Imperial College Healthcare NHS

NHS Trust
TRUST BOARD AGENDA - PUBLIC
30 November 2016
11.30 - 13.00
W12, Hammersmith Hospital
Agenda Presenter Timing | Paper
Number
1 Administrative Matters
1.1 Chairman’s opening remarks & apologies Chairman 11.30 Oral
1.2 Board member’s declarations of interests Chairman Oral
1.3 Minutes of the meeting held on 28 Sept 2016 | Chairman 1
14 Record of items discussed at Part Il of board | Chairman 2
meeting held on 28 Sept & 23 Nov 2016

15 Action Log and matters arising Chairman 3
2 Operational items
2.1 Patient story Director of nursing 11.35 4
2.2 Chief Executive’s report Chief executive 5
2.3 Integrated performance report Safe/effective: Medical director

Caring: . D|_rector of nursing 6

Well-led: Director of P&OD

Responsive: DD Medicine & Int care

DD surgery, cancer & CV
DD Women'’s, chil'n & CS
2.4 Month 7 2016/17 Finance report Chief finance officer 7
3 Items for decision or approval
3.1 Appointment of external auditors Chief finance officer 12.10 8
3.2 Trust strategy document Chief executive 9
4 Items for discussion
4.1 CQC update report Director of nursing 12.25 10
4.2 Sustainability and transformation plan Chief executive 11
4.3 Agency reporting to NHS Improvement Director of P&OD 12
5 Items for information
5.1 NHS Improvement Q2 performance report | Chief executive | 12.45 13
6 Board committee reports
6.1 Finance and investment committee (23 Nov) | Committee chair 12.50 14
6.2 Redevelopment committee (23 Nov) Committee chair 15
6.3 Quality committee (16 Nov) Committee chair 16
6.4 Audit, risk & governance committee (12 Oct) | Committee chair 17
7 Any other business | |
8 Questions from the Public relating to agenda items
| | 12.55

9 Date of next meeting

Public Trust board: Wednesday 25 January 2017, New Boardroom, Charing Cross Hospital
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Imperial College Healthcare NHS

NHS Trust
MINUTES OF THE TRUST BOARD MEETING IN PUBLIC
Wednesday 28 September 2016
11.30-13.00
Clarence Wing Boardroom, St Mary’s Hospital

Present:
Sir Richard Sykes Chairman
Sir Gerry Acher Deputy chairman
Dr Rodney Eastwood Non-executive director
Peter Goldsbrough Non-executive director
Dr Andreas Raffel Non-executive director
Sarika Patel Non-executive director
Victoria Russell Designate non-executive director
Dr Tracey Batten Chief executive
Richard Alexander Chief financial officer
Prof Janice Sigsworth Director of nursing
Dr Julian Redhead Medical Director
In attendance:
Jan Aps Trust company secretary (minutes)
Kevin Jarrold Chief information officer
David Wells Director of people and organisational development
Prof Tim Orchard Divisional director, medicine & integrated care
Prof TG Teoh Divisional director, women'’s, children’s & clinical support
Prof Jamil Mayet Divisional director, surgery, cancer & cardiovascular
Michelle Dixon Director or communications
Guy Young Deputy director, patient experience
Stephanie Harrison-White Head of patient experience
1 | Administrative Matters Action

1.1 | Chairman’s opening remarks and apologies

The Chairman welcomed members and the public to the meeting, noting apologies
from Nick Ross and Prof Gavin Screaton. He extended a particular welcome to those
attendees who had recently been appointed to board positions.

1.2 | Board members’ declarations of interests

There were no declarations of interest made at the meeting.
1.3 | Minutes of the meeting held on 27 July 2016

The minutes were accepted as an accurate record of the meeting.

1.4 | Record of items discussed at Part Il of board meeting held on 27 July 2016

The Trust board noted the report.

1.5 | Action Log and matters arising

The Trust board noted the update from David Wells regarding bank and agency spend.
2 Operational items

2.1 | Patient Story

Prof Sigsworth introduced the Patient Story, reminding the Trust board that at the
January meeting members had expressed concern that there was sufficient resource to
support patients with learning difficulties (only one post at that time). The Trust had
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committed to increasing understanding and awareness of how to support such
patients; this had been reported to the Trust board in May. The story outlined in the
paper sought to demonstrate continued improvement and provide assurance.

AM, the respite care home manager, where WH resided spoke of the particularly
positive experience that WH had as he returned on many occasions for treatment —
she highlighted the care, respect and compassion that was demonstrated by the staff
at all levels and in all areas. AM had been visiting the hospital sites for many years,
and was delighted to see the great improvement in the way her clients were being
treated.

Both the Chairman and Dr Batten extended appreciation and thanks to AM and WH.

Responding to a query from Sir Gerry Acher, Prof Sigsworth noted that awareness of
the needs of patients with learning disabilities was encompassed in the safeguarding
training undertaken by all clinical staff.

The Trust board welcomed the patient story and took assurance in the improved
service being provided to patients with learning disabilities.

2.2 | Chief Executive’s report

Noting that most issues were the subject of specific papers, Dr Batten highlighted the

following:

e The junior doctors’ contract would be the subject of a high court decision that day;
the Trust continued to work in a collaborative way with the junior doctors, and was
pleased to note that all industrial action had been suspended.

e The bio-medical research centre (BRC) had been awarded £90m over the next 5
years; whilst this was a reduction in funding, it was still the highest funding awarded
to a single AHSC. Noting the increase in funding to the UCLP BRC, Sir Richard
Sykes commented that they had a greater number of research clinicians engaged
in fundamental research.

e Chelsea & Westminster NHS FT were to share the Trust’s electronic patient record
platform, which would be a great opportunity for improving care across the two
trusts. Kevin Jarrold, the Trust’s chief information officer (ClIO) would become the
joint CIO of both trusts, enabling great efficiency, effectiveness and co-ordination,
particularly in the implementation of the global digital excellence programme. The
appointment was a reflection of the strong working relationship developing across
the two organisations.

¢ Responding to a query from Dr Andreas Raffel, Prof Sigsworth confirmed that the
timing of the lift upgrade programme needed to balance availability of capital
funding and the level of disturbance acceptable to patients, either due to frequency
of breakdown or due to the extended refurbishment period.

