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	OBJECT OF REPORT
	The CCG Governing Body are asked to note the recommended actions submitted by North Lincolnshire and Goole Foundation Trust [NLAG] against the recommendations and issues raised within the Keogh report of July 2013. 

It is noted that the Governing Body had sight of the relevant Keogh report documents at the August meeting. 

This report provides more detailed information to the board to inform them of the level of assurance currently presented by NLAG as part of their assurance framework.

	


	STRATEGY
	

	Quality is one of the CCGs key priorities and higher than expected mortality rates are an indicator that the quality of care may not be being delivered to a standard that the CCG would expect.



	IMPLICATIONS
	

	The fact that our local provider was identified as a provider to be part of the Keogh review is a strong indicator that the quality of care locally is not where we would want or aspire for it to be.

As a result of the Keogh review there will be changes to service which affect our local population, which will need careful consideration and management.

Since the visit of the Keogh Team, NLaG have produced detailed action plans (see attached) to enable them to progress with the key areas that the Keogh Team identified  as needing improvement. The Executive Team at NLaG have monthly meetings with Monitor to ensure they comply with conditions set out in the Licensing Agreement.
The enclosed detailed action plan has been submitted by NLAG to address the Keogh recommendations. It is detailed and is noted to be work in progress.
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The enclosed list of key performance indicators have been developed by NLAG and will be reported upon through the Contracting Monitoring Board. 
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	RECOMMENDATIONS (R) AND ACTIONS (A) FOR AGREEMENT 

	
	
	Agreed?

	
	
	


	
	
	Yes/No

	Comments

	
	Does the document take account of and meet the requirements of the following:
	√
	

	i)
	Mental Capacity Act
	√
	

	ii)
	CCG  Equality Impact Assessment
	√
	

	iii)
	Human Rights Act 1998
	√
	

	iv)
	Health and Safety at Work Act 1974
	√
	

	v)
	Freedom of Information Act 2000 / Data Protection Act 1998
	√
	

	iv)
	Does the report have regard of the principles and values of the NHS Constitution?
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113613
	√
	


Keogh Review

Background to the Keogh Review
On 6th February the Prime Minister announced that he had asked Sir Bruce Keogh to review the quality of care and treatment provided by those NHS trusts and NHS foundation Trusts that were persistent outliers on Mortality indicators.  14 hospital trusts were identified for review and Northern Lincolnshire and Goole Hospitals NHS Trust (NLG) was one of the 14.

The reviews sought to determine whether there are any sustained failings in the quality of care and treatment being provided to patients at the 14 trusts & identify:

· Whether existing action by these trusts to improve quality is adequate and whether any additional steps should be taken

· Any additional external support that should be made available to these trusts to help them improve

· Any areas that may require regulatory action in order to protect patients.

Methodology and Approach
A 3 stage approach was adopted for the reviews:

Stage 1 - Gathering and analysing the full range of information and data available within the NHS to develop key lines of enquiry.  

Stage 2 – A Rapid Responsive review where a team of experienced clinicians, patients, managers and regulators, go into each hospital and observe the hospital in action.  This involved walking the awards and interviewing patients, trainees, staff and the senior executive team.  This stage included both an announced and an unannounced visit to each Trust

Stage 3

A Risk Summit, where a summary of the findings from the rapid responsive review were discussed and recommended actions deliberated & agreed.  

Northern Lincolnshire and Goole Hospitals Specific review 

NLG were in the second wave of trusts to be reviewed and their announced visit started on the 5th June 2013 at Diana Princess of Wales Hospital, continued on the 6th June 2013 at Scunthorpe District General Hospital & then concluded on the 7th June 2013 at Goole Hospital.  Their unannounced visit was made out of hours on Friday 14th June to Diana Princess of Wales Hospital.

The Key Lines of Enquiry within four Theme areas were agreed by the panel as:

Theme
Key Line of Enquiry
Governance and leadership


· Can the Trust clearly articulate its governance process for assuring the quality of treatment and care?
· How does the Trust use information locally? 
Clinical and operational effectiveness

· What governance arrangements does the Trust have to monitor and address clinical and operational performance data at a senior level?

· How does the Trust ensure consistency across its sites?
Patient experience

· How does the Trust engage with patients, their family and carers?

Workforce and safety

· In the context of this review, can the Trust describe its workforce strategy?

· How is the Board assured that it has the necessary workforce deployed to deliver its quality objectives?

· What assurance does the Board have that the organisation is safe?

The stakeholder summit took place on Friday 5th July, with the Rapid Responsive Review Report being published later in July, once each of the 14 trusts stakeholder summit had taken place.

A report summarising the findings and actions arising from the 14 investigations, the 14 individual trusts rapid responsive review reports and the individual trusts agreed action plans have all been published on the NHS Choices Website: 

www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx

Each recommendation made in the review was rated:

· Urgent – the trust should take immediate action to respond to the recommendation and ensure improvement in the quality of care

· High – the trust should develop a response and action plan for these recommendations to ensure improvement in the quality of care

· Medium – The trust should implement these recommendations to ensure on-going improvement in the quality of care.

In total the trust received 18 recommendations categorised as Urgent, 39 as high and 24 as medium.

The Rapid Responsive Review Report provides a detailed analysis of the panels finding, but also summarised the findings into four key areas of concern, for the trust to focus on to improve the quality of care, patient safety and experience.

Within the report the Panel also noted a number of areas of good practice or planned improvements, which were also noted in the report, including: the planned move to advanced 7 day working in diagnostics, the implementation of the National Early Warning Scores (NEWS) for monitoring patients.  The Report also noted that there was evidence of good visibility of the Chief Executive and Chief Nurse.

The 4 key areas of Concern highlighted were:

1.
Inadequate progress being made to improve the quality of services with pace utilising effective
clinical leadership

Within this area the Panel was particularly concerned that the Trust is not yet offering thrombolysis treatment for stroke patients after hours at both sites and that the Trust needed to work with the Clinical Commissioning Groups (CCG) to address this urgently. It was recommended that the Trust conduct an urgent review of the out of hours stroke services at Diana, Princess of Wales Hospital and implement recommendations, agreed with the CCG, by the end of July 2013.As of November 2013 ,Hyper-acute stroke services for North East Lincolnshire residents are now being delivered at Scunthorpe General Hospital
2.
Poor patient flow management, lack of early triage, multiple bed moves and poor management
of outliers, particularly at the Diana, Princess of Wales Hospital

Within this area the panel observed effects of inadequate capacity and poor patient flow management throughout the emergency and acute pathway, as well as in theatres and on surgical wards, most acutely at the Grimsby site. 

3.
Inadequate staffing levels, quality and skill mix in a number of areas

At the unannounced visit in Grimsby, the panel observed inadequate nurse staffing levels and leadership to cope with clinical demand in A&E, Medical Assessment Unit (MAU) and the medical wards.  The panel also observed gaps in handover and in middle grade and senior medical involvement out-of-hours 

4.
Evidence of poor care and patient experience in some areas

Within this area it was noted that the Trust was using interpretations of the single sex accommodation standards in certain areas of the Trust which are no longer deemed acceptable. The panel observed mixed sex accommodation breaches, relative to standards applied nationally, in the stroke wards in both Grimsby and Scunthorpe and in the MAU and Intensive Care Unit (ICU) in Grimsby. 
A commissioner led visit to the Diana Princess of Wales Hospital was undertaken on 12th September 2013, a number of wards and Departments where visited, the visiting team observed clinical practice and took to opportunity to speak with a number of clinical staff who were able to amplify the Core Values of the organisation, along with the Chief Nurses Strategy.

A number of patients and visitors were spoken to who spoke very positively about the quality of care they have received. 
Action Subsequent to the Review

In preparation for the Risk Summit NLG were required to produce an action plan

Following the publication of the report Monitor announced that it was going to place a number of trusts which has been subject to a Keogh review into special measures in order to “fix” failings in patient care or the way the hospital is run.  NLG was one of the trusts placed into special measures.  This means that NLG has been issued with an additional licence condition & enforcement undertakings in relation to the recommendations contained within the Keogh report.

NLG are therefore required to report to monitor as required, but at a minimum monthly to assure the regulator that they are making progress towards implementing the action plan within the required timescale.

The Trust have  strengthened their governance and reporting arrangements to improve the oversight of progress made by the trust, both in terms of implementing the Keogh and SHMI action plans via the establishment of a Mortality Performance Committee, which together with the Quality & Patient Safety Committee report into the Board.

Attached for information is the latest copy of the Trust Boards Keogh Action Plan progress report, which provides an update against the Trusts Keogh Action plan and confirms the governance and assurance arrangements in place to support delivery of the agreed actions.
In an effort to improve clinical care and staffing levels, a number of nurses from Spain have been recruited by the organisation and are currently undergoing a comprehensive programme of induction prior to commencing work in clinical areas.
The Trust has commissioned KPMG to undertake an independent assessment of the sufficiency and deliverability and of their Keogh Action plan.

Each of the actions detailed within the plan have been assessed as either:

· Completed by the deadline

· On target for completion by the deadline

· Not completed by the deadline / overdue.

The Commissioners, through the CSU have requested that they undertake a review of the action plan, to both provide an assurance to the CCGs that the trust plan is robust, but also to identify where they may have been any contract breaches that would require action.   On an on-going basis the commissioners have agreed that they will oversee the implementation of the Keogh Action Plan via the Contract Quality Group, with escalation as required to the Contract Board (Chaired by the CCGs Deputy Chief Executive or NLCCGs Senior Officer – Commissioning).

In addition it has been agreed that a Clinical Board to Board Meeting be held between the commissioners and NLG.  This meeting took place on 17th December 2013.  The purpose of this meeting was to bring all organisations to the same level of understanding in relation to the detail of the plan, progress in relation to implementation of the plan and to provide assurance to the CCGs that NLG are implementing changes that will improve patient care at an appropriate pace.
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Keogh Action Plan

																														Northern Lincolnshire and Goole Hospitals		NHS

																														NHS Foundation Trust

		KEOGH ACTION PLAN

		ACTION PLAN NUMBER		RECOMMENDATION		PRIORITY		TRUST RESPONSE & ACTIONS TO DATE		FURTHER ACTION NEEDED		LEAD OFFICER		TIMESCALE		INTER DEPENDENCIES		PROGRESS RAG RATING		VERIFICATION OF ACHIEVEMENT		EVIDENCE OF IMPACT		KPI		TRAJECTORY FOR DELIVERY		KPI RAG		PROGRESS STATEMENT		BOARD SUB COMMIITTEE OVERSIGHT

		Theme 1 - Lack of sufficient implementation of clinical strategies (mortality issues known to the Trust for greater than 12 months).

		1		The Board needs to prioritise actions to improve quality, urgently addressing key areas of mortality (including the treatment of stroke, respiratory diseases and septicaemia) and other concerns.  Develop SMART impact measures in relation to the implementation of action plans.  Assign responsibilities to named individuals and make them accountable for delivery.       		Urgent		The Medical Director is the Trust Board lead for mortality.  Mortality priority work streams have been agreed through the Mortality Performance Committee (MPC) for the key areas of high mortality.  A schedule of reporting on progress against key milestones is in place.  The above work streams each have a clinical lead, who report on progress to the MPC.  Mortality objectives for each clinical group have also been agreed which include delivery of the above work streams.  As part of the ongoing process of ensuring wider clinical engagement in the mortality work streams, a series of multi-disciplinary workshops entitled 'Safe and Sound' were held during March and April 2013 with good levels of attendance from all groups of clinical staff and all sites and ensuring a consistent message around mortality.		The MPC will 'sign off' clear Action Plans for each work stream including the process for wider clinical engagement and utilising SMART principles by the end of July 2013		Chief Executive/ Directors/ General Managers/ Clinical Directors		31 July 2013				Completed  (Action plans will continue to be updated/refined as work progresses)		Mortality Meeting & Work stream Structure & Reporting Schedule. 		Reduction in mortality rates.  		KAP001								Mortality Performance Committee

																				MPC Minutes.		Improved adherence to clinical pathways as demonstrated via clinical audit. 

																				Mortality Objectives		Improved patient satisfaction as evidenced by relevant patient survey results, eg, friends and family.		KAP046

																				Performance Reviews		Decrease in relevant patient complaints.		KAP044

						Urgent				Deliver priority clinical work streams within agreed timescales.  Non-delivery of milestones and work streams to be escalated to the Trust Board via the MPC 'Highlight Reports'		Chief Executive/ Directors/ General Managers/ Clinical Directors		Ongoing				On Target		Mortality Meeting & Work stream Structure & Reporting Schedule. 		Reduction in mortality rates.		KAP001								Mortality Performance Committee

																				MPC Minutes.		Improved adherence to clinical pathways as demonstrated via clinical audit.

																				Mortality objectives. 		Improved patient satisfaction as evidenced by relevant patient survey results, eg, friends and family.		KAP046

																				Performance Reviews		Decrease in relevant patient complaints.

		2		The Trust should ensure that outcomes from the mortality reviews improve the quality of care.  The Board should continue its focus on mortality data to ensure that sufficient pace of progress is made. (KPMG Recommendation 20)		Urgent		As above.		The Trust Board will continue to receive and review data on mortality via the Monthly Mortality Report and Highlight Reports from the Mortality Performance Committee.		Trust Board		Immediate				Completed and Ongoing (See lastes SHMI data up to the end of April 2013)		Monthly Mortality Report. 		Reduction in mortality rates.		KAP001								Trust Board

																				Trust Board Agenda and Minutes.		Improved adherence to clinical pathways as demonstrated via clinical audit.

																						Improved patient satisfaction as evidenced by relevant patient survey results, eg, friends and family.  		KAP046

																						Decrease in relevant patient complaints.		KAP044

		3		The Trust must continue to embed the learning from stroke care improvements in Scunthorpe across the Trust, and facilitate thrombolysis for all stroke patients.		Urgent		Agreed		Review of stroke services is underway to ensure that co-ordinated 7 day stroke care is delivered for the Trust including options for centralisation of hyper acute services within NLAG and with HEY		Angie Watson, Interim Director of Operations		Mid July 2013				Completed  (Review complete and implementation plan agreed and ongoing)		Option Appraisal for Provision of Stroke Services. Implementation Plan.  Trust Board Minutes		Changes to stroke service implemented.  Stroke service demonstrates that it is meeting all required standards.  Stroke mortality is reduced.  Improved patient satisfaction as demonstrated by relevant patient survey results.  Decrease in relevant patient complaints.  Commissioners assured regarding patient safety and quality of service being delivered.		see below								Quality and Patient Experience Committee

						Urgent		Agreed		Agreed solution to be implemented.		Angie Watson, Interim Director of Operations		01 October 2013				On Target (Centralisation of hyper acute stroke services on target for end September/ beginning of October 2013.  Discussions ongoing with relevant stakeholders to agree longer term solution.		Option Appraisal for Provision of Stroke Services.		Changes to stroke service implemented.										Quality and Patient Experience Committee

																				Implementation Plan.		Stroke service demonstrates that it is meeting all required standards.		KAP004-010

																				Trust Board Minutes.		Stroke mortality is reduced.		KAP011

																						Improved patient satisfaction as demonstrated by relevant patient survey results. 		KAP046-57

																						Decrease in relevant patient complaints.		KAP044

																						Commissioners assured regarding patient safety and quality of service being delivered.

		4		Ensure effective Board level responsibility and accountability for the mortality agenda.  Assign Board level ownership and performance management responsibility of all action plans to ensure timely and effective progress is made.		High		The Medical Director is the Trust Board lead for mortality.  Mortality priority work streams have been agreed through the Mortality Performance Committee (MPC) for the key areas of high mortality.  A schedule of reporting on progress against key milestones is in place.		Whilst the clinical leads provide regular reports to the MPC, Directorates/ Groups to be held to account for delivery of these work streams via the performance review process led by the Chief Executive.		Clinical leads/ Medical Director/ James Whittingham, Chairman (& Chair of MPC)/ Trust Board		Immediate and Ongoing				Completed and Ongoing		Mortality Meeting and Workstream Structure and Reporting Schedule.		Reduction in mortality rates.		KAP001								Mortality Performance Committee

																				MPC Minutes.		Improved adherence to clinical pathways as demonstrated via clinical audit.

																				Mortality objectives.		Improved patient satisfaction as evidenced by relevant patient survey results, eg, friends and family. 		KAP046

																				Performance Reviews.		Decrease in relevant patient complaints.		KAP044

																						Performance reviews demonstrate achievement of targets.		KAPtbc

		5		Develop a process to contribute data to the National Cardiac Arrest Audit.		Medium		Participation confirmed at the Mortality Performance Committee		Confirm that systems are in place for participating in the National Cardiac Arrest Audit.		Angie Watson, Interim Director of Operations		Immediate				Completed		Data to be uploaded to the national system.		Participation in the audit.		KAP012								Mortality Performance Committee

		6		Develop a robust and audience appropriate communications plan to ensure adequate engagement of staff in the implementation of strategy and embed senior clinical engagement in the strategic development process, ensuring that clinical priorities are reflected.		Medium		The Trust is already delivering comprehensive plans around organisational culture including work on visions and values.		Existing plans need refreshing to ensure that they adequately engage all staff on this agenda.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed		Refreshed plans with specific reference to Keogh action plan.		Staff able to engage with the Keogh Plans and make reference to the interventions taking place.		Survey Monkey								Quality and Patient Experience Committee

		7		Increase the visibility of Board members and senior clinicians through a programme of drop in sessions, ward walk arounds and actively promoted open door policies.		Medium		Agreed		Review of current process to be undertaken and any additional requirements to be implemented.  Note:  links to action in respect of NED Forum.		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		Paper to Trust Board		Increase in number of staff who know and can recognise the senior team.  		Survey Monkey								Quality and Patient Experience Committee

						Medium		Agreed		Implement Cascade System for Team Brief		Neil Pease, Director of OD and Workforce		31 August 2013				Completed		Team Brief												Executive Team

		Theme 2 - Inadequate clinical leadership to improve quality with sufficient pace.

		8		Ensure that implementation is led by senior clinicians who can motivate and implement clinical changes and secure the support of staff at all levels.  The review of the Clinical Director structure should be progressed as soon as possible.  This will assist in strengthening clinical leadership and allow consistency in the delivery of services across all areas of the Trust.  (KPMG Recommendation 12)		High		Agreed		Review of clinical leadership (to include Clinical Directors and Mortality Pathway Leads) across the organisation to be undertaken to include clear expectations of the role and the agreement of appropriate training and mentoring support.  Roles will be cross site.  Note:  External review of capacity and capability of clinical leadership is being arranged.		Medical Director/  Angie Watson, Interim Director of Operations/ Neil Pease, Director of OD and Workforce		31 August 2013				On Target  (Consultation completed and ongoing).  		Role outline.  Revised structure.		Revised Clinical Leadership Strategy in place.		KAPtbc								Executive Team

														TBA				Date for implementation to be agreed (revised Clinical Leadership Strategy/ Structure to be informed by findings from external review by KPMG.  External review on target for completion by 30 September 2013) 				Increase in number of doctors involved in developmental work within the Trust.		KAP014								Executive Team

		9		Develop a sense of urgency and drive to implementation through making the appropriate staff accountable.		High		As part of its wider performance management/accountability framework, and in respect of individual accountability, the Board agreed the 'Vision and Values Framework' (expected standards of behaviour) and 'Zero Tolerance' (Commitment to Improve Quality and Safety Framework) approach to non-compliance with key Trust policies) at its June 2013 meeting.		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.  CEO to include key message regarding 'go live' in staff cascade.		Wendy Booth, Director of Clinical and Quality Assurance/ Neil Pease, Director of OD and Workforce		July/ August 2013 (arrangements to be communicated across the organisation).  1 September 2013 (implementation/ Completed and ongoing)				Completed		Vision and Values Framework.  Zero Tolerance Framework.  Trust Board Minutes.   Communication of the above Frameworks to Trust staff, Performance Reviews.		Staff can discuss the Trust's vision and values.		Survey Monkey								Trust Governance and Assurance Committee

																						Staff are aware of the Zero Tolerance Framework.		KAP015

						High		As part of its wider performance management/accountability framework, and in respect of individual accountability, the Board agreed the 'Vision and Values Framework' (expected standards of behaviour) and 'Zero Tolerance' (Commitment to Improve Quality and Safety Framework) approach to non-compliance with key Trust policies) at its June 2013 meeting.		Directorates/ Groups to be held to account for delivery of agreed objectives/ work streams via the performance review process led by the Chief Executive.		Chief Executive/ Directors/ General Managers/ Clinical Directors		Ongoing				On Target		Vision and Values Framework.  Zero Tolerance Framework.  Trust Board Minutes, Communication of the above Frameworks to Trust staff.  Performance Reviews		Reduction in instances/ incidents where zero tolerance framework is applied. 		KAP015								Trust Governance and Assurance Committee

																						Performance reviews.		KAPtbc

		10		Consider a mentoring and development programme for medical and nurse directors and their deputies.  Learn from organisations demonstrating good practice in areas in which improvement is required within the Trust.		High		A Nurse Leadership and Mentoring Programme is in place.  A Chief Nurse Strategy is in place for Nursing and Midwifery.  Review of nurse leadership at ward level is underway to reinvigorate the role of Ward Sister/Charge Nurse.  A Trust-wide leadership programme is being developed.		The need for further action in response to this recommendation is to be addressed as part of the planned review of clinical leadership across the organisation.		Karen Jackson, Chief Executive/ Medical Director/ Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Nursing Leadership and Mentoring Programme.  Chief Nurse Strategy.  OD and Workforce Strategy.  Ward Leadership Programme.  Trust wide leadership programme.		All nurses and midwives can talk about elements of the CN Strategy.		Survey Monkey								Nursing and Midwifery Advisory Forum

						High		A Nurse Leadership and Mentoring Programme is in place.  A Chief Nurse Strategy is in place for Nursing and Midwifery.  Review of nurse leadership at ward level is underway to reinvigorate the role of Ward Sister/Charge Nurse.  A Trust-wide leadership programme is being developed.		Formally launch the Chief Nurse Strategy and embed into the organisation.		Karen Jackson, Chief Executive/ Medical Director/ Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing (Chief Nurse Strategy continues to be embedded).		Nursing Leadership and Mentoring Programme.  Chief Nurse Strategy.  OD and Workforce Strategy.  Ward Leadership Programme.  Trust wide leadership programme.		All nurses and midwives can talk about elements of the CN Strategy.		Survey Monkey								Quality and Patient Experience Committee

						High		A Nurse Leadership and Mentoring Programme is in place.  A Chief Nurse Strategy is in place for Nursing and Midwifery.  Review of nurse leadership at ward level is underway to reinvigorate the role of Ward Sister/Charge Nurse.  A Trust-wide leadership programme is being developed.		Implement the new ward leader role and support this with a leadership programme.		Karen Jackson, Chief Executive/ Medical Director/ Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Nursing Leadership and Mentoring Programme.  Chief Nurse Strategy.  OD and Workforce Strategy.  Ward Leadership Programme.  Trust wide leadership programme.		Ward leaders can articulate their role and demonstrate examples of good practice and improvement.										Nursing and Midwifery Advisory Forum

						High		A Nurse Leadership and Mentoring Programme is in place.  A Chief Nurse Strategy is in place for Nursing and Midwifery.  Review of nurse leadership at ward level is underway to reinvigorate the role of Ward Sister/Charge Nurse.  A Trust-wide leadership programme is being developed.		Implementation of the Trust wide Leadership Programme is underway.		Karen Jackson, Chief Executive/ Medical Director/ Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing (Leadership Programme in place and ongoing.  Any required changes will be implemented on conclusion of the internal review of clinical leadership).		Nursing Leadership and Mentoring Programme.  Chief Nurse Strategy.  OD and Workforce Strategy.  Ward Leadership Programme.  Trust wide leadership programme.		Positive feedback received from staff on the mentoring experience.		KAP018								Nursing and Midwifery Advisory Forum

																						Increase in the number of staff with a mentor.		KAP016

																						Senior nurses have undergone leadership programme.		KAP017

		11		The Trust should ensure that recruitment to the permanent Medical Director position is commenced as soon as possible.  (KPMG Recommendation 6).		High		An Interim Medical Director is in post and an advert has been placed for a permanent Medical Director replacement.		Appoint to permanent Medical Director position (interviews scheduled for October 2013).		Karen Jackson, Chief Executive/ Neil Pease, Director of OD and Workforce		31 October 2013				On Target		Advert												Executive Team

		12		Ensure that there is demonstrable leadership from the Medical Director in all clinical areas, meeting and communicating regularly with clinical leads.		Medium		Medical Director has agreed an action plan with the Chief Executive.		Chief Executive to monitor the implementation of the action plan.		Karen Jackson, Chief Executive 		Ongoing				Completed and Ongoing		PDP		Regular meetings in place.

