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This evidence appendix provides the supporting evidence that enabled us to come to our judgements of the
guality of service provided by this trust. It is based on a combination of information provided to us by the
trust, nationally available data, what we found when we inspected, and information given to us from
patients, the public and other organisations. For a summary of our inspection findings, see the inspection
report for this trust.

Facts and data about this trust

Acute hospital and community sites at the trust
A list of the acute hospitals and community sites at South Tees Hospitals NHS Foundation Trust
is below.

Details of any specialist )
Name of acute . . Geographical area
. : Address services provided at the
hospital site . served
site
Neurosciences, renal
The James . ) .
Cook Marton Road, medicine, spinal injuries,
) ) Middlesbrough, TS4 | major trauma, Middlesbrough
University . .
. 3BW cardiothoracic, vascular
Hospital .
surgery and cancer services

From the North Yorkshire
Friarage Northallerton, North moor; to the central
Hospital Yorkshire, DL6 1JG Pennines, the borders of

P ' York district (south) and

the borders of Darlington.
Egst Cleveland | Alford Road, Rehabilitation and palliative
Primary Care Brotton, care
Hospital TS12 2FF
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Guisborough Northgate,
Primary Care Guisborough TS14

Hospital 6HZ
Redcar
Primary Care West Dyke Road,
iy Redcar, TS10 4NW
Hospital
The Friary Q_ueens Road,
Communit Richmond
Hospital y North Yorkshire,
P DL10 4AJ

(Source: https://www.southtees.nhs.uk/hospitals/)

Is this organisation well-led?

Leadership

Not all leaders at Board/senior level had the necessary experience, knowledge, capacity, to
lead effectively. The need to develop senior leaders was not always recognised or
identified therefore action was not always taken. Although there was leadership training for
certain roles within the organisation there was no recognised organisational development
strategy to develop senior leaders and those aspiring to move into executive roles.

We had concerns about the model for medical leadership; it had led to a splintered
approach with a lack of clarity in accountabilities and a lack of a collective view of the
medical priorities for the organisation.

The board had seen considerable change over the last two to four years, especially with the
executive members. All the executive members had been recruited since October 2015 with only
two of the non-executive members in post prior to September 2015. The trust had a unique
executive structure at Board level with four medical directors (MD) as voting members of the
board. Other executive members were the CEO, director of nursing and the finance director.

The CEO joined the trust in April 2015 full time as a director of transformation with a focus on the
transformation and financial recovery of the trust. They were appointed as permanent CEO from
October 2015.

The medical directors (MD) took up post in April 2016 and worked clinically the equivalent of three
days/week with two days/week each for their MD duties including each having responsibility for a
specific set of clinical specialities within a clinical “centre”. Board members told us that the strength
of this model was the MDs’ link to frontline work as they all worked clinically. The MDs were clearly
passionate about patients and quality of care, however, there was a lack of capacity for the MDs to
effectively deliver their leadership roles; this was compounded by a lack of leadership training and
skills. There was also a view by some senior staff that the model of four MDs was not effective as
there was a perceived lack of clarity in accountabilities and a lack of a collective view of the
medical priorities for the organisation.

For all executive directors, apart from the finance and estates directors, this was their first position
at Board level. The trust therefore had a relatively inexperienced executive leadership team when
operating at board level within a unitary board. We were told by both clinical staff and some
members of the board that the board did not always work together well as a unitary board.
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The finance director’s brief was very narrowly focussed on the financial and procurement aspects
of the trust and the role did not engage with the broader trust responsibilities. We were told this
was a deliberate decision to ensure there was sufficient focus on financial recovery. There was no
chief operating officer (COQ) post. Other directors included: interim director of HR, business
development, and estates (appointed September 2016); they were not board members. We were
told they did not routinely attend the board. For example, the director of HR who was also
interviewed as the trust’s equality and diversity lead did not attend board meetings; it was unclear
how HR issues were effectively represented at the board. Following the inspection the CEO stated
that board responsibility for strategic HR matters was within their portfolio. This meant that at
board level both the CEO and director of nursing had a very broad portfolio / “bandwidth” which
was acknowledged by the CEO. There was also a lack of experienced senior leaders supporting
these roles. Some senior staff said it was hard to get quality time with the CEO as they were very
busy operationally. The Trust had identified the need to appoint a COO to provide additional
operational capacity thus allowing the CEO to be more strategic. This was confirmed during the
inspection by the CEO. Following the inspection the trust told us they had tried to recruit in both
August 2018, December 2018 and March 2019 but there had been no suitable applicants. No
interim arrangements had been put in place meantime to address this identified gap.