The Trust board noted the chief executive’s report.

2.3 | Integrated performance report

SAFE/ EFFECTIVE: In commenting on the safety and effectiveness indicators, Dr
Julian Redhead particularly noted that: standardised mortality rates remained
comparatively low; reporting of serious incidents was slowly increasing whilst severe
harm remained very low (reflecting a good reporting culture); MRSA cases remained at
zero, but cases of C difficile had risen above the trajectory (each case was being
reviewed carefully to identify, and reduce future risk of, lapses of care or incorrect
antibiotic procedures). The Chairman commented that to eradicate MRSA, given the
age of the infrastructure, was a particular achievement. Responding to a query from
Peter Goldsbrough, Dr Redhead outlined the work that had been undertaken during
2016 to embed learning from incidents, to use Datix to provide feedback to those who
reported incidents, and also outlined a range of initiatives in place as part of
embedding a safety culture. Peter Goldsbrough asked which of the indicators were
considered to be prospective rather than retrospective, and queried whether scores in
these were lower. Dr Redhead reflected that the aim was for continuous improvement
in all areas.
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CARING: Prof Sigsworth noted that introduction of app technology had helped in
achieving an increase in the FFT outpatient response rate, but that satisfaction was
reported as having decreased; whilst disappointing, the additional feedback was
considered useful in identifying where further improvement could be achieved. The
technology was being considered for introduction in the emergency department where
response rates remained low. Patient and family feedback remained positive in relation
to the change in approach being taken with complaints, and they continued to be
responded to in a timely fashion.

WELL-LED: David Wells reported that as part of the issues being addressed in the
occupational health department, timeliness of recruitment clearances had reduced, but
additional resources were returning this to a more acceptable position. Responding to
Sarika Patel, he acknowledged that core mandatory training for junior doctors
remained low; this was being addressed by electronic training results between trusts,
and also Dr Redhead noted that there were potentially more doctors trained for whom
the results had not yet been entered. A far more positive position was expected for the
next board report. Mr Wells was pleased to report that sickness rates continue to fall.
He also noted that voluntary turnover remained stable (though noting that the vacancy
rate was increasing), appraisal rates were good, and bank usage appeared to be
replacing use of agency (agency use remained higher in areas of particular skill
shortage). Responding to Dr Eastwood’s positive comments on the GMC report, Dr
Redhead was pleased to note the improved comparative position. Inresponse to a
query from Sir Gerry Acher, Prof Sigsworth confirmed that internal promotion continued
strongly, providing good opportunities for staff wishing to progress; staff were also
being ‘rotated’ between sites to provide new opportunities for staff, and apprentice
opportunities were being explored.

RESPONSIVE: Prof Orchard commented that the emergency department reflected
equally on the flow through the hospital as on the activity within the department; a
trajectory had been agreed, which had been mainly met since April, but would not be
achieved in September. Increasing attendances, particularly at Charing Cross
Hospital, with significant growth in ambulance attendances suggested a change in
conveyancing; this would be discussed further with London Ambulance Service. Prof
Orchard outlined the programme of actions and redevelopment in training to reduce the
pressure on all areas, and considered the Trust would finish the financial year with a
‘run-rate’ at 95%, but recognised the vulnerability of the performance to a bad winter.
Prof Orchard reported that he was now writing to Vocare on a weekly basis, and was
meeting with the chief executive and chairman of the CCG to discuss the shortcoming
in the service provided by Vocare. This included that, rather than remove 26,000
attendances in the emergency department, attendances were actually rising, and
particular issues in the streaming of patients, and late presentation of patient to the
emergency department (resulting in breaches — a two per cent impact on
performance). There had been no further clinical incidents leading to potential clinical
harm.

Prof Mayet reported that six of the eight cancer targets had been met; the Trust
underperformed against the 62-day screening target, and 62-day GP referral to first
treatment standard (as a result of late referrals from other hospitals — more appropriate
monitoring methodology would result in the Trust achieving this target in 2017/18).
There continued to be a number of elective cancellations, mainly caused by the
pressure of additional non-elective patients in the system.

Prof Teoh reported that the diagnostic targets had been met in August, and that
outpatient ‘did not arrive’ patients had reduced slightly at 11.8% - the target was 10%.
The outpatient improvement programme was improving the experience of patients
using these services.

The Trust board noted the report.

2.4

Month 5 2016/17 Finance report
Richard Alexander presented the month 5 financial report confirming that both the
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Trust in-month and year-to-date positions remained slightly ahead of plan. Activity had
been above plan, and was reflected in an income position £7.4m above plan year to
date. Pay was favourable to plan, with agency costs continuing below those of the
previous year and also below the agency cap. Non-pay was adverse to plan, although
this was partly off-set by favourable variance in income. The focus continued in
relation to the CIP programme and productivity improvement working with PwC.

The Trust board noted the report.

2.5 | Referral to treatment (RTT ) performance update and recovery plan

Prof Mayet outlined the elective care pathways, via the two week wait (for suspected
cancer) and the 18 week pathway (for other diagnoses). The target was for 92% of
patients to be treated within 18 weeks of being referred by their GP; the Trust was
achieving 83% and was expected to worsen until the data validation exercise was
completed (end December 2016). Investigation had identified that the inappropriate
data entry in the patient administration system introduced two years previously was the
main cause, alongside the inherent complexity of the RTT rules. Audit had identified
six specialties where there were issues and these were being carefully audited (by end
December 2016) to identify patients requiring treatment and to ensure that no patients
had suffered harm as a result of extended waits. The focus would be to move to
ensure accurate data entry (right first time), and a programme of re-education was in
place to achieve this. Whilst as much activity as possible would be undertaken within
the Trust, some elective procedures would be undertaken by private providers.

The Trust board noted the report.

3 Items for decision or approval

3.1 | NWL sustainability & transformation plan

Dr Batten introduced the report, noting that the plan sought, for the first time, to
describe the strategic direction agreed by partners across a geographic footprint (44
across England) to develop high quality, sustainable health and care services in line
with the Five Year Forward View. The local footprint covered the eight boroughs of
NW London, a total spend of £4 billion across health and care. The plan contained
some early population analysis. The focus was on redesigning services such that
people remained as well as possible at home or in the community and did not require
hospital-based services.