		13		The Interim Medical Director should ensure regular meetings are formalised to engage with medical staff. (KPMG Recommendation 5).		Medium		Plans are in place to increase the visibility of and communication from the Medical Director including weekly joint 'walkabouts' with the Chief Nurse.		Introduce weekly Medical Director Bulletin.		Carrock Sewell, Interim Medical Director		30 September 2013				On Target		Medical Director Bulletin												Executive Team

		14		Encourage the role of staff governors.		Medium		Roadshows are undertaken to promote the role of staff governors.		Review the current process and identify where this can be strengthened and re-issued.		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		Process for the appointment of governors.		Increase in the number of staff applying to be a governor.		KAP061								Council of Governors

																						Examples of staff approaches to staff governors.

		15		Embed junior doctors involvement in quality improvement and mortality focussed projects.		Medium		Clinical Fellow employed and extensively involved in mortality work streams, junior doctors already involved in continuity of care work.		Further potential for junior doctor involvement to be identified.		Medical Director/ Angie Watson, Interim Director of Operations		Immediate				Completed and Ongoing		Junior doctors included in action plans and project papers.		Evidence of junior doctor involvement in work streams, eg, stroke, mortality		KAP014								Mortality Performance Committee

																						Junior doctor on MPC.

																						Accommodation review.		KAPtbc

		16		Ensure effective communication with the nursing workforce regarding strategic direction for nursing.		Medium		Chief Nurse Strategy agreed at the Board.  Strategy on a Page.  Visibility of senior nursing team to communicate 'back to basics' principles.		Formally launch the Chief Nurse Strategy and embed into the organisation.		Karen Dunderdale, Chief Nurse		31 August 2013				Completed and Ongoing		Chief Nurse Strategy and Communication.  Trust Board minutes.		All nurses and midwives are able to describe key principles of the Chief Nurse Strategy as evidenced as part of the discussion by external reviewers, eg, Keogh, CQC, Strategic Chief Nurse		Survey Monkey								Quality and Patient Experience Committee

										Hold listening events with nurse and midwifery staff.		Karen Dunderdale, Chief Nurse		31 August 2013				Completed

										Quality Boards to be erected in all clinical wards/ departments.		Karen Dunderdale, Chief Nurse		31 August 2013				A number of wards have boards up to date. Continuing to roll this out to all ward during September

		Theme 3 - Poor management of patient flow, particularly at the Diana, Princess of Wales Hospital

		17		Develop a clinically led approach to managing the acute medical pathway in conjunction with stakeholders.  The implementation plan should clearly set out accountability for delivery and be monitored by the Board.  All staff should be clear about their individual responsibilities for the successful delivery of the pathway.		Urgent		Emergency and Urgent Care action plans for both sites are in place.  The action plans cover the whole patient pathway, recognising the pressure on the A&E department is often symptomatic of pressure in all or other parts of the system.  The plans are monitored via the fortnightly Emergency and Urgent Care Group which includes membership from all relevant internal and external stakeholders - recognising that this is a wider health community issue - and is chaired by the Deputy Chief Executive/Director of Operations.		Implement fully the recommendations arising from the visit from the Emergency Care Intensive Support Team (ECIST).		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Agreed medical pathways are in place and there is evidence via audit that they are being followed consistently.  										Quality and Patient Experience Committee

						Urgent				Continue to develop the use of technology, via the WebV Clinical Portal to support improved discharge planning.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improved patient satisfaction										Electronic Patient Record Board

						Urgent				Implement the ambulatory care pathways.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improved performance in best practice pathways for ambulatory care conditions		KAP025								Quality and Patient Experience Committee

						Urgent				C Floor Reconfiguration.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improved discharge as evidenced by audit.		KAP019

						Urgent				Continue the ongoing work with EMAS on the implementation of the RFID project which will support better monitoring and management of handover times.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improved stakeholder satisfaction, eg, EMAS, YAS										Quality and Patient Experience Committee

						Urgent				Undertaken construction work in ECC to increase trolley space.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improved handover times		KAP029

						Urgent				Work with commissioners and Care Plus to implement 'step down' beds at DPOW.		Angie Watson, Interim Director of Operations		30 September 2013				On Target		Emergency and Urgent Care Action Plans		Improvement in delayed transfer of care		KAP022

		18		Urgently implement adequate triaging at the A&E interface.		Urgent		Agreed		Undertake an immediate independent review of the triage arrangements across the Trust.  This will also take account of the recommendations of the ECIST visit to SGH with regard to Triage.  Note -  work to expand the Triage area is underway.		Angie Watson, Interim Director of Operations		31 July 2013				Completed (a re-audit is planned for 3 month's time to ensure that actions are embedded)		Triage Review Report (presented to Executive Team)		Reduction in the number of 4 hour breaches.		KAP028								Quality and Patient Experience Committee

																						Patients transferred to an appropriate ward or discharged appropriately.		KAP023

																						Staff concerns alleviated.

																						Inspection team(s) concerns alleviated on re-inspection, eg, Keogh, CQC.

																						Increased patient satisfaction.										Quality and Patient Experience Committee

																						Improved stakeholder satisfaction, eg, EMAS, YAS.

		19		Ensure that prompt handover can be made by ambulance staff.		Urgent		The Trust is working with EMAS on the implementation of the RFID project which will support better monitoring and therefore management of handover times.   This should be completed by Quarter 2.  When multiple crews arrive, delays inevitably do occur.  New ways of accepting patients appear to be helping.  It is felt that the construction of increased trolley space will also have a positive impact and this work is starting imminently.		Continue to work with EMAS on multiple arrival times.  Note:  revised policy in place from Monday, 26 August 2013.		Angie Watson, Interim Director of Operations		Immediate work by 31 August 2013 and ongoing				 Completed and Ongoing (monitoring and audit to occur to ensure that actions are embedded)		RFID Project		Increase in the number of handovers taking place within 15 minutes.		KAP029

																						Evidence of use of agreed escalation procedures.

																						System to identify outliers demonstrates joint review and remedial action.		KAPtbc

		20		Minimise patient transfers.  A move needs to be discussed with clinicians to agree the impact that it would have on clinical care.  Best practice would indicate that no more than one additional internal move takes place.  		Urgent		Agreed		Pathways to be reviewed to ensure this requirement is included and reinforced in order to minimise patient transfers.		Clinical Directors		31 August 2013				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of patient moves taking place.		KAP023								Mortality Performance Committee

						Urgent		Agreed		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation).  1 September 2013 (implementation/ Completed and ongoing)				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of outlying patients.		KAP024								Trust Governance and Assurance Committee

						Urgent		Agreed		Pathway compliance to be added as an objective within Directorate/Group Performance Reviews.		Pam Clipson, Assistant Director of Finance, Planning and Performance		31 August 2013				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Improved patient satisfaction monitored by the number of relevant complaints.		KAP045								Finance and Performance Committee

		21		The number of patient moves and number of patient outliners should be monitored as an indicator of performance and clinical quality.		High		Emergency and Urgent Care action plans for both sites are in place.  The action plans cover the whole patient pathway, recognising the pressure on the A&E department is often symptomatic of pressure in all or other parts of the system.  The plans are monitored via the fortnightly Emergency and Urgent Care Group which includes membership from all relevant internal and external stakeholders - recognising that this is a wider health community issue - and is chaired by the Deputy Chief Executive/Director of Operations.		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation).  1 September 2013 (implementation/ Completed and ongoing)				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of patient moves taking place.		KAP023								Trust Governance and Assurance Committee

						High				Pathways to be reviewed to ensure this requirement is included and reinforced in order to minimise patient transfers.		Clinical Directors		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of outlying patients.		KAP024								Mortality Performance Committee

						High				Pathway compliance to be added as an objective within Directorate/Group Performance Reviews.		Pam Clipson, Assistant Director of Finance, Planning and Performance		31 August 2013				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Improved patient satisfaction monitored by the number of relevant complaints.		KAP045								Finance and Performance Committee

		22		Review patient placement policy and audit to ensure compliance, in particular in relation to the time of the transfer.		High		Emergency and Urgent Care action plans for both sites are in place.  The action plans cover the whole patient pathway, recognising the pressure on the A&E department is often symptomatic of pressure in all or other parts of the system.  The plans are monitored via the fortnightly Emergency and Urgent Care Group which includes membership from all relevant internal and external stakeholders - recognising that this is a wider health community issue - and is chaired by the Deputy Chief Executive/Director of Operations.		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation. 1 September 2013 (implementation/ Completed and ongoing) 				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of patient moves taking place.		KAP023								Trust Governance and Assurance Committee

						High				Pathways to be reviewed to ensure this requirement is included and reinforced in order to minimise patient transfers.		Clinical Directors		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of outlying patients.		KAP024								Mortality Performance Committee

						High				Pathway compliance to be added as an objective within Directorate/Group Performance Reviews.		Pam Clipson, Assistant Director of Finance, Planning and Performance		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Improved patient satisfaction monitored by the number of relevant complaints.		KAP045								Finance and Performance Committee

		23		Ensure that site plans are in place early in the day to ensure patient moves happen in a timely way		High		Emergency and Urgent Care action plans for both sites are in place.  The action plans cover the whole patient pathway, recognising the pressure on the A&E department is often symptomatic of pressure in all or other parts of the system.  The plans are monitored via the fortnightly Emergency and Urgent Care Group which includes membership from all relevant internal and external stakeholders - recognising that this is a wider health community issue - and is chaired by the Deputy Chief Executive/Director of Operations.		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation. 1 September 2013 (implementation/ Completed and ongoing)				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of patient moves taking place.		KAP023								Trust Governance and Assurance Committee

						High				Pathways to be reviewed to ensure this requirement is included and reinforced in order to minimise patient transfers.		Clinical Directors		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of outlying patients.		KAP024								Mortality Performance Committee

						High				Pathway compliance to be added as an objective within Directorate/Group Performance Reviews.		Pam Clipson, Assistant Director of Finance, Planning and Performance		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Improved patient satisfaction monitored by the number of relevant complaints.		KAP045								Finance and Performance Committee

		24		The Trust should extend the protected timeframe to provide clinicians with more time to discuss each patient and to enable a more thorough handover.  This is particularly important at weekends when staffing levels are reduced.  Introduce training in handover techniques until this is embedded.		High		Agreed		Junior doctor rotas to be reviewed.		Angie Watson, Interim Director of Operations/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing.  (Handover Policy and Standards implemented.  WebV handover module to be testes/piloted during August and fully rolled out in September.  This will support ongoing audit and monitoring.  WebV training ongoing.  Leadership responsibilities for handover reinforced and to be monitored as part of weekly Medical Director and Chief Nurse 'walkabouts'.		Monitored through Workforce Review Group.  Handover Policy and Standards.  WebV Implementation Plan and Training Programme.		Rotas to include time for handover.										Workforce Review Group

																						Improved patient experience.		KAP050-57

																						Decrease in relevant patient complaints.		KAP044

																						Reduction in the number of incidents/SUIs in this area.		KAP038

		Theme 4 - Lack of senior medical involvement out-of-hours.

		25		Fast track discussions with commissioners, and the wider health economy regarding plans to implement a seven day service.		Urgent		Proposals in respect of a seven day service are being developed as part of the Sustainable Services Review.		Discussions with Commissioners being progressed as part of the Sustainable Services Review.		Angie Smithson, Direction of Operations/ Angie Watson, Interim Director of Operations		30 September 2013				On Target		Sustainable Services Review.		7 day service in operation.

																				Seven Day Action Plan.  		Improved patient satisfaction.		KAP050-57

																						Reduction in the number of incidents.		KAP037

																						Reduction in the weekend mortality figures.		KAP002

		26		Review medical cover out of hours and provide more senior cover to ensure safe standards.		Urgent		With regard to ECC DPOW, there is a named doctor for each patient and there is a named doctor on every shift who would undertake the 2 hourly board round with the shift lead.  The Consultant fulfils this role when on duty and at other times one of the middle grades is the named lead.  This is a well-established protocol.  Out of hours, middle grades/ shift co-ordinators can, and do, escalate to the Consultant on call for clinical care advice and department pressures.  On call Consultants attend the department when there is a need for it.  Changes have already been made to doctor numbers covering the medical wards.  		A&E Medical cover protocol to be re-enforced.		Oltunde Ashaolu, Clinical Director, A&E, DPOW		Immediate				Completed		A&E Medical Cover Protocol.  Communication to Staff.		Increase in the volume of medical cover out of hours

						Urgent		At SGH the changes to MAU cover by Consultants introduced in May 2013 is being well evaluated.		Changes to senior medical staff cover to MAU at SGH to be implemented within AMU at DPOW also.		Collette Cunningham, General Manager, Medicine (DPOW)		31 July 2013				Completed		Medical Staff Rota		Reduction in incidents/SUIs.		KAP037-38

		27		A more proactive and consultant-led discharge policy needs to be developed.		High		Agreed.  Work underway as part of the review of the acute medical pathway.  The developing use of technology, via the WebV Clinical Portal, will support improved discharge planning.  Pilot underway at DPOW.		Responsibilities and accountabilities of wider consultant body to be reinforced as part of the planned review of pathways and the planned review of clinical leadership across the organisation and linked to the performance review process and OD and culture work.		Angie Watson, Interim Director of Operations/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing.  (Any further required actions will be taken at the conclusion of the clinical leadership review and as part of the launch of the revised structure).		Revised Discharge Policy.  WebV.  Review of Clinical Leadership.  Performance Reviews.		Patients discharged in a more timely manner, with better communication with GPs and community services.		KAP021

																						Improved patient experience and reduction in relevant patient complaints.		KAP045

																						Reduction in incidents and concerns raised by stakeholders.		KAP037-38

																						Decrease in incidents/SUIs.		KAP037-38

		28		Ensure that there are regular checks on alcohol gel dispensers to ensure staff, patients and visitors always have sufficient means to clean their hands and be clear who is responsible for this.		High		Checks are carried out continuously by the Infection Prevention and Control Nurses.  Checks are carried out monthly by the Quality Matrons.  Formal audits are carried out by the Infection Prevention and Control Nurses every 6 months.  Review of dispensers has been conducted for all clinical areas by the Assistant Director for Infection Prevention and Control.  No empty dispensers were found.  It was identified that there were empty dispensers in Butterwick House.  As this is a non-clinical area, a request has been made for the dispensers to be removed.		Hand hygiene policy revisited with regards to responsibilities of ward staff to ensure gel is always available.  This will be approved at the Infection Control Committee.		Assistant Director of Infection Prevention and Control		31 July 2013				Completed		Saving Lives audit results.  BBE audit results.  Matron environment audits.		Dispensers are always full and have instructions displayed as evidenced via relevant audits.										Infection Control Committee

						High				External hand hygiene representative visiting all sites with the Assistant Director of Infection Prevention and Control to compare the Trust's hand hygiene materials with other Trusts		Assistant Director of Infection Prevention and Control		31 August 2013				Completed		Saving Lives audit results.  BBE audit results.  Matron environment audits.		Reduction in instances where Zero Tolerance Framework in respect of hand hygiene is applied.		KAP015								Infection Control Committee

		29		Improve visibility of information on when and how to clean your hands to improve compliance and perception.		High		Method re How to Clean Hands is depicted on every soap dispenser and alcohol rub dispenser.		To raise profile and refresh poster campaign.		Assistant Director of Infection Prevention and Control		31 October 2013				On Target		Poster displayed in all areas.		All staff are clear of the principles of hand hygiene as evidenced via relevant audits.		Survey Monkey								Infection Control Committee

						High				Run a competition for staff to develop a Hand Hygiene Poster.		Assistant Director of Infection Prevention and Control		31 October 2013				On Target				Reduction in instances where Zero Tolerance Framework in respect of hand hygiene is applied.		KAP015								Infection Control Committee

						High				Standardise the information on the ward infection control boards.		Assistant Director of Infection Prevention and Control		31 October 2013				On Target		Infection control boards completed.												Infection Control Committee

		30		A review of the approach to managing discharges should be undertaken as part of the acute medical pathway		High		Much work has been done to improve discharge processes, but there remains considerable room for improvement in the planning and management of discharges, including documentation.		To be included in the review of the acute medical pathway and to include engagement with relevant external stakeholders (eg, 7 day project).		Medical Director		31 August 2013				Completed and Ongoing		Revised Discharge Policy.		Patients discharged in a more timely manner, with better communication with GPs and community services		KAP021

																				WebV.		Improved patient experience and reduction in relevant patient complaints. 		KAP045

																				Review of Clinical Leadership.		Reduction in incidents and concerns raised by stakeholders.		KAP037

																				Performance Reviews.		Decrease in length of stay.		KAP019-20

		31		Review the use of the Liverpool Care Pathway across the Trust, in particular the level of consultation with patients and families before putting patients on the pathway (involving patients in the review as appropriate). 		High		Review of the LCP has been undertaken and presented to the Trust Board and Council of Governors.  		Review the LCP in the light of the recent review by Baroness Neuberger published on 15 July 2013.  Implement the recommendations in the report above.		Karen Dunderdale, Chief Nurse		31 August 2013				Completed		Response to the Trust Board re the LCP review.		All staff who care for patients at end of life show clear understanding of the documentation and pathway implementation as evidenced via audit of the appropriate use of the LCP.										Quality and Patient Experience Committee

		32		Where areas for improvement are identified, staff should receive refresher training, with a focus on patient, family and carer experience.		High				Review the LCP in the light of the recent review by Baroness Neuberger published on 15 July 2013.  		Karen Dunderdale, Chief Nurse		31 August 2013				Completed		Response to the Trust Board re the LCP review.		All staff who care for patients at end of life show clear understanding of the documentation and pathway implementation as evidenced via audit of the appropriate use of the LCP.										Quality and Patient Experience Committee

										Implement the recommendations in the report above.		Karen Dunderdale, Chief Nurse		31 December 2013 to 31 July 2014				On Target		Response to the Trust Board re the LCP review.		All staff who care for patients at end of life show clear understanding of the documentation and pathway implementation as evidenced via audit of the appropriate use of the LCP.										Quality and Patient Experience Committee

		33		Undertake regular and ongoing review of the Liverpool Care Pathway.		High				Audit of the LCP to be undertaken.		Karen Dunderdale, Chief Nurse		31 December 2013 to 31 July 2014				On Target		Results of the Audit.		All staff who care for patients at end of life show clear understanding of the documentation and pathway implementation as evidenced via audit of the appropriate use of the LCP.										Quality and Patient Experience Committee

		34		Undertake a review into the potential introduction of nurse practitioners overnight.		Medium		Review currently underway.		Implement the recommendations of the review.  Update workforce review group regarding all implications for overall workforce impact and feed into workforce plans.		Karen Dunderdale, Chief Nurse/ Angie Watson, Interim Director of Operations/ Karen Griffiths, Deputy Director of Diagnostics and Therapeutics.		31 December 2013				On Target		Minutes of the Workforce Review Group		Consistency of approach as demonstrated via relevant audit.										Quality and Patient Experience Committee

																						Full rota cover out of hours.

																						Improved patient satisfaction as evidenced via relevant surveys.

																						Reduction in complaints.		KAP043

		Theme 5 - Lack of consistency across and within sites I the implementation of pathways

		35		Robust performance management processes should be introduced to ensure that key pathways are implemented and used consistently on all sites.  Clinicians must be held to account for the implementation of these pathways.		Urgent		Agreed		These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation.  1 September 2013 (implementation/ Completed and ongoing)				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Consistent adherence and application of pathways in operation across all 3 sites.										Trust Governance and Assurance Committee

						Urgent		Agreed		Pathways to be reviewed to ensure consistency.		Clinical Directors		31 August 2013				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in mortality.		KAP001								Mortality Performance Committee

						Urgent		Agree		Pathway compliance to be added as an objective within Directorate/Group Performance Reviews.		Pam Clipson, Assistant Director of Finance, Planning and Performance		31 August 2013				Completed and Ongoing		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Improved patient satisfaction as evidenced by patient survey results decrease in relevant patient complaints.		KAP045								Finance and Performance Committee

		36		Improve handover communications and procedures.  Handover procedures should be strengthened so that they are safe.  This should include:  setting consistent standards across the Trust; ensuring an electronic list of patients, their current status, stage of investigation and treatment is used; and ensuring that handovers are recorded to allow monitoring and review.		Urgent		The Trust recognises that a consistent standard of handover is not occurring in all areas.  A significant amount of work has been undertaken to improve handover, particularly between A&E and MAU (including bedside handover) and between shifts on MAU, the nursing handover being based on the SBAR format.  Operational Matrons undertake their own spot checks of handovers and have seen improvements in practice.  Vocera is being implemented for A&E and MAU staff to contact the medical registrar on call for urgent advice regarding deteriorating patients in line with NEWs Policy.  SBAR is also included in the Deteriorating Patient training.  A handover task and finish group is in place and is identifying ways to ensure a consistent approach to medical handover, the group is chaired by the Director of OD and Workforce and has clinician involvement of both consultant and doctors in training.  A handover policy has been developed which reflects best practice standards for handover and an electronic system of handover is being developed on the WebV Clinical Portal.  This also includes nursing handover information.  Compliance with the Handover Policy has been added to the Zero Tolerance Framework.		Continued unannounced reviews of handover will take place.		Medical Director/ Karen Dunderdale, Chief Nurse		Immediate and Ongoing				Completed and Ongoing		Audit Reports.  Establishment reviews.  Audit of WebV.  Oversight and follow up of audit results by Group Governance meetings.  		Unannounced visits demonstrate that handover is taking place in accordance with agreed processes.  Audit demonstrates that handover adheres to required standards.  Audit results demonstrate improvements in handover.										Quality and Patient Experience Committee

						Urgent				Nursing Documentation Steering Group will review current formats of nursing handover and different paper versions in existence currently.  Learn from midwifery principles.		Karen Dunderdale, Chief Nurse		30 September 2013				On Target		Audit Reports.  Establishment reviews.  Audit of WebV.  Oversight and follow up of audit results by Group Governance meetings.  		Audit demonstrates that handover adheres to required standards.										Nursing and Midwifery Advisory Forum

						Urgent				Time for handover is currently being reviewed as part of the wider work regarding the nursing establishments and template setting supporting shift patterns.		Karen Dunderdale, Chief Nurse		31 August 2013				Completed and Ongoing		Audit Reports.  Establishment reviews.  Audit of WebV.  Oversight and follow up of audit results by Group Governance meetings.  		Audit results demonstrate improvements in handover.										Workforce Review Group

						Urgent				Implement the recommendations of the review.  Update workforce review group regarding all implications for overall workforce impact and feed into workforce plans.		Neil Pease, Director of OD and Workforce		31 July 2013				Completed and Ongoing.  (Policy and standards implemented.  WebV handover module to be tested/ piloted during August and fully rolled out in September.  This will support ongoing audit and monitoring.  Leadership responsibilities for handover reinforced and to be monitored as part of weekly Medical Director and Chief Nurse 'walkabouts'.		Handover Policy and Standards.  WebV Implementation Plan and Training Programme.		Improved patient satisfaction through decrease in the number of relevant complaints.		KAP044

						Urgent				External review of the adequacy of these arrangements to be further reviewed as part of the imminent Deanery Visit in October 2013.  Note:   WebV portal triggers will not allow handovers to be committee and will direct staff in escalation.		Neil Pease, Director of OD and Workforce		31 October 2013				On Target		Handover Policy and Standards		 100% of relevant ward clinical staff have completed WebV training.

