and MRSA.
16. Hundreds of COVID positive patients have been monitored on our ‘virtual ward’ preventing unnecessary admission of these patients but
ensuring they have a safety net of support in place. This would have been impossible without an
electronic system.
We are now in a greatly improved position in terms of safety and efficiency. Now that most of our data
is digitally captured our use has moved from historic recording to real time analytics and predictive
analysis. Importantly, we now have greater digital understanding, belief and ambition.

8
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We have developed a strategic relationship with our key EPR supplier, Cerner, with whom we have a multi-year contract. Our policy is to deploy
Cerner functionality provided it fulfils our requirement within an acceptable timescale, as this provides not only a technical advantage but,
importantly, the advantage of an integrated correct presentation of clinical data.
We now want to build on our HIMSS level 5 accredited digital base, and move to HIMSS 6 and beyond in digital maturity (with accompanying
processes) that defines the highest and safest levels of acute care delivery enabled by technology. We are now in a strong position to achieve
further steps in our digital maturity with our new Digital Strategy 2022-26. This, working with our delivery partners, will allow us to exploit Digital
including our rich information base to deliver the best care while optimising resources.

What are we aiming for?
Our Digital Strategy needs to take us to the next level: to help us to meet our patient expectations, achieve our clinical ambitions, and support
local – and wider - challenges of moving away from hospital-centric care delivery to a more flexible, economical and yet safe model. We will
use our digital platform to transform services. We want to stay ahead of national NHS benchmarks in setting these goals and stretch ourselves
to meet the expectations of patients and staff alike. These ambitious targets will set the direction of travel and help to focus both effort and
investment in digital and services development:
1. Deliver over 50% of all patient interactions digitally. This may include:


Enabling connectivity at other sites and home working



Digitising onward care from Outpatients, PIFU, or remote monitoring.



Delivering 50% of information via the portal such as pre-operative instruction or condition management information



Using the portal to pre-collect information to reduce radically in-person, on-site clerking and data entry



Reducing by 50% the current patient telephone and written correspondence contact with our CAT teams and replacing with
digital means

In 2017 this was 0%, and at January 2022 is approximately 30% overall.
2. Convert 50% of place-based Outpatient appointments to online, phone or video. In 2017 this was 0%’ at January 2022 it was 18%.
3. Support at least 250 patients on virtual wards by end of March 23 and have a plan developed to double this by 2026. In 2017 this
was 0, and at January 2022 was 53. The target for October 2022 is 121, and by October 2023 it is 250.
9
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4. Deliver a 50% increase in staff and patient satisfaction scores in relation to our digital services. There is currently no statistically
meaningful data as a baseline and this needs to be developed.
5. Release 10,000 additional hours to care a week. This will include transforming, digitising and automating processes, time saving
technologies such as single sign-on, AI, and improved infrastructure. In 2017 few digital changes were designed to target time saving.
Planned time savings will need to be aggregated across the trust from digital changes and TQI changes.
6. Achieve 100% of all routine interactions with primary care electronically. In 2017 this was estimated to be 60%, and at January
2022 is estimated to be 85%.
7. Achieve HIMSS EMRAM level 6 accreditation, with all its standards of highest quality, standardised care delivery supported by
technology. In 2017, the Trust was at HIMSS EMRAM level 2 and at January 2022 is accredited at level 5 with some elements of level 6.

What good looks like – NHSX’s digital direction
In August 2021, NHSX published What Good Looks Like (WGLL). This document will guide the direction of central NHS Digital funding and
support over coming years through the NHS Integrated Care Systems (ICSs). These guidelines provide ICS and individual Trusts with seven key
directions to follow:
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Well Led - Boards equipped to lead digital transformation and collaboration. They own and drive the digitally enabled transformation
journey, placing citizens and frontline perspectives at the centre.
Ensure smart foundations - Digital, data and infrastructure operating
environments are reliable, modern, secure, sustainable and resilient.
Safe practice - Organisations maintain standards for safe care. They routinely
review digital and data systems to ensure they are safe, robust, secure,
sustainable and resilient.
Support people - workforce is digitally literate, able to work optimally with data
and technology. Digital and data tools and systems are fit for purpose and
support staff to do their jobs well.
Empower citizens - Citizens are at the centre of service design and have
access to a standard set of digital services that suit all literacy and digital
inclusion needs. Citizens can access and contribute to their healthcare
information, taking an active role in their health and wellbeing.
Improve care - Health and care practitioners embed digital and data within
their improvement capability to transform care pathways, reduce unwarranted
variation and improve health and wellbeing.
Healthy populations - Organisations use data to inform their own care
planning and support the development and adoption of innovative ICS-led,
population-based, digitally-driven models of care.

What Matters?
Our strategy is also shaped by the views of RBFT staff, ensuring that it reflects the needs and aspirations of our diverse
workforce and responds to the issues and concerns facing them. We are focusing on using our learning and experience of the
recent past to set and shape an ambitious vision for the Trust under the 3 themes of Recovery, Renewal, Relationships (outside
the Trust). A key part of our ‘What Matters’ programme was to engage with staff on our Values - Compassionate, Aspirational,
Resourceful and Excellent - and the behaviours that will positively and practically bring these values to life. In autumn 2021,a
staff engagement exercise established that IT/Technology was one of the top 10 themes for staff. They raised a number of
concerns, the dominant being:
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The integration of clinical systems – everything in one place.
Better communication of changes and updates taking place.
Accessibility: acquiring laptops and phones, and also access to trust systems from home.
Keeping EPR and DrDoctor up to date, resolving issues quicker and adapting to different users.
Customer service, increasing face-to-face resolution of issues.

Challenges/Opportunities for our Digital Strategy
There are digital challenges facing the Trust and the local health economy. It is recognised there is no single solution to address them, rather
the Trust and colleagues will need to develop a range of sustainable plans, individually and in partnership.

Cost/Investment: To achieve the Trust’s ambition for its digital maturity both in the immediate and long term, we must
continue to invest adequately. To date we have invested in our core platforms and translated paper processes to electronic
ones, thereby making limited savings. Future work must unlock productivity savings at the front line, and aggregation and
rationalisation in the supporting environment.
Benefits: We are now encouraged to realise wider benefits including clinical value, improved quality and safety, both within
the Trust and working at scale as a system. This is based on sharing information, optimising delivery of services across
organisation boundaries, reviewing services delivered and giving the patient more input into their own health and wellbeing.

IT Staffing: Failure to recruit and retain an appropriately qualified, skilled and experienced IM&T workforce in a competitive
environment, will directly impact on the Trust’s ability to meet its objectives to provide quality healthcare in a modern
environment.
Adoption and Adaption: We have an ongoing need to support our teams to get the most from the current core functionality.
This requires a combination of tweaking existing tools, including EPR, enhancing and repeating training, and reducing
tolerance for non-compliance with digital processes
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Intelligence: We produce a lot of data but need to work at how we derive information and intelligence from that data to
support our patients in managing their care and our staff to improve quality and efficiency. Becoming a system leader in
integration and prevention will depend on a step change in how every one of our staff uses data every day.
Reputation: Our patients increasingly expect their digital experience and ease of use to match that of their daily experience
of consumer-facing systems. While they expect to use many different retail systems, they will assume that health systems
should be joined up, and at least as intuitive and simple to use.
Infrastructure: We have an urgent need to invest in our core infrastructure (Wi-Fi, operating systems, servers, email
environment, telephones etc.) in order to support the enhanced environment, we will build, increase resilience and protect our
patients and staff from malicious attacks. We also know there is more to come from tools we adopted at pace in the
pandemic (e.g. Microsoft Teams).

The Digital Strategy sets out how we can meet these challenges with a focus on staff and the patient experience. Delivery of the Digital Strategy,
enabled by and aligned with our Care Values is a critical enabler to ensuring we can continue meeting the needs of our local population for
future years.
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Our Digital Themes
We will deliver our Strategy through five interconnecting digital themes, supported by two underpinning themes:

RBFT Future Digital Programme

THEME 1:

THEME 2:

THEME 3:

IMPROVING QUALITY
AND SAFETY

ENABLING
INTEGRATION
/SERVICE
DEVELOPMENT

EMPOWERING
PATIENTS

THEME 4:

THEME 5:

DESIGNING DIGITAL
IN OUR NEW
HOSPITAL

PRODUCTIVITY
THROUGH
INTELLIGENCE AND
INNOVATION

Underpinning Theme 1: Digital Education / Ensuring Ease of Use
Underpinning Theme 2: Improvement in IT Infrastructure
Significant move towards HIMSS 7
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Theme 1: Enhancing Quality & Safety
Our ambition is to enhance the care we provide to our patients and bring benefits to our staff. We will do this by continuing to optimise what
we have and the processes we use. We will also add some new functionality to EPR, developing it from a recording tool to a fully clinical
support and operational management support system.
Over the past four years we have transformed the clinical data capture into our EPR, including clinical noting, electronic prescribing and
medicines administration, enabling safer clinical decision making ‘at the elbow’ and the ability to report, predict and act based on that data.
The Trust was the first to deploy ‘Red Flag’ Sepsis which has significantly increased early detection of sepsis and quicker administration of
life-saving treatment. These changes triggered the largest improvement in digital infrastructure and the most significant digital culture change
in the clinical teams.
This means we now have a base from which we can expand to collect data from integrated medical equipment, which is quicker for staff
and safer for patients. We can also share data across the local health system – and wider – that would previously been held on paper, helping
to join up care for the patient.
We are already taking steps to use this functionality/data to improve patient outcomes and ease of working for staff by connecting to our
EPR patient images from Maternity and Cardiology which would otherwise only be visible within separate systems. For patients being treated
by multiple specialties this enables a more holistic view of their needs and their care. We will add to the new surgical consenting by adding
medical procedure consenting, to ensure that correct up-to-date consent is immediately accessible in all locations, including for the patient
who can review and keep a correct record.
We will now build on this to ensure that the logistics and monitoring of care delivery are joined up efficiently and effectively, both delivering
excellent care to the patient and processes that support the optimum flow of patients operationally. This includes, for example, replacing the
Hospital@Night system with functionality integral to EPR, offering the benefits of task lists on mobile devices, ‘knowing’ all on-call doctors and
escalating a patient’s situation rapidly – with the relevant clinical data - to clinicians via mobile devices. This will improve the lives of the
overnight team and ensure important patient tasks and urgent escalations are undertaken promptly.
To deliver this we will need some enhancements to the wireless infrastructure, increased collaboration with Clinical Engineering, and a team
dedicated to Millennim EPR enhancement.
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We do this well

We need to address









We have achieved level HIMSS 5 accreditation and some aspects
of level 6
Full paperless EPR functionality has been deployed
Experienced in-house EPR development team supporting
customisation and exploitation of full functionality to specific
Trust requirements.




A patient flow solution to all aspects of hospital operations
Shifting the functionality of EPR from a data recording tool to a clinical
management system, giving a single integrated patient view by linking
more medical devices and imaging to EP,.
Improved digital support for business functions such as Finance, HR, and
patient related services such as Catering and Portering.
Engagement and ownership across the Trust to deliver digital efficiency
and effectiveness by partnership working.

We have opportunities

We are concerned about









Replacement of repetitive administrative tasks with Robotic
Process Automation (RPA)
Patient care decisions informed by real time-analysis of EPR data
by deploying decision support and AI tools
Data & analytics-driven CQI initiatives
Extend co-development of solutions with users




Engagement of staff to truly change what we do and how we do it at scale
and consistently.
Is the aim achievable with current system and financial pressures?
Retaining skilled experienced IM&T staff

Key outcomes and measures of success mapped to our Vision 2025 strategic objectives
SO1
SO1
SO5
SO5

Better care: Patients will benefit from timelier, more tailored care as more patient data is readily available and decisions become more
driven by the data. Faster overnight care as the overnight care teams are rapidly connected by alerts and the data to act.
Safety: Clinicians will have a richer patient record on which to base clinical assessment, decision making and treatment. The digital
environment providing additional prompts and warnings
Efficiency: a further reduction in double entry of data into different systems and
Admin savings: As patients will take on entering some of their own data, this frees both administrative and clinical resources to focus
on care. Robots will replace repetitive tasks
16
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Theme 2: Enabling Integration and Service Development
This theme is about joining up and optimising care delivery for both care givers, and importantly, creating an experience of joined up care for
our patients with the right care being available from the right organisation in the right place – with the patient less aware of organisation
boundaries. We will support our teams with service development within the Trust and support provision of care beyond the hospital- in
partnership with the patient at home, and primary, community, social care and wider care colleagues.
Over the past four years we have moved to providing a sizeable number of virtual outpatient clinics based on phone calls, video based
consultations, and more clinics held at other non-hospital locations. We have, during the pandemic, had notable success with remote
monitoring at home for Covid patients, to keep them from being admitted. We have developed improved communication links with PCNs to
aid consultation. We have integrated wider patient information into our EPR from other clinical systems, including automated data feeds from
mobile vital signs monitors – still underway, ECG machines, CTG monitors, anaesthetic machines and the cardiology angioplasty machines.
so clinicians can gain a holistic view of their patients. Together with Frimley Health we have developed a shared patient record system,
Connected Care, with rich patient data from PCNs, Social Care, Public Health that provides a rich information base to assist with analytics
and delivering joined-up care. This feeds a Thames Valley-wide Shared Care record, also in development.
This means we can now consolidate clinical information into EPR from specialty systems within the Trust. We can extend the roll-out of
remote monitoring tools that build on our success from DAWN and TICC-19 to enable more patients to transition to PIFU and Virtual Hospital
care.
We are already taking steps to use the rich data within Connected Care to improve our care provision within the Trust and are improving
our Advice and Guidance link between Trust consultants and PCN. Remote monitoring is becoming a key element of delivering joined-up,
convenient and safe care, while enabling the patient to take greater ownership of managing their condition and staying out of hospital. There
is clear overlap with theme 3, as deployment of the portal and health apps can contribute to creating a joined-up experience of care.
We will now build on this and now have many different staff suggestions for improving care within the Trust and with System partners - such
as BHFT and Public Health - developing on the ideas above with such a rich and shareable information base. We will support the redesign of
the pre-op assessment process with technology, to avoid seeing patients unnecessarily. We will also use the portal to support the reimagining
of perioperative care: to prepare patients for surgery with health advice, and again afterwards for rehabilitation advice and information. We
can continue to develop Connected Care and its uses, for example adding Maternity data to enable care providers beyond the hospital to see
current data on the pregnancy. Further integration of medical equipment with EPR will add to the clinical information base with the benefits of
staff timesaving and safe, timely and accurate automated data capture. Images from Radiology and specialty systems are also being
consolidated in 1 main image store which aids information sharing across specialties in the Trust and with System partners.
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To deliver this we will need investment and also careful prioritisation of the many good ideas for care pathway and service improvement that
are now possible to deliver. We also need to track new innovation ideas carefully and choose to implement when proven and safe.
We do this well

We need to address







Achieving integration of many discrete specialist clinical systems
including Ophthalmology, Audiology, and Renal
Remote monitoring tools for patients in DAWN and Triage Into the
Community for COVID-19 (TICC-19)





Engagement and ownership across the Trust to deliver Clinical
Services Strategy and Recovery Plan goals with appropriate
digital support.
Enhancements to the Connected Care Environment within EPR
and the data we provide from EPR to Connected Care and LHCR (
the Shared Care Record in Thames Valley) to provide all
professionals with comprehensive care records across the health
economy.
This will enable pathway optimisation and improved care across
organisation boundaries.