Along with clinical plans there were also work-streams focusing on workforce, ICT and
estates. The governance surrounding the plan and organisational structure required
further attention, but at present there was a Transformation Board (of which Dr Batten
was a member) chaired by a CCG Chair, which would develop recommendations for
the individual accountable bodies to support (there was no delegation of authority to
the groups beyond that held by the individual attendees).

It was acknowledged that there was significant work to be undertaken on stakeholder
and public engagement; the Trust had started on this. Responding to a query from Sir
Gerry Acher, Dr Batten confirmed that the Trust was not signing up that the strategies
outlined would deliver the size of the gap identified; there was more work to be done on
the financials and how /if the actions outlined could and would address the gap. Moving
from an iliness service towards a health service required upfront funding; the centrally
held Sustainability and Transformation Fund sought to provide a level of funding, but
the health bodies’ requirement to develop two year business plans would work in
parallel with this. There was also a central desire to move towards a system wide
control total, which would require a completely new approach. Fundamentally, the
three principles (health and well-being; care and quality; finance and efficiency) were
the right direction, but it would not be an easy transition. Dr Batten noted that, within
the Trust, she was supported in this work by a wide range of others, including: Dr
Redhead (specialist commissioning), Prof Orchard (accountable care partnerships);
Kevin Jarrold (ICT); David Wells (workforce) and Anne Mottram (strategy).

The Trust board approved, in principle, the NW London Sustainability and
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Transformation Plan, and delegated authority to the chief executive to approve the final
version for submission subject to the nature of the proposed amendments.

4 Iltems for discussion

4.1 | CQC update report including OPD inspection preparedness

Prof Sigsworth presented the report, focusing on the Trust’s preparation for the CQC
inspection in late November 2016, outlining both the comprehensive outpatient
improvement programme, and self-assessment undertaken as part of the preparation
(resulting in two ‘good’ and two ‘requires improvement’ scores).

Sarika Patel commented that, as noted earlier in the meeting, the FFT scores for
outpatients were rather low. Prof Sigsworth acknowledged this, and reflected that the
feedback highlighted that the main concern was delays in the clinics themselves; she
considered that greater engagement would be the way to address this. She
recognised that the CQC ‘responsive’ domain was the most vulnerable indicator.

The Trust board noted the report.

4.2 | National cancer patient experience results

Prof Sigsworth introduced the paper which demonstrated, after a number of years of
poor results, a much improved position suggesting that the approach being taken to
improve the experience of patients with cancer, notably the Trust /Macmillan
partnership, had been successful. She particularly noted the dedication and
consistently high standards delivered by the clinical nurse specialists and Dr Katie
Urch.

The Trust board was pleased to note the improvement demonstrated in the report, and
supported the Trust’s continuing approach to improving the experience of patients with
cancer.

4.3 | Emergency planning, resilience & response (EPRR) — bi-annual update

Prof Sigsworth presented the EPRR report, which sought to provide the Trust board
with assurance in relation to the Trust's EPRR arrangements, and compliance in
relation to the Civil Contingencies Act. Emergency preparedness and major incident
arrangements were considered to be particularly strong, with a robust series of testing
undertaken. Whilst well-rehearsed business continuity arrangements exist for the
clinical areas in relation to power failures and ICT downtime, broader directorate and
divisional business continuity plans need further work.

The Trust board noted the report, and confirmed that it provided appropriate assurance
in relation to EPRR arrangements. It was noted that the business continuity plans
would be reviewed by ARG once revised.

4.4 | St Mary’s Hospital redevelopment — public exhibition

Michelle Dixon reported on the public exhibition held on 8-10 September, which
enabled visitors to view the display of proposals on a set of ten boards and meet the
development project team along with Trust clinicians and managers. The exhibition
received a total of 239 visitors. Feedback was generally positive, particularly in the
improvements in patient environment and experience, and the overall design. A
programme of actions was now being developed.

The Trust board noted the report.

5 Iltems for information

5.1 | Single oversight framework

Jan Aps introduced the paper on the single Oversight Framework which would replace
the Accountability Framework (from 1 October 2016) by which individual trust’s
performance had previously been assessed. Arrangements were in place to ensure
that the Trust scorecard and other monitoring processes were fully aligned with the
new requirements.

The Trust board noted the report.

5.2 | Annual workforce equality report
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David Wells introduced the paper which provided an overview of key workforce equality
metrics for the previous year, noting that the information within the report was used to
monitor progress and to provide information for future actions to promote equality and
combat discrimination. Responding to a question from Sarika Patel he commented
that the diversity observed was more a reflection of the diversity of the local population
than the overseas recruitment undertaken by the Trust. Peter Goldsbrough expressed
concern at the level of staff reporting harassment (28% of white staff, and 35% BME
staff); David Wells commented that this did not correlate with the recent wider staff
survey — David Wells would provide further information.

The Trust board noted the report.

DW

Board committee reports

The Trust board noted the report from the board committees as follows:

Finance and investment committee (19 August/ 21 September)
Redevelopment committee (27 July / 21 September).

Any other business

There were no items of any other business.

Questions from the Public relating to agenda items

In responding to questions from the public, the following key points were made by Trust

board members:

e The Trust expected to submit a planning application for the new outpatient building
to Westminster Council before Christmas 2016; it would be subject to the standard
planning processes.

¢ Noting specific concerns from a member of the public, details were taken for the
PALS team to take forward, and ensure that lessons were learned.

e Recognition of how hard staff were working was welcomed. However, whilst
working efficiently within the existing models, fundamentally new models of care
and ways of working were required to bring about the necessary scale of changes
required.

e The Sustainability and Transformation Plan gave a direction of travel towards the
vision outlined in the five-year forward view; this would move the NHS away from
focussing on how to treat patients once they arrived at hospital and work more
effectively at keeping them healthy and/or treating them in more appropriate
settings.

Date of next meeting

Public Trust board, 30 November 2016: W12, Hammersmith Hospital — start
time to be confirmed — approximately 11.30
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Imperial College Healthcare INHS

NHS Trust

Report to: Date of meeting

Trust board - public 30 November 2016

Record of items discussed at the confidential Trust board meetings on
28 September and 23 November 2016
Executive summary:

Decisions taken, and key briefings, during the confidential sessions of a trust board are
reported (where appropriate) at the next trust board held in public.