						Urgent				These frameworks will be implemented across the organisation.  'Zero Tolerance' (Commitment to Improve Quality and Safety Framework)' to be reviewed to ensure the inclusion of compliance with pathways, as appropriate.		Wendy Booth, Director of Clinical and Quality Assurance		July/ August 2013 (arrangements to be communicated across the organisation.  1 September 2013 (implementation/ Completed and ongoing)				Completed		Pathways.  Zero Tolerance Framework.  Performance Review Framework.		Reduction in the number of patient moves taking place.		KAP023								Trust Governance and Assurance Committee

		37		Use service improvement tools and techniques to reduce variation in care.		High		The Trust has some experience of using these tools and techniques (eg, Monthly Mortality Report) including implementation of the Productive Ward.		Use of these tools and techniques across the organisation to be formalised.		Karen Jackson, Chief Executive		31 August 2013				Completed and Ongoing		Service Improvement Tools and Techniques.  Improved pathways.		Increase in number of staff trained in service improvement techniques.  Evidence of use in service re-design, eg, stroke.										Quality and Patient Experience Committee

		38		The Trust should ensure resources are used appropriately between sites, for example, there is currently a specialist stroke nurse only at the Grimsby site.		High		The current configuration of staffing for the stroke unit is being reviewed as part of the review of stroke services.		Review of stroke services.		Medical Director		31 July 2013				Completed		Board Minutes.		Re-aligned stroke service.										Quality and Patient Experience Committee

		39		Introduce a consistent method of spreading good practice across the Trust.  Review historic lessons learnt to ensure that relevant improvements are implemented across the Trust.		High		Agreed		To be considered as part of the Trust's wider approach to communications and linked to the mechanisms for sharing transferrable lessons and good practice following incidents/ SUIs/ Never Events and linked to plans for Ward Accreditation.		Wendy Booth, Director of Clinical and Quality Assurance/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Communications Strategy.  Ward accreditation.		Examples of where the cascading of good practice has been used and adapted.  Physical examples of communications in various mediums that have been used to spread innovative ideas and practice.		KAP071-72								Trust Governance and Assurance Committee

						High		Agreed		To be more proactive in submitting applications for National and International awards and support work for publication.				31 August 2013				On Target ???				Reduction in same type incidents and SUIs		KAP038								Trust Governance and Assurance Committee

		40		Introduce a policy of ward visits to identify and replicate good practice.		High		The Trust has a policy and programme in place of both announced and unannounced Director Visits and Ward Reviews, however, there is currently no consistent method of sharing the good practice identified across the organisation.  The Trust held the first of an Annual Best Practice Day this year partly in celebration of International Nurses Day and included AHPs, Midwifes and Doctors.  Date and venue secured for next year's event.		To be considered as part of the Trust's wider approach to communications and linked to the mechanisms for sharing transferrable lessons and good practice following incidents/ SUIs/ Never Events and linked to plans for Ward Accreditation.		Wendy Booth, Director of Clinical and Quality Assurance		31 August 2013				Completed and Ongoing		Communications Strategy.  Ward accreditation.		Examples of where the cascading of good practice has been used and adapted.  Physical examples of communications in various mediums that have been used to spread innovative ideas and practice.		KAP071-72								Quality and Patient Experience Committee

																						Reduction in same type incidents and SUIs		KAP038								Quality and Patient Experience Committee

		41		Ensure that the recommended process for sharing learning is embedded at department and ward levels.  Regular auditing as to the effectiveness of this process should be carried out on a three month rolling cycle.		High		The Trust has a policy and programme in place of both announced and unannounced Director Visits and Ward Reviews, however, there is currently no consistent method of sharing the good practice identified across the organisation.  The Trust held the first of an Annual Best Practice Day this year partly in celebration of International Nurses Day and included AHPs, Midwifes and Doctors.  Date and venue secured for next year's event.		To be considered as part of the Trust's wider approach to communications and linked to the mechanisms for sharing transferrable lessons and good practice following incidents/ SUIs/ Never Events and linked to plans for Ward Accreditation.		Wendy Booth, Director of Clinical and Quality Assurance/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Communications Strategy.  Ward accreditation.		Examples of where the cascading of good practice has been used and adapted.  Physical examples of communications in various mediums that have been used to spread innovative ideas and practice.		KAP071-72								Trust Governance and Assurance Committee

																						Reduction in same type incidents and SUIs		KAP038								Trust Governance and Assurance Committee

		42		Encourage and reward the spread of innovation and good practice at all levels.  Ensure consistent implementation of reward and recognition initiatives across all areas.		High		A Reward and Recognition Strategy has been agreed.		Strategy currently being implemented.  To be fully rolled out by September 2013.		Neil Pease, Director of OD and Workforce		30 September 2013				On Target		Reward and Recognition Strategy.		Written review with evidence of the efficacy of the reward and recognition strategy impact.  Examples of where rewards have been used, eg, employee of the month, annual staff awards.										Quality and Patient Experience Committee

		43		Share and test learning from SUIS and audit changes implemented across all relevant areas in a timely manner.  Spread learning from incidents more widely across the organisation and across the Trust sites, so that learning is disseminated and staff are encouraged to maintain a reporting culture and openness to improvement.		High		The Trust has recently reviewed its arrangements for the management of SUIs in response to the updated NHS England Serious Incident Framework and an action plan has been agreed which includes issues such as strengthening the mechanisms for ensuring that the wider learning from SUIs is disseminated throughout the organisation.		Implement the actions arising from the Trust's recent review of its arrangements for the management of SUIs (in response to the updated NHS England Serious Incident Framework.		Wendy Booth, Director of Clinical and Quality Assurance		31 July 2013				Completed and Ongoing		SUI action plans.  TGAC Minutes.  Communications to Directorates from CEO.  Monthly SUI Update reports to ET and TGAC.		SUI investigations to be completed within the agreed timescale for reporting (exceptions agreed by Director of Clinical and Quality Assurance).  These will be the exception rather then the norm, eg, complex investigations involving external third parties).										Trust Governance and Assurance Committee

						High				Monitor progress with the completion of these actions via the Trust Governance and Assurance Committee.		Wendy Booth, Director of Clinical and Quality Assurance		31 July 2013				Completed and Ongoing		SUI action plans.  TGAC Minutes.  Communications to Directorates from CEO.  Monthly SUI Update reports to ET and TGAC.		Reduction in the number of SUIs relating to the same theme.		KAP038								Trust Governance and Assurance Committee

						High				Implement a 'Safety/Quality Governance Day' to develop a more robust mechanism for sharing and learning lessons.  To be discussed at the next meeting of the Clinical Forum.		Medical Director/ Angie Watson, Interim Director of Operations/ Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		31 July 2013				Completed.  Suggested format to be shared with Groups by end of August 2013 to adopt/adapt as required.  Format being suggested by Quality Network).		Minutes of the Forum.   												Quality and Patient Experience Committee

		44		The Trust should ensure that staff receive feedback from incidents they have reported and that lessons learnt from quality performance issues are well documented and shared throughout the Trust's services.  (KPMG recommendation 15).		High		As above.		????

		45		Implement forums for clinicians across the three sites to improve shared learning		Medium		A number of mechanisms already exist.  This will be addressed through the review of clinical leadership structures.		Implementation of revised clinical leadership strategy.		Medical Director/ Angie Watson, Interim Director of Operations, Karen Dunderdale, Chief Nurse		31/08/2013 (Consultation)				Completed and Ongoing.  Date for implementation to be agreed.  (Revised Clinical Leadership Strategy/ Structure to be informed by finidings from external review by KPMG.  External review on target for completion by 30 September 2013).		Revised structure in place.		Consistency throughout the organisation as demonstrated via relevant clinical audit.										Nursing and Midwifery Advisory Forum

		46		The Board should review its approach to developing a unified culture and Trust identify.		Medium		Comprehensive work (including action planned interventions) have been delivered for several months around improving organisational culture.		Existing plans need to be refreshed to ensure that the work undertaken is leading to a unified organisational culture.		Karen Jackson, Chief Executive/ Trust Board/ Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Refreshed plans with specific reference to unified culture.		Output of indicators such as morale barometer.  Feedback from staff feedback sessions.										Quality and Patient Experience Committee

		47		The Trust must explore opportunities to enhance cohesion between sites.  This should include forums for clinicians across the three sites to improve shared learning.		Medium		Embedding the philosophy of 'one service delivered on different sites' is key to improving communication and consistency.  The Trust recognises this and is reviewing clinical leadership arrangements to ensure that they support this philosophy.		Implementation of revised clinical leadership strategy.		Medical Director/ Angie Watson, Interim Director of Operations, Karen Dunderdale, Chief Nurse		31/08/2013 (Consultation)				Completed and Ongoing.  Date for implementation to be agreed.  (Revised Clinical Leadership Strategy/ Structure to be informed by finidings from external review by KPMG.  External review on target for completion by 30 September 2013).		Revised structure in place.		Consistency throughout the organisation as demonstrated via relevant clinical audit.

		48		Implement a process to encourage and reward the spread of innovation and good practice at all levels.		Medium		Reward and recognition strategy in place and being delivered.		Review existing plans to make sure everything is being done that can be around cascading innovation and rewarding/recognising good practice.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Reviewed plans rolled out.		Output of indicators such as morale barometer.  Feedback from staff feedback sessions.										Quality and Patient Experience Committee

		Theme 6 - Examples of poor standards of case notes and clinical documentation.

		49		Review processes governing the completion of clinical documentation and establish safe standards of practice.		Urgent		Work is currently underway to improve clinical documentation.  A Trustwide Electronic Patient Record (EPR) Project Board is currently working to move the patient records onto an electronic format.  A number of work streams, including the Nursing Documentation Steering Group, report to the EPR Project Board.  The Nursing Documentation Steering Group is currently working to streamline and standardise documentation (generic admission document, SBAR handover, risk assessments, care plans, record charts, speciality documents) and working towards this being an electronic bedside document via the WebV Clinical Portal on all sites.  This work to also take account of the use of the boards to record patient details on the entrance to ward bays (action from CQC Planned Review Visit).  Paperless reporting project is in place.  Staff training is undertaken when any issues are noted, this includes completion of a workbook, this will continue as required.  A 'mock dock' training programme has also been developed for staff.  This highlights the importance of documentation and potential consequences of poor documentation.  Case note reviews are undertaken on the deaths identified via the trigger tool and this in turn is identifying areas for improvement in terms of record keeping.  Splitting project is underway to tidy up notes and ensure current medical information is in the case notes.  Case note reviews are being undertaken for the nursing element of the morbidity and mortality review of deceased patients.		An implementation plan has been agreed for full implementation by June 2014 for the Electronic Patient Record.		Karen Wilson		30 June 2014				On Target		EPR Project Board Minutes.  WebV Clinical Portal.  NMAF Minutes.  Nursing Dashboard.  Audit Reports and Action Plans.  Roll out plan for WebV Clinical Portal.  Next steps action plan for Nursing documentation Steering Group.  Minutes of meetings of NMAF and the Forum Dynamic action plan for nursing M&M review.		Evidence of compliance is demonstrated via clinical audit.										Electronic Patient Record Board

						Urgent				To be implemented by September 2013		Karen Dunderdale, Chief Nurse/ Peter Wisher, Director of Diagnostics and Therapeutics		30 September 2013 (standardised nursing documentation)/ On Target.  31 December 2013 (electronic bedside documentation)/ On Target.				On Target				Review of nursing documentation by Heads of Nursing/Midwifery, Matrons, Deputy Chief Nurse and Chief Nurse.  										Nursing and Midwifery Advisory Forum

						Urgent				Monthly audit of records on each ward by the Quality Matrons.  The results are fed back to ward staff and also inform the Nursing Dashboard which in turn is discussed and monitored at NMAF.		Karen Dunderdale, Chief Nurse		Immediate and Ongoing				Completed				Feedback of audit										Quality and Patient Experience Committee

						Urgent				Review of records by the Heads of Nursing and Chief Nurse as part of their routine 'walkarounds'.  Any immediate issues are addressed with the ward staff involved at the time.		Karen Dunderdale, Chief Nurse		Immediate and Ongoing				Completed				Staff can articulate quality of care initiatives in their wards.										Nursing and Midwifery Advisory Forum

						Urgent				Point prevalence documentation audits are undertaken monthly as document audit by staff on the ward and the results fed back to NMAF.  The Heads of Nursing are charged with follow up of areas of poor practice.		Karen Dunderdale, Chief Nurse		Immediate and Ongoing				Completed				M&M actions are visible on the wards.										Quality and Patient Experience Committee

						Urgent				Develop 'Action of the Month' concept whereby different topics are chosen and actions agreed for improvement during the month and confirm plan to implement at The Forum.		Karen Dunderdale, Chief Nurse/ Medical Director/ Angie Watson, Interim Director of Operations		30 September 2013				On Target		Minutes of The Forum.  Dynamic action plan for Nursing M&M Reviews.		Changes in practice in the areas identified for 'action of the month'.										Nursing and Midwifery Advisory Forum

		50		Undertake routine and regular case note/documentation audits.		High		All notes for patients admitted are being completely re-organised so that only clinically necessary notes are filed together, with all other notes being immediately available on request.  There is ongoing audit of clinical record keeping.		Audit of debulted notes to be undertaken.		Angie Watson, Interim Director of Operations		Immediate and Ongoing				Completed		Monitored via Medical Records Committee.  Clinical Audit Reports		Notes used routinely are physically smaller.  Improved record keeping standards as evidenced via ongoing audit.										Medical Records Committee

		51		Consider the timeframe to implement an electronic patient record (EPR) system and ensure that this is given adequate priority within the IT strategy.		High		The implementation of the EPR project is already a feature of the 2013/14 IM&T investment plan and additional project manager support is actively being engaged in order to give the project greater focus.  Additional capital support is also the feature of a bid under the 'safer ward, safer hospital' initiative.		Complete the translation of current documentation into electronic format.		Angie Watson, Interim Director of Operations/ Karen Wilson, Assistant Director of Operations		30 June 2014				On Target		Monitored via the Electronic Patient Record Board		No missing notes.										Electronic Patient Record Board

						High				Purchase sufficient devices for the implementation phase.		Angie Watson, Interim Director of Operations/ Karen Wilson, Assistant Director of Operations		30 June 2014				On Target		Monitored via the Electronic Patient Record Board		Immediate access to relevant clinical information.										Electronic Patient Record Board

						High				Identify appropriate training resource.		Angie Watson, Interim Director of Operations/ Karen Wilson, Assistant Director of Operations		30 June 2014				On Target		Monitored via the Electronic Patient Record Board		Appropriate staff to receive training										Electronic Patient Record Board

						High				Commence the communications strategy.		Angie Watson, Interim Director of Operations/ Karen Wilson, Assistant Director of Operations		30 June 2014				On Target		Monitored via the Electronic Patient Record Board		More timely clinical decision making.										Electronic Patient Record Board

						High				Agree rollout programme.		Angie Watson, Interim Director of Operations/ Karen Wilson, Assistant Director of Operations		30 June 2014				On Target		Monitored via the Electronic Patient Record Board		Ability to identify the deteriorating patient quicker										Electronic Patient Record Board

		Theme 7 -  Interpretation of the single sex accommodation standards which is inconsistent with interpretation applied nationally and is compromising dignity in certain areas

		52		Perform a Trust wide review of the application of the national definitions and reporting of mixed sex accommodation breaches.  The results of this review should be used to ensure that breaches are eliminated.		Urgent		A review of single sex accommodation was carried out immediately following the review visit in June.  The Trust Policy appears to accurately reflect national guidance, however, an issue was identified in respect of the assessment area on the AMU at DPOW which due to its layout provides a greater challenge to the operational team in ensuring single sex accommodation is provided.  Potential solutions have been agreed to reduce occurrences and also the Trust Policy on reporting occurrences has been reinforced.  The medium term solution is to implement a model of ambulatory care by September 2013.		The risk is being managed day to day.  Further work on the implementation of ambulatory care by September 2013 will support the better management of patient flow.  Note - this is an area where the Trust would like to invite the Keogh Team back to review once the required changes have been implemented.		Karen Dunderdale, Chief Nurse/ Collette Cunningham, General Manager, Medicine, DPOW		30 September 2013				On Target		Revised Mixed Sex Occurrences Policy.  Communications Plan.  Information Leaflet for Staff (Policy on a Page).		Any instances of a breach are investigated thoroughly and there is clear evidence of action.		KAP031								Quality and Patient Experience Committee

						Urgent				External peer review being set up.  Terms of Reference being drawn up.  Note - EMSA requirements will be fully considered as part of surgery reconfiguration.		Karen Dunderdale, Chief Nurse/ Collette Cunningham, General Manager, Medicine, DPOW		31 August 2013				Completed.  Peer review arranged and Terms of Reference agreed.  Visit to site is 5 & 6 September 2013.		Revised Mixed Sex Occurrences Policy.  Communications Plan.  Information Leaflet for Staff (Policy on a Page)		No mixed sex breaches to occur		KAP031								Quality and Patient Experience Committee

		53		Training should be provided to all staff to ensure that they are familiar with the national guidelines and definitions.		High		The Trust policy on reporting occurrences has been reinforced with relevant staff.  The policy is due for review in July at which time further clarity will be added and awareness further raised as part of the re-launch.		Review and further reinforcement of policy to be completed.		Karen Dundedale, Chief Nurse		31 July 2013		Awaiting external peer review report		Completed		Revised Mixed Sex Occurrences policy.  Communications plan.		No mixed sex breaches to occur.		KAP031								Quality and Patient Experience Committee

						High				Staff information leaflet (policy on a page) to be developed.  Note:  external peer review of revised arrangements arranged - visit to be held on 5 & 6 September 2013.		Karen Dundedale, Chief Nurse		31 July 2013				Completed		Revised Mix Sex Occurrences policy.  Communications plan.		Any instances of a breach are investigated thoroughly and there is clear evidence of action.		KAP031								Quality and Patient Experience Committee

		54		Publish data on breaches to the CCG - not just for critical care, but for all areas.		High		Clear reporting and monitoring mechanisms in respect of mixed sex occurrences exist and these have been reinforced.  Regular reports are provided to Commissioners.		Compliance will be monitored and there will be open and transparent reporting of breaches which will occur until such time as a permanent solution is implemented.		Karen Dunderdale, Chief Nurse		Immediate				Completed and ongoing		Breach reports to quality contract group.		No mixed sex breaches to occur.  Any instances of a breach are investigated thoroughly and there is clear evidence of action.		KAP031								Quality and Patient Experience Committee

		Theme 8 - Concerns regarding hydration and feeding

		55		Review hydration and feeding practices across the Trust.  Identify best practice, share information and implement necessary reforms.		Urgent		The nursing dashboard provides information on fluid management, this is monitored on a monthly basis and Operational Matrons address any issues with specific wards.  The Trust has used a locally validated nutritional risk assessment for several years.  To improve the assessment of patients on admission, the Trust agreed via NMAF to move towards using the nationally accredited MUST screening tool, to ensure greater consistency in terms of screening and responses.  Training is currently in place for ward and department staff, delivered by the dietetic department in association with the lead Quality Matron.  In addition, the lead Quality Matron has embedded the MUST tool and the revised fluid management chart into a nutrition and hydration care pathway that has been approved by NMAF and will be rolled out at the same time.  Poor fluid management recording was highlighted via the Quality Matron's Nursing Dashboard and a new fluid management policy was developed in response and the chart amended.  The Matrons have seen significant improvements in the recording of fluid intake and output over recent months.  The care pathway will support further improvement.  The Trust is also taking part in a government funded pilot of the Hydrant Project which is proving successful from a patient experience point of view as it provides easy access to fluids.  		Implement MUST screening tool.		Karen Dunderdale, Chief Nurse/ Quality Matrons		30 September 2013				On Target														Quality and Patient Experience Committee

						Urgent		As above.		Implement the revised Nutrition and Hydration Care Pathway.		Karen Dunderdale, Chief Nurse		30 September 2013				On Target														Quality and Patient Experience Committee

						Urgent		As above.		All revised nursing documentation also supports the transfer to an electronic bedside solution and forms the first stage of this process.		Karen Dunderdale, Chief Nurse						Completed and Ongoing		Revised Nursing Documentation. WebV		Reaudit demonstrates actions taken.  Improved patient experience as demonstrated by patient satisfaction surveys.  Reduced patient complaints.		KAP044								Electronic Patient Record Board

						Urgent		As above.		Continue to monitor and follow-up areas of non-compliance in the meantime via the Nursing Dashboard Project.		Karen Dunderdale, Chief Nurse						Completed and Ongoing		Revised Nursing Documentation. WebV		Reaudit demonstrates actions taken.  Improved patient experience as demonstrated by patient satisfaction surveys.  Reduced patient complaints.		KAP044								Quality and Patient Experience Committee

						Urgent		Volunteers are currently supporting patients as part of a pilot to help feed those patients who are dependant for care.  		Support a wider roll out of volunteers at mealtimes.		Karen Dunderdale, Chief Nurse.		30 September 2013				On Target														Quality and Patient Experience Committee

						Urgent		Work is underway to re-design the delivery and service of food on the wards across the Trust.  This is in conjunction with Facilitates and clinical staff.  New food trolleys have been ordered to improve temperature at service.		Live trials begin in July 2013 with a planned implementation date of November 2013		Nigel Myhill, Director of Facilities		31 July 2013 (Pilot)				Completed

						Urgent								31 November 2013 (Full Implementation)				On Target

										Food supplier being changed.		Nigel Myhill, Director of Facilities		31 August 2013				Completed

		56		Ensure that patients with special dietary needs, including due to medical and other reasons, are adequately catered for and that the correct meals are received.		Urgent		Special diets are already available within the Trust.		Ensure all wards and departments are aware of diets available.  Ensure patient menus clearly show alternatives are available and how to access these.		Karen Dunderdale, Chief Nurse/ Nigel Myhill, Director of Facilities		31 August 2013				Completed		Menus.  Nursing Dashboard.  Staff information.		Reduction in relevant patient complaints.		KAP044								Quality and Patient Experience Committee

										Note:  with the new food supplier, new menus have been created which include special diets.  A further version will be designed to include further information on MUST.		Nigel Myhill, Director of Facilities		30 November 2013				On Target

		Theme 9 - Inaccessible and slow complaints process

		57		Implement improvements to the complaints procedures before September 2013.		High		The Trust has already undertaken a review of its complaints handling arrangements and an action plan arising from that process is in place and ongong.  The review was informed by internal audit and the Trust also sought the input of the PHSO.  The action plan is being monitored through the Trust's Quality and Patient Experience Committee and by exception via the 'highlight' reports to the Trust Board and in respect of complaints performance generally via the monthly quality account.  The actions from this review include the further development of the reporting of themes indemnified via complaints		Implement the actions arising from formal review of complaints arrangement including a review of the availability and prominence of information on the complaints process in wards and departments and the provision of training to relevant staff.		Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		Complaints action plan.  QPEC Minutes.  Monitoring and Analysis Reports.  Action Plans.  Benchmarking information.		Reduction in the number of re-opened complaints.		KAP041								Trust Governance and Assurance Committee

		58		Ensure that there is a robust process to ensure Trustwide learning of lessons from complaints and other feedback.		High						Wendy Booth, Director of Clinical and Quality Assurance.										Reduction in the number of complaints relating to same type complaints evidencing that themes have been identified and addressed.		KAP044								Trust Governance and Assurance Committee

		59		Monitor trends in complaints and incidents to identify areas of the Trust where levels of basic care may be an issue and review staffing levels accordingly.		High				Continue to analyse the reasons giving rise to complaints and act accordingly.		Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		Complaints action plan.  QPEC Minutes.  Monitoring and Analysis Reports.  Action Plans.  Benchmarking information.		Improved satisfaction with complaints arrangements as evidenced via the complaints survey.		KAP041								Trust Governance and Assurance Committee

						High				Explore benchmarking against other Trusts in light of increase in complaints.		Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		Complaints action plan.  QPEC Minutes.  Monitoring and Analysis Reports.  Action Plans.  Benchmarking information.		Reduction in the number of complaints.		KAP043								Trust Governance and Assurance Committee

		60		Patient voice to be heard at Board level to improve engagement with patients.		Medium		Mechanism for review of patient stories via the Quality and Patient Experience Committee (QPEC) and up to the Trust Board is already in place, although this has yet to be fully embedded.		Embed the use of patient stories.		Karen Dunderdale, Chief Nurse/ QPEC/ Trust Board		Immediate				Completed and Ongoing		Framework for Review of Patient Stories.  QPEC Minutes.  Trust Board Minutes.		Evidence of examples of improvements made following receipt of patient stories.		KAP049								Quality and Patient Experience Committee

		61		Patient Stories are a powerful way of gaining views and perceptions of how the services work together to provide patient care.  The Board should develop the use of these stories and experiment with various methods of brining these to each month's Trust Board meeting.  Ways in which to share these stories appropriately throughout the Trust's services should also be considered.  KPMG recommendation 18.		Medium		Mechanism for review of patient stories via the Quality and Patient Experience Committee (QPEC) and up to the Trust Board is already in place, although this has yet to be fully embedded.		Mechanisms for sharing these stories throughout the Trust to be agreed.		Karen Dunderdale, Chief Nurse/ QPEC/ Trust Board		30 September 2013				On Target		Framework for Review of Patient Stories.  QPEC Minutes.  Trust Board Minutes.		Evidence of examples of improvements made following receipt of patient stories.		KAP049								Quality and Patient Experience Committee

		62		Ensure that there is prominent, clear information on the complaints process on all wards and other patient areas, which is accessible to patient.		Medium		Information on the complaints process is provided to all wards/departments for them to display.		To include within the Director Visits/ Ward Review Process, etc, the need to review whether information on how to complain is visible.		Wendy Booth, Director of Clinical and Quality Assurance		31 August 2013				Completed		Updated processes.		Number of visits where complaints information is visible.		KAP065								Quality and Patient Experience Committee

		63		Publicise target response times and monitor complaint.		Medium		Agreed		This will be considered as part of the current action plan regarding complaints and an appropriate mechanism for delivering this identified.		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		Publication of response times.		Evidence of response times published.		KAP039-40								Quality and Patient Experience Committee

		64		Provide training to all patient facing staff in relation to the complaints procedure and the Trust's approach to providing a high quality patient experience.		Medium		Customer care training currently being delivered to staff but there needs to be a differentiation between customer care per se and learning lessons.		Approach to delivering customer care requires comprehensive review.  Note:  to be considered as first topic on accelerated learning programme.  		Wendy Booth, Director of Clinical and Quality Assurance/ Neil Pease, Director of OD and Workforce		30 September 2013				On Target		Customer care plan including in education strategy.		Reduced complaints and evidence from director visits/ mystery shopper events that we are learning lessons as an organisation.		KAP062-65								Quality and Patient Experience Committee

						Medium				Mystery shopper concept to be explored in relation to the handling of concerns and complaints at ward level.		Wendy Booth, Director of Clinical and Quality Assurance		31 October 2013				On Target		Customer care plan including in education strategy.		Reduced complaints and evidence from director visits/ mystery shopper events that we are learning lessons as an organisation.		KAP062-65								Quality and Patient Experience Committee

		65		Widen the focus of complaints management to patient engagement and identify trends so that systemic issues can be addressed.		Medium		Agreed		This will be considered as part of the current action plan regarding complaints and an appropriate mechanism for delivering this identified.		Wendy Booth, Director of Clinical and Quality Assurance		31 October 2013				On Target		Updated complaints process		Reduced complaints and evidence from director visits/ mystery shopper events that we are learning lessons as an organisation.		KAP062-65								Quality and Patient Experience Committee

		66		The Board should consider involvement of NEDs in facilitating improvements in the complaint management process.  Complaint reading from the inception of the concern to the final output could assist in the identification of weaknesses in the current process and other additional insight and assurance to the Board.  KPMG recommendation 14.		Medium		Agreed		This arrangement to be implemented as part of the revised complaints handling arrangements.		Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		NED reviews/ challenge.												Quality and Patient Experience Committee

		Theme 10 - Inadequate staffing levels, quality and skill mix in a number of areas.  Gaps and difficulties in recruitment.