There was a relatively new chairman who had been in post since April 2018 and prior to that had
been a non-executive director at another NHS organisation. The non-executive director posts were
all filled with the newest appointment being in February 2018. There was a suitable mix of skills
and experience across the non-executive directors. However, the CEO told us that some of the
NEDs could, on occasion, cross into the role of the executive team; due to the pressures placed
upon the Board with regard to in year operational performance by regulators.

The trust had a senior manager lead for learning disability, safeguarding adults and children; they
were knowledgeable, and the team was visible on the wards providing support in real time to
clinical staff. There was also a nursing lead identified for dementia or frailty.

Local leadership of the core services we inspected varied however, almost all staff we spoke with
felt supported within their directorate. Well led at both James Cook and Friarage hospitals required
improvement for the core services of surgery, diagnostics and critical care. In particular we had
concerns about well led in critical care in relation to staffing levels and prevention of patient harm.

At the time of the inspection board development activity was limited, and was topic driven rather
than the development of an effective unitary board, an example given was a planned away day
about the system change to take further cost out. However, following the inspection we were told
that over the last three years the board had worked on board effectiveness as part of board
development work required to sign off the enforcement action placed on the Trust in 2013. Since
October 2015, the Board had covered a range of topics from effective board governance and the
Board Assurance Framework (BAF) through to team dynamics and interpersonal skills. The chair
was committed to developing a more structured programme linked to the board’s self-assessment
arrangements which had yet to become embedded. The CEO told us they had recognised that
there was a need to develop leadership competency within their team. There was no-one on the
aspiring CEO national programme.

There had been considerable changes to corporate functions, especially quality, HR and finance in
2018/19, and restructuring at all levels. There was concern from staff at all levels that the quality
portfolio was not being effectively addressed following the decision to disestablish the director of
quality role in December 2017.
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The re-organisation of both the HR and finance functions including a reduction in posts as a cost-
saving. There was an HR business partner model which, in line with other corporate functions,
was developed to support the clinical centres on the front line. A de-centralised HR hub had been
put in place to ensure clear HR support and accountability for performance against agreed HR
metrics at a centre level. There has been a re-focusing of the priorities of the HR team and a
reduction in staffing to reflect this and to bring the Trust’s HR corporate costs in line with the top
guartile when compared with other trusts.

The finance directorate had access to staff development activities hosted within the region.
Opportunities to participate in national training and development networks were constrained by the
financial position of the trust. There was currently no plan for the finance team to seek formal
finance staff development accreditation.

Following the inspection the Trust confirmed that there had been a very tight vacancy control
process across the Trust for the last 12 months as part of the NHSI's regulatory control and
enforcement action. We were told that all centres ran a vacancy control panel and all decisions to
recruit were signed off by the CEO.

The HR team were starting to work with the operational directors to develop succession planning
within the Centres. We were told there had been a recent assessment centre for staff wanting to
move into service management roles.

There were some programmes in place to develop leadership such as participating in an Ashridge
Masters in Leadership course (for up to 15 staff, with eight participating at the time of the
inspection) and consideration was being given to developing a more local MBA course with a
nearby university. In addition, we were told that where performance was concerning there was a
“Strengths-based approach” to improvement, an example of a clinical team using this to improve
the lung cancer pathway was given. We were told that nurse leadership roles at ward level went
through an assessment centre linked to the Model ward operating model which identified staff who
required further development to be put in place.