Issues of note and decisions taken at the Trust board’s confidential meetings held on 28
September and 23 November 2016:

NHS Improvement Control Total and Financial Improvement Programme

The Trust board approved the submission, to NHS improvement, of a letter signing up to the
control total (an additional in-year financial stretch target of £11m) expressing appropriate
caveats in the letter of acceptance.

Strategic outline case for the phase 1 redevelopment of St Mary’s Hospital

In line with the development demonstrated at the public exhibition in September, the Trust
board approved the strategic outline case and supported the onward submission of the case
for a new outpatient facility to NHS Improvement.

Partnership working with Chelsea & Westminster NHS Foundation Trust

The Trust board noted a report outlining the agreement for a shared Cerner electronic
patient record between Imperial and ChelWest, which would enable improved patient care
through a shared patient record, and deliver significant savings as economies of scale were
realised.

Submission of draft Business Plan 2017-19

The Trust board discussed the recommendation from the finance and investment particularly
committee that the draft plan to be submitted did not achieve the proposed control total. The
Trust board also noted that the assumptions submitted for the Sustainability and
Transformation Plan (STP) had been revisited. Noting that discussions continued with
commissioners as to affordability of expected activity levels, and internally as to the
appropriate scale of stretching but achievable CIPs, the Trust board supported the
recommendation and approved the submission of a draft business plan did not achieve the
proposed control total. It was noted that the draft plan was required to be submitted on 24
November.

Recommendation to the Trust board:

The Trust board is asked to note this report.

Trust strategic objectives supported by this paper:

To realise the organisation’s potential through excellence leadership, efficient use of
resources, and effective governance.

Author Responsible executive director
Jan Aps, Trust company secretary Tracey Batten, Chief executive
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Imperial College Healthcare [\~

NHS Trust

TRUST BOARD MEETING IN PUBLIC
ACTION LOG

Workforce equality report: To provide further | September 2016 David Wells | In hand This will be addressed in the

information on the apparent variation in
reporting of staff reporting harassment
between the national and local surveys

MATTERS ARISING

December board seminar

FORWARD PLAN AGENDA ITEMS FROM BOARD DISCUSSIONS
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Imperial College Healthcare INHS|

NHS Trust

Report to: Date of meeting
Trust board - public 30 November 2016
Patient Story

Executive summary:

Patient stories are seen as a powerful method of bringing the experience of patients to the
Board. Their purpose is to support the framing of patient experience as an integral
component of quality alongside clinical effectiveness and safety.

This month’s patient story focuses on the contribution made by patients to the trust’s patient
and public involvement (PPI) work. Garry, who has been a patient here for over 20 years,
will talk about his experience of being an active participant in PPI activities. Garry’s story will
be presented in a video.

Quality impact:
The Trust board will hear how the patient and public involvement work can have a beneficial
outcome for patients who participate. This paper is relevant to the caring and responsive

CQC domains.

Financial impact:

The financial impact of this proposal as presented in the paper enclosed:
1) Has no financial impact.

Risk impact:
Failure to include users of trust services in their development and oversight can result in
these services being less responsive than that might otherwise be.

Recommendation to the Trust board:

The Trust board is asked to note this paper and the patient story

Trust strategic objectives supported by this paper:
To achieve excellent patients experience and outcomes, delivered efficiently and with
compassion.

Author Responsible executive Date submitted

director
Guy Young Janice Sigsworth 24 November 2016
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Patient Story

1. Background

The use of patient stories at board and committee level is increasingly seen as positive way
of reducing the “ward to board” gap, by regularly connecting the organisation’s core business
with its most senior leaders. There is an expectation from both commissioners and the NHSI
that ICHT will use this approach.

The perceived benefits of patient stories are:

To raise awareness of the patient experience to support Board decision making

To triangulate patient experience with other forms of reported data

To support safety improvements

To provide assurance in relation to the quality of care being provided (most stories

will feature positive as well as negative experiences) and that the organisation is

capable of learning from poor experiences

e To illustrate the personal and emotional sequelae of a failure to deliver quality
services, for example following a serious incident

The Board has previously approved the patient and public involvement strategy, a key part
of which is engagement with users of our services and increasing the number of patients
who are actively involved. Garry has for many years been actively involved in patient forums
in the trust and will relate his experiences of that. The Board has also previously approved a
multi-method approach to hearing patient stories and Garry will tell his story in a video. This
is the first time the Board will have had a video story and feedback on this method would be
welcomed.

2. Garry’'s Story

Garry was diagnosed HIV positive at St Mary’s in 1994. At this time the prognosis for
patients with HIV was poor and Garry was given two years to live. Although that now
appears to have been a pessimistic outlook, Garry has been an inpatient in our hospitals 54
times since then. His condition improved significantly in the late 1990s and in a desire to
give something back to the Trust for the care he had received, he joined the patient forum in
the clinic he attended. Over a relatively short period of time he became the chair of that
forum and, as people moved on, the sole patient representative.

In this video, which was also shown at the recent lay partner involvement session, Garry will
talk about what prompted him to become actively engaged, the benefits and some of the
pitfalls of being a patient representative. He will talk about how it can be difficult to get
others to get involved in PPl work and offer advice to potential volunteers.
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Imperial College Healthcare INHS|

NHS Trust

Report to: Date of meeting

Trust Board - public 30 November 2016

Chief Executive’s Report

Executive summary:

This report outlines the key strategic priorities and issues for Imperial College Healthcare
NHS Trust. It will cover:
Key strategic priorities:
1) Financial performance
2) The Trust's financial improvement programme
3) Operational performance
4) Stakeholder engagement
5) Improving urgent and emergency care services and managing extra winter demand
6) Junior Doctor contract
7) CQC re-inspection of Outpatients and Diagnostic Imaging
8) National Institute for Health Research Funding Award

Key strategic issues:
1) St Mary’'s Hospital redevelopment plans
2) North West London Sustainability and Transformation Plan
3) North West London Pathology

Quality impact:

Financial impact:

Risk impact:

Recommendation(s) to the Trust board:

The Trust Board is asked to note this report.