We have opportunities

We are concerned about








Central NHS funding is available to support delivery of efficiencies.
Extension of our services into health promotion, starting with pre-op
and peri-operative care but also considering what we can do to support
discharge
Roll out of further remote monitoring tools for patients for virtual
hospital care with PIFU (Patient initiated follow-up), to reduce need for
hospital based appointments and estate footprint




Engagement of system partners to truly change what we
collectively do and how we do it at scale.
Is the aim achievable with the current system and financial
pressures
Working with central NHS to ensure that the regulatory
/requirement framework and funding streams supports workable
solutions to support the provision of best patient care

Key outcomes and measures of success mapped to our Vision 2025 strategic objectives
SO1
Quality: Clinicians are aware of patients’ whole medical history The digital environment can provide additional prompts and
SO3/5 warnings
SO3/5 Patient experience: More patients are able to receive high quality care at home
Population health and productivity: Patients and carers understand what they can do to enhance outcomes and recovery and
reduce readmission
18
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Theme 3: Empowering Patients
We will empower patients to take greater ownership of their wellbeing and care. Through accessible technology that is easy to use, patients
can receive tailored care and monitoring at home and provide key information for their care, whilst enabling hospital space to be used for
those most in need of acute care. Our patients increasingly expect their digital experience and ease of use to match that of their daily
experience of consumer-facing systems. While they expect to use many different retail systems, they will assume that health systems should
be joined up, and at least as intuitive and simple to use. These expectations are frequently not met.
Over the past four years we have successfully deployed the DrDoctor portal, for all patients, to enable access to letters electronically - and
about 40% of all patients now do so – and change their own appointments. We have also deployed a clinical portal, initially just for Maternity
patients, who can enter their information from anywhere at any convenient time before their first appointment, and access some of their
record. This is a significant change for staff, but potentially less so for their patient age profile.
This means we can now add more patient-focussed functionality; patients of multiple specialties will reasonably expect a similar experience
across the Trust. We are already developing further portal capability for Maternity services and have requirements from several other
specialities to create similar functionality for their patients.
We are already taking steps to replace the current clinical portal with a more modern and user-friendly version that will better support other
areas such as pre-op assessment, allowing more patients to engage in this process remotely, better enable patients to view their electronic
record, access test results, find information and advice to support self-management.
We will now build on this to provide further digital-based support for our patients. We will develop digital check-in for Outpatients,
diagnostics and visitors and wayfinding support. Additionally we will enhance our telephone, video and chat services to allow more patients to
be seen remotely and access care in a way that suits their needs. We will look to deploy integration to Apple Health (and potentially other
personal health management Apps such as Google Health) to enable patients to view their EPR health records and be engaged in the
management of their own health.
To deliver this will need funding to support this programme of change which will include potential product acquisition for, e.g. digital checkin, access to some specialist resources for portal development and patient app integration and investment in our telephone and wider
communications infrastructure.
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We do this well

We need to address










Implementing DrDoctor for text messaging patients about
outpatient appointments and enabling them to change them.
Implementing the patient portal in Maternity to enable mothers-tobe to complete their assessments from home.
Supporting new appointment modes for patient safety and
convenience – and reduce estate requirement.





Digital check in for outpatient appointments
Wayfinding for patients, visitors & staff
Widening the functionality in our patient portal to allow patient access to
their information/ patient self-management.
Ongoing enhancement to our telephone video and chat services to
Allow more patients to be seen nearer home
Support dialogue with system partners to improve care

We have opportunities

We are concerned








To deploy greater remote monitoring of patients to ensure they
can participate in their condition management from home
To integrate with Patients’ own technology (Apple health app and
so on) to enable them to see their own health records
To implement to support the patient pathway across the heath
economy



Time to market for digital offerings that support new ways of working that
also integrate and are compatible with our Cerner First strategy.
Working with central NHS to ensure that the regulatory /requirement
framework and funding streams support workable solutions to support
the provision of best patient care

Key outcomes and measures of success mapped to our Vision 2025 strategic objectives
SO1/3/4/5 Patient experience: Patients are able to receive high quality care from the comfort of their own homes and feel they are
managing their own health and conditions.
SO1/4/5
Quality: Professionals are aware of the patients whole medical history as patients can update their health history and progress
SO1/3/5
Population health and productivity: Patients and careers understand what they can do to enhance outcomes and recovery and
reduce readmission
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Theme 4: Designing Digital into our New Hospital
Over the last four years we have undertaken some projects to embed digital capability into the existing hospital estate. However, it is
difficult and expensive to add digital capability into an old estate and, arguably, with a new hospital build in prospect, such spend would be
suboptimal. A limited RFID network - easily added - was deployed to enable paper record tracking at a point when all clinical activity relied
upon paper patient records. Apart from the practicality of deploying integrated patient management technologies, the change for clinical staff
would have been ill timed at a point when patient monitoring equipment was still used standalone and the readings entered manually into
EPR. We have now integrated bedside devices and Vital Signs machines as well as all our anaesthetic machines into our EPR
This means we can now integrate wider medical equipment into our EPR and look at medical equipment, bed and patient tracking and
other digital aids to help with patient flow and care.
We are already taking steps to bring in wider patient monitoring devices to aid patient care and are looking to longer term digital tools that
can be employed in our new hospital design, that will assist staff to care for their patients as well as allow patients to utilise our services with
minimum effort.
We will now build on this and link with other new hospitals, with our major suppliers, and wider sources of innovation to plan carefully for
integrating Digital optimally in our new buildings. We will look at integrated clinical and patient technologies such as those automating fall
prevention, visitor monitoring, equipment tracking, automated wayfinding and signage as well as simple patient check-in and self-service. We
can improve operational efficiency by built-in intelligent building management and tracking of equipment and patients.
To deliver this we will need to work with our key partners such as Cerner, and wider, to gain optimal value in clinical digital design and to
identify areas of new development that can cause a step improvement in the delivery of care for patients and staff. We will review Estate
systems to move to ‘state of the art’ management systems converging with our EPR when relevant.
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We do this well

We need to address







Developing partnerships with innovative suppliers to develop
cutting edge functionality
Learn from other innovators in the digital space




Work closely with Cerner and other partners on what is possible in new
hospital design
Research the opportunities to embed digital enabled innovation into our
new hospital design and work with key partners to optimise design, both in
clinical service delivery and in buildings infrastructure design
Work with Estates ensuring help to move to ‘state of the art’ building
management systems converging with our EPR where appropriate.

We have opportunities

We are concerned about








To implement innovative technology spanning health sectors to
support the patient pathway
To reduce human intervention in some cases of monitoring and
thereby reduce staffing needs
Optimise clinical staffing in real time to reflect the day’s workload
and patient acuity



Meaningful engagement of system partners at all stages of the new
hospital from concept to reality.
Adequate finance to allow time and resource to address this Digital
opportunity.

Key outcomes and measures of success mapped to our Vision 2025 strategic objectives
SO1/4/5
Efficiencies: Fully integrated, convergent clinical and corporate IT systems
SO1/2/4/5 Better care: Delivery of a fit for purpose, state of the art, new hospital
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Theme 5: Productivity through Intelligence, Innovation, Partnerships and Clinical Research
Over the past four years we have developed our business intelligence function significantly.
This means that we now have moved from reporting that traditionally focussed on reporting ‘what happened’, to reporting in a way that
allows the Trust to see trends: why something happened and, increasingly, predict what will happen. This has been made possible by the
deployment of a new state-of-the-art data warehouse and new reporting tools.
We are already taking steps so that, as well as reports, we are now producing (or, more accurately, enabling staff to produce) real-time
dashboards that show actionable intelligence, whether clinical to support decision making about a patient, or operational to make
adjustments to how the hospital is operating.
We will now build on this as there is a great deal more that we can do to enhance
productivity and develop our services using Population Health Management and data
analytics to focus care to those most in need. Innovation will free time for our
clinical/operations staff to spend on value-add activity.
To deliver this our ambition is to create more accessible and timely decision support
including more real time dashboards to run the hospital based on our EPR and continuing to
enrich Connected Care and LHCR system-wide shared record data to support clinical
service development initiatives.
To support Research and Innovation, we will continue to develop a community of interest,
and the governance framework inside the Trust, as well as partnerships outside the Trust, to
support an increase in Research and Innovation. With the University of Reading we will pursue joint research grants and opportunities for joint
work or extending work beyond clinical trials. We intend to develop a Data Science infrastructure to support research. We will build on
University of Reading and wider partner relationships to develop AI opportunities and capability, and explore commercial opportunities based
on our data and clinical strengths.
To deliver this there is plenty of clinical and operational support; to continue and grow this capability the team will need funding for staff with
specialist knowledge.
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We do this well

We need to address









Data architecture to support real-time dashboards and alerting
processes
Real-time data feeds for management and review of RIP patients to
enhance learning
Embedded Data Quality and Assurance processes
Develop our own capabilities through strategic relationships with UoR
and others




Working with clinical colleagues increase the deployment of
leading indicators, real-time dashboards and control systems.
Continue to enrich Connected Care and LHCR data to support
PHM and health economy wide clinical service development
Strengthen customer feedback mechanisms and online
data/report request processes

We have opportunities

We are concerned about








Enhance productivity, develop our service offering using PHM to focus
care on those most in need
Free time for our clinical/operations staff to spend on value-add activity
by introducing AI, decision support and innovation.
To develop our research capability further supported by a rich research
data infrastructure. Develop joint research opportunities with UoR.

Engagement of system partners to truly change what we
collectively do and how we do it at scale.

Key outcomes and measures of success mapped to our Vision 2025 strategic objectives
SO1/4
SO4/5
SO1/4
SO4

Quality: Better data will support our decision making and will position us well for research trials and commercial opportunities
Productivity: a flow of AI/RPA innovation solutions freeing time and improving admin efficiency and care
Clinical innovation: supporting clinicians pursue ‘best of breed’ innovative solutions in their speciality
Reputation/better care: with the University of Reading achieving a wider clinical research portfolio
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Underpinning Theme 1: Digital Education / Ensuring Ease of Use
To gain the maximum efficiencies from our digital investment, it is critical that our staff have the knowledge and confidence to use technology
correctly and optimally. Increasingly, training materials are created as e-learning, giving staff much greater flexibility about when – and where
– they undertake training, plus the opportunity to redo it easily to refresh their understanding. To ensure optimal use, annual refresher training
will become mandatory and this will not only aid correct process and use compliance, but will act as an opportunity to get up to date with
functional changes which are a constant factor. To this end, ‘EPR Capability Passports’ will be deployed to ensure all staff can use the latest
system functionality correctly. Once trained, clinical staff can benefit from tailored coaching for specialty-specific workflows, and doctors can
further benefit from the specialist Cerner-supplied Physician Coaching, previously very successful but suspended during the pandemic.
We will continue to work with the University of Reading in helping to design and lecture in digital-based courses such as designing training for
data analytics ( part of MSc. in Digital Health) and also placing PhD students with our Informatics team and developing solutions using
AI/advanced analytics. We need to create ‘data enabled change’ training to support the Trust planned Continuous Quality Improvement (CQI)
programme.
We do this well

We need to address










Tailored coaching for individuals and speciality teams
Well established working relationship with UoR supporting design and
lecture course on digital in the healthcare sector.
Develop user training materials including extensive e-learning
accessible 24/7 from any location
Cerner Physician coaching (suspended during lockdown)




Basic IT literacy
Development of learning materials and training protocols for all
staff and situations for non-clinical corporate applications.
Support year 2 and beyond of Cerner Academy Programme
Develop ‘data enabled change’ course to support CQI with HR,
integrate the above into the Trust Education Strategy.

We have opportunities

We are concerned about








Supporting further PhD students within our Informatics team to share
and develop expertise
Developing an EPR capability passport with annual mandatory
refresher training to ensure best processes and system in use.