There were some apprenticeship-based leadership and management programmes up to master’s
level for band 7 staff and above. The trust subscribed to the North East Leadership Academy
(NELA) enabling leaders and managers to access NELA’s workshop programme. The trust had
staff who were qualified to deliver the Mary Seacole leadership programme (a six-month
leadership development programme) to trust and regional staff. The trust also had an annual
Schwartz round programme (Schwartz Rounds provide a structured forum where staff come
together regularly to discuss the emotional and social aspects of working in healthcare).
Foundation Year 1 doctors participated in a 12-month foundation leadership and management
programme leading to an accredited leadership qualification. Following the inspection the Trust
told us they ran the Government apprenticeship scheme and as of May 2019 had introduced 253
active apprenticeships across the Trust.

The trust was developing new workforce models and multidisciplinary roles. The trust supported
by Health Education England had secured 48 places on a new advanced clinical practitioner
apprenticeship programme at Teesside University. This enabled the development of staff into
innovative advanced clinical practice roles for nurses, AHPs, pharmacists and scientists.

Fit and Proper Persons Requirement (FPPR)

Whilst all appropriate checks for FPPR had been carried out, we found this was not always
recorded within board members' personal files.

We reviewed fifteen director’s files (both non-executive and executive) to determine whether
appropriate steps had been taken to complete employment checks for executive and non-

20171116 900885 Post-inspection Evidence appendix template v3 Page 4




executive board members in line with the FPPR (Regulation 5 of the Health and Social Care Act
(Regulated Activities) Regulations 2014). This regulation ensures that directors of NHS providers
are fit and proper to carry out this important role.

We found that the trust’s policy for FPPR had been approved in September 2018 and met the
requirements of the regulation. Directors completed annual self-declaration forms to confirm
whether they complied with the regulation. However, there were gaps in the files we reviewed; we
were not assured that the appropriate FPPR checks had been taken:

e Four of the 15 did not have evidence of a valid DBS check. The others were in place with
one check dated 2013 and the remainder dated from 2017 onwards.

e Five of the fifteen had no reference checks.

e There was no insolvency of director’s disqualification recorded in any of the files for 2018 or
2019.

During the factual accuracy process the trust provided us with evidence that had not been
available in the files we reviewed on inspection which indicated that:

e References had been completed; in three cases references had been included on clinical
personal files not the files we reviewed. Two Board Members were long standing
employees and did not have references however, on review by the Trust in September
2018, the Chairman provided a letter of Good Standing to be included within their Board
files.

e DBS checks were in place

¢ Insolvency checks had been carried out but were not routinely included in the personnel
files.

An FPPR assurance paper presented to the board in March 2018 indicated that directors and non-
executive directors had completed the FPPR annual paper work for the year 2017/2018 and that
directors would next be asked to repeat this process in Quarter four of 2018/2019.

The diversity of the Board members is outlined in the table below:
e Of the executive board members at the trust, 14.3% were Black Minority Ethnic (BME) and
28.6% were female.
e Of the non-executive board members 0.0% were BME and 37.5% were female.

Staff group BME % Female %
Executive directors 14.3% 28.6%
Non-executive directors 0.0% 37.5%

(Source: Routine Provider Information Request (RPIR) — Board Diversity tab)

Staff representatives told us that they felt there was good representation of females on the board,
but they were concerned that there were four MDs and only one nursing representative.

The board had an understanding of the broader health challenges locally and nationally. The trust,
as a tertiary centre, was aware of the key leadership role it had to play in the Tees Valley
integrated care system (ICS). The ICS covered seven local authorities; five CCGs; and the local
NHS trusts. The CEO had been appointed as the provider lead for the ICS.

The CEO was a member of the ICS board. There was work ongoing within the ICS region to
develop a transformational strategy for the Tees region. The chief executive was the regional lead
/ senior responsible officer for some of the workstreams for the ICS: urgent and emergency care
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and stroke provision. Other workstreams included maternity; frailty and elective care. The medical
directors, some senior clinicians and managers also participated in the work streams associated
with this programme. The board members recognised that there was a need to invest in senior
transformational capability and strengthen operational capacity to enable them to be more
externally focused and to deliver change within the organisation. A new role was being created
across the ICS of transformational director to deliver the implementation of the ICS strategy for the
area once it was agreed. A joint board had recently been held with local trusts about the
development of the ICS.