Trust strategic objectives supported by this paper:

To achieve excellent patients experience and outcomes, delivered efficiently and with
compassion.

To educate and engage skilled and diverse people committed to continual learning and
improvements.

As an Academic Health Science Centre, to generate world leading research that is
translated rapidly into exceptional clinical care.

To pioneer integrated models of care with our partners to improve the health of the
communities we serve.

To realise the organisation’s potential through excellent leadership, efficient use of resources
and effective governance.

Author Responsible executive director Date submitted
Tracey Batten Tracey Batten, Chief Executive 23 November 2016
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Chief Executive’s report

Key Strateqgic Priorities

1. Financial performance

In September, the Trust agreed an improved financial plan with NHS Improvement (NHSI)
for an outturn of a £41million deficit, an £11million improvement on the £52million deficit
plan originally set for the 2016/17 financial year. The Trust is now eligible for Sustainability
and Transformation Funding (STF) of £24.1million, which will be released by NHSI if agreed
financial and performance targets are met.

For October 2016, the Trust reported an in-month deficit of £2.13million before STF, which
was on plan for the month. Year-to-date (i.e. up to the end of October 2016), the Trust
reported a deficit of £28.5million, before STF, £0.47million better than plan.

The Trust is forecasting to be on plan at the end of the year (i.e. up to the end of March
2017).

2. Financial improvement programme

The Trust continues to work in partnership with PwC to progress our financial
improvement programme. They have supported the Trust in establishing a Project Support
Office (PSO) which is driving efficiencies in the long-term and improving cost management
across the organisation.

PwC is helping the Trust to develop the necessary skills and capability with our own staff so
that the financial improvement programme is sustainable when PwC support ends. You will
note that the Chief Financial Officer’s report on the November Trust board agenda

states that the cost improvement plan programme is behind plan by £1.8million as of the
end of October 2016. The Trust is working to make sure that this gap is closed

while also maintaining its continued focus on the safety and quality of clinical services.

3. Operational Performance

Cancer: In September 2016 the Trust achieved five of the eight national cancer standards.
The Trust underperformed against the two week wait from GP referral to first outpatient
appointment standard, the 62-day GP referral to first treatment standard and the 62-day GP
referral to screening standard. The Trust continued to receive a sustained increase in
numbers of late referrals from other North West London sites and continued to see delays in
colorectal and urological diagnostic pathways. Recovery plans and timescales are agreed
between the Trust, CCG and NHS Improvement.

Accident and Emergency: Performance against the 95% four hour access standard for
patients attending Accident and Emergency was 87.0% in October 2016. This met the
revised performance trajectory target for the month. The Trust continues to work closely
with partners across the local health system to recover performance. Please refer to section
5 of this report for a number of actions the Trust is taking to address increasing demand for
our accident and emergency services.

Referral to treatment (RTT): The performance for October 2016 was 83.4% (September
performance was 81.6%) against a standard of 92 per cent of patients being treated within
18 weeks of referral. The Trust continues the work of its waiting list improvement team and
action plan, with external expert advice and support, to ensure we return to delivering the
RTT standard sustainably. As part of this programme a data clean-up exercise is being
carried out that has identified a significant number of patients waiting over 52 weeks for
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treatment. In October, the number of patients waiting over 52 weeks was 475. The priority is
to agree a date for treatment for each patient as soon as possible. Each patient is subject to
a clinical review to make sure that their care plan is appropriate in view of the time they
have waited for treatment.

Diagnostic waiting times: In October 2016, 0.24% per cent of patients were waiting over six
weeks against a tolerance of 1 per cent, therefore achieving the standard.

4. Stakeholder engagement

We were delighted to welcome His Royal Highness The Prince of Wales to St Mary's
Hospital in October, to meet four nurses from the Trust who were shortlisted for the Nursing
Times Awards 2016. The Prince met the shortlisted nurses, as well as other nursing staff
and patients as he toured two wards: Charles Pannett, which specialises in caring for
patients with bowel and upper gastro-intestinal conditions including cancer, and the
intensive care unit which looks after the most seriously ill patients. His Royal Highness also
received a demonstration of a new app developed by nurses at the Trust to help prevent
pressure ulcers.

We have continued our regular programme of stakeholder engagement. In November, | met
with the local MPs for Westminster and Hammersmith constituencies Karen Buck, Rt Hon
Mark Field and Andy Slaughter to discuss Trust issues and developments. Mark Field also
visited St Mary’s Hospital for a site walk-around to discuss our phased redevelopment
plans. We met with Councillor Vivienne Lukey and director of adult social services Liz Bruce
from the London Borough of Hammersmith and Fulham in October. We also met with
representatives of Save our Hospitals in November. Engagement on the proposed phase
one redevelopment of St Mary’s Hospital has continued including the submission of a report
and attendance at the November meeting of Westminster City Council’'s Adults, Health and
Public Protection Policy and Scrutiny Committee.

The Trust's strategic lay forum held another of its regular meetings in October. We also
organised an event in November at St Paul's Church in Hammersmith to develop our lay
partner involvement, working with clinicians and managers to help shape and oversee the
development and implementation of our strategies, programmes and projects.

In addition, the Trust’s three bi-monthly electronic newsletters for stakeholders, GPs and
shadow foundation trust members were published in October.

5. Improving urgent and emergency care services and managing extra winter
demand

There is growing demand for the Trust’s urgent and emergency services and care
pathways, particularly over the past few months:

* Type 1 (the most serious) A&E attendances for the three months to October 2016
are up 10.2% at St Mary’s and 12.5% at Charing Cross, compared with the same
period last year overall

» A&E attendances are up by 2.9% at St Mary’'s and 7.9% at Charing Cross over the
period

e The number of patients arriving at A&E by ambulance has increased by 11.7%
(14.7% at St Mary’s and 7.7% at Charing Cross) over the period

* A&E attendances at The Western Eye are up 5.9% over the period.

Despite huge efforts, this is having an impact on how quickly we can see and treat patients
and on our capacity for planned care. In order to address these challenges the Trust has an
on-going programme of developments to improve our whole urgent and emergency care
pathway as well as initiatives to manage the further anticipated increase in demand through
the winter months. This report gives some examples of this work:
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Ambulatory emergency care (AEC) changes

* The Trust is extending operational hours for ambulatory emergency care services at
St Mary’s and Charing Cross to help avoid unnecessary hospital admissions.