Engaging sufficiently with all staff to optimise use of systems
Affording sufficient resource to provide the level of personalised
system coaching that may be requested.
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Key outcomes and measures of success
 Improved intelligence capability: sharing staff with the University of Reading
 Enhanced staff satisfaction and productivity: based on improved confidence of staff working optimally with clinical and corporate digital
systems

Underpinning Theme 2: Improvement in IT Infrastructure
For our staff to work efficiency, effectively and safely, the digital infrastructure underpinning the systems they use daily must be fast, reliable,
easy to use and readily available and accessible to all who need it. We will continue to invest in our core infrastructure, data access and
sharing capabilities, as these are essential to our resilience and ability to respond to opportunities. The programme comprises 5 areas:
The Compliance & Maintenance vision is to obtain and maintain a level of supportability that ensures all external and internal compliance
standards as well as the day-to-day demands placed on the IT systems, are met and exceeded for all operating systems, applications and
hardware. For example, upgrading Server and End User device Operating Systems to supported levels that align to NHSX compliance
guidelines and to maintain Cyber Essentials accreditation standards such as retiring Windows Server 2012 (80 servers) or migrating 7000
devices from Windows 10 to Windows 11.
The Cyber Security Vision is to obtain and maintain a level of Cyber Security resilience and maturity, through the National Institute of
Standards and Technology (NIST) Framework, that seamlessly supports, protects and augments all RBH’s day-to-day operational activities.
For example, Enhanced Medical Equipment Security / Network Isolation.
The Unified Communication Vision is to streamline all digital interactions and communications to augment the delivery of Patient Care,
improve staff efficiency when using communication technology and provide greater access to digital services from mobile devices. For
example Unified Communication platform that integrates digital communications with applications and data.
The Cloud Adoption Vision is to migrate shared IT infrastructure services including clinical and business applications from On-premise to the
Cloud. This will enable the Trust to have a more agile environment enabling core infrastructure to be added quickly to support NHS, ICP and
Trust strategies.
26
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The Digital Infrastructure Enhancement Vision is to adopt and fully integrate IT infrastructure technology that directly benefits or supports
improvements to patient care and patient outcomes. For example, deployment of Single Sign-On (SSO) and VDI to support mobility for an
additional 1,000 clinicians and care professionals, and the Unified Device Management Platform to manage all mobiles, tablets, COWs and
Laptops any time, any place.
We do this well

We need to address











Working with suppliers of IT support services
Significant improvements in all aspects of Infrastructure and
security
Compliant & Maintained, Secure IT Infrastructure

Further strengthen customer service
Continue developing infrastructure resilience
Establish routine rolling replacement and updating Infrastructure (BAU)
Obtain a level of Cyber Security resilience and maturity, through the
National Institute of Standards and Technology (NIST) Framework, that
supports and protects the Trust

We have opportunities

We are concerned about









Replacement of aging and failing communications systems to
create a unified fit-for-purpose communications system to
support mobility within and outside the RBFT estate
Support for Trust Digital Themes including Clinical Services
development, Patient experience and Designing our New
Hospital
Migrate clinical and business applications from on-premises
to cloud replacing our old data centre and providing
increased resilience

Achieving this aim with the current system and financial pressures
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Key outcomes and measures of success:









Resilience: Better infrastructure will support business continuity and prevent cyber attacks
Staff experience: Investment in infrastructure will support flexible working and increase productivity
Seamless Integration of Interactions and Applications / data – linking Unified Communication platform into the Applications Ecosystem
One device per clinician – consolidations of devices (Bleepers, Pagers, Mobiles, Tablets…) and enablement of clinicians to access critical data
from any location.
Unified end user environment from any location – the implementation of technology that provides the same IT experience look and feel from any
locations – directly linking end user to their IT environment including applications and unified communications from any location.
Presence, location tracking of “everything” – staff, patients, equipment to assist resource utilisation and efficiencies
Better care: Patients will receive a more efficient care with clinicians being able to seamlessly access the right information from any location.
Safety: Critical clinical decisions can be made based on the most current patient data available - from any location.
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Agenda Item 3

Audit & Risk Committee

Audit & Risk Committee
Wednesday 12 January 2022
9.30 – 11.30
Video Conference Call/Boardroom
Members
Mr. John Petitt
Mrs. Helen Mackenzie

(Non-Executive Director) (Chair)
(Non-Executive Director)

In attendance
Advisors
Ms. Karen Finlayson
Ms. Rachel Fowler
Mr. Tony Hall
Mr. Ben Sherriff

(Director, PwC)
(Senior Manager, PwC)
(Local Counter Fraud Specialist) (LCFS)
(Director, Deloitte)

Trust Staff
Mr. Mike Clements
Ms. Dawn Estabrook
Ms. Angela Gardiner
Mrs. Nicky Lloyd
Mrs. Caroline Lynch
Mr. Steve McManus
Mr. Mike Robinson
Mr. Graham Sims
Mrs. Hannah Travers

(Director of Finance)
(Head of Risk Management) (for minute 10/22)
(Group Financial Controller)
(Chief Finance Officer)
(Trust Secretary)
(Chief Executive)
(Associate Director of Infrastructure) (for minute 03/22)
(Chair of the Trust)
(Deputy Trust Secretary)

Other Attendees
Ms. Zahra Abbas
Ms. Harriet Aldridge

(Senior Manager, PwC)
(Director, PwC)

Apologies
01/22 Declarations of Interests
There were no declarations of interests.
02/22 Minutes: 3 November 2021 and 24 November 2021 and Matters Arising Schedule
The minutes of the meeting held on 3 November 2021 and 24 November 2021 were agreed
as a correct record and would be signed by the Chair.
The Committee received the matters arising schedule.
Minute 132/21: Treasury Policy: The Chief Finance Officer confirmed the Treasury Policy
applied to the Group accounts that included HFMS Ltd and the Royal Berks Charity. The
charity resource investment would be discussed at the Charity Committee. Work was
ongoing with the Charity Committee to encourage spending of funds.
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Minute 147/21: Internal Audit Progress Report: The Chief Finance Officer advised the
workplan had been reviewed with colleagues and confirmed the schedule was deliverable.
The Committee noted that PwC were undertaking an advisory role in relation to the
development of the Health & Safety dashboard in development due to staffing constraints in
the Estates & Facilities team.
03/22 Cyber Security Update
[Section exempt under s31]
04/22 Counter Fraud Progress Report
The LCFS introduced the report and highlighted work in progress following the fraud risk
assessment. The fraud awareness survey had now been completed. The Trust had also
participated in International Fraud Week during November 2021. The Committee noted the
Fraud Prevention Guidance Impact assessment had been completed. A review of preemployment checks and declarations of interest was also in progress and an update would
be provided at the next meeting.
Action: T Hall
The Committee noted that discussions had taken place between PwC and LCFS to ensure
that work was not duplicated and targeted reviews were undertaken. The LCFS confirmed
that the Counter Fraud action plan related to gifts and hospitality would be compliant
following submission of the report to the Committee. The Chief Finance Officer highlighted
this would be linked to budget setting and reminding staff of their responsibilities in relation to
declarations of interest.
The LCFS provided an overview of fraud alerts that had been highlighted to the Trust. These
had been included in staff communications briefings.
The Committee noted the investigations that had taken place in relation to fraud.
05/22 Internal Audit Progress Report Including Technical Update
The Partner, PwC, introduced the report and advised that final reports had now been issued
for three reviews; Staff Wellbeing and Covid risk assessment, Corporate Governance and
Risk Management and Key Financial Systems. Eight reviews were scheduled to be
progressed during Quarter 4 2021/22. Follow up reviews would also be discussed with the
Chief Finance Officer to consider whether only high risk recommendations were reviewed as
it was anticipated that additional resource may be required.
Action: K Finlayson
The Trust Secretary recommended that the Information Governance review was postponed
from the 2021/22 audit plan as NHS Digital were undertaking an audit of the Information
Governance Toolkit during February 2022.
Action: R Fowler
The Committee noted that, following discussion with the Executive lead, the Staff Wellbeing
and Covid Risk assessment report risk rating had been downgraded to a medium rating.
There were two medium and four low findings.
The Senior Manager, PwC, provided an overview of the Corporate Governance and Risk
Management review. There had been two medium and one low recommendation in relation
to Ockenden, NHS Resolution Clinical Negligence Scheme for Trusts (CNST) and
declarations of interest. The Committee noted that there had been no documented
evidence of formal approval of the Ockenden submission. The Committee noted the
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improvements in relation to declarations of interest for staff over the previous couple of
years. The Trust Secretary recommended that greater clarity was provided when reports
were submitted to Committees to identify whether an item was for approval or information.
The Chair of the Quality Committee sought clarity on whether the previous 2020/21 maternity
actions related to the Care Quality Commission (CQC) inspection. The Senior Manager,
PwC, confirmed that the actions related to PwC recommendations.
The Senior Manager, PwC, provided an overview of the key financial controls review. One
high and two medium recommendations had been issued. [Section exempt under s31]. This
had previously been raised following a review of onboarding and offboarding. The Chief
Finance Officer highlighted that managers could complete a termination form without a
leaving date and this would be followed up by payroll. In addition, this would be raised at
budget setting discussions to highlight management responsibilities for leavers.
Action: N Lloyd
The Committee noted the technical update.
06/22 External Audit Progress Report
The Partner, Deloitte, confirmed that the audit of HFMS Ltd now been completed. . The
Charity Accounts audit had also been completed and were due for submission to the Charity
Committee on 19 January 2022. NHS England/Improvement (NHSE/I) had published
updated guidance on IFRS16 and it was anticipated this would affect the capital budget for
2023/24.
The Committee noted that work was also progressing on interim audits.
07/22 Audit Recommendations Update
The Group Financial Controller, provided an overview of the audit recommendations. Of the
actions, 9 were overdue and 250 had been completed and were awaiting review by Internal
Audit. There was a request to extend the deadline of 20 actions. The Committee approved
the recommendations set out in the report.
The Group Financial Controller, would confirm the lead for the Corporate Governance and
Risk Management action that had been delayed due to team capacity. Action: A Gardiner
The Chair of the Quality Committee recommended that the Corporate Governance and Risk
Management actions related to Maternity were submitted to the Quality Committee in
February 2022.
Action: C Lynch
The Committee acknowledged the work undertaken by colleagues to ensure that
implementation of recommendations as well as the reduction in overdue actions.
08/22 Health & Safety Update
The Chief Finance Officer introduced the report that provided a summary of items discussed
at the Health & Safety Committee. Key points had included staff to staff verbal aggression,
fire safety risks, mandatory training and an exposure to Asbestos. The Chief Finance
Officer confirmed that fire safety risks were being reviewed as part of the capital programme
Work was also ongoing to encourage staff to raise concerns. Staff communications had
been provided to highlight health & wellbeing support following staff to staff verbal
aggression. Targeted interventions could also provided including conflict resolution and
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counselling. Mandatory training was being reviewed to ensure this was accessible to staff
including additional face to face sessions.
The Committee discussed the exposure to asbestos. [Section exempt under s40]
The Chair recommended the report was provided to the Board for information.
Action: N Lloyd
09/22 Board Assurance Framework
The Trust Secretary provided an overview of the Board Assurance Framework (BAF) and
highlighted updates that had been made on the five strategic objectives. The Committee
noted that Health & Safety (H&S) had been included in strategic objective five. However, it
was recommended that all Board Committee should consider Health & Safety issues across
the remaining four strategic objectives.
The Committee noted that meetings were scheduled monthly with the Head of Risk to ensure
correct risks were included on the BAF and Corporate Risk Register (CRR).
The Committee recommended the Board was responsible for the development of the ICS
Operating Plan in strategic objective three. In addition, it was recommended that the
Finance & Investment Committee would remain the responsible committee for the OBC
development.
The BAF would be submitted to the Board for approval.

Action: C Lynch

10/22 Corporate Risk Register (CRR)
The Head of Risk Management provided an overview of the CRR that had been reviewed at
the Integrated Risk Management Committee during December 2021. A further review of the
‘management of estates infrastructure/backlog maintenance’ was in progress to ensure that
all relevant risks had been captured. The data centre had also been included on the CRR.
A review of recruitment and retention was also in progress following the mandated
requirement for staff vaccination and car parking programme. Data was also being provided
to the Workforce team on a monthly basis related to staff to staff verbal abuse incidents to
consider whether there were areas that required a focussed intervention.
The Committee noted the water safety risk had been downgraded following good assurance
from the Water Safety Committee.
The Committee sought clarity on risks that had not been updated since the previous meeting.
The Head of Risk Management confirmed that all risks had been reviewed with Executive
leads. In addition, the format of the CRR was being reviewed to provide a more succinct
overview including clarity on changes to risk scores.
The Committee recommended that the rating of the Effectiveness of the ICP and the
Compliance to National Standards for access risks were reviewed. In addition, the
Committee recommended that the risk rating related to outbreaks of infectious conditions
and maternity staffing was reviewed to ensure the ratings were consistent in the CRR.
Action: D Estabrook
The Committee agreed that a recommendation should submitted to the Board to approve the
CRR subject to minor updates of risk rating scores
Action: D Estabrook
11/22 Bank Account Authorisations
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The Committee noted that there had been no amendments to the Trust’s signatory panel for
the Trust or the Royal Berks Charity since the last meeting.
12/22 Non-NHS Debt Report
The Committee noted that non-NHS debt was £5.3m as at 31 December 2021. This
included overseas debt of £3.6m. The Group Financial Controller highlighted that the
majority of the top 10 non-NHS debt related to overseas patients and work continued with
solicitors to resolve the debt or confirm whether a patient was entitled to NHS treatment.
The Committee noted the reduction in Non-NHS debt in comparison to October 2021.
The Committee queried the outstanding debt with Frimley Healthcare NHS Foundation Trust
(FHFT) that related to a contract issue. The Group Financial Controller advised that
discussions were ongoing with FHFT contract team and it was anticipated that payment
would shortly be received.
13/22 Losses and Special Payments
The Committee noted that, since the last meeting, there had been one payment made for
loss of property the totalled £322 and two cases of other losses that totalled £3,540 related
to bad debt write-off. There had been three special payments to the value of £8,884.
14/22 Use of Single Tenders
The Committee noted there had been twenty single tenders awarded since the last meeting,
the majority of which related to specialist suppliers. The Chief Finance Officer provided an
overview of robust process undertaken by the procurement team in relation to single tender
waivers. The Committee noted the register that provided an overview of single tender
waivers from March 2021.
The Director of Finance would provide an update on the Lloyds Pharmacy single tender
waiver valued at £132k to confirm the reason for the retrospective application.
Action: M Clements
15/22 Schedule of Significant Contracts
The Committee noted that no significant contracts had been awarded since the last meeting.
16/22 Counter Fraud Annual Effectiveness Review
The Trust Secretary provided an overview of the report that was submitted to the Committee
on an annual basis. The Committee highlighted the positive feedback that had been
received in relation to the Counter Fraud function.
17/22 Terms of Reference
The Trust Secretary introduced the Terms of Reference that had been updated following the
Board governance review. Recommendations had included the Chair and Chief Executive
would attend three meetings annually and the frequency of meetings had been updated to
six per annum.
The Committee agreed that a recommendation should be submitted to the Board to approve
the terms of reference subject to the inclusion that ‘the relevant executive lead would be
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invited to attend when a high risk report was submitted to the Committee’.
Action: C Lynch
The Trust Secretary would review the section related to the Quality Account once guidance
had been published by NHS England/NHS Improvement (NHSE/I).
Action: C Lynch
18/22 Audit & Risk Committee Work Plan
The Committee noted the work plan.
The Partner, Deloitte advised that the timetable for submission of the annual reports and
account had been scheduled for the 22 June 2022 and would review the date of the
submission to the Audit & Risk Committee/Board with the Trust Secretary.
Action: B Sherriff
19/22 Key Messages for the Board
It was agreed that key issues to draw to the attention of the Board included:




The Committee had received three internal audit reports and there had been one
high risk that related to leavers processes.
The Committee approved the extension to requested audit recommendations and
noted the improvement in the reduction of outstanding actions.
The Committee had received an update on Health & Safety update and areas of
concern that related to fire safety, training, asbestos and verbal aggression
Recommendation to approve the Corporate Risk Register, Board Assurance
Framework and Terms of Reference.