The immediate structure below the board was the operational management board (OMB) which
included the clinical and operational directors from the clinical centres. At corporate level there
was the medical directors’ office, nursing and quality and the corporate centre teams.

Operationally the trust was run through four clinical centres; urgent and emergency care and
Friarage; planned and specialist care; community and corporate. Each centre was led by a team
made up of a medical director, an assistant director of nursing, a professions’ lead and an
operations director who were supported by matrons and service managers. The operations
directors reported to the MD leading each centre and since November 2018 were also
accountable to the deputy CEO for performance. The centres had a number of specialised clinical
directorates within them, each led by a clinical director on a three-yearly term of tenure. At the time
of the inspection there were 40 clinical directors however there was a revised “Clinical leadership
model 2019 - 2022” being developed by the CEO to realign some of the directorates into different
centres and to reduce the number of clinical directors to 20 by April 2019. The plan was for this to
go live from 1 April 2019. The centres had some support from finance and HR functions through a
business partner model with dedicated staff assigned to each of the centres.

There was a chief pharmacist in place who reported directly to the Chief Executive as both the
controlled drug local intelligence network and Pharmacy representative. They recognised that
recruitment was a challenge with vacancies around 10%, however, this was indicative of the
national picture. The pharmacy department were working with other local Trusts and GP practices
around joint posts and with local university pharmacy departments.

Vision and strategy

The trust had a mission statement, a vision and guiding values. The values were being
reviewed. The trust had an overarching “Target Operating Model 2015 — 2020” and we were
told the trust was refreshing its strategy. A clinical strategy was in development.

We were told that the trust was in the process of refreshing its strategy to align with the developing
integrated care system for the Tees Valley area. The immediate priority was developing an aligned
clinical strategy and senior team members were involved in this process and were leading on
several work programmes.

The mission was “to provide seamless, high quality, safe healthcare for all” and the vision was “to
be recognised nationally for excellence in quality, patient safety, patient experience, social
engagement and continuous improvement”.

The values displayed on the trust’s website and submitted by the trust were:
e Putting patients at the centre of everything we do
e Continuously improving quality
e Using our resources to the benefit of the wider community
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e With an additional one in a document given to CQC at the inspection — supporting,
respecting and valuing each other

However, as part of the inspection a different set of values was shared with us taken from the staff
engagement action plan:

e Bold - in our ambitions, actions and thinking

e Open - to challenge, to try new ideas, to fail fast and learn from our mistakes

e Accountable - for our actions and those of our teams

e Authentic - acting with genuine and honest intent

We were told these had been developed at a “strategic dialogue day”.

The trust had five strategic objectives developed in 2015:
e We will deliver excellence in patient outcomes and experience
e We will deliver excellence to be seen as an employer of choice
e We will drive operational performance to deliver responsive, cost effective care
e We will deliver long-term financial sustainability to invest in our future
e We will develop clinical and commercial strategies to ensure our long-term sustainability.

Strategy and business development was led by the CEO with support from a small transformation
team. The team was now outwardly focussed upon the Integrated care system (ICS) regional
work. The CEO had appointed a director of business development to lead this work focussing on
clinical strategy and transformation.

The board members we spoke with stated that they prioritised quality above finances, but we
heard from several staff at varying levels that decisions made were based upon financial drivers
and implemented without clinical engagement (more detail is provided in the finances overview
section below).

There was a plan for strategy development within the Trust. The trust had an overarching “Target
Operating Model 2015 — 2020” which was launched in September 2015. Within this there were a
number of “strategic imperatives” such as to “increase our patient focus to ensure clinical
effectiveness and excellence in both patient outcome and patient experience”. The model had a
staged approach to delivery which included the change to the medical leadership model by
bringing in five medical directors which has recently changed to four MDs.

A number of strategies were in development/ready for approval at the time of the inspection. They
included: clinical strategies and a number of underpinning strategies such as a communication
and engagement strategy and a research and innovation interim strategy.