» The services are closely integrated with the medical and surgical teams in the
emergency department and provide specialist diagnostics and treatment for patients
who have urgent needs but are well enough to go home in between procedures or
consultations — essentially, to be cared for on an urgent outpatient basis.

* The AEC has been operating at St Mary’s and Charing Cross since 2012/13 when it
started as two small scale pilots, which have been running successfully on
weekdays since.

* The Trust is now working towards opening hours of 08.00-22.00, Monday-Friday,
and 08.00-20.00 at weekends.

» During the week ending 6 November 2016, the ambulatory emergency care unit at
St Mary’s cared for — and potentially avoided unnecessary inpatient admissions for —
190 patients in total, including 32 patients over the weekend.

Charing Cross pathway improvements

e The Trust is bringing together all acute medicine services and developing an acute
assessment unit (AAU) to provide a more streamlined pathway for urgent and
emergency patients, enabling faster access to the right specialist opinion where
required. It will involve the creation of a new 13-space AAU on the current South
Green ward (from January 2016) and the formation of a single 35-bed acute
admissions ward on the ground floor of the hospital (from late November 2016).

St Mary’s pathway improvements

* The Trust is creating a 12-space surgical assessment unit in the Paterson Building
to improve the urgent and emergency care pathway and enable faster access to the
right specialist opinion where required. The unit is due to be operational by late
December.

* Refurbishment of the A&E department is almost half way through. The resus area
has been moved to a temporary location as planned and work is underway to build
the new, expanded resus and rapid assessment area.

* Resus is due to open in February 2017 and the refurbishment project is due to
complete in April 2017.

6. Junior Doctor Contract

The British Medical Association has withdrawn its proposed junior doctors’ industrial action
in response to the introduction of the new junior doctors’ contract from October 2016. The
Trust has continued to work positively with our junior doctors and wider workforce to plan
effectively for the introduction of the new contract. We have held three open forums with
Junior Doctors to discuss the implications of the new contract and how we can work
together to resolve any issues.

7. CQC re-inspection of Outpatients and Diagnostic Imaging

The CQC re-inspected our Outpatient and Diagnostic Imaging services between 22 and 24
November 2016. This follows the CQC Trust inspection in September 2014 where the Trust
received an overall rating of requires improvement. The Trust is expecting to receive formal
feedback from the CQC visit early in the new year.

8. National Institute for Health Research Funding Award

| am pleased to confirm that we are one of eight London trusts to share more than
£40million in National Institute for Health Research investment over the next five years.
Imperial has been awarded £10.88million which represents steady state funding for the
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Trust and we continue to remain the largest in terms of the NIHR award in London.

London’s funding is part of a £112million national investment into clinical research facilities
across the country. 23 NHS organisations in total across the country have been given a
share of funding to support clinical research and trials.

Key Strategic Issues

1. St Mary’s Hospital redevelopment plans

The Trust continues to work on its phase 1 redevelopment plan for St Mary’s Hospital.
There are some important timelines to meet in the coming weeks including our submission
of the detailed planning application for the new outpatient facility in mid-December 2016.
The Trust is anticipating that the planning application would be considered by Westminster
City Council in spring 2017.

2. North West London Sustainability and Transformation Plan (NWL STP)

On Friday 21 October 2016, the NWL sustainability and transformation plan was submitted
to NHS England. This builds on further work, and feedback received, since the first draft
was submitted to NHS England on Thursday 30 June 2016.

The STP sets out how local government and the NHS are working together to provide joined
up services for residents in north west London. The STP is an ‘umbrella’ — covering local
CCG commissioning plans plus larger scale and region-wide work. Most improvements will
be developed and delivered locally, but the STP encourages greater coordination and
cooperation across the health and care system, reflecting the way patients use it.

The latest version of the plan has been published at:

https://www.healthiernorthwestlondon.nhs.uk/news/2016/11/08/nw-london-october-stp-
submission-published

A more detailed update on the NWL STP is on the Trust’s Public board agenda today.

3. North West London Pathology (NWLP)

Further to the last update in the July 2016 Chief Executive report, NWLP continues to make
good progress as it gets ready to be fully operational on 1 April 2017. It is an NHS owned
joint venture between Hillingdon Hospitals NHS Foundation Trust, Chelsea and
Westminster NHS Foundation Trust and our Trust which will provide pathology services
across north west London through a new ‘hub and spoke’ model. Imperial will be the host
provider for NWLP with the hub based at Charing Cross Hospital.

The combined pathology services will deliver 30 million tests per year and is estimated to be
about 5-6% of the total pathology service in England.

From 1 January 2017, all Pathology staff working more than 50% of their time in Pathology
will TUPE (transfer) to this Trust as the host for NWLP. This will mean that individuals
employed by Hillingdon and West Middlesex (now part of Chelsea and Westminster) will be
TUPE transferred to the employment of our Trust. One member of staff will transfer from
our Trust to Chelsea & Westminster Hospital.

We have established an internal Transition Committee to oversee all the work required to
make the transfer to NWLP successful.
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1. Key indicator overviews

1.1 Safe

1.1.1 Safe: Serious Incidents

Seventeen serious incidents (Sls) were reported in October 2016. These are
currently under investigation.

Serious Incidents (Trust)
30

25
20 / N\

/ \/ Numbers of serious
15 N\ .~

N _— neidents
10 N>

O T T T T T T T T T T T 1
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Figure 1 - Number of Serious Incidents (SIs) (Trust level) by month for the period November
2015 — October 2016
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Figure 2 - Number of Serious Incidents (SlIs) (Site level) by month for the period May 2016 —
October 2016
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1.1.2 Safe: Incident reporting and degree of harm

Incidents causing severe and extreme harm

The Trust reported two major/severe harm incidents and one extreme harm/death
incident in October 2016.

The percentage of incidents causing these levels of harm reported by the Trust since
April 2016 remains below national average as per the data published by the National
Reporting and Learning System (NRLS) in September 2016.