		67		Continue to review nursing staffing levels and skill mix and address areas with inadequate staffing.  Ensure staffing and skill mix are appropriate to provide safe patient care in all areas 24/7.  Ensure that staffing levels and levels of training on wards are sufficient to provide appropriate levels of basic care to patients.		Urgent		Staffing establishments were reviewed in March/April 2013.  Out of these reviews, 4 wards were identified that did not demonstrate safe staffing levels and immediate actions were taken.  Of the remaining wards, whilst staffing levels in some areas were no ideal, all areas were 'safe'.		Next steps in relation to 'safe staffing' establishments to be agreed by the Trust Board in July 2013 to include a full impact assessment for each ward.  Staffing update report to be submitted to the Trust Board monthly from August 2013.		Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Safe Nursing Establishment Reports to Executive Team, Finance Committee and Trust Board.  Incidents and Complaints Analysis Reports/ Staffing Levels Incidents Analysis Reports, NMAF Minutes.  Workforce Review Group Minutes. Monthly Staffing Levels Report.  Trust Board Minutes.		External review teams satisfied that staffing levels are adequate as demonstrated on re-inspection.		KAP032-36								workforce review group, QPEC

						Urgent				Continue to review incidents and complaints where concerns regarding staffing exist and use these to inform the review of staffing levels.  In addition to NMAF, routine reports to be shared via Workforce Review Group		Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		Immediate				Complete and ongoing		Safe Nursing Establishment Reports to Executive Team, Finance Committee and Trust Board.  Incidents and Complaints Analysis Reports/ Staffing Levels Incidents Analysis Reports, NMAF Minutes.  Workforce Review Group Minutes. Monthly Staffing Levels Report.  Trust Board Minutes.		Reduction in incidents reported by staff of unsafe levels of staffing.  		KAP037-38								Trust Governance and Assurance Committee

						Urgent				Implement a managed roll out of the revised establishments.  Set the framework for shift patterns, agree the management practices and develop effective central support functions.		Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		30 September 2013				On Target		Safe Nursing Establishment Reports to Executive Team, Finance Committee and Trust Board.  Incidents and Complaints Analysis Reports/ Staffing Levels Incidents Analysis Reports, NMAF Minutes.  Workforce Review Group Minutes. Monthly Staffing Levels Report.  Trust Board Minutes.		Reduction in the number of shifts not filled.		KAP036								Workforce Review Group

						Urgent				A project team will be set up to take forward and change process and ensure overlap with many issues identified in connection with the mortality improvement work for nursing and ensure it is addressed consistently.		Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		31 July 2013				Completed		Safe Nursing Establishment Reports to Executive Team, Finance Committee and Trust Board.  Incidents and Complaints Analysis Reports/ Staffing Levels Incidents Analysis Reports, NMAF Minutes.  Workforce Review Group Minutes. Monthly Staffing Levels Report.  Trust Board Minutes.												Workforce Review Group

						Urgent				Report on staffing levels to be submitted to the Trust Board monthly in future.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Safe Nursing Establishment Reports to Executive Team, Finance Committee and Trust Board.  Incidents and Complaints Analysis Reports/ Staffing Levels Incidents Analysis Reports, NMAF Minutes.  Workforce Review Group Minutes. Monthly Staffing Levels Report.  Trust Board Minutes.		Reduction in the use of bank and agency staff.		KAP035								Quality and Patient Experience Committee

		68		Close monitoring of acuity /dependence in all areas, with prompt escalation when appropriate, needs to be put in place urgently until a longer term solution is improved by the Board.		Urgent		There are clear reporting and escalation procedures in place for staff to report concern regarding nurse staffing levels with regular incident analysis reports being considered by the Nursing and Midwifery Advisory Forum (NMAF).  Staffing levels more generally are discussed and agreed via the Workforce Review Group and updates are provided to the Trust Board monthly via the mortality/ quality reports.  A rolling programme for reporting acuity and dependency of patients on wards is in place using AUHUK.  The operational teams monitor patient acuity/ dependency daily and deploy nursing staff daily accordingly.  Documented records of nursing staff movement is reviewed weekly by the operational teams and shared with the Chief Nurse monthly.  The Workforce Review group oversees an integrated approach to safe staffing with reporting to the Trust Board via:  regular staffing levels updates reports to the Trust Board (to be monthly in future); staffing levels monitoring via the Mortality/Quality Reports; the OD and Workforce report.		The establishment of electronic bedside documentation will integrate patient acuity with the bed management system allowing for greater transparency and staff deployment based on clinical need.		Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce/ Medical Director		31 July 2013				Completed and ongoing		Staffing levels.  Incidents Analysis reports.  Workforce Review Group Minute.  Staffing levels reports.  Quarterly OD and workforce Report.  Rolling programme for reporting acuity.  Electronic NEWs Implementation plan.		Collection by the Hub of any complaints/ concerns surrounding adequate staffing levels with response/actions that have been performed.		KAP032-36								WebV Clinical Portal Project Board

						Urgent				Introduce matron escalation for ward staff deployment based on a RAG rated ward caseload and live contemporaneous audit of ward caseloads.		Karen Dunderdale, Chief Nurse/ Neil Pease, Director of OD and Workforce/ Medical Director		31 July 2013				Completed and Ongoing		Staffing levels.  Incidents Analysis reports.  Workforce Review Group Minute.  Staffing levels reports.  Quarterly OD and workforce Report.  Rolling programme for reporting acuity.  Electronic NEWs Implementation plan.		Demonstrable improvements in staffing levels recorded in monthly board reports.										Quality and Patient Experience Committee

																						Acuity and dependency is matched with nurse staffing numbers.

																						Electronic NEWs is undertake at every bedside with clear documented evidence of escalation.

																						Nursing redeployment is matched to acuity.

																						Reduction in the number of incidents reported by staff.		KAP037

		69		Develop a recruitment strategy which focusses on known and impending areas of weakness.  Review the effectiveness of locum cover and address over-reliance on agency and locum staff.		High		A Nursing Recruitment Strategy is in place.  In respect of medical staff recruitment, the Trust continues to work on recruitment to substantive posts and innovative approaches to recruitment are being explored.  These include the development of new roles, supporting staff to take up training opportunities as an enablement to career progression, looking at marketing the Trust on an international platform (including the commissioning of a recruitment video), and forming partnerships with overseas organisations/ agencies to enhance recruitment.		In respect of medical staffing, formal written Medical Staffing and AHP Recruitment Strategy to be developed and implemented.  		Medical Director/ Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		31 August 2013 (Date set to take into account August intake of junior doctors).				Completed and Ongoing		Nursing Recruitment Strategy.  Medical Staffing and AHPs Recruitment Strategy.  Workforce Review Group Minutes.		Fewer gaps in medical rotas.

						High				Escalation meeting held with the Deanery in late June re the non-filling of training grades in rotas.  Actions agreed with the Deanery include creating flexible contracts that are more likely to attract doctors to the area and early notification of the failure to fill thus allowing the Trust time to implement other recruitment strategies.  Note:  this is an area where external support would be helpful (Mike Bewick to provide contact details of other Trusts that do this well).		Medical Director/ Karen Dunderdale, Chief Nurse/ Neal Pease, Director of OD and Workforce		31 August 2013 (Date set to take into account August intake of junior doctors).				Completed and Ongoing		Nursing Recruitment Strategy.  Medical Staffing and AHPs Recruitment Strategy.  Workforce Review Group Minutes.		Reduction in the number of shifts not filled		KAP036

						High				Overarching written Recruitment Strategy (all staff groups) to be developed, building on the innovative approaches already being adopted, and monitored via the Workforce Review Group.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Overarching Recruitment Strategy		Reduction in incidents reported by staff of unsafe staffing levels.		KAP037

						High				The Trust is actively looking at the development and implementation of new roles such as physicians assistant and assistant practitioner roles.		???? Same as above?										External review team(s) are satisfied that staffing levels are adequate as demonstrated on re-inspection.

		70		Consider health fairs to promote junior doctor recruitment training.		High		Already included in Trust approach.		Ongoing		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Overarching Recruitment Strategy		Improved recruitment figures of junior doctors.

		71		Consider the windfall of doctors leaving the armed forces.		High		Already included in Trust approach.		Ongoing		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Overarching Recruitment Strategy		Evidence that interventions to recruit ex-military staff have been enacted, advertisements, etc.  Hopefully reportable figures of staff who have taken up the offer of a post at NLG.

		72		Involve the current staff - ask them to identify barriers to recruitment and how they would improve recruitment.		High		External review has been commissioned and delivered to review recruitment practices.  This work involved interviewing members of staff surrounding barriers to recruitment.  Formation of recruitment Hub now being implemented to provide seamless recruitment.  Requires including in the Recruitment Strategy.		Within the action element of the strategy, this requires including to ensure that all barriers are being addressed.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Referenced within the recruitment strategy.		Improved expedited recruitment practices that show evidence of reduced timescales.		KAP032

		73		Consider the use of the 'Medical Training Initiative'		High		The MTI is already being actively used within our existing recruitment plans.		Requires formal inclusion in the Recruitment Strategy.		Neil Pease, Director of OD and Workforce		31 August 2013				Completed and Ongoing		Referenced within the recruitment strategy with accompanying actions.		Demonstrable evidence that every effort has been made to improve the number of overseas doctors opting for a MTI route.

		74		Accommodation needs to be part of a comprehensive recruitment plan that supports the workforce strategy.		High		In partnership with OD and Workforce, Facilities and Finance, options for the provision of accommodation is being considered.		Plan for accommodation options with an accompanying business plan to be developed.  Note:  junior doctors representatives involved in this work.		Neil Pease, Director of OD and Workforce/ Nigel Myhill, Director of Facilities/ Mike Rocke, Director of Finance and Performance		30 September 2013				On Target		Business plan with options and recommendations.		Improved accommodation available on both sites.

		75		Identify leadership development for senior nurses/ ward managers.  Identify and enroll senior nurses and ward managers onto the programme.		High		Development programme already in place.		Accelerate implementation of this programme.		Karen Dunderdale, Chief Nurse		31 August 2013				Completed and Ongoing		Senior nurse/ ward manager development programme.		Projects are part of the programme are implemented.  Nurse leadership is visible in the organisation as evidenced by external review..										Nursing and Midwifery Advisory Forum

		76		Work with the area team, other Trusts, regional team and LETB to address wider issues regarding recruitment.		High		Work undertaken with HEY, Doncaster and Bassetlaw, North Tees and Hartlepool, etc, to continue as part of the sustainable services review.		Ongoing		Angie Smithson, Direction of Operations		30 September 2013 (Phase 1)		Strategic vision and clinical network development with HEY/York & other Providers		On Target		Sustainable Services Review		Reduction in the number of vacancies.		KAP032

		77		Work with other Trusts to promote the sharing of ideas and to provide intellectual challenge for both managerial and clinical staff.		Medium		Work undertaken with HEY, Doncaster and Bassetlaw, North Tees and Hartlepool, etc, to continue as part of the sustainable services review.  In the longer term consider a network for Trusts both for service delivery and sustainability.		Ongoing		Angie Smithson, Direction of Operations		30 September 2013 (Phase 1)   16 December 2013 (Phase 2)		Strategic vision and clinical network development with HEY/York & other Providers		On Target		Sustainable Services Review		Evidence of service re-design.

		Theme 11 - Greater focus on the quality agenda required throughout the organisation.

		78		Continue to place quality, and how it is monitored and improved, first on the Board Agenda.		High		The three substantive items on the Board agenda are strategy, quality & safety and compliance.  The Trust has identified Non-executive Directors to lead the challenge in respect of specific aspects of governance including HCAI, risk management and the risk register, mortality, falls, pressure ulcers and quality and patient experience.  Non-Executive Directors engage with clinical staff as part of the programme of Directors Visits to Wards/ departments.  The ward review process involves governors.  Quality is monitored at Board level via a range of mechanisms, including:  the monthly quality report, the monthly mortality report, quarterly Trust Assurance Framework (TAF) reports, quarterly risk register reports, quarterly Director visit reports.		Embed the use of the Health Assure system: ward/department quality and patient experience dashboard.		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		Health Assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  		Board members can describe the top quality priorities.										Quality and Patient Experience Committee

						High				Agree the outputs from this system including reports to the Trust Board (either as part of or separate to the TAF) and the agreement and publication of 'risk profiles' for all wards and departments and community areas.		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		Quarterly Risk Profiles		Ward dashboards visible in the wards/departments.  Staff on the wards can describe the dashboard and its functi										Quality and Patient Experience Committee

						High				KPMG to undertake a quality governance review and the Trust to agree to implement any required additional actions arising from that process.		Wendy Booth, Director of Clinical and Quality Assurance		31 August 2013				Completed and Ongoing.  (Response to recommendations incorporated into this action plan).		Monitor Quality Governance Gap Analysis and Action Plan		Demonstration via the monthly quality report that quality objectives are being achieved.										Quality and Patient Experience Committee

						High				As part of the Trusts wider OD and Workforce Strategy and cultural change work, the Trust is introducing a network of 'clinical change agents' across the organisation (captured by work of the Quality Network).  The focus of this network will be to empower and encourage service improvement at a grass root level.  it is envisaged that this network will prove the catalyst for enacting the cultural change project and fostering innovative ideas that can then be cascaded across the organisation.  NLAG will where possible learn from other organisations that have developed similar networks.		Neil Pease, Director of OD and Workforce/ Karen Dunderdale, Chief Nurse/Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		Quality Network will become a sub-group of QPEC will will have oversight of their work programme and progress.		Achievement of the standards set out in the CQUIN scheme.		CQUINs								Quality and Patient Experience Committee

		79		Create a forum in which NEDs can communicate directly with clinical staff.		High		Agreed		Approach to be agreed by the Trust Board and events to be in place by September 2013.		Wendy Booth, Director of Clinical and Quality Assurance.		30 September 2013				On Target		Proposal to Trust Board.  Programme of events.  Trust Board Minutes.		Staff know who the NEDs are within the Trust.  Evidence of follow up of issues raised.										Council of Governors

		80		There needs to be wider communication and knowledge of the Quality Strategy and the Chief Nurse Strategy amongst staff groups across the Trust's services.  KPMG recommendation 1.                The Trust should look at ways to ensure that all staff are able to access key communication on quality initiatives.  KPMG recommendation 11.		High		The Chief Nurse Strategy summary on a page has been launched.		Ongoing		Karen Dunderdale, Chief Nurse		31 August 2013				Completed		Staff have received the summary.  Staff have seen the communication.  Visibility of Chief Nurse and Medical Director.		Staff are able to describe the four principles in the strategy.										Quality and Patient Experience Committee

						High		Screensavers of the Strategy are visible on all computers.		Ongoing		Karen Dunderdale, Chief Nurse		31 August 2013				Completed		Staff have received the summary.  Staff have seen the communication.  Visibility of Chief Nurse and Medical Director.		Staff are able to describe the four principles in the strategy.										Quality and Patient Experience Committee

						High				The Quality Strategy is to be refreshed and re-launched.		Karen Dunderdale, Chief Nurse		31 October 2013				On Target														Quality and Patient Experience Committee

						High		The Chief Nurse and Interim Medical Director are undertaking weekly ward 'walkabouts' to review quality in clinical areas and talk to staff.		Ongoing		Karen Dunderdale, Chief Nurse		Immediate				Completed and Ongoing														Quality and Patient Experience Committee

						High		Quality Walls' have been developed for all wards and departments enabling staff to see their own quality indicators.		Ward Managers to keep up to date and embed action.		Ward Managers		30 September 2013				On Target														Quality and Patient Experience Committee

						High		Monthly nursing dashboards and quality indicators are discussed with staff.		Ongoing		Ward Managers		Immediate				Completed and Ongoing														Quality and Patient Experience Committee

						High		Accreditation of wards based on the achievements of the Quality and Chief Nurse Strategy is being developed.		Accreditation to be agreed and rolled out across the Trust.		Karen Dunderdale, Chief Nurse		30 September 2013				On Target														Quality and Patient Experience Committee

		81		The front cover of reports presented to the Board or its sub-committees should note the Trust objectives and any links to regulatory standards.  KPMG recommendation 2		High		Agreed		Implement from September 2013 Trust Board meeting.		Wendy Booth, Trust Secretary		30 September 2013				On Target		Trust Board papers		100% of Board front sheets contain this information.										Quality and Patient Experience Committee

		82		The Trust should consider the use of an Associate NED with a medical background to further strengthen the composition of the Board.  KPMG recommendation 7		High		Agreed		To be considered by the Trust Board at its September 2013 meeting (to be linked to the review of Clinical Leadership).		Jim Whittingham, Chairman/ Karen Jackson, Chief Executive/ Trust Board		30 September 2013				On Target		Trust Board Agenda and Minutes.  Amended Trust Constitution.		Evidence of appropriate challenge via minutes and observations of Board events.

		83		The Board should consider re-instating development sessions, particularly within the current climate.  This will allow more time dedicated to key developments.  KPMG recommendation 9.		High		Agreed		Board Development Sessions to be re-instated.		Neil Pease, Director of OD and Workforce		30 September 2013				On Target		Board Development Programme		Evidence of appropriate debate and challenge.

		84		Further develop methods to obtain assurance at Board level that initiatives have been embedded into clinical practice.  The Director Visits programme should be re-organised to allow pairing of Executives and Non-Executives.  This may offer greater opportunity to explore issues, potentially those highlighted by the ward dashboards, as well as allowing a greater level of engagement with staff teams in the time available.    KPMG recommendation 10.		High		The Trust also has in place a TAF, which incorporates and provides a comprehensive evince base of compliance against a raft of internal and external quality and other standards, targets and requirements including CQC essential standards of quality and safety.  The Trust also continues to roll-out Health Assure, previously Performance Accelerator, an automated governance and assurance system which supports the management of the TAF.  Developments during 2012/13 included the development of  ward/department quality and patient experience dashboard, which centralises routinely collected 'quality surveillance' data and presents it in one place allowing a 'drill down' focus on ward specific performance and in turn the early escalation of risks to quality and safety and reporting to QOEC and the Trust Board as well as identifying areas of good practice which should be celebrated.		Embed the use of the Health Assure system: ward/department quality and patient experience dashboard.		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		30 September 2013				On Target		Health assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  Quality 'Risk Profiles'. Display quality improvements on the wall in the ward areas.  		All ward/department staff can describe the Trust's quality priorities.  Demonstrations by Trust staff at Board meetings of initiatives which have impacted positively on quality.										Quality and Patient Experience Committee

						High				Agree the outputs from this system including reports to the Trust board (either as part of or separate to the TAF) and the agreement and publication of 'risk profiles' for all wards and departments and community areas.		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		30 September 2013				On Target		Health Assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  Quality 'Risk Profiles'. Display quality improvements on the wall in the ward areas.  		All ward/department staff can describe the Trust's quality priorities.  Demonstrations by Trust staff at Board meetings of initiatives which have impacted positively on quality.										Quality and Patient Experience Committee

						High				Continue to build on the programme of Director visits to include formalising the programme of unannounced out of hours Director Visits and ensure reporting to the Trust Board and the dissemination of good practice from that process across the organisation.		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		Ongoing				Completed and Ongoing		Health Assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  Quality 'Risk Profiles'. Display quality improvements on the wall in the ward areas.  		All ward/department staff can describe the Trust's quality priorities.  Demonstrations by Trust staff at Board meetings of initiatives which have impacted positively on quality.										Quality and Patient Experience Committee

						High				As part of the Ward Review assessment process, introduce an 'accreditation' process for compliance with relevant ward standards including recognition and reward of good practice.  Building on similar models in use in other organisations.  		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		30 September 2013				On Target		Health Assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  Quality 'Risk Profiles'. Display quality improvements on the wall in the ward areas.  		All ward/department staff can describe the Trust's quality priorities.  Demonstrations by Trust staff at Board meetings of initiatives which have impacted positively on quality.										Quality and Patient Experience Committee

						High				Continue to build on the open and transparent relationships with relevant external stakeholders (eg, CQC) and seek external scrutiny of the Trust's quality arrangements (eg, agree a Joint Working Protocol with Healthwarch - previously in place with LINKs).  Note:  meeting arranged between Council of Governors Steering Group and Healthwatch organisations for 6 August 2013).		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		31 August 2013				Continued and Ongoing		Health Assure Quality and Patient Experience Dashboard.  Trust Assurance Framework Reports.  Quality 'Risk Profiles'. Display quality improvements on the wall in the ward areas.  		All ward/department staff can describe the Trust's quality priorities.  Demonstrations by Trust staff at Board meetings of initiatives which have impacted positively on quality.										Council Of Governors

		85		Progress against key (quality) action plans should be reported to the corresponding committee through to the Board.  This will enable the Board to track progress and impact and hold management to account if the plans do not progress in the desired timescale.  KPMG recommendation 8.		High		Agreed.  This requirement is aready in place for a number of Trust action plans, eg, Mortality (MPC), Francis (TGAC), Pressure Ulcers (QPEC).		Formalise for all quality action plans (including Keogh) as part of the strengthening of the Trust Assurance Framework.		Wendy Booth, Director of Clinical and Quality Assurance/ Karen Dunderdale, Chief Nurse		30 September 2013				On Target		Action Plans.  Sub-committee Agendas and Minutes		100% of action plans have an allocated sub-committee responsible for monitoring progress.