The trust’s research and innovation strategy referred to as interim was an update of an existing
strategy until a jointly developed strategy was in place that would cover the newly formed Durham
Tees Valley Research Alliance. This, together with the communication and engagement strategy
was approved by the Board in February 2019. A staff engagement strategy was in development
which was yet to be approved by the Board.

Clinical strategies were being reviewed and developed for each speciality with the clinical and

business intelligence units. This was described to us by the corporate leads for strategy; the most
recent were in 2018/19 for the neurosurgery and spinal directorate, cardiology directorate and the
urology directorate. These contained a SWOT analysis including performance and market drivers.
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We were given an example where the intelligence unit had used data to inform the change of a
ward use from a traditional function to a 72 hour ward at the “front of house”. Feedback from staff
we spoke with indicated that they did not all understand the rationale for the changes: it seemed
that they were not well engaged or informed about these developments.

In the services we inspected staffs’ understanding of the vision and strategy varied.

At the time of the inspection there was no evidence of a coherent financial strategy to achieve
financial balance in the medium term. The lack of a medium-term financial plan was a concern.

In addition to this the Tees Valley ICS was reviewing clinical service provision and pathways
focussed on five key areas. There are some supporting enabling workstreams in place to
complement the emerging whole system clinical strategy. These included bed reconfigurations
and the establishment of a clinical intelligence unit with a focus on predictive analysis. However
more granular work was required on workforce and financial strategies to ensure a more
sustainable health system going forward. There was mixed feedback from external stakeholders
as to how engaged the trust were within the wider system to improve care pathways and services
for patients. On inspection, there were similar views shared by the board members we spoke with.

The Board members we spoke with were aware of the national, regional and local challenges and
opportunities for the health care system and how they saw the trust operating within it.

The trust had strategies in place for meeting the needs of patients with a mental health, learning
disability, autism or dementia diagnosis.

The trust had responded to the national imperative to improve the quality of care for those patients
with a mental health need who required care in an acute hospital setting. "There was an ED
consultant who was the lead for mental health and covered both sites. There were regular
governance meetings with the local mental health trust where they reviewed breaches of waiting
time targets, referral mechanisms and repeat attenders. The two trusts developed management
plans for repeat attenders and worked closely to ensure a joined-up approach for these patients,
along with GP’s and police/probation. The trust had developed a pathway that supported those
patients who were in mental health hospitals but needed to come to the acute hospital for physical
healthcare. This pathway supported an initial assessment of patients so that they were correctly
placed without having to come through ED and might go straight to a surgical ward for example.

There was a ‘Treat as One Strategy’ 2018-2021 which was also involved services in the Durham
and North Tees area. The strategy focused on six key areas of service delivery with the aim of
ensuring that patients with potential or pre-existing mental health disorders have their holistic
needs appropriately assessed and treated by appropriately skilled staff. Staff meet monthly to
review each of the six areas. Examples of progress were:

e Two-week pilot where patients in various departments were asked to participate in basic
psychological screening using a validated screening tool, the PHQ-9. Of the 19 people
screened during that time, six were identified as having some mental health needs and two
were referred to the PLT for further work.

e MH awareness training became mandatory for staff as part of this strategy and the trust
was on track to hit their 12-month target of having 40% of staff complete this training.

e The trust was also working with the local mental health trust to deliver joint modules in the
preceptorship programme.
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There had been a dementia strategy for 2013-2018 which had covered areas such as staff
training, hospital environment and patient and carer experience. Examples of work included
training over 10,000 staff within the five years. For assessment and identification, the trust had
built frailty screening into the initial triage and were about to roll out a new nursing pathway and
documentation that further supported this work. The lead nurse for frailty was also a nurse advisor
for the National Audit of Dementia and the trust had participated in this for the last four years. In
terms of assessment of patients for delirium and dementia, the trust had a target to undertake this
within 72 hours; the trust has never scored below their target of achieving this in 90% of patients
since the strategy launched in 2013.