Incidents causing severe harm - 2016/17 year to date

0.35%

0.30% —0—% t'otal
incidents

0.25% cumulative

0.20% year to date

0.15% = == Threshold

0.10%

0.05% I

0.00% T T T T T T 1

Apr-16 May-16 Jun-16  Jul-16  Aug-16 Sep-16 Oct-16
Month Year

Figure 3 — Incidents causing severe harm by month from the period April 2016 — October 2016
(% of total patient safety incidents YTD)

Incidents causing extreme harm - 2016/17 year to date

0.12%
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- cumulative
0.08% year to date
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0.04%
0.02% /
000% / T T T T T 1
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Month Year

Figure 4 — Incidents causing extreme harm by month from the period April 2016 — October
2016 (% of total patient safety incidents YTD)
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Patient safety incident reporting rate

Each month, all incidents reported on the Trust's incident reporting system (Datix)
must be validated to confirm if they should be registered as a patient safety incident.
A patient safety incident is any unintended or unexpected incident which could have,
or did, lead to harm for one or more patients receiving NHS-funded healthcare. All
patient safety incidents are sent to the National Reporting and Learning System and
contribute to national statistics.

For the month of October 2016, validation has not been fully completed by all
divisions so we are currently unable to report our patient safety incident reporting
rate accurately. Performance for October has therefore not been included in figure 5
below.

Patient safety incident reporting rate (per 1000

bEd days) == Patient safety incident
60.00 reporting rate per
55.00 1,000 bed days

50.00
45.00

= = Patient safety incident

40.00 reporting rate per
35.00 1,000 bed days-Median
30.00 peer reporting rate
25.00 (England)

= Patient safety incident
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reporting rate per

© L L L L L L L © )
A A A 1,000 bed days-Highest
F & & & .88 & & & 5 3 X &8 ! _
O & 9 ¥V ¢« & ¥ & S Sy g 25% peer reporting
Month Year rate (England)

Figure 5 — Trust incident reporting rate by month for the period October 2015 — September
2016

(1) Median reporting rate for Acute non specialist organisations (NRLS 01/10/2015 to 01/03/2016)

(2) Highest 25% of incident reporters among all Acute non specialist organisations (NRLS
01/04/2015 to 30/09/2015)

Never Events

No never events were reported in October 2016, however one never event has been
reported in November which occurred at Queen Charlotte’s & Chelsea Hospital and
was the result of an unintentionally retained vaginal swab. The incident is being
investigated; immediate actions were taken by the division, including stopping staff
changing over during emergency maternity procedures.
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Never Events

M Never Events
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Figure 6 — Trust Never Events by month for the period November 2015 — October 2016

1.1.3 Safe: Meticillin - resistant Staphylococcus aureus bloodstream
infections (MRSA BSI)

Seven cases of MRSA BSI have been identified at the Trust in 2016/17; two of these
have been allocated to the Trust, one in May 2016 and one in October 2016. Each
case is reviewed by a multi-disciplinary team. Actions arising from these meetings
are reviewed regularly to identify themes. Contributory factors are addressed with
the divisions via the taskforce weekly group meetings.

Trust-attributed MRSA infections (cumulative)
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Figure 7 — Cumulative number of MRSA infections for the period April 2016 — October 2017

1.1.4 Safe: Clostridium difficile

Eight cases of Clostridium difficile were allocated to the Trust for October 2016. The
site, ward locations and divisions of these cases are as follows:

- CXH - 8 North, 9 West, 4 South (MIC), 6 West (SCCS)
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- HH - De Wardener (MIC), A8 (SCCS)
- SMH - Lewis Lloyd (MIC), Grand Union (WCCS)

The case on Lewis Lloyd Ward has been identified as a potential lapse in care
related to a transmission event, which is awaiting confirmation by ribotyping.

A total of 43 cases have been allocated to the Trust in 2016/17, which is above the
year to date threshold.

Each case is reviewed by a multi-disciplinary team to examine whether any lapses in
care occurred. Actions from cases where a lapse of care is identified are reviewed
through the Trust quality and safety sub-group.

Trust-attributed C. difficile infections (cumulative)
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Figure 8 - Number of Trust-attributed Clostridium difficile infections against cumulative plan
by month for the period April 2016 — October 2017

1.1.5 Safe: Venous thromboembolism (VTE) risk assessment

In October 2016, 95.55 per cent of adult inpatients (including day cases) were
reported as being risk assessed for venous thromboembolism (VTE) within 24 hours
of admission, against the national quality target of 95 per cent or more.

Venous thromboembolism (VTE) risk assessment
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Figure 9 — % of inpatients who received a risk assessment for Venous thromboembolism (VTE)
within 24 hours of their admission by month for the period November 2015 — October 2016
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1.1.6 Safe: Avoidable pressure ulcers

There were 5 avoidable pressure ulcers recorded in October 2016. A total of 17 have
now been reported so far in 2016/17. The target is for a 10 per cent reduction on
2015/16 which equates to no more than 22. All pressure ulcers are reported as
serious incidents and investigated by the Senior Nurse for the clinical area and local
action plan implemented. No trust-acquired category 4 pressure ulcer has been
reported since March 2013

Category 3 and 4 trust-acquired pressure ulcers

B Avoidable pressure
ulcers

Jul-16
Month Year

Apr-16  May-16 Jun-16 Aug-16  Sep-16 Oct-16

Figure 10 — Number of category 3 and category 4 (including unstageable) trust-acquired
pressure ulcers by month for the period April 2016 — October 2016

1.1.7 Safe: Safe staffing levels for registered nurses, midwives and care staff

In October 2016 the Trust met safe staffing levels for registered nurses and
midwives and care staff overall during the day and at night. The thresholds are 90
per cent for registered nurses and 85 per cent for care staff.

The percentage of shifts meeting planned safe staffing levels by hospital site are as
follows:

Site Name Day shifts — average fill rate Night shifts — average fill rate
Registered Care staff Registered Care staff
nurses/midwives nurses/midwives
Charing Cross 97.37% 93.33% 98.29% 98.09%
Hammersmith 98.58% 94.76% 97.44% 98.54%
Queen Charlotte’s 96.56% 93.48% 97.72% 97.52%
St. Mary's 96.88% 92.88% 97.60% 97.30%

The fill rate was below 85 per cent for care staff in the following ward:

5 South (critical care medicine) had a fill rate of 80 per cent for care staff during
the day. This was due to an Ad-Hoc requirement for care staff on the unit for

enhanced care, of which there were 7 shifts unfilled. These shifts were covered
by staff being flexible on the unit to fill vacant shifts to ensure patients received
the care they needed.
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- There were no fill rates that fell below 90 per cent for registered staff in the month
of October

In order to maintain standards of care the Trust's Divisional Directors of Nursing and
their teams optimised staffing and mitigated any risk to the quality of care delivered
to patients in the following ways:

- Using the workforce flexibly across floors and clinical areas and in some
circumstances between the three hospital sites.