		86		Embed senior medical involvement in the CIP and quality improvement process.  Sign off of Quality Impact Assessments should be undertaken jointly by the Medical Director and Chief Nurse.  This will promote broader clinical risk analysis of the proposal.  KPMG recommendation 3.  Cost Improvement Schemes should continue to be measured post implementatin in line with Monitor's guidance.  This will allow Board members to obtain the appropriate level of assurance in relation to any ongoing risk to quality or sustainability of the scheme.  KPMG recommendation 4.		High		Agreed.  Clinical Directors are already included in all CIP 'confirm and challenge' meetings and planning decisions.		Whilst the agreed process was for the Medical Director to be involved in the 'sign-off' of CIPs, this has been further strengthened to ensure the Medical Director's involvement in future in the development of the confirm and challenge process and the in-year quality assurance review for their implementation.		Medical Director/ Mike Rocke, Director of Finance, Planning and Performance		Immediate				Completed and Ongoing		CIPs.  CIP Impact Assessment Process		The CIP impact assessment process will be signed off by both the Chief Nurse and the Medical Director.		KAP070								Finance and Performance Committee

																						Staff can articulate examples of decisions made regarding finance/CIP but where a clear discussion has occurred re the impact of the decision on quality of patient care.		KAP069

		87		Ensure that clinicians are embedded in structural and organisational redesign processes and that matters pertaining to clinical care are prioritised.		High		Agreed.  There is already significant clinical involvement and this needs to be continued and extended.  Examples of this include the involvement in the Sustainable Services Review and the Birch Project for which the Chief Nurse is the Lead.		Clinical involvement to be formally included for all clinical redesign projects and pathway development project to have clinical involvement.		Medical Director/ Karen Dunderdale, Chief Nurse/ Angie Watson, Interim Director of Operations/ Angie Smithson, Director of Operations.		Immediate and Ongoing				Completed and Ongoing		Minutes of project meetings.		Clinical support for redesign projects.		KAP013-14

		88		Embed the Patient Experience Strategy (PES), review timeliness of their achievement and closely monitor progress against targets.		High		PES forms part of the Patient Experience Group Action Plan.  Quarterly update reports provided to QPEC.		Re-launch the PES across the organisation.		Karen Dundedale, Chief Nurse		30 September 2013				On Target.		PES Strategy and Communication.		All staff are clear about how to engage in patient experience initiatives.										Quality and Patient Experience Committee

						High				Develop Monthly 'Patient Forums' to provide patients with the opportunity to discuss issues with the Executives.		Karen Dundedale, Chief Nurse		30 September 2013				On Target.  Proposal and dates agreed.		Minutes of Patient Forums		Evidence of follow up of patient queries and concerns.		KAP042								Quality and Patient Experience Committee

		89		Embed patient involvement at all levels across the Trust, including Board level, in order that this becomes a routine process.  Use feedback and intelligence from patient involvement to improve services.		Medium		QPEC have approved a framework for patient stories in the organisation.  QPEC have hear patient stories and understood the outcome.		Review the Patient and Public Involvement Policy.		Karen Dunderdale/ Chief Nurse		30 September 2013				On Target		Approved policies and a register in place.		Increase in the number of patients involved in services development/ review activity.										Quality and Patient Experience Committee

						Medium				Develop a Trust register to record all local patient/user involvement groups.		Karen Dunderdale/ Chief Nurse		30 September 2013				On Target		Approved policies and a register in place.		Evidence of examples of improvements made following receipt of patient stories.		KAP049								Quality and Patient Experience Committee

						Medium				Develop a Trust register of patient involvement activity.  Ensure we track what is being undertaken in the organisation in relation to surveys and other methodologies. 		Karen Dunderdale/ Chief Nurse		30 September 2013				On Target		Approved policies and a register in place.												Quality and Patient Experience Committee

						Medium				Patient Experience Group to ensure governance processes supporting patient stories are in place.		Karen Dunderdale/ Chief Nurse		30 September 2013				On Target		Approved policies and a register in place.												Quality and Patient Experience Committee

						Medium				Story to be identified for sharing quarterly at Patient Experience Group.		Karen Dunderdale/ Chief Nurse		30 September 2013				On Target		Approved policies and a register in place.												Quality and Patient Experience Committee

		90		Review the availability and allocation of overnight facilities for family members, particularly for those of children and next of kin to the elderly.		Medium		There is already a limited amount of overnight facilities on the Children's wards at DPOW and SGH sites and further limited number of beds at DPOW.		Work with the Directorate of Operations to identify areas suitable for this type of accommodation.		Angie Watson, Interim Director of Operations/ Nigel Myhill, Director of Facilities		31 October 2013				On Target		Papers detailing proposals.		Increase in the number of beds of this type available.

		91		Review the communication procedures used between staff and patients.  Adoption of the 'Ask Me' scheme utilised in other Trusts could help improve communication with patients.		Medium		Communications between staff and patients will be reviewed and recommendations made on how these can be improved.  As part of this review the 'Ask Me' scheme will be assessed for adoption at NLG.		Plans will be formulated and implemented as a result of recommendations stemming from the review.		Neil Pease, Director of OD and Workforce		30 September 2013				On Target		Report produced with interventions listed to improve this area of communications.		Improved feedback from patients and their families		KAP049								Quality and Patient Experience Committee

																						Reduced rate of complaints that pertain to poor communication.		KAP044

		92		Conduct a review into the reasons for long-term and mid-term sickness.  Work with occupational health specialists to address specific issues noted as a concern and develop strategies to combat known issues.		Medium		The Trust has in the past few months, set up a collaborative Occupational Health Service with Doncaster and Bassetlaw Hospitals.  Doncaster has a highly accredited and professional OH service that NLG can learn from.		Instruct Occupational Health lead to perform a review of long and mid-term sickness and report any trends plus interventions to address.		Neil Pease, Director of OD and Workforce		30 September 2013				On Target		Initial report will be created which evaluates organisational position in relation to how many staff are absent due to mid and long term sickness.  The report will contain trends in relation to causes and will make recommendations for improvement.  Ongoing monitoring of interventions to improve the position will be presented quarterly to the Workforce Reivew Group and reported to the Board via most appropriate mechanisms, eg, OD and Workforce quarterly report.		Reduced number of staff on long and medium term sick.		KAP033-34

		Theme 12 - Low levels of compliance with mandatory training.

		93		Implement an action plan to address shortfalls in mandatory training.		High		The Trust has a Mandatory Training Action Plan in place.  Actions taken to date include:  an increase in training capacity; the option of e-learning for relevant training courses; reminders to staff of their individual responsibilities to complete mandatory training; the issue of mandatory training monitoring reports to Directors and Managers to follow-up non-compliance with mandatory training requirements.  There is an appropriate entry on the risk register.		The Trust has agreed the following mandatory training improvement target:  75% compliance by the end of December 2013 and 95% compliance by the end of December 2014.		Neal Pease, Director of OD and Workforce/ Harriett Stephens, Head of Education Training and Development		31 December 2013				On Target		Mandatory Training Policy.  Mandatory Training Needs Analysis.  Mandatory Training Information System.  Mandatory Training Plan.  Executive Team Action Notes.  Monthly Mandatory Training Monitoring Reports.  Quarterly OD and Workforce Reports.  Trust Board Minutes.		Increase in the number of staff attending mandatory training.  Achievement of targets set.		KAP058								Trust Governance and Assurance Committee

						High				Ongoing monitoring of progress against the Mandatory Training Action Plan, including monitoring of monthly training compliance figures, to continue to be undertaken by the Executive Team.		Executive Team		Immediate and Ongoing				Completed and Ongoing		Mandatory Training Policy.  Mandatory Training Needs Analysis.  Mandatory Training Information System.  Mandatory Training Plan.  Executive Team Action Notes.  Monthly Mandatory Training Monitoring Reports.  Quarterly OD and Workforce Reports.  Trust Board Minutes.		Increase in the number of staff attending mandatory training.  Achievement of targets set.		KAP058								Trust Governance and Assurance Committee

						High				Individual Directors/ Managers to continue to follow-up with individuals identified non-compliance with mandatory training requirements.		Directors/ Managers		Immediate and Ongoing				Completed and Ongoing		Mandatory Training Policy.  Mandatory Training Needs Analysis.  Mandatory Training Information System.  Mandatory Training Plan.  Executive Team Action Notes.  Monthly Mandatory Training Monitoring Reports.  Quarterly OD and Workforce Reports.  Trust Board Minutes.		Increase in the number of staff attending mandatory training.  Achievement of targets set.		KAP058								Trust Governance and Assurance Committee

						High				The Trust Board to continue to receive information on mandatory Training compliance via the quarterly reports from the Director of OD and Workforce.		Neal Pease, Director of OD and Workforce  		Immediate and Ongoing				Completed and Ongoing		Mandatory Training Policy.  Mandatory Training Needs Analysis.  Mandatory Training Information System.  Mandatory Training Plan.  Executive Team Action Notes.  Monthly Mandatory Training Monitoring Reports.  Quarterly OD and Workforce Reports.  Trust Board Minutes.		Increase in the number of staff attending mandatory training.  Achievement of targets set.		KAP058								Trust Governance and Assurance Committee

		94		Increase compliance with requirement for appraisal and improved monitoring processes.  Low levels of compliance with appraisal (identified from CQC Planned Review Visit but linked to above action on mandatory training).  The Trust needs to ensure that annual appraisals occur for each member of staff, and that the Trust, Group or Directorate goals are linked to their individual objectives.  KPMG recommentation 16.  The risks resulting from lack of appraisal should appear on the Trust's risk register.  Lack of involvement in this area could affect compliance with regulatory standards. KPMG recommendation 17.		High		The Trust has undertaken a review of its Appraisal Policy and Procedure and revised documentation has been rolled out across the organisation.  There is also improved monitoring of the completion of appraisal via a central recording mechanism, OLM.  Managers are receiving monthly reports on appraisal activity for their areas for validation and monitoring.  PADR workshops are in place.  There is an appropriate entry on the Trust's risk register.		The PADR Policy is out for comment until 10 August 2013 and will be implemented thereafter.		Neal Pease, Director of OD and Workforce/ Harriett Stephens, Head of Education Training and Development		31 August 2013.   Policy approval.				Completed - approved at ET on 27 August 2013.		Appraisal Policy and Procedure and associated documentation.  OLM.   Quarterly OD and Workforce Reports.		increase in the number of staff who have completed appraisal (achievement of agreed target).		KAP059								Trust Governance and Assurance Committee

														31 December 2013 - achievement of 75% target.				On Target (compliance monitoring is onging.

						High				The Trust Board will receive information on appraisal compliance via the quarterly reports from the Director of OD and Workforce.		Neal Pease, Director of OD and Workforce/ Harriett Stephens, Head of Education Training and Development		Neil to confirm date 						Appraisal Policy and Procedure and associated documentation.  OLM.   Quarterly OD and Workforce Reports.		increase in the number of staff who have completed appraisal (achievement of agreed target).		KAP059

		Theme 13 - Reporting and Assurance

		95		The Risk and Governance monthly analysis reports could be improved by the addition of a summary sheet, highlighting areas of performance off target or requiring further action.  KPMG recommendation 13.		Medium		Agreed		Revised report with summary front sheet to be implemented.		Wendy Booth, Director of Clinical and Quality Assurance		31 October 2013				On Target		Revised analysis reports.

		96		The Performance Compliance Report, or a summary dashboard report, should be presented at the Trust Board.  This ensures that Board members who do not attend the Finance Committee are appraised of the current performance of compliance metrics.  As a minimum the Monitor Compliance Framework Summary that forms part of the Performance Compliance Report could be included in the Board Update.  KPMG recommendation 19.		Medium		Agreed		The full Performance Compliance Report will be submitted to the Trust Board from August 2013.		Mike Rock, Director of Finance, Planning and Performance		31 August 2013				Completed		Performance Compliance Report.  Trust Board Agenda and Minutes.		All Board members are appraised of the current performance compliance position.

		97		The Quality Governance Framework self assessment should be updated and presented every quarter to the Trust Governance and Assurance Committee.  KPMG recommendation 21.		Medium		Agreed		Reporting on the QGAF will be a feature of all future Trust Assurance Framework Reports to the Trust Governance and Assurance Committee		Wendy Booth, Director of Clinical and Quality Assurance		30 September 2013				On Target		TAF reports.  TGAC Agenda and Minutes.		Evidence of earlier escalation of risks to quality.
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														Northern Lincolnshire and Goole Hospitals		NHS

														NHS Foundation Trust

				KEY PERFORMANCE INDICATORS : KEOGH ACTION PLAN



				KEY

				1		Current measure in place monitored in a regular basis

				2		Unvalidated, infrequent dataflow in place

				3		Dataflow to be found



				ID		KEY PERFORMANCE INDICATOR		KEY		31MAR14 TRAJECTORY		IN MONTH THRESHOLD		IN MONTH ACTUAL		RAG



				MORTALITY

				KAP001		Reduction in the number of excess deaths		1

				KAP002		Reduction in weekend mortality rates		2

				KAP003		Reduction in hospital SHMI		1

				STROKE

				KAP004		80% of patients who spend 90% of their stay on a stroke unit		1

				KAP005		60% of patients experiencing a TIA who are treated within 24hrs		1

				KAP006		50% of stroke patients scanned within an hour		1

				KAP007		100% of stroke patients scanned within 24hours		1

				KAP008		85% of patients and carers with joint care plans on discharge		1

				KAP009		85% of stroke patients reviewed 6 mths after discharge		2

				KAP010		40% of patients with confirmed stroke, to leave by an early supported discharge team		1

				KAP011		Reduction in excess deaths within the stroke service		2

				AUDIT

				KAP012		100% Submission rate into the National Cardiac Arrest Audit		tbc

				DOCTOR INVOLVEMENT

				KAP013		75% doctor attendance at appropriate meetings / workshops relating to the above		3

				KAP014		75% junior doctor attendance at approproate meetings / workshops relating to the above		3

				ZERO TOLERANCE

				KAP015		Reduction in incidents relating to areas zero tolerance is applicable		1

				MENTORING & LEADERSHIP

				KAP016		Increase % of staff with a mentor		2

				KAP017		Increase % of senior nurses who have undergone the leadership programme		tbc

				KAP018		Increase % of staff with a positive experience of the mentoring programme		tbc

				PATIENT FLOWS including DISCHARGE

				KAP019		Patients discharged within Trim point		2

				KAP020		Reduction in excess bed days		2

				KAP021		Improved discharge letters within 24hrs		1

				KAP022		Reduction in delayed transfers of care at the Grimsby site (detail shows all sites)		1

				KAP023		Reduction in the number of patient moves per stay at the Grimsby site (detail shows all sites)		2

				KAP024		Reduction in the number of outlyers at the Grimsby site (detail shows all sites)		2

						RCA undertaken for each material outlier following completion of ICF and SAU

				KAP025		% Achievement of best practice tariff for Ambulatory Care & wider cohort		2

				KAP026		90% adherence to NICE guidance by 31st Mar 14		1

				KAP027		Increased use of care bundles		2

				KAP028		Performance against the 95% National 4hrs wait threshold, by site		1

				AMBULANCE HANDOVER

				KAP029		Reduction on length of time of ambulance handover to Trust		2

				KAP030		RFID implemented in full		tbc

				ELIMINATING MIXED SEX ACCOMODATION

				KAP031		Number of MSA breaches		1

				ESTABLISHMENTS

				KAP032		Reduction in the level of vacancies		2

				KAP033		Reduction in medium term sickness levels		2

				KAP034		Reduction in long term sickness levels		2

				KAP035		Reduction in the usage of bank and agency staff		2

				KAP036		Reduction in % of rosta vacant		tbc

				INCIDENTS & SUIs						Include overall number of SUIs and incidents as 2 further indicators

				KAP037		Reduction in incidences with a common theme		2		check if themes can be picked out

				KAP038		Reduction in SUIs with similar themes		2		check if themes can be picked out

						SUIs completed within the timescales

				COMPLAINTS

				KAP039		% of complaints responded to within the timescale agreed with the complainant		1

				KAP040		All complaints acknowledged within 3 working days		1

				KAP041		Reduction in the number of reopened complaints		1

				KAP042		Complaint action plans implemented within the agreed timescale		1

				KAP043		10% reduction in complaints received - by 31Mar14		1

				KAP044		Reduction in complaints with similar themes		1		Sarah Davey

				KAP045		Decrease in patient complaints relating to care received from Trust staff		1		Sarah Davey

				PATIENT EXPERIENCE

				KAP046		Increase in friends & family response rate		1

				KAP047		Improved Menu card survey results		tbc

				KAP048		Nursing care indicator, 95% threshold.		1

				KAP049		Increased number of patient stories heard at both QPEC and the Trust Board		1

				KAP050		% patients involved in decisions about their care and treatment		1		via Nursing Dashboard

				KAP051		% patients who felt able to talk to hospital staff about worries and concerns		1		via Nursing Dashboard

				KAP052		% patients felt they were given enough privacy when discussing condition or treatment		1		via Nursing Dashboard

				KAP053		% patients informed about medication side effects and what to watch for upon discharge		1		via Nursing Dashboard

				KAP054		% patients who felt they received pain relief in a timely manner		1		via Nursing Dashboard

				KAP055		% patients who are aware of their anticipated discharge date		1		via Nursing Dashboard

				KAP056		% patients who received help at mealtimes		1		via Nursing Dashboard

				KAP057		% patients who, when asked, had confidence and trust in the nurses looking after them		1		via Nursing Dashboard

				STAFF TRAINING & APPRAISALS

				KAP058		Increase in mandatory training % compliance		1

				KAP059		% Increase in the number of staff with completed appraisals		1

						% Staff trained in the use of Web V Clinical portal

				GOVERNORS

				KAP060		Increase % of staff with Trust membership		tbc

				KAP061		Increase % of staff members applying for governor role		tbc

				DIRECTOR VISITS

				KAP062		100% Director visits reported quarterly to both the Board and QPEC		tbc		Jill to confirm quarterly uploaded, 

				KAP063		100% Agreed actions from director visits documented with Board and QPEC oversight		tbc		Jill to confirm quarterly uploaded, 

				KAP064		100% of Director visits evaluation forms received from every visit		tbc

				KAP065		100% of Director visits report complaints information visible		tbc

				VOLUNTEERS

				KAP066		% of patients having been assisted with feeding		3

				INFECTION CONTROL

				KAP067		Continued reduction in clostridium difficile infections		1

				KAP068		Number of MRSA infections		1

				CIP DELIVERY

				KAP069		% CIP delivered		1

				KAP070		% CIP signed off by Chief Nurse and Medical Director		1

				LEARNING THE LESSONS

				KAP071		% groups achieved pubication of a quarterly learning lessons newsletter		1

				KAP072		% Trustwide achieved pubication of a bi monthly learning lessons newsletter		1

				STAFF EXPERIENCE

				KAP073		% of staff who would recommend this ward as a place to work?		1		via Nursing Dashboard

				KAP074		% staff who would be happy for a friend of family member to receive care on this ward?		1		via Nursing Dashboard

				KAP075		% of staff who are you satisfied with the care that they provide?		1		via Nursing Dashboard

						Morale barometer		2		Simon Dunn measured quarterly

				BEING SOURCED

				DETERIORATING PATIENT

						Number of patients who should have had a NEWs score		tbc

						Number of patients who did have a NEWs score 		1

						Number of patients for whom appropriate action was taken in response to the NEWS score in accordance with the Trust's "Recognition and escalation of care for acutely-ill adults using the National Early Warning Score (NEWS) policy"		1

				KAPtbc		100% of Performance Review meetings agenda areas of delivery		1

				KAPtbc		100% of Performance Review meetings agenda areas of non delivery		1

				KAPtbc		80% of Roles contained within new Clinical Director structure appointed to 		3

						% of wards with a visible Quality Wall		tbc

				KAPtbc		Increase in beds available for use by relatives and carers		tbc

						Doctor handover measures - pull from Web V		tbc

						OOH Medical Cover - source rota		tbc

						Survey Monkey - create see separate page		tbc

						Increase in the number of staff trained in service improvement techniques		tbc

						Application of Liverpool Care Pathway		tbc

						Nursing dashboard including MUST scores		tbc

						Electronic Health record implementation		tbc

						Saving lives measures		tbc



						% to be discussed, are these reasonable?





MSA



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN



		MIXED SEX ACCOMODATION



				EVIDENCE OF IMPACT;-



				1.		REVISED POLICY IN PLACE



				2.		REVISED POLICY HAS BEEN COMMUNICATED



				3.		NO MSA BREACHES



				EVIDENCE AVAILABLE;-



				a.		Revised policy adopted July13



				b.		Breach dataset collated by;-

								- site				- needs to incorporate LoS applicable to breach

								- ward

								- patient

								- breach date

								- GP

								- CCG

								K.Wilson to escalate breaches for agreement to both K. Dunderdale and W.Booth Director sign off

								To be distributed monthly via Performance Point



				KPIs;-



						KAP031		Reduction in MSA breaches



				GAPS;-



				i.		How do we prove communicated?

								Policy on a page supported by a FAQ (K. Wilson)

								External peer review 5th & 6th Sept, relaunch MSA with matrons & ward managers (K. Wilson)



				ii.		Documented process for the collation and validation of breaches?

								Data collection form being revamped & available on line (K. Wilson)

								Longer term will be available via WebV

								Flow chart in revised policy to incorporate GMs (K. Wilson)



				TRAJECTORY;-



								When can we complete works in Day Surgery Unit at DPoW?

								Endoscopy at SGH is being managed, risk of breach occuring?











egMSAKPI

																																		Northern Lincolnshire and Goole Hospitals		NHS

																																		NHS Foundation Trust



		MIXED SEX ACCOMMODATION - SLEEPING ACCOMMODATION BREACH



		THRESHOLD		0																														MONTH		4

		CURRENT		0																														REF KPI		KAP031



						Apr		May		Jun		Q1		Jul		Aug		Sep		Q2		Oct		Nov		Dec		Q3		Jan		Feb		Mar		Q4

		Trust Performance				Y		Y		Y		Y		Y		N		N		Y		N		N		N		N		N		N		N		N

		Trust Trajectory										0								0								0								0



		National Threshold				0		0		0		0		0						0																

		Actual				0		0		0		0		0						0																

		Variance				0		0		0		0		0						0																

		Site Performance

		DPoW				0		0		0		0		0						0																

		SGH				0		0		0		0		0						0																

		GDH				0		0		0		0		0						0																

		Commissioner Performance										0																								

		NHS North East Lincolnshire				0		0		0		0		0						0																

		NHS North Lincolnshire				0		0		0		0		0						0																

		NHS East Riding of Yorkshire CCG				0		0		0		0		0						0																

		NHS Doncaster				0		0		0		0		0						0																

		NHS Sheffield				0		0		0		0		0						0																

		NHS Lincolnshire East CCG				0		0		0		0		0						0																

		NHS Lincolnshire West CCG				0		0		0		0		0						0																

		NHS South West Lincolnshire CCG 				0		0		0		0		0						0																

		NHS South Lincolnshire CCG				0		0		0		0		0						0																

		Other				0		0		0		0		0						0																





Mortality



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN



		MORTALITY RATES



				EVIDENCE OF IMPACT;-



						1.		REDUCTION IN MORTALITY RATES



				EVIDENCE AVAILABLE;-



						a.		Mortality Performance Committee documents



						b.		Dataset detailing

										- total spells

										- total deaths

										- expected deaths

										- excess deaths

										- by site, by business group, by specialty



				KPIs;-



						KAP001		Reduction in the number of excess deaths

						KAP002		Reduction in weekend mortality figures

						KAP003		Reduction in hospital SHMI



				SIGN OFF;-



						Presented to the Mortality Performance Committee (MPC) on a monthly basis.