20/22 Reflections of the Meeting
The Chair led a discussion. The Committee recommended that presenters should provide
key highlights in reports rather than reading through each section.
21/22 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 16 March 2022 at 9.30am.
22/22 Private Meeting with Internal Audit
A private meeting with PwC was not held.
23/22 Private Meeting with External Audit
A private meeting with Deloitte was not held.
24/22 Private Meeting of the Committee
It was agreed that a meeting of the Committee was not required as there were no specific
issues for discussion.
Chair:
Date:
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Audit and Risk Committee
Terms of Reference
Constitution and Membership
The Committee will be appointed by the Board to oversee risk and audit issues within the
Trust.
The Committee is authorised by the Board of Directors to investigate any activity necessary
to gain assurance. It is authorised to seek any information it requires from any employee and
all employees are directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board of Directors to obtain outside independent
professional advice and to secure the attendance of individuals with relevant experience and
expertise if it considers this necessary whilst still complying with the Trust budget
management process.
The Committee is non-executive in nature and will review and scrutinise papers and
recommend to the Board and advise as necessary.
The Committee shall be appointed by the Board from amongst the Non-Executive directors
of the Trust and shall consist of not less than three members. A quorum shall be two
members. One of the members will be appointed Chair of the Committee by the Board of
Directors. The Chair of the Trust shall not be a member of the Committee. Substitutes are
not permitted.
Members are expected to attend three quarters of meetings in any one financial year.
Attendance
The Chief Executive, Chief Finance Officer and representatives from Internal and External
Audit shall normally attend meetings. At least once a year the Committee should meet
privately with the External Auditors and the Internal Auditors.
Other directors and staff will be invited to attend as appropriate depending on the topics
being discussed.
The Chair and the Chief Executive would attend three meetings annually. The Chief
Executive should be invited to attend, at least annually, to discuss with the Committee the
process for assurance that supports the Annual Governance Statement. Executive leads
will be invited to attend the meeting when a high risk rated report has been submitted to the
Committee
The Trust Secretary (or their nominee) will act as secretary to the Committee.

Frequency of meetings
The Committee will meet at least four six times a year and one meeting must coincide with
the financial year end timetable. The External Auditor or Head of Internal Audit may request
a meeting if they consider that one is necessary.
Monitoring
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The Committee will conduct an annual review of its effectiveness with its terms of reference
and submit any findings and proposals for changes to the Board of Directors for
consideration. The Committee shall also once a year prepare an annual report. Both
reports shall be presented to the Board.
The Committee will review its terms of reference annually and submit them for approval to
the Board together with any recommendations for change.
Risk Management Duties
The Committee will co-ordinate and prioritise non-clinical governance and non clinical risk
issues. The Committee will ensure development and implementation of the Risk
Management Strategy and Policy and risk management systems to:




Ensure that the risk management system meets the Trust’s statutory obligations and
other relevant standards
Ensure risk management systems and policies are effective and are appropriately
implemented
Ensure the Trust Board, staff and other appropriate stakeholders are advised of
significant risks.

In fulfilling these functions the Committee will:
1. Provide assurance to the Board in respect of arrangements to ensure data quality in the
Trust, including oversight of the data quality policy. To approve, monitor progress and
review projects to develop data quality within the Trust.
2. Review the Corporate Risk Register and Board Assurance Framework at every meeting.
Thereby reviewing the risk analysis of the Annual Plan through the corporate risk
register. Advise on proposed treatment and prioritising, for review and agreement by the
Board.
3. Review and respond to information from the Executive Integrated Risk Management
Committee on risk concerns and issues escalated from its work, including regular
reviews of departmental risk registers. The Risk Manager will provide a report on the
work of the Integrated Risk Management Committee to every meeting of the Committee.
4. Recommend the approval of Trust Health and Safety and Risk Management policies to
the Board and receive updates at each meeting on the work of the Health & Safety
Committee.
Audit Duties
The Committee shall review the effectiveness of financial systems for internal control and
reporting and report to the Board of Directors on the levels of assurance.
The Committee will satisfy itself that reporting to the Board of Directors is consistent and
subject to audit review, especially as to completeness and accuracy which may include
reviewing the performance of the other Board Committees and satisfying itself that the
outcomes are adequate.
The Committee will review for the Trust and its subsidiaries:
 The Annual Report and Financial Statements of the Trust
 Quality Account
 Associated audit reports to the Annual Financial Statements
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The Annual Financial Statements of the Trust Charitable Funds
All associated audit reports to the Trust Charitable Funds Annual Financial
Statements
The annual statement of internal control
External Audit Plan
Internal Audit Plan
Corporate Risk Register and Board Assurance Framework (at every meeting)
Receive updates from the Quality Committee on their review of the clinical risks in
the Corporate Risk Register
Risk and control related disclosure statements (in particular the Statement on Internal
Control and declarations of compliance with the CQC Standards), together with any
accompanying Head of Internal Audit statement, external audit opinion or other
appropriate independent assurances, prior to endorsement by the Board of Directors
the underlying assurance processes that indicate the degree of the achievement of
corporate objectives, the effectiveness of the management of principal risks and the
appropriateness of the above disclosure statements
the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements
the work of local Counter Fraud
all work related to fraud and corruption
Freedom to Speak Up reports

Additional Issues
In carrying out its work the Committee will consider the work of Internal Audit, External Audit
and other assurance functions, but will not be limited to these audit functions. It will also
seek reports and assurances from directors and managers as appropriate, concentrating on
the overarching systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
Relationship with Internal Audit
The Committee shall ensure that management establishes an effective internal audit function
that meets mandatory NHS Internal Audit Standards and provides appropriate independent
assurance to the Board of Directors. This will be achieved by:








an annual review of the effectiveness of internal audit
review of any resignation and dismissal of internal audit
approval of the appointment of the Internal Auditor and if internal audit is outsourced
to participate in the process for and approval of the selection of internal auditors
review of the Internal Audit strategy, operational plan and more detailed programme
of work, ensuring that this is consistent with the audit needs of the organization
consideration of the reports of internal audit work (including management’s
responses), and promoting co-ordination between the Internal and External Auditors.
satisfying itself that the Internal Audit function has appropriate standing within the
organisation.
reporting to the Board of Directors any issues on the adequacy of Internal Audit
resources

The Internal Auditor shall have direct access to the Chairman of the Committee and of the
Board.
Management of Internal Audit is the responsibility of the Chief Finance Officer.

160

Relationship with External Audit
The Committee shall review the work and findings of the External Auditor.
This will include:









Participating in the process for and the approval of the selection of the External
Auditor.
Submitting the recommendation to the Council of Governors for the appointment of
the External Auditors.
Consideration of the skills, experience and independence of the External Auditor
Consideration of the performance of the External Auditor,
Satisfying itself that management has discussed and agreed with the External
Auditor, before the audit commences, the nature and scope of the audit as set out in
the Annual Plan,
Discussion with the External Auditors of their evaluation of audit risks and
assessment of the Trust
The review of all External Audit reports, including the annual audit letter before
submission to the Board of Directors and any audit work carried outside the annual
audit plan.
The Committee shall review and approve the scope of non-audit services provided by
external auditors to ensure there is no impairment of independence

Non audit services will not exceed 40% of the Audit Fee unless specifically authorised by the
Committee
Management of External Audit is the responsibility of the Chief Finance Officer.
The Committee will recommend the audit fee to the Board of Directors.
Relationship with Counter Fraud Service
The Committee shall satisfy itself that management establishes an effective counter fraud
function that provides appropriate independent assurance to the Board of Directors.
This will be achieved by:
 Reviewing the systems, plans and actions taken to develop an anti-fraud culture
 Reviewing the detailed operational plan
 Consideration of reports produced by the counter fraud service
 Ensuring that the counter fraud function has appropriate standing within the
organisation.
 Conducting the annual review of the effectiveness of the counter fraud function.
Management of the Counter Fraud Service is the responsibility of the Chief Finance Officer.
Other Sources of Assurance
The Audit Committee shall satisfy itself that the findings of other assurance reports and
studies relating to the Trust, is drawn to its attention by the Board or management, are
reviewed and the implications to the governance of the organisation considered. These
reports may be instigated by, for example Department of Health bodies,
Regulators/Inspectors (e.g. NHS Improvement/ NHS England, Care Quality Commission,
NHS Litigation Authority, etc.), and professional bodies with responsibility for the
performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.).
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The Committee may request and review reports and assurances from directors and
managers on the overall arrangements for governance, risk management and internal
control.
Annual Financial Reporting
The Audit Committee shall review the Annual Report and Financial Statements before
submission to the Board of Directors focusing particularly on:






The wording in the Statement on Internal Control and other disclosures
Any changes in, and compliance with, accounting policies and practices
Any unadjusted mis-statements in the financial statements
Major judgemental areas
Any significant adjustments resulting from the audit.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each
meeting.
The Committee will review these terms of reference on an annual basis and report to the
Board accordingly.
Reviewed by the Committee:
Approved by the Board:
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Minutes

Charity Committee
Wednesday 19 January 2022
10.00 – 11.25
Video Conference Call
Present
Dr Bal Bahia
Mr. Jonathan Barker
Mr. Raghuv Bhasin
Mrs. Nicky Lloyd
Ms. Adenike Omogbehin
Mr. John Stannard
Ms. Jo Warrior

(Non-Executive Director) (Chair)
(Public Governor, Reading)
(Director of System Partnerships)
(Chief Finance Officer)
(Staff Representative)
(Patient Representative)
(Charity Director)

In attendance
Ms. Vicky Callon
Mr. Michael Clements
Mr. Don Fairley
Mr. Steve McManus
Ms. Charlene Sables
Mr. Graham Sims
Mrs. Hannah Travers

(Lead for Resuscitation and Clinical Skills) (for minute 04/22)
(Director of Finance)
(Chief People Officer) (up to minute 04/22)
(Chief Executive)
(Director of Finance, Planned Care Group) (for minute 04/22)
(Chair of the Trust)
(Deputy Trust Secretary)

Apologies
Mrs. Caroline Lynch

(Trust Secretary)

01/22 Declaration of Interests
There were no declarations of interest.
02/22 Minutes for Approval: 15 November 2021 and Matters Arising Schedule
The minutes of the meeting on the 15 November 2021 were approved as correct and would be
signed by the Chair subject to the following amendment:
Minute 56/21: Charity Director’s Report: The third sentence, first paragraph would be
amended to read: ‘The Trust had been working in collaboration with the workforce team to
develop a description of a ‘Charity funding role as well as the process for onboarding charity
volunteers’.
The Committee received the matters arising schedule.
Minute 56/21: Charity Director Report: The Charity Director advised that the shower funded
by the League of Friends may have not met the minimum criteria for charity funding. The
Public Governor, Reading and the Charity Director would discuss this outside the meeting.
Action: J Warrior
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Minute 57/21: Management Accounts Including Melrose House Update: The Charity Director
highlighted a detailed review of 37 restricted funds was being progressed to confirm whether
these were active funds and income or expenditure had been received. Funds that were not
active would be highlighted and a request would be sought from the Trustees to move these
restricted funds to an unrestricted fund.
03/22 Charity Director’s Report
The Director of Finance, Planned Care Group introduced the application to seek additional
funding for defibrillators at a cost of £70k. This would support costs for 23 defibrillators that
had been ordered and were required on site by 31 March 2022. The additional funding would
support a single model of defibrillator being available on site and would reduce the amount of
training required. The Committee noted that the defibrillators currently on site had exceeded
the recommended 10 year life.
The Committee queried whether the defibrillators was equipment that should be purchased by
the Trust. The Lead for Resuscitation and Clinical Skills confirmed that Trust funds would fund
those items that required replacement. However, this would be a phased implementation and
Charity funding would support procuring and implementation of all defibrillators simultaneously
by March 2022. The Committee noted the funds would be provided from the general fund as it
would support all services across the Trust. The Committee supported the proposal.
The Charity Director introduced the application to seek additional funding for scalp coolers.
The Committee note that the scalp coolers was not considered essential equipment. However,
they would improve the patient experience to support a reduction in hair loss for patients
undergoing chemotherapy. The cost was £80.9k. However, this included system
maintenance costs of £13.2k that would be covered by Clinical Engineering budgets. The
Committee supported the proposal.
The Charity Director highlighted that a corporate fundraising manager had now been recruited.
The Charity had received a £100k donation from a corporate sponsor that would fund the
refurbishment of play areas on the Children’s wards and reconfiguration of the children’s day
surgery unit to include a play and quiet room.
Engagement was taking place with potential donors to raise the outstanding £156k required
for the Staff Health & Wellbeing Centre that was scheduled to open in Spring 2022. The
Committee discussed the potential of unrestricted funds being used. The Director of System
Partnerships highlighted the Staff Health & Wellbeing Centre was the main Charity campaign;
unrestricted funds could be considered to top up the funds. However, discussions would be
required with Fund Advisors, as spending plans had already been requested. This approach
would require approval from the Charity Trustee.
The Charity Director highlighted that limited funds were available in the general fund to
support additional adhoc events. The Charity team were encouraging all donors to donate to
the general fund to enable more flexibility on the use of funds. The Charity Director advised
that funds that were unrestricted but were designated for a particular area and were spent in
line with donors request wherever possible. Engagement was taking place with Fund Advisors
to review whether multiple funds could be consolidated to allow for more flexibility of spend.
The Director of System Partnerships highlighted the fundraising plan for 2022/23 and the
support that would be sought from the Board in relation to events and fundraising. Further
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information was awaited in relation to Building Berkshire Together that would support work
with corporate donors to raise funds. The Chief Executive highlighted that members of the
Board would support by attending events and helping with fundraising.
The Chief Executive advised the Royal Berkshire Hospital League of Friends Annual General
Meeting had recently taken place. Their Constitution had been updated and it was anticipated
their future strategy would be extended to become ‘Friends of Berkshire Hospitals’ rather than
only the Royal Berkshire Hospital. However, they would continue to support the Trust and it
was recommended that fundraising and events were complimentary. The Chair of the Trust
recommended that the charities relationship between the Royal Berks Charity and other
charitable organisations was discussed at a future Board meeting.
Action: G Sims
The Committee discussed an investment strategy for restricted funds. The Director of System
Partnerships highlighted that a strategy and plan to spend the restricted funds had already
been agreed and it was recommended that this be allowed sufficient time to progress. An
update could be provided at the next meeting and a discussion would take place at the Charity
Board of cases where spending of restricted funds had still not progressed. Action: J Warrior
The Chief Finance Officer highlighted that as part of the capital planning process teams also
engaged with the Charity to consider whether non-mandatory medical equipment could be
funded by the charity.
The Director of System Partnerships would arrange a meeting to discuss spending of
restricted funds with the Chair of the Charity Committee and Chair of the Trust.
Action: R Bhasin
04/22 Management Accounts Including Scheme of Delegation and Standing Financial
Instructions for Charitable Funds
The Chief Finance Officer provided an overview of the Charity Accounts and highlighted that
£986k had been received since March 2021. The Committee noted that the majority of funds
received had been included on the unrestricted funds during 2021/22.
The Chief Finance Officer provided an overview of the Standing Financial Instructions that
applied to the Charity, Trust and HFMS Ltd. The Committee noted the scheme of delegation
for the Charity that had been reviewed by the Finance & Investment Committee, Audit & Risk
Committee and was due to be submitted to the Board in January 2022. The Chief Finance
Officer provided an overview of the definition of the ‘safe harbour’ investments.
05/22 Charity Annual Report & Accounts 2020/21
The Chief Finance Officer provided an overview of the Charity Annual Report & Financial
Statements following the audit by external auditors, Deloitte. The Financial Statements had
also been reviewed at the Audit & Risk Committee. Income generated for the financial year
ended 31st March 2021was £6.2m and expenditure £1.4m. Net assets were £6.18m (cash
£6.1m). Costs related to fundraising during the same period were approximately £350k.
The Committee discussed whether alternative ways of generating investment income would
be considered as part of the future strategy as there were holdings of £6.1m in liquid cash.
The Chief Finance Officer advised that costs could be reviewed to consider whether safe
harbour investments would be appropriate. However, there would need to be minimum cash
liquidity to cover the Charity running costs. This had not been previously considered as plans
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had been in place by Fund Advisors to spend funds. The future options would be further
discussed with the Director of System Partnerships and the Chair of the Trust.
Action: N Lloyd
The Committee agreed to:


Approve and adopt the Annual Report and Financial Statements for the period ended 31
March 2021.



authorise the Chief Executive Officer and Chief Finance Office to sign and date:
i.
The Statement of Trustee’s Responsibilities
ii.
The Report of the Corporate Trustee
iii.
The Balance Sheet as at 31 March 2021



authorise the Chief Finance Officer to sign the Letter of Representation on behalf of the
Corporate Trustee
Action: N Lloyd

06/22 Terms of Reference
The Deputy Trust Secretary introduced the Terms of Reference that had been updated
following the Board Governance Review. Minor amendments had been made that included
changes to the core membership. The Committee noted that other attendees could be invited
to provide updates on key items as required.
The Committee recommended that these were submitted to the Board of Directors for
approval.
Action: C Lynch
07/22

Work Plan
The Committee noted the work plan.

08/22 Key Messages
The Committee agreed the following key messages:






Expenditure of Charity funds on the Health & Wellbeing Centre, defibrillators and scalp
coolers.
Progression of restricted funds reallocated to unrestricted funds and ongoing work with
Fund Advisors to spend funds.
The Committee noted the fundraising plans and support required from the Board
attend Charity events.
The Committee approved the Charity Annual Report and Accounts 2020/21
The Committee recommended the Terms of Reference for approval.

The Committee noted that a Health & Wellbeing Steering Group had been established and
that promotion of all health and wellbeing programmes including the Health & Wellbeing
Centre would include all seven sites.
08/22 Reflections of the Meeting
The Chair led a discussion on the meeting. The Committee noted the improvement to the
balance of members as well as the contribution from members and appropriate challenge.
The Committee noted that the Director of Finance would be a member of the Committee from
March 2022 onwards.
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09/22 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 17 March 2022 at 10.00am.

SIGNED:

DATE:
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Charity Committee
Terms of Reference
Constitution and Membership
The Royal Berkshire Hospital Trust Charitable Fund (Charity Registration Number 1052720) is
governed by the Trust Deed which was approved by the Trustees. Under the terms of the deed the
Charitable Fund is administered and managed by the Trustees, the members of the Royal Berkshire
NHS Foundation Trust as a body corporate.
The Trustees derive their authority to act from the Trust deed of the NHS Trust Charitable Fund,
approved by the Trustees.
The Corporate trustee is the Board of Directors and they delegate operational accountability to the
Head of Charity, monitored by the Charity Committee.
The Committee will be chaired by a Non-Executive Director of the Trust. Additional membership will
include the Chief People Officer, Chief Finance Officer (CFO), Director of Communications and
Engagement Director of System Partnerships, , Trust Secretary, Director of Finance, Trust Secretary,
a public Governor nominated by the Council of Governors, a staff representative, a patient
representative and the Head of CharityCharity Director.
Attendance
The quorum will be four members including the committee Chair, two of Governor, staff, or patient
representatives and the Director of Communications and EngagementChief People Officer or Chief
Finance Officer., Charity Director and one other member.
The Head of Charity is expected to attend all meetings.
External advisers may attend as necessary at the request of members. The Chief Executive and the
Chair will attend two meeting annually.
The Trust Secretary (or their nominee) will act as a member and secretary to the Committee.
Frequency of meetings
The Committee will meet at least four times a year. Note, the Charity Board will meet twice per year in
each case the committee will meet one week before these. The Head of CharityCharity Director will
attend the Charity Board .and The Board. Where there is not a Charity Board scheduled, the Head of
Charity and Chair of the Charity Committee will provide a performance update to the Board.
Monitoring
The work of the Charity Committee will be kept under review by the Charity Board. All public RBFT
Board meetings will receive updates from the Head of Charity, through the Charity Board.
The Committee will conduct an annual review of its effectiveness with its terms of reference and
submit any findings and proposals for changes to the Charity Board for consideration.
The Committee shall have the delegated authority to act on behalf of the Board of Directors in
accordance with the Constitution of the Charity and the Standing Orders, Standing Financial
Instructions of the Trust.
The minutes of Committee meetings will be formally recorded and submitted to the Charity Board and
thus to Tthe Board of Directors.
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Committee Duties
The members of the committee are responsible for the oversight and enquiry of the management of
the Charitable Funds, through the Head of Charity. They are required to:
a) satisfy themselves that best practice is followed in terms of guidance from the Charity
Commission, National Audit Office, Department of Health and other relevant organisations;
b) ensure that the appropriate policies and procedures are in place to support the Charitable
Funds Strategy and to advise Fund Managers on income and expenditure and that this is
reviewed at regular intervals;
c) develop the Foundation Trust’s Charitable Funds Strategy and on an annual basis and
recommend changes to the Charity Board where appropriate;
d) obtain assurance that a separate register of interests is compiled for both Trustees and Fund
Managers, and that this is reviewed and updated on a regular basis;
e) approve fundraising policies that comply with statutory requirements in conjunction with the
Charity Board and CFO.
f)

on an annual basis, review and recommend income and expenditure plans, compiled from
Fund Managers’ detailed plans, ensuring that they complement the strategy.

g) seek assurance that an effective mechanism exists whereby equipment needs are identified
and satisfied, within resource constraints, through an equitable bidding process underpinned
by business plans.
h) receive assurance that all research monies paid into charitable funds meet the criteria for
charitable status as specified by the Charity Commission;
i)

review the number of funds on an annual basis and undertake a programme of rationalisation,
where appropriate;

j)

keep the equivalent of one year’s running costs in reserves

Reviewed by the Committee:
Approved by the Board:
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Finance & Investment Committee Part I
Thursday 20 January 2022
9.30 – 10.45
Video Conference Call
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Dr. Janet Lippett
Mrs. Nicky Lloyd
Mr. Steve McManus
Mr. Graham Sims

(Non-Executive Director) (Chair)
(Chief Operating Officer)
(Chief Medical Officer)
(Chief Finance Officer)
(Chief Executive)
(Chair of the Trust)

In Attendance
Ms. Zahra Abbas
Ms. Harriet Aldridge
Mrs. Caroline Lynch
Ms. Amelia Robinson
Mr. Andrew Statham

(Senior Manager, PwC)
(Director, PwC)
(Trust Secretary)
(Chief Registrar)
(Director of Strategy)

Apologies
Mr. John Petitt

(Non-Executive Director)

01/22 Declarations of Interest
There were no declarations of interest.
02/22 Minutes for Approval: 16 December 2021 & Matters Arising Schedule
The minutes of the meeting held on 16 December 2021 were approved as a correct record
and would be signed by the Chair. All actions were completed or included as agenda
items.
03/22 December Finance Update including Capital Programme 2021/22
The Committee noted that Month 9 year to date financial performance was in line with plan.
This included Elective Recovery Fund (ERF) income of £20.11m year to date. The
underlying run rate remained aligned with levels seen in 2020/21, an underlying deficit of
£7.76m year to date. The Chief Finance Officer highlighted that the capital programme was
on target. The Trust had received confirmation of additional capital funding; £1.791m for
diagnostics; £480k for digital and £1m for the development of the Outline Business Case
(OBC) for Building Berkshire Together.
The Committee discussed Charity funding as set out in the capital programme as this
varied to that in the Charity accounts. The Committee noted that Charity funding related to
both funding from the Royal Berks Charity as well as other charity funding. It was agreed
that future reports would include clarity in relation to this.
Action: N Lloyd
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The Committee discussed whether the capital programme monies would be spent during
2021/22 or carried over to 2022/23. It was noted that total spend to date was £6.98m and
orders of £7.94m had been placed. Payment was delayed until works had been completed.
The Chief Operating Officer provided assurance that detailed plans were in place in relation
to the lift installation and CT scanner projects. The Chief Finance Officer advised that
there was a possible risk in relation to the £2m spend for West Berkshire Community
Hospital (WBCH) CT scanners as the Trust would need to identify a storage area if
purchased. However, it was important to assure the Charity Trustees that this money
would be spent.
It was agreed that a recommendation would be submitted to the Board to approve the
revised capital programme for 2021/22.
Action: S Hunt
The Committee discussed the underlying run rate that was higher than the budgets being
developed for 2022/23 and the need to focus on this during Quarter 4. The Chief Operating
Officer highlighted that the Trust continued to meet expectations and targets in relation to
elective recovery as a result of the significant efforts from teams across the Trust. The
Committee noted that Emergency Department (ED) attendances during December 2021
were in line with the levels seen two years previously. However, there was a higher agency
spend due to staff sickness and it was anticipated that this would continue during February
and March 2022.
The Committee discussed the Quarter 3 Forecast achieving breakeven at year end. The
Committee agreed that this would be recommended to the Board for approval.
Action: S Hunt
04/22 Draft Budget 2022/23
The Director of Finance advised that three first order principles had been considered as
part of the business planning and budget setting process; achieving breakeven, an £18m
cash floor and an affordable capital programme. Second order principles had been
developed to ensure budgets reflected where service delivery had increased or changed;
activity growth generating income, acuity increase, service developments and Covid impact
in cost or productivity. Net Zero Carbon and accountability framework had also been
added. The Executive Management Committee (EMC) had discussed the budget on two
occasions in relation to a one or two year return to breakeven. EMC had considered the
challenge of delivering a one year return to breakeven. The Committee noted that the
budget had also been discussed with the Operational Management Team (OMT) in relation
to the underlying deficit and to maximise income opportunities. Further work was on-going
in relation to activity growth. The budget would be reviewed further by EMC and OMT in
February 2022.
The Committee discussed the on-going challenge in relation to the underlying run rate. The
Chief Executive highlighted the on-going issues in relation to infection control
processes/Covid and the associated costs. The Chief Finance Officer advised that removal
of QiPPs from budgets was a significant organisational development change for the Trust
and an education programme for budget holders would be established.
The Committee supported the proposal for a two year return to breakeven. It was agreed
that the Board would be advised that the Committee supported the principles in relation to
the development of the business planning and budget setting process.
Action: S Hunt
05/22 Board Assurance Framework (BAF): Finance Section
The Trust Secretary highlighted that a Health & Safety section had been added to the
finance section as this sat within the Chief Finance Officer’s portfolio. However, as part of
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the on-going review of the BAF all other Committees would be asked to consider Health &
Safety issues for all other sections.
06/22 Terms of Reference
The Trust Secretary introduced the revised terms of reference that had been updated
following the Board governance review discussion at November Board. It was agreed that
further consideration would be given to the quorum of the Committee in order to ensure a
Non-Executive Director majority in the membership.
Action: S Hunt/G Sims
07/22 Key Messages
Key messages for the Board included: Recommendation to approve the capital programme of £27.97m for 2021/22
 Recommendation to approve the Quarter 3 Forecast at breakeven
 Support for the principles in development of the draft budget 2022/23 and further
update to be submitted to the Committee in February 2022.
08/22 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 17 February 2022 at
9.30am
SIGNED:

DATE:
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Finance & Investment Committee Part I
Thursday 17 February 2022
9.30 – 10.40
Boardroom, Level 4
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Mrs. Nicky Lloyd
Mr. Steve McManus
Mr. John Petitt
Mr. Graham Sims
Mr. Eamonn Sullivan
In Attendance
Mr. Mike Clements
Mr. Richard Jenkins
Mrs. Caroline Lynch
Mrs. Tracey Middleton
Mrs. Clare Rolt

(Non-Executive Director) (Chair)
(Chief Operating Officer)
(Chief Finance Officer)
(Chief Executive)
(Non-Executive Director)
(Chair of the Trust)
(Chief Nursing Officer)

(Director of Finance)
(Deputy Director of Finance)
(Trust Secretary)
(Director of Estates & Facilities)
(Associate Director of Transformation & Improvement)
(for minute 22/22)