The trust was working towards its Pharmacy and Medicine Management Strategy 2018 - 2021
which had been approved at Board level. In addition to this strategy the trust had a Medicines
Optimisation Strategy January 2018 - March 2020 which further helped to reinforce workstreams.
The strategy was developed by 15 volunteers from the pharmacy team at all grades. This was
then shared with the whole pharmacy team. The focus for project development was medicines
optimisation savings and IT implementation. The Pharmacy and Medicine Management Strategy
and Medicines Optimisation Strategy were regularly reviewed as part of Safer Medicine Practice
Group.

Culture

Staff at different levels of the organisation described the culture, at executive level, as top
down and directive.

There was a deterioration in staff engagement as evidenced by the staff survey. This was
also confirmed by what staff told us about the culture of the organisation.

Many medical and nursing staff told us that a ‘top down’ culture had developed over the last two-
three years which was command and control in its nature. This was evidenced in the staff survey
results (see below). Many staff expressed concerns that the actions and behaviours by some
senior staff taken to address behaviour and performance was inconsistent with the vision and
values. The most significant area where this varied was feedback from medical staff. Staff side
representatives told us that morale and goodwill was declining and that there was a lack of
engagement with clinical staff. They also reported instances of staff feeling bullied for speaking
out. Staff we spoke with felt that the balancing of quality with financial performance and tipped
much more towards to finance in the last 12 months.

The CEO talked of “pushing the servant leadership culture” (whereby the leader exists to
provide guidance and direction, but the employees are empowered to make

decisions) however, this was not reflected in what we saw or heard. When we asked other staff
about the servant leadership model they were not aware of it and did not understand it.

The CEO was also driving a culture of rapid change — “if it's more right than wrong; go with it and
can fail fast”. A number of staff expressed concern about the push for rapid change and they told
us they felt they were done to rather than working with.

However, there were a lot of staff who told us they felt well supported in the trust by their
colleagues and were proud to work for the organisation and their team. Consultants were
supportive of one another, junior doctors felt well supported by their seniors. Many staff told us
that they had worked for the trust for a long time and were loyal and positive about their
colleagues and the care they provided.
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NHS Staff Survey 2017 and 2018

The trust had undertaken sample staff surveys for the last three years and had recognised that
there were some concerns within this. The trust's Workforce committee was recommending a full
staff survey for 2019.

The following illustration shows how this provider compares with other similar providers on ten key
themes from the 2018 survey. Possible scores range from one to ten — a higher score indicates a
better result.

Survey 2018 NHS Staff Survey Results > Theme results > Overview m
Coordination
Centre England
Equality, Health & Immediate Morale Quality of Quality of care Safe Safe Safety culture Staff
diversity & wellbeing managers appraisals environment environment engagement
inclusion - Bullying & - Violence

harassment

‘|l

| — | |
7 | | | 1
§ 6 | i | | | |
= ‘
> 5 | | | |
3 i | { {
] | | | |
0
Best 95 6.4 7.3 6.5 62 7.9 86 9.7 71 7.4
93 56 6.6 5.8 45 7.4 8.1 95 63 6.6
Average 9.2 5.9 6.8 6.2 5.4 7.4 8.1 9.5 6.7 7.0
Worst 83 55 6.5 5.7 as 7.1 7.4 9.3 63 6.6
Responses 407 411 409 406 326 367 407 406 407 412

The 2018 survey is based on themes rather than the key questions in the 2017 survey, therefore
we cannot directly compare with the 2017 results. However, there were no themes where the
trust’s scores were significantly higher (better) or lower (worse) when compared to the 2017 staff
survey as shown in the table below:

ZoAkEE respf::l";ents L respch::dsents signisftigztlz::ige?

Equality, diversity & inclusion 9.2 410 9.3 407 Not significant
Health & wellbeing 5.9 114 5.6 a11 Not significant
Immediate managers 6.8 414 6.6 409 Not significant
Morale 0 5.8 406 N/A

Quiality of appraisals 4.9 332 4.5 326 Not significant
Quality of care 7.7 355 7.4 367 Not significant
Safe environment - Bullying & harassment 8.1 410 8.1 407 Not significant
Safe environment - Violence 9.3 412 9.5 406 Not significant
Safety culture 6.4 413 6.3 407 Not significant
Staff engagement 6.8 414 6.6 412 Not significant

Source: http://www.nhsstaffsurveys.com/Page/1064/Latest-Results/2018-Result/
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Staff Diversity

There was a lack of focus on equality and diversity and at the time of the inspection there
were no staff networks in place promoting the diversity of staff.