						MPC to sign off

						Following Committee meeting, data published via performance point



				GAPS;-



								One off report for stroke mortality produced, regular stream needed

								regular flow of weekend data needed as 7 day services roll out





				TRAJECTORY;-





























egMortKPI

																																						Northern Lincolnshire and Goole Hospitals		NHS

																																						NHS Foundation Trust



		MORTALITY RATES



		THRESHOLD																																				MONTH

		CURRENT																																				REF KPI		KAP001



						May11-Apr12		Apr		May		Jun		Q1		Jul		Aug		+ / -		Sep		Q2		Oct		Nov		Dec		Q3		Jan		Feb		Mar		Q4

		Trust Performance						Y		Y		Y		Y		Y		N				N		Y		N		N		N		N		N		N		N		N

		Trust Trajectory



		Actual Number of Spells																57,765

		Actual Number of Deaths																2,276

		Expected Number of Deaths																2,050

		Excess Number of Deaths																226

		SHMI score				118												111		(7)





		Medicine

		DPoW

		Actual Number of Spells																10,741

		Actual Number of Deaths																1,024

		Expected Number of Deaths																833

		Excess Number of Deaths																191

		SHMI score				133												123



		SGH

		Actual Number of Spells																11,908

		Actual Number of Deaths																910

		Expected Number of Deaths																837

		Excess Number of Deaths																73

		SHMI score				114												109



		GDH

		Actual Number of Spells																230

		Actual Number of Deaths																14

		Expected Number of Deaths																23

		Excess Number of Deaths																-9

		SHMI score				136												61



		Surgery

		DPoW

		Actual Number of Spells																7,588

		Actual Number of Deaths																175

		Expected Number of Deaths																179

		Excess Number of Deaths																-4

		SHMI score				94												98



		SGH

		Actual Number of Spells																5,925

		Actual Number of Deaths																142

		Expected Number of Deaths																146

		Excess Number of Deaths																-4

		SHMI score				92												97



		GDH

		Actual Number of Spells																771

		Actual Number of Deaths																0

		Expected Number of Deaths																2

		Excess Number of Deaths																-2

		SHMI score				50												0



		Womens & Children

		DPoW

		Actual Number of Spells																11,569

		Actual Number of Deaths																4

		Expected Number of Deaths																15

		Excess Number of Deaths																-11

		SHMI score				56												27



		SGH

		Actual Number of Spells																8,912

		Actual Number of Deaths																7

		Expected Number of Deaths																14

		Excess Number of Deaths																-7

		SHMI score				31												50



		GDH

		Actual Number of Spells																121

		Actual Number of Deaths																0

		Expected Number of Deaths																0

		Excess Number of Deaths																-0

		SHMI score				0												0



		TO BE AGREED





Stroke



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN





		STROKE PERFORMANCE



				EVIDENCE OF IMPACT;-



						1.		CHANGES TO STROKE SERVICE IMPLEMENTED



						2.		STROKE SERVICES ARE MEETING ALL REQUIRED STANDARDS



						3.		STROKE MORTALITY IS REDUCED



						4.		COMMISSIONER ASSURANCE OF PATIENT SAFETY & SERVICE QUALITY



				EVIDENCE AVAILABLE;-



						a.		Contractual KPIs mirror ASI/Accreditation Standards



						b.		Stroke mortality performance



						c.		Evaluation of service reconfiguration impact



				KPIs;-



						KAP004		80% of patients who spend 90% of their stay on a stroke unit

						KAP005		60% of patients experiencing a TIA who are treated within 24hrs

						KAP006		50% of stroke patients scanned within an hour

						KAP007		100% of stroke patients scanned within 24hours

						KAP008		85% of patients and carers with joint care plans on discharge

						KAP009		85% of stroke patients reviewed 6 mths after discharge

						KAP010		40% of patients with confirmed stroke, to leave by an early supported discharge team

						KAP011		Reduction in excess deaths within the stroke service







				SIGN OFF;-



						Contractual KPIs are distributed to GMs for sign off each month prior to contract publication

						Monthly OMT first formal point of escalation for potential/actual non achievement of mandatory measures



				GAPS;-



						i.		Identification of hyper acute patients to enable monitoring of stroke reconfiguration







				TRAJECTORY;-

















egStrokeKPI

																																		Northern Lincolnshire and Goole Hospitals		NHS

																																		NHS Foundation Trust





		% OF PATIENTS WHO SPEND 90% OF THEIR TIME ON A STROKE UNIT



		THRESHOLD		80.0%																														MONTH		4

		CURRENT		82.6%																														REF KPI		KPI 11



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				80.0%		80.0%		80.0%		80.0%		80.0%						80.0%																

		Actual				82.0%		92.0%		90.0%		88.0%		82.6%						82.6%																

		Variance				2.0%		12.0%		10.0%		8.0%		2.6%						2.6%																

		Site Performance

		DPoW				71.0%		81.8%		80.0%		76.9%		70.4%						70.4%																

		SGH				100.0%		100.0%		100.0%		100.0%		100.0%						100.0%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :











		% OF PATIENTS EXPERIENCING A TIA WHO ARE TREATED WITHIN 24 HOURS



		THRESHOLD		60.0%																														MONTH		4

		CURRENT		ERROR:#REF!																														REF KPI		KPI12



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				60.0%		60.0%		60.0%		60.0%		60.0%						60.0%																

		Actual				75.7%		91.4%		91.3%		85.3%		92.0%						92.0%																

		Variance				15.7%		31.4%		31.3%		25.3%		32.0%						32.0%																

		Site Performance

		DPoW				85.7%		90.5%		80.0%		86.7%		92.9%						92.9%																

		SGH				69.6%		92.9%		100.0%		84.0%		90.9%						90.9%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :













		% OF STROKE PATIENTS SCANNED WITHIN 1 HOUR



		THRESHOLD		50.0%																														MONTH		4

		CURRENT		33.3%																														REF KPI		KPI13



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				50.0%		50.0%		50.0%		50.0%		50.0%						50.0%																

		Actual				37.1%		34.0%		44.7%		38.8%		33.3%						33.3%																

		Variance				-12.9%		-16.0%		-5.3%		-11.2%		-16.7%						-16.7%																

		Site Performance

		DPoW				33.3%		33.3%		50.0%		38.4%		25.9%						25.9%																

		SGH				60.0%		34.6%		40.0%		39.3%		46.7%						46.7%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :











		% OF STROKE PATIENTS SCANNED WITHIN 24 HOURS



		THRESHOLD		100.0%																														MONTH		4

		CURRENT		95.6%																														REF KPI		KPI14



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				100.0%		100.0%		100.0%		100.0%		100.0%						100.0%																

		Actual				98.0%		100.0%		95.7%		97.9%		95.6%						95.6%																

		Variance				-2.0%		0.0%		-4.3%		-2.1%		-4.4%						-4.4%																

		Site Performance

		DPoW				96.7%		100.0%		95.2%		97.2%		92.6%						92.6%																

		SGH				100.0%		100.0%		96.0%		98.6%		100.0%						100.0%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%



































		Commentary :











		% OF PATIENTS AND CARERS WITH JOINT CARE PLANS ON DISCHARGE



		THRESHOLD		85.0%																														MONTH		4

		CURRENT		73.8%																														REF KPI		KPI15



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				85.0%		85.0%		85.0%		85.0%		85.0%						85.0%																

		Actual				100.0%		76.1%		81.3%		84.4%		73.8%						73.8%																

		Variance				15.0%		-8.9%		-3.8%		-0.6%		-11.2%						-11.2%																

		Site Performance

		DPoW				100.0%		100.0%		100.0%		100.0%		100.0%						100.0%																

		SGH				100.0%		59.3%		60.9%		68.8%		38.9%						38.9%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :











		% OF STROKE PATIENTS REVIEWED 6 MONTHS AFTER DISCHARGE



		THRESHOLD		85.0%																														MONTH		4

		CURRENT		0.0%																														REF KPI		KPI17



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold												85.0%						85.0%																

		Actual												0.0%						0.0%																

		Variance												-85.0%						-85.0%																

		Site Performance

		DPoW				0.0%		0.0%		0.0%		0.0%		0.0%						0.0%																

		SGH				nil		0.0%		0.0%		nil		0.0%						0.0%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :













		% OF PATIENTS WITH CONFIRMED STROKE, TO LEAVE BY AN EARLY SUPPORTED DISCHARGE TEAM



		THRESHOLD		40.0%																														MONTH		4

		CURRENT		72.2%																														REF KPI		KPI18



		TRUST PERFORMANCE				APR		MAY		JUN		QTR 1		JUL		AUG		SEP		QTR 2		OCT		NOV		DEC		QTR 3		JAN		FEB		MAR		QTR 4

		Threshold				40.0%		40.0%		40.0%		40.0%		40.0%						40.0%																

		Actual				61.1%		51.9%		78.3%		63.2%		72.2%						72.2%																

		Variance				21.1%		11.9%		38.3%		23.2%		32.2%						32.2%																

		Site Performance

		DPoW				0.0%		0.0%		0.0%		0.0%		0.0%						0.0%																

		SGH				61.1%		51.9%		78.3%		63.2%		72.2%						72.2%																

		Commissioner Performance

		North East Lincolnshire CTP				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		North Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Doncaster PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Lincolnshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		East Riding of Yorkshire PCT				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%

		Other PCTs				0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%		0.0%





































		Commentary :











% OF PATIENTS EXPERIENCING A TIA WHO ARE TREATED WITHIN 24 HOURS

DPOW	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.8571428571428571	0.90476190476190477	0.8	0.9285714285714286	0	0	0	0	0	0	0	0	SGH	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.69565217391304346	0.9285714285714286	1	0.90909090909090906	0	0	0	0	0	0	0	0	Trust	0.7567567567567568	0.91428571428571426	0.91304347826086951	0.92	0	0	0	0	0	0	0	0	Threshold	0.6	0.6	0.6	0.6	0.6	0.6	0.6	0.6	0.6	0.6	0.6	0.6	Month



Attendances





% OF PATIENTS WHO SPEND 90% OF THEIR TIME ON A STROKE UNIT

DPOW	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.70967741935483875	0.81818181818181823	0.8	0.70370370370370372	0	0	0	0	0	0	0	0	SGH	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	1	1	1	1	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.82	0.92	0.9	0.82608695652173914	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.8	0.8	0.8	0.8	0.8	0.8	0.8	0.8	0.8	0.8	0.8	0.8	Month



Attendances





% OF STROKE PATIENTS SCANNED WITHIN 1 HOUR

DPOW	0.33333333333333331	0.33333333333333331	0.5	0.25925925925925924	0	0	0	0	0	0	0	0	SGH	0.6	0.34615384615384615	0.4	0.46666666666666667	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.37142857142857144	0.34042553191489361	0.44680851063829785	0.33333333333333331	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.5	0.5	0.5	0.5	0.5	0.5	0.5	0.5	0.5	0.5	0.5	0.5	Month



Attendances





% OF STROKE PATIENTS SCANNED WITHIN 24 HOURS

DPOW	0.96666666666666667	1	0.95238095238095233	0.92592592592592593	0	0	0	0	0	0	0	0	SGH	1	1	0.96	1	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.98	1	0.95652173913043481	0.9555555555555556	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	1	1	1	1	1	1	1	1	1	1	1	1	Month



Attendances





% OF PATIENTS AND CARERS WITH JOINT CARE PLANS ON DISCHARGE

DPOW	1	1	1	1	0	0	0	0	0	0	0	0	SGH	1	0.59259259259259256	0.60869565217391308	0.3888888888888889	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	1	0.76086956521739135	0.8125	0.73809523809523814	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	Month



Attendances





% OF STROKE PATIENTS REVIEWED 6 MONTHS AFTER DISCHARGE

DPOW	0	0	0	0	0	0	0	0	0	0	0	0	SGH	0	0	0	0	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0	0	0	0	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	Month



Attendances





% OF PATIENTS WITH CONFIRMED STROKE, TO LEAVE BY AN EARLY SUPPORTED DISCHARGE TEAM

DPOW	0	0	0	0	0	0	0	0	0	0	0	0	SGH	0.61111111111111116	0.51851851851851849	0.78260869565217395	0.72222222222222221	0	0	0	0	0	0	0	0	Trust	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.61111111111111116	0.51851851851851849	0.78260869565217395	0.72222222222222221	0	0	0	0	0	0	0	0	Threshold	Apr	May	Jun	Jul	Aug	Sep	Oct	Nov	Dec	Jan	Feb	Mar	0.4	0.4	0.4	0.4	0.4	0.4	0.4	0.4	0.4	0.4	0.4	0.4	Month



Attendances







PatientFlw



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN





		PATIENT FLOWS/ADHERENCE TO PATHWAYS





				EVIDENCE OF IMPACT;-



				1.		IMPROVED ADHERENCE TO PATHWAYS



				2.		AGREED MEDICAL PATHWAYS ARE IN PLACE & CONSISTENTLY FOLLOWED



				3.		IMPROVED STAKEHOLDER SATISFACTION



				4.		IMPROVED DISCHARGE



				5.		IMPROVEMENT IN 4hr WAIT A&E PERFORMANCE



				6.		REVIEW CLINICAL PATHWAY REDUCING PATIENT MOVES 



				7.		ECIST ACTIONS IMPLEMENTED



				8.		PATIENTS TRANSFERRED TO AN APPROPRIATE WARD or DISCHARGED APPROP



				9.		BETTER COMMUNICATION WITH COMMUNITY SERVICES ON DISCHARGE







				EVIDENCE AVAILABLE;-



				a.		ECIST progress against action plan



				b.		Outcome of independent review



				c.		Workshops / service specifications in place documenting pathways



				d.		Dataset detailing patient moves

								- by site

								- by ward



				e.		Delayed Transfers of Care



				f.		Patient Outlyer dataset



				g.		Dataset for timeliness of discharge communication



				h.		Inpatient MDS recording trim point and excess bed days



				i.		Step down facility to open on time, quarter 3 forecast



				j.		Full main dataset details include waiting time by patient, by site, by CCG







				KPIs;-



						KAP019		Patients discharged within Trim point

						KAP020		Reduction in excess bed days

						KAP021		Improved discharge letters within 24hrs

						KAP022		Reduction in delayed transfers of care at the Grimsby site

						KAP023		Reduction in the number of patient moves per stay at the Grimsby site

						KAP024		Reduction in the of medical outlyers at the Grimsby site

						KAP025		% Achievement of Best Practice tariff for Ambulatory Care & wider cohort

						KAP026		90% adherence to NICE guidance by 31st Mar 14

						KAP027		Increased use of care bundles (pneumonia & COPD via CQUINs, others tbc)

						KAP028		Performance against the 95% National 4hrs wait threshold, by site





				GAPS;-



				i.		Robust system administration - proposed consultation being compiled

								- Documented expectation on business groups administration teams



				TRAJECTORY;-

















Patient Exp



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN







		IMPROVED PATIENT SATISFACTION





				EVIDENCE OF IMPACT;-



						1.		IMPROVEMENT IN FRIENDS & FAMILY TEST



						2.		IMPROVEMENT IN RELEVANT PATIENT COMPLAINTS



						3.		EVIDENCE OF IMPROVEMENTS MADE FROM PATIENT STORIES





				EVIDENCE AVAILABLE;-



						a.		Dataset received as part of the national Friends & Family CQUIN



						b.		Complaints monitoring (Kathryn, over to you)





				KPIs;-



						KAP045		Decrease in patient complaints relating to care received from Trust staff

						KAP046		Increase in friends & family response rate

						KAP047		Improved Menu card survey results

						KAP048		Nursing care indicator, 95% threshold.

						KAP049		Increased number of patient stories heard at both QPEC and the Trust Board

						KAP050		% patients involved in decisions about their care and treatment?

						KAP051		% patients who felt able to talk to hospital staff about worries and concerns?

						KAP052		% patients felt they were given enough privacy when discussing condition or treatment?

						KAP053		% patients informed about medication side effects and what to watch for upon discharge?

						KAP054		% patients who felt they received pain relief in a timely manner?

						KAP055		% patients who are aware of their anticipated discharge date?

						KAP056		% patients who received help at mealtimes?

						KAP057		% patients who, when asked, had confidence and trust in the nurses looking after them?



				GAPS;-







				TRAJECTORY;-















Audit



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN







		PARTICIPATION IN AUDIT





				EVIDENCE OF IMPACT;-



						1.		PARTICIPATION IN NATIONAL CARDIAC ARREST AUDIT













				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP012		100% Submission rate into the National Cardiac Arrest Audit













				GAPS;-











				TRAJECTORY;-















DocInvolv



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN







		DOCTOR INVOLVEMENT





				EVIDENCE OF IMPACT;-



						1.		INCREASE IN DOCTOR INVOLVEMENT WITH TRUST PLANS



						2.		EVIDENCE JUNIOR DOCTOR INVOLVEMENT WITH TRUST PLANS









				EVIDENCE AVAILABLE;-



						a.		Junior doctor attendance at key discussions relating to service delivery



						b.		Junior doctor attendance at key discussions relating to service change





				KPIs;-



						KAP013		75% doctor attendance at appropriate meetings / workshops relating to the above



						KAP014		75% junior doctor attendance at approproate meetings / workshops relating to the above









				GAPS;-



								Documented attendance records?

								Agree the key meetings eg MPC, Clinical audit . . . 



				TRAJECTORY;-















0Tol



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN







		ZERO TOLERANCE





				EVIDENCE OF IMPACT;-



						1.		REDUCTION IN INCIDENTS WHERE ZERO TOLERANCE FRAMEWORK IS APPLIED





						2.		REDUCTION IN INSTANCES WHERE ZERO TOLERANCE FRAMEWORK IN RESPECT OF HAND HYGIENE IS APPLIED







				EVIDENCE AVAILABLE;-



						a.		Incident Reporting (Kathryn, over to you)



						b.





				KPIs;-



						KAP015		Reduction in incidents relating to areas zero tolerance is applicable













				GAPS;-











				TRAJECTORY;-















Leader



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN





		MENTORING & LEADERSHIP



				EVIDENCE OF IMPACT;-



						1.		POSITIVE STAFF EXPERIENCE FROM MENTORING EXPERIENCE



						2.		INCREASE IN NUMBER OF STAFF WITH A MENTOR



						3.		SENIOR NURSES HAVE UNDERGONE LEADERSHIP PROGRAMME



						4.		WARD LEADERS CAN ARTICULATE THEIR ROLE



						5.		WARD LEADERS CAN DEMONSTRATE EXAMPLES OF GOOD PRACTICE



						6.



				EVIDENCE AVAILABLE;-



						a.		Incident Reporting (Kathryn, over to you)



						b.		Staff survey of some form (Wendy/Kathryn, what do you think for 4 & 5?)





				KPIs;-



						KAP016		Increase % of staff with a mentor

						KAP017		Increase % of senior nurses who have undergone the leadership programme

						KAP018		Increase % of staff with a positive experience of the mentoring programme





				GAPS;-











				TRAJECTORY;-















Gov



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN





		STAFF GOVERNORS



				EVIDENCE OF IMPACT;-



						1.		INCREASE IN NUMBER OF STAFF APPLYING TO BE A GOVERNOR



						2.		EXAMPLES OF STAFF APPROACHES TO GOVERNORS



















				EVIDENCE AVAILABLE;-



						a.		Governor list / database? (Kathryn, over to you - Alison Hurley)



						b.		Any governor events held with staff? (Kathryn, over to you)

										- COG

										- Membership meeting

				KPIs;-



						KAP060		Increase % of staff with Trust membership

						KAP061		Increase % of staff members applying for governor role







				GAPS;-











				TRAJECTORY;-















Estab



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust



		KEOGH ACTION PLAN



		PERFORMANCE MEASURE DEVELOPMENT



		ESTABLISHMENT DATA



				MUST DEMONSTRATE;-



				1.		INCREASED A&E MEDICAL STAFF ROTA COVER OOH



				2.		FEWER GAPS IN MEDICAL ROTAS & AHP STAFF



				3.		MANAGED ROLL OUT OF ESTABLISHMENT REVISIONS



				4.		SAFE NURSING ESTABLISHMENT





				EVIDENCE AVAILABLE;-



				a.		WTE Budget / Contractual / Actual by										ManAccs		8th WD

								- site

								- ward / department

								- staff category eg medical staff, nursing, admin etc

								To be signed off as correct - General Manager or equivalent

								To be distributed monthly via Performance Point



				b.		Bank & Agency usage by month, by site, by ward



				KPIs;-



						KAP032		Reduction in trained staff vacancies (across all staff groups)

								Reduction in untrained staff vacancies (across all staff groups)

						KAP035		Reduction in bank & agency usage

						KAP036		Reduction in rosta vacancies





				GAPS;-



				i.		How do we prove establishment links to actual rota?

								- query rota co ordinator documentation frm med staffings

								- can we get reports out of e-rostering to be able to trend the attached screen shot?



				ii.		Documented process for the managed roll out of establishments?



				TRAJECTORY;-











egEstabKPI

																																								Northern Lincolnshire and Goole Hospitals		NHS

																																								NHS Foundation Trust



		ESTABLISHMENT MONITORING



		VACANCY / OVER ESTABLISHMENT LEVELS



		THRESHOLD																																						MONTH		3

		CURRENT																																						REF KPI



						BUD		CONT		ACT		APR		BUD		CONT		ACT		MAY		BUD		CONT		ACT		JUN CONT		% CONT		JUN ACT		% ACT		BUD		CONT		ACT		JUL

		Trust Position				1		2		3		1		4		5		6		4		7		8		9		7								10		11		12		10

		Medical Staff																				580.67		526.61		587.36		54.06		90.7%		-6.69 		101.2%

		Nursing Staff																				2,186.70		2,015.95		2,080.20		170.75		92.2%		106.50		95.1%

		Scientific, Therapeutic & Technical Staff																				961.73		913.57		926.26		48.16		95.0%		35.47		96.3%

		Admin & Clerical Staff																				759.11		741.95		745.66		17.16		97.7%		13.45		98.2%

		Support Staff																				8.29		10.41		11.12		-2.12 		125.6%		-2.83 		134.1%

		Other Staff																				2.12		1.72		1.72		0.40		81.1%		0.40		81.1%



		Site Performance

		DPoW

		Medical Staff																				272.28		247.46		273.65		24.82		90.9%		-1.37 		100.5%

		Nursing Staff																				1,006.06		939.08		979.12		66.98		93.3%		26.94		97.3%

		Scientific, Therapeutic & Technical Staff																				384.27		355.55		355.35		28.72		92.5%		28.92		92.5%

		Admin & Clerical Staff																				214.13		209.90		213.79		4.23		98.0%		0.34		99.8%

		Support Staff																				4.83		4.20		5.41		0.63		87.0%		-0.58 		112.0%

		Other Staff																				1.72		1.72		1.72		0.00		100.0%		0.00		100.0%



		SGH

		Medical Staff																				264.19		241.44		271.52		22.75		91.4%		-7.33 		102.8%

		Nursing Staff																				834.81		759.47		781.32		75.34		91.0%		53.49		93.6%

		Scientific, Therapeutic & Technical Staff																				334.62		324.07		323.31		10.55		96.8%		11.31		96.6%

		Admin & Clerical Staff																				207.18		201.01		201.05		6.17		97.0%		6.13		97.0%

		Support Staff																				0.92		3.67		3.17		-2.75 		398.9%		-2.25 		344.6%

		Other Staff																				0.00		0.00		0.00		0.00				0.00



		GDH

		Medical Staff																				22.76		17.80		22.24		4.96		78.2%		0.52		97.7%

		Nursing Staff																				111.42		95.19		98.53		16.23		85.4%		12.89		88.4%

		Scientific, Therapeutic & Technical Staff																				25.17		28.05		27.10		-2.88 		111.4%		-1.93 		107.7%

		Admin & Clerical Staff																				16.31		16.77		15.86		-0.46 		102.8%		0.45		97.2%

		Support Staff																				0.00		0.00		0.00		0.00				0.00

		Other Staff																				0.00		0.00		0.00		0.00				0.00



		TRUSTWIDE

		Medical Staff																				21.44		19.91		19.95		1.53		92.9%		1.49		93.1%

		Nursing Staff																				234.41		222.21		221.23		12.20		94.8%		13.18		94.4%

		Scientific, Therapeutic & Technical Staff																				217.67		205.90		220.50		11.77		94.6%		-2.83 		101.3%

		Admin & Clerical Staff																				321.49		314.27		314.96		7.22		97.8%		6.53		98.0%

		Support Staff																				2.54		2.54		2.54		0.00		100.0%		0.00		100.0%

		Other Staff																				0.40		0.00		0.00		0.40		0.0%		0.40		0.0%







		DPoW

		Medical Staff

				Diagnostics																		9.75		9.60		9.83		0.15		98.5%		-0.08 		100.8%

				Medicine DPOW																		101.90		86.00		103.10		15.90		84.4%		-1.20 		101.2%