Apologies
18/22 Declarations of Interest
There were no declarations of interest.
19/22 Minutes for Approval: 20 January 2022 & Matters Arising Schedule
The minutes of the meeting held on 20 January 2022 were approved as a correct record
and would be signed by the Chair.
The Committee received the matters arising schedule.
Minute 03/22: December Finance Update including Capital Programme 2021/22: It was
agreed that future capital programme updates would clarify whether charity funding was
from the Royal Berks Charity or other sources.
Action: N Lloyd
20/22 January Finance Update including Capital and Forecast Outrun
The Chief Finance Officer introduced the report and advised that Month 10 performance
was in line with plan. Cash was £45.43m. The Committee noted that there had been
good performance on elective recovery. The Chief Executive advised that confirmation
had been received that individual organisations within the Integrated Care System (ICS)
would not be disadvantaged in the event that other organisations did not achieve the same
levels of performance.
The Committee discussed the increase in nursing spend in January 2022. The Chief
Nursing Officer advised that this related to levels of staff sickness as well as staff isolating
in addition to the 10% vacancy rate. The Committee noted that, as part of planning for the
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Omicron Covid surge, the Trust had increased staffing levels in the Intensive Care Unit
(ICU). The Committee noted that, currently, circa 100 staff were absent due to Covid.
The Chief Nursing Officer highlighted that 180 staff had been detected as Covid positive via
non-symptomatic testing. However, this had not impacted on elective recovery. It was
anticipated that nursing spend would reduce during February and March 2022.
The Committee noted that QiPP delivery was £4.85m against a budget of £8.58m.
Therefore, £3.73m adverse to plan. The Chief Finance Officer advised that the overall
position was on target. However, if 100% of all forecast projects was achieved there would
be a £4m adverse variance.
The Chief Finance Officer highlighted that the current capital plan for 2021/22 was
£33.27m. The Committee discussed the late notification of external capital funding and the
pressure this placed on teams. The Chief Finance Officer advised that work was ongoing
to develop a 3 year capital plan both regionally and nationally. The Chief Executive
highlighted that the original capital plan for 2021/22 was £22m and this would be achieved
during the year. The Chief Finance Officer advised that a number of orders had been
placed in the last two weeks. The Committee recommended that the Chief Finance Officer
provide an update at the next meeting to confirm whether the total capital plan spend would
be achieved.
Action: N Lloyd
The Committee agreed that a recommendation should be submitted to the Board to
approve the capital plan of £33.27m for 2021/22.
21/22 Draft Budget, Revenue and Capital Plan 2022/23
The Director of Finance advised that, since the last meeting, budget review meetings had
been held with Care Groups and corporate areas. Changes included a reduction of
contingency to £3.57m, in particular, in relation to Networked Care. The Executive
Management Committee (EMC) had discussed the risk in relation to reducing the run rate
at Care Group level. Work was ongoing with the ICS in relation to income assumptions.
However, this was currently in the early stages.
The Committee noted that QiPPs had not been included in the draft budget for 2022/23 and
queried whether mechanisms were in place when areas were off budget as well as any
actions to recover their position. The Chief Operating Officer advised that the budget
process had started earlier in the year. There had been significant challenge in relation to
revenue budgets. Networked Care budget had not yet been resolved. However, Care
Group management were holding meetings with individual budget holders. Quarterly
performance meetings were held with Care Groups and these could be increased if
required. The Committee were assured on the process undertaken for the budget setting
as well as the approach taken to monitoring budget performance.
The Committee noted that costs related to the restructuring of the ICS would be met at
system level. The Chief Finance Officer advised that the Trust would be reimbursed if
affected by any transformation at ICS level.
The Committee noted that the capital plan for 2022/23 was constrained. The Chief Finance
Officer advised that additional funding would be sought where possible to address key
risks. [section exempt under s22]. The Chief Finance Officer advised that the New Hospital
Programme team had been made aware of the estates risks on the Reading site and early
draw down would be sought where available.
The final budget for 2022/23 would be submitted to the Committee and Board in March
2022 for approval.
Action: N Lloyd
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22/22 Draft Operating Plan 2022/23
The Associate Director of Transformation & Improvement introduced the report and advised
that this had been reviewed by EMC. The Chair requested that the report should be
circulated to Board Committee Chairs to obtain any feedback.
Action: C Lynch
The Chief Finance Officer confirmed that the finance section of the report would be finalised
once the budget setting process had been completed. The Chief Nursing Officer
highlighted that CQUINs would also need to be included in the report.
Action: E Sullivan
The Committee recommended that greater emphasis on the Green Plan should be included
in the report.
Action: N Lloyd
The final report would be submitted to the March Board for approval.

Action: A Statham

23/22 Key Messages
Key messages for the Board included: January financial performance reviewed
 Recommendation to approve the capital programme of £33.27m for 2021/22
 Draft budget 2022/23 reviewed and Committee assured of the budget setting
process
 Draft Operating Plan 2022/23 reviewed
24/22 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 24 March 2022 at 9.30am
SIGNED:

DATE:
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Terms of Reference
Constitution and Membership
The Committee will be appointed by the Board to give detailed consideration to finance
estates, investment and IT, and to recommend to the Board any business cases and
contracts that fall beyond the delegated approval limits of the Executive.
It will advise the Executive and Board on issues to achieve the best value for money and use
of resources. It will seek to ensure that agreed strategies for finance, estates and IT are
developed, implemented, monitored and reviewed.
The Committee is non executive in nature and will review and scrutinise papers and
recommend to the Board and advise as necessary. Meetings will consist of two parts and will
be minuted separately. Part 2 of the meeting will consider investment items and the Strategic
Outline Case (SOC) as part of the Estate Redevelopment.
The Committee will be chaired by a Non-Executive Director. The membership will include at
least one two further Non-Executive Directors, the Chief Executive, Chief Finance Officer,
Chief Operating Officer and the Chief Medical Officer or the Chief Nursing Officer.
Substitutes are not permitted.
The quorum of the Committee will be four members and will include at least two NonExecutive Directors.
Members are expected to attend three quarters of meetings in any one financial year.
Attendance
The Director of Estates and Facilities, Director of Strategy and Director of IM&T will be
invited to attend part 2 of meetings as required. The Chief Executive and the Chair will
attend five meetings annually.
The Trust Secretary (or their nominee) will act as secretary to the Committee.
The Committee may invite other staff and external advisors to attend for all or part of any
meeting.
Frequency of Meetings
The Committee will meet at least tenmonthly with the exception of August and December.
times a year and such other times as may be required.
Monitoring
The work of the Committee will be kept under review by the Board.
The Committee will conduct an annual review of its effectiveness with its terms of reference
and submit any findings and proposals for changes to the Board of Directors for
consideration.
Duties
The main duties of the Committee will be:
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a) To confirm a broad and long-term Financial Strategy is developed in support of the
wider integrated business plan and to review the overall financial performance of the
Trust.
b) To monitor the performance of the Trust in respect of its key Financial Performance
targets, delivery of the NHS Improvement Single Oversight Framework and the
overall cost improvement programme.
c) To confirm the Trust manages its asset base efficiently and effectively and to confirm
projects of significant value, whether related to property or other assets, are properly
identified, managed and controlled and that business cases are robust.
d) To review the Trust’s Estates Strategy, its formulation, development and
implementation, its links to other related strategies and thus ensure that the Trust’s
capital assets are properly and effectively utilised.
e) To review the Trust’s IT Strategy, its formulation, development and implementation,
its links to service and financial strategies.
f)

To review the negotiation of contracts with the organisation’s commissioners and to
review and recommend the approval of any procurement contracts beyond the
delegated authority of the Executive to the Board.

g) To review and make recommendations to the Board in respect of any business cases
that fall beyond the delegated authority of the Executive.
h) To review post implementation investment appraisals and to advise the Board on the
level of benefits realised from such investments.
i)

To make recommendations to the Board and to the Chief Executive as to appropriate
actions required in respect of finance, estates and IT to ensure the Trust is operating
effectively, efficiently and economically.

j)

To consider and approve all business cases, clinical and or commercial in line with
the delegated limits of authorisation as stipulated in the Trust’s Standing Financial
Instructions in relation to the Estates Redevelopment Programme.

k) To review in detail any other relevant issue referred to it by the Board for more
detailed consideration.
Estates
For the period that the Trust is preparing and submitting business cases in relation to the
Estates redevelopment (including the Strategic Outline Case (SOC), Outline Business Case
(OBC) and Full Business Case (FBC)) the Committee will take on additional governance
responsibilities for oversight and review and to make recommendations to the Trust Board.
The recommendations would include financial and economic elements which underpin the
various stages of the business cases ahead of submission to approval to NHS England/
NHS Improvement (NHSI/E) / Treasury. The Director of Estates and Facilities and Director
of Strategy will attend for this part of the meeting.
Reporting
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The minutes of meetings will be formally recorded and submitted to the Board after each
meeting. The investment section of the meeting will be minuted as a private meeting and
submitted to the private Board.
The Committee will review these terms of reference on an annual basis and report to the
Board accordingly.
Reviewed by the Committee:
Approved by the Board:
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Minutes

Workforce Committee
Wednesday 9 February 2022
14.00 – 16.00
Video Conference Call
Members
Mr. Julian Dixon
Mr. Don Fairley
Mrs. Priya Hunt
Mrs. Sue Hunt
Dr. Janet Lippett
Mrs. Helen Mackenzie
Mr. Eamonn Sullivan

(Non-Executive Director) (Chair)
(Chief People Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Medical Officer)
(Non-Executive Director) (until minute 07/22)
(Chief Nursing Officer)

In Attendance
Mr. Dwayne Gilliane
Mrs. Cindy Kouris
Mrs. Caroline Lynch
Mr. Pete Sandham
Dr. Johanna Thomas
Mrs. Hannah Travers

(Occupational Health Nurse Manager)
(Head of Workforce Information & Systems)
(Trust Secretary)
(Head of Organisational Development, Engagement and Inclusion)
(Guardian of Safe Working) (for minute 10/22)
(Deputy Trust Secretary)

Other Attendees
Ms. Zahra Abbas
Ms. Harriet Aldridge

(Senior Manager, PwC)
(Director, PwC)

Apologies
Mr. Dom Hardy

(Chief Operating Officer)

01/22 Declarations of Interest
There were no declarations of interest.
02/22 Minutes: 2 November 2021 and Matters Arising Schedule
The minutes of the meeting held on 2 November 2021 were approved as a correct record and
would be signed by the Chair.
The Committee noted the matters arising schedule.
Minute 34/21(18/21): Minutes: 16 September 2021 and Matters Arising Schedule: Minutes: 13
May 2021 and Matters Arising Schedule: Workforce Redesign: The Committee sought clarity on
Key Performance Indicators (KPIs) for hybrid working. The Chief People Officer advised
discussions were taking place with corporate/non-clinical areas to review hybrid working plans
and an update would be provided at the next meeting.
Action: D Fairley
Minute 36/21: Safer Staffing Review 2021: The Committee noted that an update on Safer Staffing
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review would be submitted to the Committee bi-annually in May and November.
Action: E Sullivan
03/22 Chief People Officer Update
The Chief People Officer advised that a consultation period on the vaccination as a condition of
deployment legislation had commenced and an update on the outcome was awaited. The Trust
had paused any further work in relation to mandatory vaccinations. 128 staff were currently in
scope and unvaccinated. However, staff that had received the initial vaccination would be
contacted regarding a second vaccination and booster. The Committee commended the Trust’s
approach to vaccinations.
The Chief People Officer would circulate the Buckinghamshire, Oxfordshire and Berkshire
Integrated Care System plan (BOB ICS).
Action: D Fairley
The Committee noted that international recruitment continued to progress and additional funding
had been provided from NHS England/NHS Improvement (NHSE/I) in relation to recruitment.
The Committee discussed turnover. The Chief People Officer highlighted the Trust was aware of
areas of high turnover and this would be aligned to quality improvement workstreams. However,
the Trust was not an outlier in comparison to other trusts. It was anticipated a detailed review of
retention would be progressed during Quarter 4 2021/22 and an update on two key areas would
be provided at the next meeting.
Action: D Fairley
The Committee sought clarity on the NHS Reservist model. The Chief People Officer confirmed
that each Integrated Care System (ICS) was required to have a reservist staff model that would
provide additional support/capacity. Further work would be progressed on this as further clarity
was required on how this would function.
04/22 Workforce Key Performance Indicators (KPIs)
The Head of Workforce Information and Systems provided an overview of the Key Performance
Indicators (KPIs). Mandatory and Statutory Training (MAST) compliance remained static at 87%
and appraisal compliance had increased to 85%. Turnover of staff in the Lighthouse Lab was
approximately 200 and this would impact on MAST and appraisal compliance. Therefore, it was
recommended that these would be provided separately going forward.
Action: C Kouris
The Committee noted that staff sickness had increased during Quarter 2 2021/22. However, this
was low in comparison to other trusts.
The Committee sought assurance on progression of MAST and appraisal training for staff. The
Chief Medical Officer highlighted that assurance letters had been provided for medical staff that
worked privately at independent hospitals until January 2022 as previously appraisal information
would have been provided. Therefore, it was anticipated that appraisal compliance would
increase. Medical staff were now required to complete revalidation and where a deferral was
requested this was reviewed by the Chief Medical Officer. Training had also been highlighted to
staff. However, there was some challenge as to whether some training was required for all staff
or should be speciality specific. The Chief Nursing Officer highlighted that ward managers had
been working clinically to support care in January 2022 and it was anticipated this would impact
on appraisal and training compliance. The Committee noted that senior leadership were
engaged and taking appropriate action. However, further work was required to progress
compliance for non-clinical areas.