The HR director was also the trust lead for equality and diversity. We were told that there were
five HR staff who operated as business partners in each centre and going forward some of these
would have a specialist interest in this area. However, no extra time was allocated for this; it
would be alongside their existing work load.

Senior HR staff confirmed that the trust had an equality and diversity group (Equality and
inclusion: fairness Forum) which had been set up in 2018.; this had been set up at a strategic
level. We were told it did not have any staff on it with these characteristics and the group had not
been supported by the staff side committee. Following the inspection the trust provided notes
from the meetings between February and August 2018 — there were no notes provided from
September 2019 to date. Post inspection we were also that an Equality, diversity and inclusion
group was being re-established in 2019.

The trust submitted an “Equality, diversity and inclusion strategy”, however, it was not dated.
There was a 2018/19 equality and diversity action plan in place. However, only two of the 16
actions due to be finished by October 2018 had been completed. We were told that the draft
equality, inclusion and diversity strategy would be presented to the March 2019 workforce
committee then through to board for ratification. The draft strategy indicated that an equality and
diversity action plan would be developed and that progress against this plan would be monitored
by the trust’s equality and diversity lead and reported annually to the Workforce Committee.

The 2018 staff survey indicated that the trust was slightly better than average on the equality,

diversity and inclusion responses.

The trust provided the following breakdowns of medical and dental and nursing and midwifery

staff by Ethnic group.

Ethnic group

Medical and dental
staff (%)

Nursing staff (%)

Nursing midwifery
staff (%)

White 5.6% 26.4% 2.5%
BME- British 2.5% 1.3% 0.0%
BME- Non-British 1.2% 0.5% 0.0%
Unknown / Not Stated 0.7% 1.6% 0.2%

(Source: Routine Provider Information Request (RPIR) — Diversity tab)

Workforce race equality standard (WRES)
The trust had reviewed the national WRES and submitted a report in August 2018 to the NHS
England WRES team identifying compliance against the standards, where the gaps were and
actions to address this. However, on the action plan we reviewed there were no timescales for
achievement of the actions and no evidence was provided as to the progress of the plan. The
report stated that the action plan was reviewed by the trust’'s Workforce committee with progress
to be reviewed on a bi-annual basis. We were told that the trust had recently (from September
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2018) started to analyse recruitment data in detail from initial application to recruitment with a
monthly report being generated.

There were statistically significant differences between BME and white staff scores for all four of
the WRES questions in the 2017 staff survey for this trust. The 2017 staff survey results indicated
that the percentage of BME staff experiencing harassment, bullying or abuse from staff at this trust
significantly deteriorated from 21% to 35% which was also worse than the England average of
29%. However, the 2017 staff survey results indicated that the percentage of BME staff
experiencing harassment, bullying or abuse from patients, relatives or the public at this trust was
the same as 2016 and was better than the England average. The percentage of staff believing that
the organisation provided equal opportunities for career progression (70%) had deteriorated for
BME staff at the trust and remained worse than for white staff (88%). The percentage of staff who
had personally experienced discrimination at work was similar to the national average. There was
an “Addressing Bullying Action Plan” which had been developed in 2018 and was ongoing at the
time of the inspection.

The scores presented below are questions relating to bullying and harassment from the NHS
staff survey, they are question 17b and key findings 25, 26 and 21 split between white, black and
minority ethnic (BME) staff, as required for the Workforce Race Equality Standard.

Notes:

* These scores are un-weighted, or not adjusted.

* For question 17b, the percentage featured is that of ‘Yes’ responses to the question.

* Key finding and question numbers have changed since 2014.

* In order to preserve the anonymity of individual staff, a score is replaced with a dash if the staff
group in question contributed fewer than 11 responses to that score.