				Medicine S&G																		1.49		1.48		1.95		0.01		99.3%		-0.46 		130.9%

				Path Links																		0.58		0.50		0.50		0.08		86.2%		0.08		86.2%

				Surgery & Critical Care																		108.24		100.66		107.87		7.58		93.0%		0.37		99.7%

				Therapy & Community Services																		3.80		3.80		3.80		0.00		100.0%		0.00		100.0%

				Women & Childrens Services																		46.52		45.42		46.60		1.10		97.6%		-0.08 		100.2%

		Medical Staff Total																				272.28		247.46		273.65		24.82		90.9%		-1.37 		100.5%



		Nursing Staff

				Blood Services																		1.00		1.00		1.00		0.00		100.0%		0.00		100.0%

				Diagnostics																		0.50		0.50		0.76		0.00		100.0%		-0.26 		152.0%

				Medicine DPOW																		413.96		360.64		396.09		53.32		87.1%		17.87		95.7%

				Medicine S&G																		1.20		1.20		1.20		0.00		100.0%		0.00		100.0%

				Operations Central																		61.63		67.74		68.08		-6.11		109.9%		-6.45 		110.5%

				Pharmacy																		0.00		1.00		1.00		-1.00		0.0%		-1.00 		0.0%

				Surgery & Critical Care																		283.29		266.02		271.17		17.27		93.9%		12.12		95.7%

				Therapy & Community Services																		7.52		7.52		7.52		0.00		100.0%		0.00		100.0%

				Women & Childrens Services																		236.96		233.46		232.30		3.50		98.5%		4.66		98.0%

		Nursing Staff Total																				1006.06		939.08		979.12		66.98		93.3%		26.94		97.3%



		Scientific, Therapeutic & Technical Staff

				Chaplaincy & Volunteer Servs																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

				Diagnostics																		74.87		68.83		67.83		6.04		91.9%		7.04		90.6%

				Medical Engineering																		13.15		12.28		12.28		0.87		93.4%		0.87		93.4%

				Medicine DPOW																		13.42		10.32		10.95		3.10		76.9%		2.47		81.6%

				Path Links																		55.63		54.09		56.27		1.54		97.2%		-0.64 		101.2%

				Pharmacy																		47.26		42.88		41.30		4.38		90.7%		5.96		87.4%

				Surgery & Critical Care																		35.15		34.19		33.11		0.96		97.3%		2.04		94.2%

				Therapy & Community Services																		144.79		132.96		133.61		11.83		91.8%		11.18		92.3%

				Women & Childrens Services																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

		Scientific, Therapeutic & Technical Staff Total																				384.27		355.55		355.35		28.72		92.5%		28.92		92.5%





		SGH

		Medical Staff

				Diagnostics																		7.45		7.45		7.45		0.00		100.0%		0.00		100.0%

				Medicine DPOW																		2.00		1.00		1.00		1.00		50.0%		1.00		50.0%

				Medicine S&G																		90.70		80.05		97.16		10.65		88.3%		-6.46		107.1%

				Operations Central																		0.00		0.00		0.38		0.00		0.0%		-0.38		0.0%

				Path Links																		1.03		1.03		1.03		0.00		100.0%		0.00		100.0%

				Pharmacy																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

				Surgery & Critical Care																		109.46		98.96		108.73		10.50		90.4%		0.73		99.3%

				Therapy & Community Services																		7.35		8.35		8.36		-1.00		113.6%		-1.01		113.7%

				Women & Childrens Services																		46.20		44.60		47.41		1.60		96.5%		-1.21		102.6%

		Medical Staff Total																				264.19		241.44		271.52		22.75		91.4%		-7.33		102.8%



		Nursing Staff

				Blood Services																		1.00		1.00		1.00		0.00		100.0%		0.00		100.0%

				Chief Nurses Office																		3.00		3.00		3.00		0.00		100.0%		0.00		100.0%

				Diagnostics																		1.00		1.00		2.49		0.00		100.0%		-1.49		249.0%

				Medicine S&G																		358.32		320.19		336.07		38.13		89.4%		22.25		93.8%

				Operations Central																		57.97		56.46		57.97		1.51		97.4%		0.00		100.0%

				Path Links																		0.53		0.53		0.53		0.00		100.0%		0.00		100.0%

				Pharmacy																		1.80		2.00		2.00		-0.20		111.1%		-0.20		111.1%

				Surgery & Critical Care																		231.69		201.44		204.94		30.25		86.9%		26.75		88.5%

				Therapy & Community Services																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

				Women & Childrens Services																		179.50		173.85		173.32		5.65		96.9%		6.18		96.6%

		Nursing Staff Total																				834.81		759.47		781.32		75.34		91.0%		53.49		93.6%



		Scientific, Therapeutic & Technical Staff

				Diagnostics																		48.74		48.36		48.12		0.38		99.2%		0.62		98.7%

				Medical Engineering																		9.16		9.20		9.20		-0.04		100.4%		-0.04		100.4%

				Medicine S&G																		14.45		13.45		13.54		1.00		93.1%		0.91		93.7%

				Operations Central																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

				Path Links																		71.44		68.99		71.99		2.45		96.6%		-0.55		100.8%

				Pharmacy																		49.41		45.21		43.58		4.20		91.5%		5.83		88.2%

				Surgery & Critical Care																		24.87		27.63		26.48		-2.76		111.1%		-1.61		106.5%

				Therapy & Community Services																		116.55		111.23		110.40		5.32		95.4%		6.15		94.7%

				Women & Childrens Services																		0.00		0.00		0.00		0.00		0.0%		0.00		0.0%

		Scientific, Therapeutic & Technical Staff Total																				334.62		324.07		323.31		10.55		96.8%		11.31		96.6%







Estab Data

				ESTABLISHMENT POSITION

										AS AT 30th JUNE 2013								AS AT 31st JULY 2013								INC / DEC(-)

				SITE		STAFF CATEGORY		WARD / DEPARTMENT		WTE ESTABLISHMENT		WTE CONTRACTED		WTE ACTUAL		VAC / OVER-ESTAB		WTE ESTABLISHMENT		WTE CONTRACTED		WTE ACTUAL		VAC / OVER-ESTAB

				DPOW		Medical Staff		DPOW MED ST A AND E		23.00		15.00		22.20		8.00

								DPOW MED ST A AND E LOCUM		0.00		0.00		1.79		0.00

								DPOW MED ST ACUTE CARE		7.00		5.00		5.96		2.00

								DPOW MED ST ACUTE CARE LOCUM		0.00		0.00		1.05		0.00

								DPOW MED ST ANAES		31.79		29.57		30.03		2.22

								DPOW MED ST ANAES LOCUM		0.00		0.00		0.26		0.00

								DPOW MED ST BREAST SURG		2.00		2.00		2.80		0.00

								DPOW MED ST CARDIOLOGY		11.00		9.00		11.67		2.00

								DPOW MED ST CARDIOLOGY ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST CARDIOLOGY LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST CARDTHOR		0.15		0.15		0.15		0.00

								DPOW MED ST DERM		1.00		1.00		1.39		0.00

								DPOW MED ST DERM ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST DERM LOCUM		0.00		0.00		0.08		0.00

								DPOW MED ST DIABETES		8.00		7.00		7.00		1.00

								DPOW MED ST DIABETES ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST DIABETES LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST ELD MED		19.00		19.00		17.85		0.00

								DPOW MED ST ELD MED ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST ELD MED LOCUM		0.00		0.00		2.18		0.00

								DPOW MED ST ENT		8.86		7.00		7.00		1.86

								DPOW MED ST ENT ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST ENT LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST GASTRO		10.00		9.00		10.04		1.00

								DPOW MED ST GASTRO ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST GASTRO LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST GEN SURG		28.00		26.00		28.63		2.00

								DPOW MED ST GYNAE		10.77		11.27		10.77		(0.50)

								DPOW MED ST GYNAE LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST HAEMATOLOGY		4.30		3.40		4.28		0.90

								DPOW MED ST HAEMATOLOGY LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST MATERNITY		10.23		10.73		10.23		(0.50)

								DPOW MED ST MATERNITY LOCUM		0.00		0.00		0.00		0.00

								DPOW MED ST MED IMM		0.49		0.48		0.48		0.01

								DPOW MED ST NEONATAL		0.95		0.95		0.95		0.00

								DPOW MED ST NEUROLOGY		2.00		1.00		1.00		1.00

								DPOW MED ST NEUROLOGY ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST ONCOLOGY		2.04		2.04		2.04		0.00

								DPOW MED ST OPHTHALM		9.00		8.00		10.48		1.00

								DPOW MED ST ORAL SURG		3.70		3.70		3.40		0.00

								DPOW MED ST ORTHODONTIC		0.64		0.64		0.64		0.00

								DPOW MED ST ORTHOPAED		21.00		21.50		21.77		(0.50)

								DPOW MED ST ORTHOPAED LOCUM		0.00		0.00		0.08		0.00

								DPOW MED ST PAEDIATRICS		24.57		22.47		24.32		2.10

								DPOW MED ST PAEDIATRICS LOCUM		0.00		0.00		0.33		0.00

								DPOW MED ST RESP MED		9.50		9.50		9.50		0.00

								DPOW MED ST RESP MED ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST RESP MED LOCUM		0.00		0.00		0.22		0.00

								DPOW MED ST RHEUM		5.91		5.91		5.91		0.00

								DPOW MED ST RHEUM ADD ACT		0.00		0.00		0.00		0.00

								DPOW MED ST RHEUM LOCUM		0.00		0.00		0.26		0.00

								DPOW MED ST UROLOGY		3.25		2.25		2.25		1.00

								DPOW MED ST UROLOGY ADD ACT		0.00		0.00		0.00		0.00

								DPW COMMUNITY DENTAL SERVICE		3.80		3.80		3.80		0.00

								DPW MED ST ANAES ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST BREAST SURG ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST GEN SURG ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST GEN SURG LOCUM		0.00		0.00		0.53		0.00

								DPW MED ST GYNAE ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST OPHTHALM ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST OPHTHALM LOCUM		0.00		0.00		0.00		0.00

								DPW MED ST ORAL SURG ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST ORTHOPAED ADD ACT		0.00		0.00		0.00		0.00

								DPW MED ST PAEDIATRICS ADD ACT		0.00		0.00		0.00		0.00

								DPW MEDICINE MANAGEMENT		0.00		0.00		0.00		0.00

						Medical Staff Total				261.95		237.36		263.32		24.59

						Nursing Staff		DPOW MED ST NEONATAL		3.76		3.76		3.76		0.00

								DPOW MED ST PAEDIATRICS		2.76		2.76		2.76		0.00

								DPW A AND E DEPT		47.79		45.56		48.53		2.23

								DPW AMETHYST WARD		29.63		29.55		32.10		0.08

								DPW COMMUNITY DENTAL SERVICE		3.80		3.80		3.80		0.00

								DPW CRIT CARE WARD ITU		40.47		40.28		37.67		0.19

								DPW CRIT CARE WARD ITU OUTR		2.46		2.46		2.46		0.00

								DPW CRIT CARE WARD NICU		27.57		29.08		25.10		(1.51)

								DPW CRITICAL CARE HDU		13.37		13.35		13.39		0.02

								DPW ENDOSCOPY		22.88		26.72		27.38		(3.84)

								DPW HOME LOANS		3.00		3.00		3.00		0.00

								DPW MATERNITY ANTENATAL UNIT		7.45		7.53		6.75		(0.08)

								DPW MEDICAL CCU		20.25		21.71		22.17		(1.46)

								DPW MEDICAL MAT LEAVE		0.00		0.00		0.00		0.00

								DPW MEDICAL PIU		17.01		16.19		16.29		0.82

								DPW MEDICAL RAC PC		0.00		0.00		0.00		0.00

								DPW MEDICAL WARD ADMISSIONS		65.22		50.42		56.97		14.80

								DPW MEDICAL WARD C1 HOLLES		33.28		26.52		28.16		6.76

								DPW MEDICAL WARD C1 KENDALL		32.17		27.71		31.06		4.46

								DPW MEDICAL WARD C5		30.75		28.84		31.51		1.91

								DPW MEDICAL WARD C6		26.52		26.91		29.99		(0.39)

								DPW MEDICAL WARD D1		18.16		14.68		18.35		3.48

								DPW MEDICAL WARD STROKE UNIT		32.89		29.48		36.84		3.41

								DPW MEDICAL WARD SUPPORT POOL		6.71		4.00		4.11		2.71

								DPW MEDICINE VIRTUAL NURSING		4.65		1.00		1.93		3.65

								DPW MID AND GYNAE MAT LEAVE		0.00		0.00		0.00		0.00

								DPW MID BLUEBERRY TEAM		16.33		17.46		17.35		(1.13)

								DPW MID BREAST FEEDING SUPPORT		0.80		0.80		0.80		0.00

								DPW MID CENTRAL DELIVERY SUITE		13.85		13.26		13.65		0.59

								DPW MID COMMUNITY TEAM		21.38		20.44		21.61		0.94

								DPW MID HOLLY TEAM		16.33		18.10		17.73		(1.77)

								DPW MID HONEYSUCKLE TEAM		16.33		15.09		15.97		1.24

								DPW MID JASMINE TEAM		21.71		20.15		19.67		1.56

								DPW MID STUDENT MIDWIVES		0.00		0.00		0.00		0.00

								DPW MID SUBSTANCE MISUSE		0.50		0.50		0.50		0.00

								DPW NEW BORN HEARING SCREENING		2.24		1.92		1.92		0.32

								DPW OUTPATIENT NURSE		25.12		27.97		27.39		(2.85)

								DPW OUTPATIENT NURSE RADIOLOGY		5.03		4.75		4.90		0.28

								DPW PAEDS MAT LEAVE		0.00		0.00		0.00		0.00

								DPW PAEDS NURSE COMM OUTREACH		9.74		8.63		8.63		1.11

								DPW PAEDS OUTPATIENT DEPT		6.43		4.87		4.95		1.56

								DPW PAEDS PLAY SPECIALISTS		3.76		4.81		4.28		(1.05)

								DPW PAEDS WARDS		36.61		35.37		36.33		1.24

								DPW SPEC NURSE ADULT MEDICINE		2.00		2.00		2.00		0.00

								DPW SPEC NURSE CARDIOLOGY		4.80		4.80		4.80		0.00

								DPW SPEC NURSE COLORECTAL		2.00		1.60		1.60		0.40

								DPW SPEC NURSE DERM		1.20		1.20		1.20		0.00

								DPW SPEC NURSE DIABETES		2.00		2.00		2.00		0.00

								DPW SPEC NURSE ENT		1.00		1.50		1.50		(0.50)

								DPW SPEC NURSE GASTRO		2.59		2.60		2.60		(0.01)

								DPW SPEC NURSE GEN SURG		3.00		2.27		2.27		0.73

								DPW SPEC NURSE GYNAE		2.80		2.80		2.80		0.00

								DPW SPEC NURSE HAEMATOLOGY		2.00		1.00		1.00		1.00

								DPW SPEC NURSE ONCOLOGY		1.00		1.00		1.00		0.00

								DPW SPEC NURSE OPHTHALM		2.80		2.80		2.80		0.00

								DPW SPEC NURSE ORTHOPAED		2.00		2.00		2.00		0.00

								DPW SPEC NURSE PAIN MAN		1.00		1.00		1.00		0.00

								DPW SPEC NURSE PALLIATIVE CARE		3.91		3.91		3.91		0.00

								DPW SPEC NURSE PRE ASSESSMENT		2.84		2.84		2.84		0.00

								DPW SPEC NURSE RESPIRATORY		3.10		2.48		2.48		0.62

								DPW SPEC NURSE RHEUM		2.93		2.93		2.93		0.00

								DPW SPEC NURSE UROLOGY		1.00		1.00		1.00		0.00

								DPW SURGICAL BREAST CARE		9.20		11.56		11.79		(2.36)

								DPW SURGICAL DAY UNIT		13.77		13.59		13.77		0.18

								DPW SURGICAL MAT LEAVE		0.00		0.00		0.00		0.00

								DPW SURGICAL ORTHO OUT DEPT		5.75		6.17		5.59		(0.42)

								DPW SURGICAL WARD B1		26.61		26.13		27.74		0.48

								DPW SURGICAL WARD B2		27.01		23.06		25.28		3.95

								DPW SURGICAL WARD B3		37.64		34.54		36.83		3.10

								DPW SURGICAL WARD B4		25.85		23.31		25.73		2.54

								DPW SURGICAL WARD B6		24.86		26.07		27.19		(1.21)

								DPW SURGICAL WARD B7		23.72		21.60		21.59		2.12

								DPW THEATRES GENERAL		52.92		47.37		47.26		5.55

								DPW THERAPY DIETETICS		0.72		0.72		0.72		0.00

								DPW VIRTUAL TEAM		4.00		1.00		1.00		3.00

								ICS BEDS WARD A1		11.23		2.00		1.97		9.23

								OUTPATIENTS DPOW OPTHALMOLOGY		8.60		8.30		8.41		0.30

						Nursing Staff Total				1,004.56		936.58		976.36		67.98

						Scientific, Therapeutic & Technical Staff		DPW ACUTE SHORT TERM THERAPY		28.97		26.63		27.02		2.34

								DPW ANAES PRACTITIONERS		2.00		2.00		2.00		0.00

								DPW CHILDRENS THERAPY		17.59		17.83		16.41		(0.24)

								DPW COMMUNITY DENTAL SERVICE		1.71		1.71		1.71		0.00

								DPW CORE REHABILITATION TEAM		29.01		29.35		30.31		(0.34)

								DPW CRIT CARE WARD NICU		0.00		0.00		0.00		0.00

								DPW EXTENDED THERAPY TEAM		27.11		22.11		22.31		5.00

								DPW HOME LOANS		2.00		2.00		2.00		0.00

								DPW MEDICAL CARDIOLOGY UNIT		13.14		10.32		10.54		2.82

								DPW MEDICAL RAC PC		0.28		0.00		0.41		0.28

								DPW MID BLUEBERRY TEAM		0.00		0.00		0.00		0.00

								DPW MID CENTRAL DELIVERY SUITE		0.00		0.00		0.00		0.00

								DPW MID COMMUNITY TEAM		0.00		0.00		0.00		0.00

								DPW MID HOLLY TEAM		0.00		0.00		0.00		0.00

								DPW ORTHOPTIST SERVICE		2.79		2.49		2.49		0.30

								DPW SURGICAL DENTAL DEPT		3.06		2.86		2.86		0.20

								DPW SURGICAL ORTHO OUT DEPT		1.52		1.52		1.54		0.00

								DPW SURGICAL PLASTER ROOM		1.05		1.00		1.00		0.05

								DPW THEATRES GENERAL		24.73		24.32		23.22		0.41

								DPW THERAPY DIETETICS		11.53		10.53		10.52		1.00

								DPW THERAPY PODIATRY		9.47		9.04		9.04		0.43

								DPW THERAPY PSYCHOLOGY		4.75		2.91		2.91		1.84

								DPW THERAPY SPEECH AND LANGUAG		10.65		8.65		9.18		2.00

								DPW WHEELCHAIR SERVICES		2.00		2.20		2.20		(0.20)

						Scientific, Therapeutic & Technical Staff Total				193.36		177.47		177.67		15.89

				GOOLE		Medical Staff		GDH MED ST ANAES		3.57		2.30		2.30		1.27

								GDH MED ST ANAES ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST CARDIOLOGY		0.18		0.08		0.08		0.10

								GDH MED ST DERM		0.09		0.09		0.09		0.00

								GDH MED ST DIABETES		0.14		0.06		0.06		0.08

								GDH MED ST ELD MED		0.58		0.26		0.26		0.32

								GDH MED ST ENT		0.19		0.19		0.19		0.00

								GDH MED ST ENT ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST GEN MED		2.00		1.00		2.07		1.00

								GDH MED ST GEN MED LOCUM		0.00		0.00		2.00		0.00

								GDH MED ST GEN SURG		1.03		0.79		0.79		0.24

								GDH MED ST GEN SURG ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST GYNAE		0.43		0.43		0.43		0.00

								GDH MED ST HAEMATOLOGY		0.09		0.09		0.09		0.00

								GDH MED ST MATERNITY		0.09		0.09		0.09		0.00

								GDH MED ST MIU		5.11		4.11		4.92		1.00

								GDH MED ST MIU ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST MIU LOCUM		0.00		0.00		0.06		0.00

								GDH MED ST ONCOLOGY		0.09		0.09		0.09		0.00

								GDH MED ST OPHTHALM		2.45		2.45		2.45		0.00

								GDH MED ST OPHTHALM ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST ORAL SURG ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST ORTHOPAED		5.44		4.99		5.49		0.45

								GDH MED ST ORTHOPAED ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST ORTHOPAED LOCUM		0.00		0.00		0.00		0.00

								GDH MED ST PAEDIATRICS		0.08		0.08		0.08		0.00

								GDH MED ST PAIN MAN		0.06		0.12		0.12		(0.06)

								GDH MED ST PAIN MAN ADD ACT		0.00		0.00		0.00		0.00

								GDH MED ST RESP MED		0.16		0.11		0.11		0.05

								GDH MED ST RHEUM		0.09		0.09		0.09		0.00

								GDH MED ST UROLOGY		0.79		0.38		0.38		0.41

								GDH MED ST UROLOGY ADD ACT		0.00		0.00		0.00		0.00

								GDH MED STING GASTRO		0.10		0.00		0.00		0.10

								GDH MED STING GASTRO ADD ACT		0.00		0.00		0.00		0.00

						Medical Staff Total				22.76		17.80		22.24		4.96

						Nursing Staff		GDH ENDOSCOPY		7.87		4.01		4.01		3.86

								GDH MEDICAL WARD 3		34.04		27.48		30.39		6.56

								GDH MIU		12.45		12.89		12.57		(0.44)

								GDH OPHTHALMIC SUITE		4.59		3.93		3.94		0.66

								GDH OUTPATIENT NURSE		6.47		7.36		7.31		(0.89)

								GDH SURGICAL MAT LEAVE		0.00		0.00		0.00		0.00

								GDH SURGICAL WARD 6		24.83		21.69		22.07		3.14

								GDH SURGICAL WARD 7		6.83		7.03		7.80		(0.20)

								GDH THEATRES GENERAL		13.34		9.80		9.44		3.54

						Nursing Staff Total				110.42		94.19		97.53		16.23

						Scientific, Therapeutic & Technical Staff		GDH ACUTE SHORT TERM THERAPY		10.77		11.85		10.54		(1.08)

								GDH EXTENDED THERAPY TEAM		3.00		3.00		3.02		0.00

								GDH ORTHOPTIST SERVICE		0.25		0.25		0.25		0.00

								GDH THEATRES GENERAL		2.83		4.33		4.33		(1.50)

						Scientific, Therapeutic & Technical Staff Total				16.85		19.43		18.14		(2.58)

				SGH		Medical Staff		SGH COMMUNITY DENTAL SERVICE		3.00		3.00		3.00		0.00

								SGH MED ST A AND E		20.89		20.57		21.68		0.32

								SGH MED ST A AND E ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST A AND E LOCUM		0.00		0.00		2.71		0.00

								SGH MED ST ACUTE CARE		7.00		5.00		7.01		2.00

								SGH MED ST ACUTE CARE LOCUM		0.00		0.00		0.00		0.00

								SGH MED ST ANAES		31.61		25.72		28.55		5.89

								SGH MED ST ANAES ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ANAES LOCUM		0.00		0.00		0.09		0.00

								SGH MED ST CARDIOLOGY		12.82		7.92		11.33		4.90

								SGH MED ST CARDIOLOGY ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST CARDIOLOGY LOCUM		0.00		0.00		0.03		0.00

								SGH MED ST CARDTHOR		0.10		0.10		0.10		0.00

								SGH MED ST DERM		2.91		2.74		2.74		0.17

								SGH MED ST DERM ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST DERM LOCUM		0.00		0.00		0.00		0.00

								SGH MED ST DIABETES		9.86		10.94		8.24		(1.08)