180

Workforce Committee

9 February 2022

The Committee sought clarity as to whether turnover was challenged in specific groups within the
Allied Health Professionals (AHP). The Head of Workforce Information and Systems confirmed
that interventions were in place to support turnover of radiology staff and an update would be
provided at the next meeting.
Action: C Kouris
The Chief Nursing Officer advised that Occupational Therapist retention was also an area of
concern as this had impacted on patient flow. A retention group had been established and a
Therapies leader was also due to start in March 2022.
05/22 People Strategy Progress Update
The Head of OD, Engagement and Inclusion provided an update on progress against the People
strategy. Key themes related to retention, appraisal and MAST training. Delivery against vacancy
stretch targets had been achieved as well as good performance against utilisation of the
apprenticeship levy. Staff experience indicators had deteriorated and this was reflected
nationally.
The Committee discussed whether disability should be included. The Chief People Officer
highlighted work was progressing on disability and inclusion that included Route to Recruit, staff
networks and a focus on Autism. There had been a focus on Black Asian Minority Ethnic (BAME)
measures in the 2018 People Plan following staff feedback.
06/22 Education Strategy
The Chief People Officer provided an update on the progression of the Education Strategy. A
working group had been established and principles reflecting the CARE values had been
developed. The Committee noted delivery themes included leadership and talent, inclusion,
community and partnerships, technological, digital and knowledge enablement and integrated
learning, innovation and improvement.
The Committee discussed the challenge in relation to the parameters of the strategy. The
Committee noted that the national People Strategy was still awaited and that the strategy would
need to educate the workforce to meet future service requirements. The Head of OD,
Engagement and Inclusion highlighted that the aim was to enable high, quality safe care to drive
an excellent staff experience that would shape the Trust’s response to workforce supply and
demand challenges.
The Committee noted the Education Strategy would be submitted to the next meeting.
Action: D Fairley
07/22 Staff Survey Results
The Chief People Officer provided a high level overview of the staff survey results. There had
been a deterioration in positive responses in comparison to the previous year and this was a
national trend. However, the Trust overall ranked in the top 10 of the 60 acute trusts surveyed.
When reviewed against the national average responses the Trust was significantly better on 62
questions, 29 questions reported no significant difference and significantly worse on 1 question.
Further information was awaited and a detailed review of results at directorate/speciality level
would be submitted to the Executive Management Committee (EMC).
08/22 Gender Pay Gap
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The Head of OD, Engagement and Inclusion provided an overview of the report and highlighted
continuous improvement in the lowest pay gap and increase in female staff in the top pay
quartile. The Committee noted the challenge to change the mean gender pay gap as the top pay
quartile was predominantly filled by male medical staff.
The Committee discussed the Clinical Excellence Awards (CEA) and that all eligible consultants
received the additional payment. Part-time consultants would also receive the same bonus
payments going forward. The Chief Medical Officer advised that work was taking place
nationally in relation to gender disparity. Actions highlighted previously had also been
undertaken to increase female consultants applying for CEA. The Committee noted the robust
process in place for the Clinical Excellence Awards.
The Committee supported the proposal to publish the Gender Pay Gap report.
Action: D Fairley
09/22 Occupational Health (OH) Update
The Occupational Health Nurse Manager provided an overview of OH activity. An OH consultant
had been appointed and anticipated to start in April 2022 and an interim consultant was currently
supporting the service. Additional funding had been provided for an agency nurse until April
2022. Referrals continued to be reviewed to ensure staff were not just being referred as they met
the basic criteria for a referral. Staff were offered an appointment within 2-3 weeks and could be
prioritised where required. Communication to improve pre-employment checks was also being
considered.
The Committee noted performance indicators had been impacted due to staff sickness. However,
these had improved in comparison to the previous meeting. Flu vaccination compliance was at
68% and this included non clinical staff. The team were continuing to highlight awareness of flu
vaccination clinics to all staff. The Committee expressed their thanks to the testing, tracing and
outbreak team for their support in the management of Covid outbreaks.
The Occupational Health Nurse Manager provided an overview of Health & Wellbeing (H&WB)
support for staff. Work was also being progressed with the Integrated Care System to implement
health kiosks for staff wellbeing checks. The Committee sought clarity on mental health support
provision. The Occupational Health Nurse Manager highlighted a business case for funding was
being progressed to consider either a Trust led service or commissioning from an external
provider.
10/22 Guardian of Safe Working Report
The Guardian of Safe Working highlighted the increase in exception reporting. Areas of high
reporting included gastroenterology, castle ward and general surgery. The Committee noted
that exception reports had mainly related to gaps in staffing. Shifts had been advertised on
Patchwork of which the majority had been filled by internal staff. General Surgery staffing gaps
had been impacted by the allocation of SHOs that was outside of the Trust’s control and the
majority were not employed to undertake night shifts. The Committee noted the current
pressures on Junior Doctors.
The Chief Medical Officer highlighted actions being progressed to support Junior Doctor training.
This had included progression of a business case to expand the F3 Programme that included
training and research opportunities, review of out of hours staffing groups that could support
specialities and opportunities for medical support workers to be funded locally instead of
nationally. In addition, the process for escalating vacant shifts to agencies/bank was being
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undertaken and it was anticipated the passporting system would enable medical staff from the
collaborative Integrated Care Systems (ICS) to fill shifts.
11/22 CNO Commissioned NHSE Review of Safer Staffing Process
The Chief Nursing Officer provided an overview of the Safer Staffing virtual review that had taken
place and highlighted the robust safer staffing processes in place. A number of
recommendations had been recommended and these were being progressed to refine the
process. An on-site review was scheduled in March 2022 and recommendations would be
included in the safer staffing process.
The Committee noted the positive plans in place to enhance the Safer Staffing process that
included the roll out of specialist tools for the Emergency Department (ED) and Children’s
Services. The Chief Nursing Officer highlighted that feedback had highlighted that nursing
provision was currently adequate based on the number of bays in ED.
12/22 Board Assurance Framework (BAF)
The Committee reviewed the BAF and recommended that sustainable health and wellbeing and
increased focus on disability was removed as a gap in assurance. Staff turnover action plan,
disability action plan, development of education strategy, mandatory and statutory training and
appraisal detailed reviews would be included in the improvement/action section.
Action: H Travers
The Committee discussed workforce in relation to Health & Safety risks. It was agreed that the
Chief Finance Officer would be asked to clarify particular areas of Health & Safety that the
Committee needed to consider.
Action: C Lynch
13/22 Corporate Risk Register (CRR)
The Committee noted that all workforce risks, with the exception of the lack of estates specialist
staff, had been discussed earlier in the meeting.
The Committee recommended that further clarity was provided on the lack of estates specialist
staff risk. In addition, therapies staffing vacancies would be reviewed at the Integrated Risk
Management Committee to consider whether this required inclusion on the CRR.
Action: E Sullivan
14/22 Workforce Committee Annual Effectiveness Review 2021 and Terms of Reference
The Committee received the annual report and recommended this should be submitted to the
Board.
Action: C Lynch
The Terms of Reference were introduced as part of their annual cycle. The Committee
approved the changes to the membership that included removal of the Chief Finance Officer from
the membership and that the Chief Finance Officer or Chief Nursing Officer would attend the
meetings. It was agreed that the terms of reference should be submitted to the Board for
approval.
Action: C Lynch
15/22 Work Plan Review
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The Committee recommended that an update on the Safer Staffing review was provided at the
next meeting.
Action: C Lynch
The Chief Medical Officer highlighted that the Trust had been selected to participate in the
General Medical Council road trip in June 2022 to highlight work undertaken in relation to
Physician Associates.
16/22 Key Messages for the Board
The Committee agreed that key issues to draw to the attention of the Board, included:
 Detailed discussion of turnover in the context of Covid, staff fatigue and national turnover
and that there was assurance executives were aware and had plans in place in areas of
high turnover
 The Committee had discussed the lack of substantive progress on Mandatory & Statutory
training (MAST) and appraisal compliance. This continued to be a focus for the executive
team and plans were in place to address compliance and it was anticipated this would
improve by Spring 2022.
 The Committee noted the occupational therapist staffing pressures and actions in place
that was anticipated would improve OT staffing levels
 Education Strategy update received
 Detailed Guardian of Safe Working exception report received
17/22 Reflections of the Meeting
The Chair led a discussion on values and behaviours.
18/22 Date of Next Meeting
It was agreed that the next meeting would be held on Tuesday 10 May 2022 at 13.00
Chair:
Date:
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1

Summary

1.1

The purpose of this report is to give an update on the work on the Workforce Committee
over the past year, and to provide assurance to the Board that the Committee has carried
out its obligations in accordance with its terms of reference.

2

Governance

2.1

The role of the Committee is to keep abreast of the external environment and the workforce
consequences and implications, and support the development of the workforce strategy
and ensure strategic priorities are being addressed.

2.2

The Committee capture and review the views of staff via relevant staff engagement
mechanisms and develop effective strategies to respond to feedback.

2.3

The Workforce Committee monitor workforce metrics, review areas of concern and report
issues and plans to address them to the Board. The Committee requests and reviews
reports and positive assurances from executives on the overall arrangement for Human
Resources, workforce planning and learning and development.

2.4

Julian Dixon has been Chair of the Workforce Committee since its establishment in July
2016.

2.5

The Committee’s terms of reference were approved by the Board in March 2021. These are
attached as appendix 1. The Committee also maintains an annual work plan.

3

Meetings and Membership

3.1

The Committee met formally on four occasions between February 2021 and December
2021.





3.2

10 February 2021
13 May 2021
16 September 2021
2 November 2021

The attendance record of members of the Committee is as follows:
Member

Maximum Number of Meetings

Julian Dixon
Sue Hunt
Graham Sims
Steve McManus
Don Fairley
Caroline Ainslie /
Eamonn Sullivan or
Janet Lippett
Nicky Lloyd *(Acting CEO)
Mike Clements

Number Attended

4
4
4
4
4
2
2
4
2
1

4
4
3
2
3
2
2
4
2
1

4
4

4
4

*(Acting Director of Finance)

Dom Hardy
Helen Mackenzie
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3.3

The Trust Secretary or a nominated deputy has attended all meetings. Other Non Executive
Directors have also attended the meetings. Other Directors and staff have attended
meetings during the course of the year to advise and to respond to questions from the
Committee. These have included the Deputy Chief People Officer, Guardian of Safe
Working, Employee Engagement and Organisational Development Manager, Head of
Workforce Information and Systems, Director of Estates & Facilities, Occupational Health
Nurse Manager and Radiotherapy Education & Training Radiographer.

4

Assurance

4.1

The Workforce Committee has received the following annual reports and strategies during
the year:
 Guardian of Safe Working Annual Report
 Staff Survey Results
 Safer Staffing Review 2021
 Workforce Race Standard Equality Annual Report
 Workforce Disability Standard Equality Annual Report
 Medical Revalidation
 Health & Wellbeing Framework Report
 Occupational Health Annual Report
 Gender Pay Gap Report

4.2

The Committee also received regular quarterly reports including:
 Guardian of Safe Working
 People Strategy Update
 Workforce Key Performance Indicators
 What Matters
 Board Assurance Framework
 Corporate Risk Register

4.3

The Chief People Officer provided a report on a quarterly basis to provide assurance on
key issues that included:
 Lighthouse Laboratory


Medical e-Rostering and Digital Passport



National/International Recruitment Update



Our NHS People Profession National Review



BOB/Frimley ICS Temporary Staffing Programme



Equality, Diversity & Inclusion



National SAS Contract Reform



Leadership development update



Appraisal Update



Midwifery Workforce Update
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4.4



Covid Vaccination and Flu campaign



Education Strategy



Health & Wellbeing Update



Disability Confident Pilot

2021

In addition to the regular assurance received from items on the work plan, the Committee
has sought and received assurance on the following specific issues:
 People Recovery Plan
 Allied Health Professional Forum Update
 Behaviour & Conduct Policy
 Workforce Redesign/Transformation
 Hybrid Working Framework
 Talent Management
 Become an Exemplar Neuro Diverse Inclusive Organisation
 CQC Insights: Cultural Indicators of Closed Organisations & Mandatory and
Statutory Training (MAST)
 Occupational Health Update
 Maternity Recruitment and Retention
 People Strategy 2018-23: Key Outcomes Performance Tracker – Year 3
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Terms of Reference
Constitution and Membership
The Committee will be appointed by the Board to develop and oversee delivery of the Workforce
strategy.
The Committee is non-executive in nature and will review and scrutinise papers and recommend to
the Board and advise as necessary.
The Committee will be chaired by a non-executive director. The membership will include at least
one two further non-executive directors, the Chief People Officer and, the Chief Medical Officer or,
Chief Nursing Officer.,and the Chief Operating Officer. and the Chief Finance Officer. Substitutes
are not permitted.
The quorum will be four members and will include at least two non-executive directors and two
executive directors.
Members are expected to attend three quarters of meetings in any one financial year.
Attendance
The Chief People Officer will be expected to attend all meetings, Chief Medical Officer and Chief
Nursing Officer will be expected to attend all meetings. The Chief Executive and the Chair will
attend two meetings annually.

The Trust Secretary (or their nominee) will act as secretary to the Committee.
The Committee may invite other staff or external advisors to attend for all or part of any meeting.
Frequency of Meetings
The Committee will meet at least four times a year and at such other times as may be required.
Monitoring
The work of the Committee will be kept under review by the Board.
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The Committee will conduct an annual review of its effectiveness with its terms of reference and
submit any findings and proposals for changes to the Board of Directors for consideration.

Duties
The main duties of the group will be:
To keep abreast of the external environment and the workforce consequences and implications.
To capture and review the views of staff via relevant staff engagement mechanisms and develop
effective strategies to respond to feedback.
To support the development of the OD strategy to include recruitment and retention, education and
training and employee wellbeing, prior to approval by the Board.
To support the development of the workforce strategy, develop and monitor key measures to
ensure strategic priorities are being addressed.
To identify and monitor key workforce risks and ensure risks are appropriately included in the
Board Assurance Framework.
To monitor workforce metrics, review areas of concern and report issues and plans to address
them to the Board. The Committee shall request and review reports and positive assurances from
executives (directors and managers) on the overall arrangement for Human Resources, workforce
planning and learning and development.
To scrutinise systems and controls to ensure statutory and regulatory standards regarding
workforce are met.
To monitor workforce and data and review issues in relation to the development and
implementation of relevant HR policies.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each meeting.
The Committee will review these terms of reference on an annual basis and report to the Board
accordingly.
Reviewed by the Committee:
Approved by the Board:
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Minutes

Quality Committee
Wednesday 16 February 2022
10.00 – 11.35
Video Conference Call
Members
Mrs. Helen Mackenzie
Mr. Julian Dixon
Mr. Dom Hardy
Dr. Janet Lippett
Mr. John Petitt
Mr Graham Sims
Mr. Eamonn Sullivan
In Attendance
Ms. Jane Chandler
Mrs. Caroline Lynch
Mrs. Clare Rolt

(Non-Executive Director) (Chair)
(Non-Executive Director)
(Chief Operating Officer)
(Chief Medical Officer)
(Non-Executive Director)
(Chair of the Trust)
(Chief Nursing Officer)

Mrs. Hannah Travers
Mrs. Gill Valentine

(Deputy Chief Nursing Officer)
(Trust Secretary)
(Associate Director of Transformation and Improvement)
(for minute 06/22)
(Deputy Trust Secretary)
(Director of Midwifery) (for minute 04/22)

Other Attendees
Ms. Zahra Abbas
Ms. Harriet Aldridge

(Senior Manager, PwC)
(Director, PwC)

Apologies

01/22 Declarations of Interest
There were no declarations of interest.
02/22 Minutes: 8 December 2021 and Matters Arising Schedule
The minutes of the meeting held on 8 December 2021 were approved as a correct record
and would be signed by the Chair.
The Committee noted the matters arising schedule.
Minute 64/21: Minutes 2 September 2021 and Matters Arising Schedule: The Chief
Medical Officer confirmed no clinical risks had been identified for the primary care antenatal
provision. The Chief Finance Officer was liaising with Integrated Care System (ICS)
colleagues on the costs associated with the midwifery provision. The midwifery support
model was also being reviewed to ensure adequate support was provided. The committee
recommended that any high risks would be highlighted to the committee.
Action J Lippett