Your Trust in Average (median) Your Trust in
2017 for combined acute 2016
and community
trusts
KF25 Percentage of staff experiencing White 28% 26% 22%
harassment, bullying or abuse from BME 239, 27% 239,
patients, relatives or the public in
last 12 months
KF26 Percentage of staff experiencing White 25% 23% 21%
harassment, bullying or abuse from
staff in last 12 months BIME 35% 29% 21%
KF21 Percentage of staff believing that the White 88% 88% 88%
organisation provides equal BME 70% 73% 74%
opportunities for career progression
or promotion
Q17b In the 12 last months have you White 5% 6% 5%
personally experienced BME 14% 15% 15%

discrimination at work from
rmanager/team leader or other
colleagues?

(Source: NHS Staff Survey 2017)

Friends and Family test

The Friends and Family Test was launched in April 2013. It asks people who use services
whether they would recommend the services they have used, giving the opportunity to feedback
on their experiences of care and treatment.
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The trust scored above the England average for recommending the trust as a place to receive
care from October 2017 to September 2018. However, the number of people participating was
low, at only 6.8%.in October 2018 compared to the national average was 12.5%.
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(Source: Friends and Family Test)

Sickness absence rates

Sickness was being managed down to ward level; every ward had a trigger report to show
absence by ward. The sickness policy had not changed, however, staff now aware that they would
be managed effectively with return to work interviews held. Managers told us that most staff
accepted this as they were the ones who were left to pick up the work when others were absent.
Winter months had higher levels with 4.9% in September 2018 and in January 2019 they were
4.89 against the trust target of 3.5. The graph below shows the sickness rate from August 2017 —
July 2018. The trust’s sickness absence levels in August 2017 were lower than the England
average. From September 2017 to July 2018 the trust’s sickness absence levels were higher than
England average.
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(Source: NHS Digital)
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General Medical Council — National Training Scheme Survey
In the 2018 General Medical Council Survey the trust performed the same as expected for all
the 13 indicators.

@ Better than expected (O Same as expected & Worse than expected
Survey area RAG
Overall satisfaction @)
Clinical Supervision @
Clinical Supervision out of hours O
Handover O
Induction O
Adequate Experience O
Supportive environment @
Work Load @
Educational Supervision O
Feedback O
Local Teaching O
Regional Teaching @
Study Leave @

(Source: General Medical Council National Training Scheme Survey)

It was not clear from the incidents we reviewed if Duty of candour was fully applied as there
was a lack of evidence of written notification of an apology and whether any investigation
outcomes were routinely sent.

There was a duty of candour section at the end of the 24/72 hour reports we reviewed asking if the
affected person or relatives had been informed of the incident. Within each serious incident route
cause analysis investigation report there was a section called “Involvement and support of patients
and relatives” with reference to the trust’s “Being Open” policy. The text included whether the
patient /carer/family had been informed of the incident and whether an apology had been given. In
one of the three pressure ulcer incidents which we reviewed there was also an initial discussion
sheet which recorded who the trust had met with; patient and /or relatives, a summary of what was
said and whether they wished to receive written notification of the investigation. It was not clear in
the other two what information was given to the patient or their family. None of the incidents we
reviewed indicated that the patient, family or carers had helped set the terms of reference for the
investigation. A number of staff we spoke with said they did not always raise concerns as they felt
that nothing happened when they did and there was no or limited feedback. Within the 2017 staff
survey the percentage of staff reporting errors, near misses or incidents witnessed in the last
month was 80% which was worse than the national figure of 94% and the staff confidence and
security in reporting unsafe clinical practice (3.57) was worse than the national average (3.84).

Following the inspection the trust provided us with details of audit they had undertaken which
indicated that of the 11 incidents reviewed there were: seven that recorded both a verbal and
written discussion, three were verbal only and one was not achieved as they were unable to
contact next of kin.

The trust had a “Freedom to Speak Up: Raising Concerns (Whistleblowing)” policy issued in
December 2016. At this time the trust Freedom to Speak Up Guardian was 