								SGH MED ST DIABETES LOCUM		0.00		0.00		0.61		0.00

								SGH MED ST ELD MED		12.42		10.55		13.33		1.87

								SGH MED ST ELD MED ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ELD MED LOCUM		0.00		0.00		0.10		0.00

								SGH MED ST ENT		5.86		5.81		5.81		0.05

								SGH MED ST ENT ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ENT LOCUM		0.00		0.00		0.00		0.00

								SGH MED ST GASTRO		10.90		10.00		11.37		0.90

								SGH MED ST GASTRO ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST GASTRO LOCUM		0.00		0.00		0.97		0.00

								SGH MED ST GEN SURG		26.21		26.21		25.19		0.00

								SGH MED ST GEN SURG ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST GEN SURG LOCUM		0.00		0.00		0.16		0.00

								SGH MED ST GYNAE		11.57		11.95		11.92		(0.38)

								SGH MED ST GYNAE ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST GYNAE LOCUM		0.00		0.00		0.46		0.00

								SGH MED ST HAEMATOLOGY		2.21		2.61		3.81		(0.40)

								SGH MED ST HAEMATOLOGY LOCUM		0.00		0.00		0.00		0.00

								SGH MED ST MATERNITY		10.71		11.23		11.21		(0.52)

								SGH MED ST MATERNITY LOCUM		0.00		0.00		0.46		0.00

								SGH MED ST MED IMM		0.30		0.28		0.28		0.02

								SGH MED ST MED IMM ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST NEONATAL		4.38		4.38		4.38		0.00

								SGH MED ST NEUROLOGY		1.00		0.00		0.00		1.00

								SGH MED ST NEUROLOGY ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ONCOLOGY		1.45		1.45		1.45		0.00

								SGH MED ST ONCOLOGY ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST OPHTHALM		9.46		7.46		10.24		2.00

								SGH MED ST OPHTHALM ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST OPHTHALM LOCUM		0.00		0.00		2.38		0.00

								SGH MED ST ORAL SURG		3.30		3.30		3.30		0.00

								SGH MED ST ORAL SURG ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ORTHODONTIC		0.44		0.40		0.40		0.04

								SGH MED ST ORTHOPAED		19.47		17.92		19.00		1.55

								SGH MED ST ORTHOPAED ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST ORTHOPAED LOCUM		0.00		0.00		0.00		0.00

								SGH MED ST PAEDIATRICS		19.54		17.04		18.74		2.50

								SGH MED ST PAEDIATRICS ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST PAEDIATRICS LOCUM		0.00		0.00		0.24		0.00

								SGH MED ST PAIN MAN		0.65		0.71		0.71		(0.06)

								SGH MED ST PAIN MAN ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST RESP MED		9.84		7.89		11.37		1.95

								SGH MED ST RESP MED ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST RESP MED LOCUM		0.00		0.00		0.03		0.00

								SGH MED ST RHEUM		1.00		1.00		1.00		0.00

								SGH MED ST UROLOGY		12.46		11.43		12.90		1.03

								SGH MED ST UROLOGY ADD ACT		0.00		0.00		0.00		0.00

								SGH MED ST UROLOGY LOCUM		0.00		0.00		0.00		0.00

								SGH MEDICINE MANAGEMENT		0.00		0.00		0.00		0.00

								SGH OPERATIONS CENTRE		0.00		0.00		0.38		0.00

								TRW MED ST REHABILITATION		4.35		5.35		5.36		(1.00)

						Medical Staff Total				255.71		232.96		263.04		22.75

						Nursing Staff		OUTPATIENTS SGH OPTHALMOLOGY		11.55		8.17		8.68		3.38

								SGH A AND E DEPT		42.54		43.31		43.75		(0.77)

								SGH CRIT CARE WARD ITU		42.18		40.71		40.42		1.47

								SGH CRIT CARE WARD ITU OUTR		2.44		2.44		2.44		0.00

								SGH CRIT CARE WARD NICU		22.25		23.36		23.17		(1.11)

								SGH DISCHARGE LOUNGE		3.67		3.67		3.67		0.00

								SGH ENDOSCOPY		19.66		19.25		20.02		0.41

								SGH GYNAE WARD 19		16.26		16.21		15.90		0.05

								SGH HOSPITAL AT HOME		5.80		2.90		3.63		2.90

								SGH HSDU Synergy		3.86		3.86		3.86		0.00

								SGH MATERNITY ANTENATAL UNIT		5.49		4.63		4.63		0.86

								SGH MEDICAL BANK		4.00		1.34		1.36		2.66

								SGH MEDICAL CCU		22.39		21.48		22.26		0.91

								SGH MEDICAL DERM UNIT		2.12		2.12		2.12		0.00

								SGH MEDICAL MAT LEAVE		0.00		0.00		0.00		0.00

								SGH MEDICAL PIU		18.95		17.95		16.96		1.00

								SGH MEDICAL WARD 16		24.03		22.24		24.25		1.79

								SGH MEDICAL WARD 17		24.04		21.73		24.10		2.31

								SGH MEDICAL WARD 18		27.47		25.27		28.48		2.20

								SGH MEDICAL WARD 2		15.81		5.80		7.58		10.01

								SGH MEDICAL WARD 22		27.17		27.64		28.60		(0.47)

								SGH MEDICAL WARD 23		26.29		22.17		23.73		4.12

								SGH MEDICAL WARD 24		31.11		25.03		25.75		6.08

								SGH MEDICAL WARD ADMISSIONS		31.59		28.77		31.45		2.82

								SGH MEDICAL WARD STEP STONES		30.95		29.97		29.45		0.98

								SGH MID AND GYNAE MAT LEAVE		0.00		0.00		0.00		0.00

								SGH MID BREASTFEEDING SUPPORT		1.00		1.00		1.00		0.00

								SGH MID CENTRAL DELIVERY SUITE		34.77		35.57		36.98		(0.80)

								SGH MID STUDENT MIDWIVES		0.00		0.00		0.00		0.00

								SGH MIDWIFERY COMMUNITY TEAM		24.42		23.40		23.18		1.02

								SGH MIDWIFERY SUBSTANCE MISUSE		0.50		0.50		0.50		0.00

								SGH OUTPATIENT NURSE		20.80		23.65		23.91		(2.85)

								SGH OUTPATIENT NURSE RADIOLOGY		5.96		5.39		5.36		0.57

								SGH PAEDS ASSESMENT		3.80		2.45		2.45		1.35

								SGH PAEDS MAT LEAVE		0.00		0.00		0.00		0.00

								SGH PAEDS NURSE COMM OUTREACH		9.99		9.55		8.77		0.44

								SGH PAEDS OUTPATIENT DEPT		6.18		4.57		4.21		1.61

								SGH PAEDS PLAY SPECIALISTS		1.70		1.70		0.38		0.00

								SGH PAEDS WARDS		29.47		30.28		29.53		(0.81)

								SGH SPEC NURSE BREAST CARE		1.57		1.68		1.71		(0.11)

								SGH SPEC NURSE CARDIOLOGY		4.93		4.00		4.00		0.93

								SGH SPEC NURSE DERM		0.80		0.80		0.80		0.00

								SGH SPEC NURSE DIABETES		3.70		3.21		3.26		0.49

								SGH SPEC NURSE GEN SURG		2.48		2.48		2.48		0.00

								SGH SPEC NURSE GYNAE		1.00		1.00		1.00		0.00

								SGH SPEC NURSE HAEMATOLOGY		1.00		1.00		1.00		0.00

								SGH SPEC NURSE ONCOLOGY		2.00		2.83		2.88		(0.83)

								SGH SPEC NURSE OPHTHALM		2.35		2.35		2.39		0.00

								SGH SPEC NURSE ORTHOPAED		1.00		1.00		1.00		0.00

								SGH SPEC NURSE PAIN MAN		0.80		1.00		1.00		(0.20)

								SGH SPEC NURSE PRE ASSESSMENT		2.59		1.20		1.20		1.39

								SGH SPEC NURSE RESPIRATORY		4.96		4.96		4.96		0.00

								SGH SPEC NURSE UROLOGY		2.80		2.80		1.91		0.00

								SGH SPEC NURSES GASTRO		2.00		2.00		2.03		0.00

								SGH SPECIALIST NURSES ELDERLY		1.00		0.00		0.00		1.00

								SGH SURGICAL MAT LEAVE		0.00		0.00		0.00		0.00

								SGH SURGICAL WARD 11		38.75		35.91		37.49		2.84

								SGH SURGICAL WARD 25		28.46		19.96		22.95		8.50

								SGH SURGICAL WARD 26		22.67		19.63		21.62		3.04

								SGH SURGICAL WARD 27		14.46		10.55		10.02		3.91

								SGH SURGICAL WARD 28		37.60		32.45		33.51		5.15

								SGH THEATRES GENERAL		47.55		42.05		41.56		5.50

								SGH THERAPY DIETETICS		0.00		0.00		0.00		0.00

								SGH VIRTUAL TEAM		2.80		1.00		1.00		1.80

						Nursing Staff Total				827.48		751.94		772.30		75.54

						Scientific, Therapeutic & Technical Staff		SGH ACUTE SHORT TERM THERAPY		27.20		23.20		23.15		4.00

								SGH CHILDRENS THERAPY		17.92		18.83		19.62		(0.91)

								SGH COMMUNITY DENTAL SERVICE		5.11		5.11		5.11		0.00

								SGH CORE REHABILITATION TEAM		22.86		24.21		23.12		(1.35)

								SGH CRIT CARE WARD NICU		0.00		0.00		0.00		0.00

								SGH EXTENDED THERAPY TEAM		22.38		22.01		21.54		0.37

								SGH MEDICAL CARDIOLOGY UNIT		14.45		13.45		13.54		1.00

								SGH MID CENTRAL DELIVERY SUITE		0.00		0.00		0.00		0.00

								SGH MIDWIFERY COMMUNITY TEAM		0.00		0.00		0.00		0.00

								SGH ORTHOPTIST SERVICE		1.84		2.44		2.44		(0.60)

								SGH OUTPATIENT NURSE RADIOLOGY		0.00		0.00		0.00		0.00

								SGH SPEC NURSE CARDIOLOGY		0.00		0.00		0.00		0.00

								SGH SURGICAL DENTAL DEPT		2.52		2.52		2.52		0.00

								SGH SURGICAL PLASTER ROOM		2.00		2.00		2.00		0.00

								SGH SURGICAL WARD 26		0.00		0.00		0.00		0.00

								SGH THEATRES GENERAL		18.51		20.67		19.52		(2.16)

								SGH THERAPY DIETETICS		12.98		11.52		11.52		1.46

								SGH THERAPY PSYCHOLOGY		1.75		0.00		0.00		1.75

								TRW THERAPY REHABILITATION		6.35		6.35		6.34		0.00

						Scientific, Therapeutic & Technical Staff Total				155.87		152.31		150.42		3.56

				TRUSTWIDE		Nursing Staff		BLUE BADGE CO-ORDINATOR		0.80		0.80		0.80		0.00

								CHRONIC WOUND MANAGEMENT		4.48		4.48		4.48		0.00

								CLUSTER 1 DISTRICT NURSING		13.60		11.70		11.99		1.90

								CLUSTER 1 HEALTH VISITING		4.13		4.20		4.20		(0.07)

								CLUSTER 2 DISTRICT NURSING		20.35		20.90		19.61		(0.55)

								CLUSTER 2 HEALTH VISITING		11.39		9.99		9.99		1.40

								CLUSTER 3 DISTRICT NURSING		18.91		17.53		17.88		1.38

								CLUSTER 3 HEALTH VISITING		12.79		11.26		10.65		1.53

								CLUSTER 4 DISTRICT NURSING		15.66		15.17		15.97		0.49

								CLUSTER 4 HEALTH VISITING		4.60		4.80		4.80		(0.20)

								CLUSTER 5 DISTRICT NURSING		14.22		13.66		14.31		0.56

								CLUSTER 5 HEALTH VISITING		4.54		3.20		3.20		1.34

								CONTINENCE SERVICE		1.78		1.78		1.78		0.00

								DISTRICT NURSING STUDENTS		0.00		0.00		0.00		0.00

								FAMILY NURSE PARTNERSHIP		5.00		5.00		5.00		0.00

								HARM REDUCTION NURSE		1.00		0.00		0.00		1.00

								HEALTH VISITING STUDENTS		0.00		0.00		0.00		0.00

								HOME HEALTHCARE TEAM		8.87		8.72		8.78		0.15

								HPV CAMPAIGN		1.65		1.65		1.65		0.00

								INTERMEDIATE CARE TEAM		3.46		3.46		3.46		0.00

								LONG TERM CONDITIONS		6.90		7.70		6.22		(0.80)

								NEONATAL SCREENING		0.60		0.60		0.60		0.00

								PALLIATIVE CARE		4.47		4.87		5.12		(0.40)

								PODIATRY		1.82		0.92		0.92		0.90

								RAPID RESPONSE TEAM		14.03		12.01		12.88		2.02

								RELIEF TEAM HEALTH VISITING		0.40		0.53		0.53		(0.13)

								SCHOOL NURSING FAMILY PLANNING		13.36		12.82		12.38		0.54

								STOMA CARE		1.00		1.04		1.04		(0.04)

								SURG AND CRIT CARE MANAGEMENT		0.40		0.40		0.40		0.00

								THERAPY AND COMM MANAGEMENT		7.40		7.40		7.17		0.00

								VASCULAR CHECKS		2.40		0.80		0.80		1.60

								WOMEN AND CHILDRENS MANAGEMENT		1.00		1.98		0.98		(0.98)

						Nursing Staff Total				201.01		189.37		187.59		11.64

						Scientific, Therapeutic & Technical Staff		BACK CARE ADVISOR		0.00		0.00		0.00		0.00

								FAMILY NURSE PARTNERSHIP		0.00		0.00		0.00		0.00

								HOME LOAN SERVICE SKIPPINGDALE		8.00		6.00		9.06		2.00

								PODIATRY		7.85		8.45		7.95		(0.60)

								SPEECH THERAPY		6.80		6.10		5.50		0.70

								THERAPY AND COMM MANAGEMENT		0.00		0.00		0.00		0.00

								TRW PROFESSIONAL ADVISORS		5.40		5.40		5.49		0.00

								WHEELCHAIR REPAIR SERVICES		2.64		2.64		2.64		0.00

								WOMEN AND CHILDRENS MANAGEMENT		0.00		0.00		0.00		0.00

						Scientific, Therapeutic & Technical Staff Total				30.69		28.59		30.64		2.10

				Grand Total						3,080.66		2,838.00		2,959.25		242.66





Sickness



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN



		PERFORMANCE MEASURE DEVELOPMENT



		SICKNESS





				MUST DEMONSTRATE;-



				1.		REDUCTION IN SICKNESS LEVELS OF STAFF ON BOTH MEDIUM & LONG TERM ABSENCES













				EVIDENCE AVAILABLE;-



				a.		Data collated monthly

								- site

								- ward

								- number of days lost

								- reason for absence

								Distributed monthly via Share Point





				KPIs;-



						KAP033		Reduction in medium term sickness

						KAP034		Reduction in long term sickness









				GAPS;-



				i.		What principles are we adopting for classification of MT, LT sickness



				ii.		Robustness of data, significant improvement however data only robust as input provided.  Query medical staff sickness recording?





				iii.		Principle that the attached data will provide the high level summary, Organisational development continue to address individual issues













AmbHandover



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		PERFORMANCE MEASURE DEVELOPMENT





		AMBULANCE HANDOVER





				MUST DEMONSTRATE;-



						1.		IMPROVED HANDOVER TIMES



						2.		EVIDENCE OF USE OF ESCALATION PROCEDURES







				EVIDENCE AVAILABLE;-



						a.		EMAS dataset collated by;-

										- site

										- patient

										- time taken



						b.		Completion of see and treat area within Grimsby ECC - completed 23rd Aug



						c.		Joint handover protocol in place between the Trust & Ambulance service



						d.		Documented escalation policy



				KPIs;-



						KAP029		Reduction in time taken to handover from ambulance service to NLaG

						KAP030		RFID implemented in full at the Grimsby site (have commissioners agreed in NL?)



				GAPS;-



								Data provided by EMAS only, trying to track down YAS

								EMAS data is not validated

								Confirmation of implementation dates for RFID? EMAS & YAS?



				TRAJECTORY;-



								Implementation of RFID

								Interim option of regular audits?









egHOKPI

																																		Northern Lincolnshire and Goole Hospitals		NHS

																																		NHS Foundation Trust



		AMBULANCE HANDOVER



		WAITS BETWEEN 30 AND 60 MINUTES



		THRESHOLD		0																														MONTH		4

		CURRENT		1,508																														REF KPI		CB S07a



						Apr		May		Jun		Q1		Jul		Aug		Sep		Q2		Oct		Nov		Dec		Q3		Jan		Feb		Mar		Q4

		Trust Performance				1		2		3		1		4		5		6		4		7		8		9		7		10		11		12		10

		Actual				581		442		485		1,508		375						375																

		Variance				-581 		-442 		-485 		-1,508 		-375 						0		0		0		0		0		0						

		Site Performance

		DPoW				406		317		376		1,099		232						232																

		SGH				174		125		109		408		143						143																

		GDH				1		0		0		1		0						0																

		Commissioner Performance

		North East Lincs CTP

		NHS North Lincolnshire

		NHS Sheffield

		NHS Doncaster

		NHS Lincolnshire

		NHS North Yorks & York

		NHS East Riding of Yorks

		Other







		THRESHOLD																																MONTH

		CURRENT																																REF KPI



						Apr		May		Jun		Q1		Jul		Aug		Sep		Q2		Oct		Nov		Dec		Q3		Jan		Feb		Mar		Q4

		Trust Performance

		Actual

		Variance

		Site Performance

		DPoW

		SGH

		GDH

		Commissioner Performance

		North East Lincs CTP

		NHS North Lincolnshire

		NHS Sheffield

		NHS Doncaster

		NHS Lincolnshire

		NHS North Yorks & York

		NHS East Riding of Yorks

		Other



		WAITS GREATER THAN 1 HOUR



		THRESHOLD		0																														MONTH		4

		CURRENT		364																														REF KPI		CB S07b



						Apr		May		Jun		Q1		Jul		Aug		Sep		Q2		Oct		Nov		Dec		Q3		Jan		Feb		Mar		Q4

		Trust Performance				1		2		3		1		4		5		6		4		7		8		9		7		10		11		12		10

		Actual				196		43		125		364		27						27																

		Variance				-196 		-43 		-125 		-364 		-27 						0		0		0		0		0		0						

		Site Performance

		DPoW				157		29		104		290		15						15																

		SGH				39		14		21		74		12						12																

		GDH				0		0		0		0		0						0																





DirVis



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN



		PERFORMANCE MEASURE DEVELOPMENT



		DIRECTOR VISITS



				EVIDENCE OF IMPACT;-



						1.		NUMBER OF VISITS COMPLAINTS INFORMATION IS VISIBLE













				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP062		100% Director visits reported quarterly to both the Board and QPEC

						KAP063		100% Agreed actions from director visits documented with Board and QPEC oversight



						KAP064		100% of Director visits evaluation forms received from every visit

						KAP065		100% of Director visits report complaints information visible







				GAPS;-







				TRAJECTORY;-















Acuity



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		PERFORMANCE MEASURE DEVELOPMENT





		ACUITY





				MUST DEMONSTRATE;-



						1.		CLOSE MONITORING OF ACUITY OF PATIENTS IN ALL AREAS













				EVIDENCE AVAILABLE;-



						a.		Level of Admissions



						b.		Critical Care Demand



						c.		Non elective activity levels



						d.		Ambulance arrivals



						e.		NEWs score?



				KPIs;-



								NEWS score

								Deteriorating patient CQUIN





				GAPS;-







				TRAJECTORY;-















MandTrain



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		PERFORMANCE MEASURE DEVELOPMENT





		MANDATORY TRAINING & APPRAISALS





				MUST DEMONSTRATE;-



						1.		ADDRESS SHORTFALLS IN MANDATORY TRAINING













				EVIDENCE AVAILABLE;-



						a.		Monthly report detailing % compliance by Directorate / clinical group









				KPIs;-



						KAP058		Increase % of staff completed mandatory training

						KAP059		% Increase in the number of staff with completed appraisals











				GAPS;-



				i.		Robustness of data, significant improvement however data only robust as input provided to corporate team.







				TRAJECTORY;-















Volunteers



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		PERFORMANCE MEASURE DEVELOPMENT





		VOLUNTEER NUMBERS





				MUST DEMONSTRATE;-



						1.		WIDER ROLL OUT OF VOLUNTEERS AT MEAL TIMES













				EVIDENCE AVAILABLE;-



						a.		database of volunteers?



						b.		Ward roll out plan















				KPIs;-



						KAP066		% of patients having been assisted with feeding







				GAPS;-



				i.		Need to develop a way to identify the number of patients assisted - take roll out plan linked to actual recruitment of volunteers x bed occupancy?







				TRAJECTORY;-















Incid



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN



																Speak to Jill Mill

		INCIDENCES & SUIs



				EVIDENCE OF IMPACT;-



						1.		REDUCTION IN INCIDENCES WHERE ZERO TOLERANCE IS APPLIED



						2.		REDUCTION IN SUIs



						3.		REDUCTION IN SAME TYPE INCIDENTS & SUIs



						4.















				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP037		Reduction in incidences with a common theme

						KAP038		Reduction in SUIs with similar themes







				GAPS;-











				TRAJECTORY;-















Complaints



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN



																Speak to Sarah Davey

		COMPLAINTS



				EVIDENCE OF IMPACT;-



						1.		DECREASE IN THE NUMBER OF RELEVANT COMPLAINTS



						2.



						3.



						4.



						5.











				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP039		% of complaints responded to within the timescale agreed with the complainant

						KAP040		All complaints acknowledged within 3 working days

						KAP041		Reduction in the number of reopened complaints

						KAP042		Complaint action plans implemented within the agreed timescale

						KAP043		10% reduction in complaints received - by 31Mar14

						KAP044		Reduction in complaints with similar themes



				GAPS;-







				TRAJECTORY;-















InfecCtrl



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		INFECTION CONTROL



				EVIDENCE OF IMPACT;-



						1.		DISPENSERS ARE ALWAYS FULL



						2.		DISPENSER INSTRUCTIONS ARE CLEARLY DISPLAYED



						3.



						4.



						5.











				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP067		Continued reduction in clostridium difficile infections

						KAP068		Number of MRSA infections

								<<Spk to Viv re saving lives measures>>





				GAPS;-









				TRAJECTORY;-















SurvMonkey



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN





		SURVEY MONKEY



				EVIDENCE OF IMPACT;-



						1.		STAFF ABLE TO ENGAGE WITH KEOGH PLANS



						2.		INCREASE IN NUMBER OF STAFF WHO CAN RECOGNISE THE SENIOR TEAM



						3.		STAFF CAN DISCUSS THE TRUSTS VISION & VALUES



						4.		STAFF ARE AWARE OF THE ZERO TOLERANCE FRAMEWORK



						5.		ALL NURSES & MIDWIVES CAN TALK ABOUT CN STRATEGY











				EVIDENCE AVAILABLE;-













				KPIs;-













				GAPS;-



						i.		Nothing currently in place, need to develop a multiple choice survery to be answered through survery monkey







				TRAJECTORY;-















Staff Exp



																Northern Lincolnshire and Goole Hospitals		NHS

																NHS Foundation Trust





		KEOGH ACTION PLAN



		STAFF EXPERIENCE



				EVIDENCE OF IMPACT;-

																speak to Simon Dunn

						1.		OUTPUT FROM MORALE BAROMETER



						2.		FEEDBACK FROM STAFF FEEDBACK SESSIONS









				EVIDENCE AVAILABLE;-













				KPIs;-



						KAP073		% of staff who would recommend this ward as a place to work?

						KAP074		% staff who would be happy for a friend of family member to receive care on this ward?

						KAP075		% of staff who are you satisfied with the care that they provide?









				GAPS;-











				TRAJECTORY;-















BLANK



														Northern Lincolnshire and Goole Hospitals				NHS

														NHS Foundation Trust





		KEOGH ACTION PLAN





		PERFORMANCE MEASURE DEVELOPMENT





		_______________________________________________





				EVIDENCE OF IMPACT;-

















				EVIDENCE AVAILABLE;-













				KPIs;-

















				GAPS;-











				TRAJECTORY;-
