1
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Minute 85/21: Serious Incidents (SIs) Quarterly Update Including Maternity SIs and
Learning from Never Events: The Deputy Chief Nurse provided an overview of the delayed
cancer diagnosis following the SI review. The patient had been awaiting an MRI scan for a
slow growing tumour that was normally benign, Lessons learnt had been implemented.
The Chief Operating Officer provided an overview of the hospital. Patient flow remained a
challenge with a high number of wards closed due to Covid. Emergency Department (ED)
attendances had increased in comparison to the previous three years. The Committee
noted trends would be reviewed as part of the Continuous Quality Improvement (CQI)
workstreams.
The Committee discussed progress against the strategies. The Chief Operating Officer
highlighted CQI work that was progressing to identify 2022/23 metrics and these would be
aligned with the Vision 2025 refresh.
03/22 Serious Incident (SI) Update Including Maternity SIs & Learning From Never Events
The Committee received the report.
The Committee discussed the delay in ophthalmology treatment and whether this was a
similar issue to previous incidents that had occurred. The Chief Medical Officer confirmed
this issue was similar and that a Patient Safety Officer had been appointed in the short term
to review the backlog of ophthalmology appointments whilst IT issues were being
progressed. In addition, processes had been refined to ensure they were consistent
across all sites.
The Chief Nursing Officer highlighted the collaborative work being undertaken across the
ICS following the increase in patient admissions with pressure ulcers.
04/22 Quality Assurance and Learning Committee Exception Report including Quality
Priorities and Infection Prevention & Control Board Assurance Framework
The Committee received the report and noted the Quality Priorities and updates to the
Infection Prevention & Control Board Assurance Framework. Guidance had been provided
on the new national standard of healthcare cleanliness and this would be monitored by the
Infection Prevention and Control Committee. The Committee noted the Quality Account
priorities and that it was recommended the priorities were carried forward to 2022/23. A
detailed review of managing the deteriorating patient would be provided to a future meeting.
Action: J Chandler
The Committee discussed the Point of Care Testing (PoCT) incident and whether there was
a wider challenge in relation to Berkshire Surrey Pathology Services (BSPS). The Deputy
Chief Nurse confirmed the incident related to incorrect results of arterial blood gases.
However, no harm had occurred as all patients were assessed prior to any blood
transfusions. The Committee noted the governance process for SIs undertaken by the
BSPS laboratory. Work was also ongoing with the BSPS senior team to support
improvements in culture and staff morale. Trust internal governance had also been
reviewed to ensure issues were escalated to the BSPS Board. The Chair highlighted that
the Board could seek assurance from the BSPS Board in relation to issues that had been
identified.
The Committee discussed the mixed sex accommodation breaches. The committee noted
that this was a ‘must do’ CQC action. The Deputy Chief Nurse highlighted this had related
to patient flow issues and infection control outbreaks, However, patient safety was always
prioritised. All breaches were escalated daily to the Chief Nursing Officer for review.
2
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The Committee sought clarity on the deterioration in compliance with complaint responses.
The Chief Nursing Officer highlighted the complaints process had been reviewed and
additional staff were now supporting complaints. In addition, there had been challenges in
Care Groups responding to requests due to supporting patient care. It was anticipated that
compliance would improve during February 2022.
The Committee noted that an update on recommendations and learning from the PASCOE
report would be submitted to a future meeting.
Action: E Sullivan
05/22 Maternity Update Including Maternity CNST Incentive Scheme, Ockenden Action Plan
Update, Maternity Internal Audit Plan and Continuity of Carer Model of Care
The Committee noted the plans in place in relation to the Clinical Negligence Scheme for
Trusts (CNST). An action plan had been developed to review five areas and it was
anticipated the Trust would achieve the required compliance. The Ockenden action plan
had also been reviewed by a regional maternity review panel. This had highlighted that the
Trust had performed well with compliance at 80.25%. A further update on the Ockenden
action plan was due to be submitted to the Board in March 2022. The Committee noted
the perinatal quality surveillance model and the Morecombe Bay report and it was agreed
the Morecombe Bay action plan would be circulated for information.
Action: H Travers
The Committee discussed unexpected postnatal collapse and that there had been an
increase nationally. The Director of Midwifery advised that a review of cases that met the
criteria had been undertaken to review factors and actions that could be implemented to
mitigate future occurrences. Awareness of managing skin to skin contact had been
promoted and staff where required to undertake a risk assessment that was now
documented on the Electronic Patient Record (EPR). Cots had also been placed back into
clinical rooms.
The Committee noted that there had been an increase in incidents reported to the
Healthcare Safety Investigation Branch (HSIB) in December 2021. However, the Trust was
not an outlier. It was recommended that a detailed review of maternity themes would be
submitted to the next meeting.
Action: E Sullivan
The Chair queried whether there was a gap in assurance in relation to foetal monitoring.
The Director of Midwifery confirmed that there was robust processes in place for foetal
monitoring and staff were required to undertake training and assessment annually.
The Committee discussed the Continuity of Carer Model of Care (COCMOC). The Director
of Midwifery confirmed that the staffing model would be reviewed as resource would not
increase. There was an increased focus on areas linked to health inequalities. However, it
was anticipated this would be rolled out further as COCMOC would reduce the number of
patients attending the maternity unit. The Committee noted the Birthrate Plus review was
in progress and it was anticipated a minimal increase in staff could be required.
The Committee discussed the maternity internal audit action plan. One action remained
outstanding and was being progressed. It was recommended that the Trust Secretary
would review whether the internal audit report required submission to the Committee prior
to submission to the Audit & Risk Committee.
Action: C Lynch
06/22 Patient Flow Improvement Review
3
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The committee noted the patient flow improvement programme report. Information had
been collated to support opportunities for improvement as part of the focus on patient flow
during January 2022 and would continue to be a focus for the next few weeks.
The Committee noted that patient flow transformation work would be included within the
Continuous Quality Improvement work for 2022/23. Outcomes had included reduction of
duplication and automated referral forms on the Electronic Patient Record (EPR). A
dashboard had also been developed to highlight key patient flow metrics to support
discharge planning.
The Committee recommended that an update on Continuous Quality Improvement was
submitted to a future meeting.
Action: C Rolt
07/22 Board Assurance Framework (BAF)
The Committee reviewed the BAF and recommended that embedding learning from
mortality events was removed from the improvement/action section of strategic objective 1.
In addition, GIRFT and model hospital would be removed as an improvement/action and
included as a control assurance in strategic objective 4.
Action: C Lynch
The Committee discussed enablers to improve patient experience following feedback of
ophthalmology appointment letters and whether a review of patient experience should be
included in the internal audit programme. The Committee noted ophthalmology was a high
volume service in comparison to other specialities and it was anticipated that had likely
resulted in the increased feedback related to appointment letters.
The Chief Operating Officer advised a patient portal was being developed that would
enable patients to have greater oversight that included choose and book appointments.
Departments were also encouraged to highlight changes required to the Electronic Patient
Record (EPR) to enhance patient experience. It was anticipated that going forward non
urgent change requests to EPR would be actioned within 14 days. The Chief Medical
Officer recommended that patient experience information from multiple workstreams was
collated and an update was provided to the Committee in June 2022. Action: E Sullivan
08/22 Corporate Risk Register
The Committee noted the updates to the Corporate Risk Register as well as emerging risks
that would be discussed at a future Integrated Risk Management Committee. It was
recommended that an update related to the mental health risks was provided at the next
meeting.
Action: E Sullivan
09/22 Terms of Reference
The Committee received the terms of reference that had been updated following the Board
governance review. The Committee approved the update to the membership that
included an additional non-executive director and that either the Chief Medical Officer of the
Chief Nursing Officer would attend the meeting.
The Committee recommended that the terms of reference should be submitted to the
Board, subject to the Quality Impact Assessment reviewed to consider whether this was still
required. The Healthcare Safety Investigation Branch (HSIB) maternity work would also be
included.
Action: C Lynch
4
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10/22 Work Plan Review
The Committee reviewed the work plan and recommended that an update on post-partum
haemorrhage was provided to the next meeting.
Action: E Sullivan
The Committee noted that the workplan would be updated to reflect the Quality Strategy
workstreams. In addition, quality risks would be included at the beginning of each meeting.
Action: E Sullivan
The Chair of the Trust highlighted the Clinical Services Strategy would be circulated for final
comments and would be submitted to the Board for approval in March 2022.
11/22 Key Messages for the Board
It was agreed that key issues to draw to the attention of the Board included:




Good assurance received on management of Serious Incidents (SIs) and Infection
Prevention and Control
The Committee had received good assurance and approved the progress of maternity
workstreams that had included Ockenden, Morecombe bay, CNST Incentive Scheme,
and Continuity of Carer Model of Care
An update on Continuous Quality Improvement would be submitted to a future meeting.

12/22 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 7 April 2022 at 13.00

SIGNED:
DATE:

5
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Agenda Item 8
Quality Committee
Terms of Reference
Constitution and Membership
The Committee will be appointed by the Board to give detailed consideration to all
components of the quality of care provided by the Trust including clinical effectiveness,
patient safety and patient experience.
The Committee is primarily concerned with the delivery of safe, high quality patient care.
This will be achieved through its engagement with the Quality Assurance & Learning
Committee and other sub-committees to obtain and provide assurance to the Board that:(a) appropriate structures, processes and controls are in place to assure quality in clinical
care and the patient experience
(b) the key risks to safety and quality of clinical services are recognised and are being
addressed to ensure their resolution in a timely manner.
The Committee is non executive in nature and will review and scrutinise papers and
recommend to the Board as necessary.
The Committee will be chaired by a Non Executive Director. The membership will include at
least one two further Non Executive Directors, Chief Medical Officer, or Chief Nursing Officer
and the Chief Operating Officer.
Members will be expected to attend four out of six meetings. Substitutes are not permitted.
The quorum of the Committee will be four members, including at least two Non Executive
Directors and two Executive Directors.
Attendance
The Chief Medical Officer and or the Chief Nursing Officer are expected to attend all
meetings. The Chief Executive and the Chair will attend 3 meetings as requiredannually.
Other staff may be asked to attend, including the Care Group Directors, Care Group
Directors of Nursing, Head of Pharmacy and Head of Patient Safety, Head of Risk
Management, Head of Patient Experience, Head of Research and Development and Deputy
Chief Nurse for specific items only.
The Trust Secretary (or their nominee) will act as secretary to the Committee.

Frequency of Meetings
The Committee will meet at least six times a year and such other times as may be required.
Monitoring
The work of the Committee will be kept under review by the Board.
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The Committee will conduct an annual review of its effectiveness with its terms of reference
and submit any findings and proposals for changes to the Board of Directors for
consideration.
Duties
The Committee will:(a)

monitor the Quality Account including related actions and their impact

(b)

receive regular reports from the Quality Assurance & Learning Committee on the
actions being taken to ensure effective clinical governance in the Trust

(c)

examine issues of concern escalated by the Quality Assurance & Learning Committee
or its sub-committees or referred by the Board in respect of clinical governance
matters in the Trust, consider action plans to deal with them and monitor their
effectiveness

(d)

develop an annual work programme setting out key areas for attention in the coming
year including, as a minimum:




regular updates on the implementation and effectiveness of clinical outcomes,
quality improvement, patient safety and patient experience
regular updates on progress against the Quality Account objectives
the implementation of actions plans following relevant regulatory inspections
gaps in assurance as identified on the Board Assurance Framework.

(e)

review KPIs and other metrics through the quality account dashboard, including those
in respect of learning from serious incidents and never events, to provide assurance to
the Committee and the Board in respect of the effectiveness of the clinical governance
in the Trust

(f)

identify areas of significant risk to clinical safety, patient outcomes and patient
experience, set priorities and place actions using the Board Assurance Framework

(g)

review clinical risks included in the Corporate Risk Register in terms of the
effectiveness and timeliness of mitigating actions taken and to report to the Board and
to the Audit & Risk Committee

(h)

receive periodic assurance reports on the progression of the Continuous Quality
Improvement programme.outcome of the Quality Impact Assessment (QIA) of the
QIPP programme process, highlighting those schemes which present risks to quality
and safety

(h)
(i)

ensure that actions for improvement identified in incident reports, reports from HM
Coroner and other similar documents are addressed

(j)

identify areas for improvement in respect of learning from incidents and complaints,
from the results of national and local patient surveys/PALS and ensure appropriate
action is taken

(k)

oversee the system within the Trust for obtaining and maintaining any licences
relevant to clinical activity in the trust (e.g. Human Tissue Authority)
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(l)

monitor the Trust’s compliances with the national standards of quality and safety of the
Care Quality Committee, and NHS Improvement’s licence conditions relevant to
patient safety and quality

(m)

Review clinical audit plans and related improvement including recommendations from
external bodies being incorporated by the Trust (e.g. National Confidential Enquiry into
Patient Outcomes and Death or Care Quality Commission)

(n)

Review the implications of confidential enquiry reports for the Trust and to endorse,
approve and monitor the internal action plans arising from them.
(n)(o)
Receive regular reports related to maternity services including Healthcare
Safety Investigation Branch (HSIB) investigations.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each
meeting.
The Committee will review these terms of reference on an annual basis and report to the
Board accordingly.

Reviewed by the Committee:
Approved by the Board:
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Board Work Plan 2022
Focus

Provide the Highest
Quality Care

Item

Cultivate Innovation &
Tranformation

By Exception

COVID-19 Recovery Plan

Exec

By Exception

Ward + Maternity Skill Mix Review

ES

Annually

Winter Plan

DH

Annually

Ockendon Action Plan Update

ES

By Exception

Children & young People Update

ES

Bi-Annually

Health & Safety Story

NL

Every

Clinical Services Strategy

JL

Once

Quality & Improvement Strategy

ES/JL

Once

Patient Story

Exec

Every

Staff Story

Exec

Every

Health & Safety Annual Report

NL

Annually

DF

Once

Education Strategy
Annual Revalidation Report

DF
JL

Once
Annually

Quarterly Forecast

NL

Quarterly

2022/23 Budget

NL

Annually

2022/23 Capital Plan

NL

Annually

Operating Plan/ Business Plan 2022/23

AS

Annually

Estates Strategy

NL

Once

Finance Strategy

NL

Once

Standing Financial Instructions

NL

Annually

Digital Strategy

DH

Once

Research & Development Strategy

JL

Once

AS

By Exception

Communications & Engagement Strategy

AS

Once

Chief Executive Report

SMC

Every

Trust Strategy

AS

Once

Board Assurance Framework

CL

Bi-Annually

Corporate Risk Register

ES

Bi-Annually

Well Led Framework Action Plan Update

ES/CL

Bi-Annually

Integrated Performance Report (IPR)

Exec

Every

IPR Metrics Review

DH

Annually

NHSI Annual Self-Certification

NL/CL

Annually

Standing Orders Review

CL

Annually

Reflections of the meeting

GS

Every

Board Work Plan

CL

Every

Drive the Development of ICP/ICS Update
Integrated Services

Other / Governance

Freq

DH/JL/ES

Invest in our Staff and live
People Strategy
out our Values

Achieve Long-Term
Financial Sustainability

Lead

COVID-19 Update

Jan-22

Mar-22

May-22 Jul-22 Sep-22 Nov-22

Jan-23
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