- Cohorting patients and adjusting case mixes to ensure efficiencies of scale.

In addition, the Divisional Directors of Nursing regularly review staffing when, or if
there is a shift in local quality metrics, including patient feedback. All Divisional
Directors of Nursing have confirmed to the Director of Nursing that the staffing levels
in October 2016 were safe and appropriate for the clinical case mix.

Staff Fill Rates: Registered Nurses/Midwives
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Figure 12 - Monthly staff fill rates (Registered Nurses/Registered Midwives) by month for the
period November 2015 — October 2016

Staff Fill Rates: Care Assistants
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Figure 13 - Monthly staff fill rates (Care Assistants) by month for the period November 2015 —
October 2016
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1.1.8 Safe: CAS alerts

The Department of Health Central Alerting System (CAS) is a system for issuing
patient safety alerts, public health messages and other safety critical information and
guidance to the NHS and others.

At end October 2016 there were 0 overdue CAS alerts at the Trust. All open alerts
are within their completion deadline dates.

1.1.9 Safe: Postpartum haemorrhage

In October 2016, 29 women who gave birth at the Trust had a postpartum
haemorrhage (PPH), involving an estimated blood loss of 1500ml or more within 24
hours of the birth of the baby. This equates to 3.8 per cent of deliveries which is in
line with the improvement trajectory target for the month of 3.9 per cent.
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Figure 14 — Postpartum haemorrhage (PPH) for the period April 2016 — October 2016

1.1.10 Safe: Statutory and mandatory training

Core skills - excluding doctors in training / trust grade

In October 2016, overall compliance was 86.06 per cent against the target of 90 per
cent or more. Work continues to improve compliance in the departments where
performance is below target.

Core Skills for doctors in training / trust grade

In October 2016, overall compliance was 67.43 per cent against the target of 90 per
cent or more. The compliance for junior doctors is currently below target. This is
related to the London Streamlining Programme which did not produce any results in
August and manual processes had to be implemented and doctors asked to repeat
modules.
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Figure 15 - Statutory and mandatory training for the period November 2015 — October 2016

1.1.11 Safe: Work-related reportable accidents and incidents

There was one RIDDOR-reportable incident (Reporting of Injuries, Diseases and
Dangerous Occurrences Regulations) in October 2016.

- The incident was a nurse who received a sharps injury from a haemodialysis
fistula needle during use on a Hepatitis C positive patient; this is reportable as
a dangerous occurrence.

There was also one reported RIDDOR-reportable incident that occurred in April
2016, but reported in October 2016.

- The incident was during patient manual handling, resulting in a work related
sickness absence of over 7 days. The incident was reported on Datix
following return to work, after a number of month’s absence, resulting in a late
report to the HSE.

In the 12 months to 31 October 2016, there have been 36 RIDDOR reportable
incidents of which 14 were slips, trips and falls. The Health and Safety service
continues to work with the Estates & Facilities service and its contractors to identify
suitable action to take to ensure floors present a significantly lower risk of slipping.

Number of RIDDOR Staff Incidents
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Figure 16 — RIDDOR Staff Incidents for the period November 2015 — October 2016
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1.2 Effective

1.2.1 Effective: National Clinical Audits

The effective goal in our quality strategy for 2016/17 is to show continuous
improvement in national clinical audits with no negative outcomes.

There have been 20 national clinical audit reports published since April 2016 in
which the Trust participated. These are reviewed by the relevant division and a
template completed by the audit lead. Of the 20 published audits, 9 audit report
summary templates have been completed by the audit leads, with the remaining 11
are still under review by the divisions.

Where an audit indicates areas for improvement, the service is required to develop
an action plan which is monitored by the divisional governance team and reported
through the Directorate and Divisional Quality and Safety Committees; this process
is overseen by the Clinical Audit and Effectiveness Group.

1.2.2 Effective: Mortality data

Our target for mortality rates in 2016/17 is to be in the top five lowest-risk acute non-
specialist trusts as measured by the Hospital Standardised Mortality Ratio (HSMR)
and Summary Hospital-Level Mortality Indicator (SHMI). The most recent monthly
figure for HSMR is 63.06 for June 2016. Across the last year of available data (July
2015 — June 2016), the Trust has the third lowest HSMR for acute non-specialist
trusts nationally. The Trust has the fourth lowest SHMI of all non-specialist providers
in England for 2015/16.

Hospital Standardised Mortality Ratio (HSMR) by
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Figure 17 - Hospital Standardised Mortality Ratios for the period April 2015 — June 2016
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1.2.3 Effective: Mortality reviews completed

In February 2016, the Trust introduced a new online mortality review process to
standardise the way all deaths are reported and reviewed. This allows reporting of
avoidable mortality in line with national guidance issued by NHS England.

Eighty five per cent of deaths occurring in the Trust between April-September 2016
have been reviewed by the divisions. Twelve deaths were categorised as possible
avoidable deaths. Seven of these have been fully investigated: three have been
confirmed as avoidable as result. A large retrospective note review exercise
conducted across acute hospital trusts in England concluded that 3.6 per cent of
deaths across the NHS were avoidable®; in an organisation this size that equates to
55 deaths a year.

1.2.4 Effective: Recruitment of patients into interventional studies

In quarter 1 2016/17, 94.2 per cent of clinical trials recruited their first patient within
70 days of a valid research application, against an internal target of 90 per cent.
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Figure 18 - Interventional studies which recruited first patient within 70 days of Valid
Application Q1 2014/15 — Q4 2015/16

1.2.5 Effective: Discharges before noon

During October the performance of discharges before noon remained below target.
There was reduced discharge unit capacity at SMH as the unit was closed for
bedded patients for a period to support overnight stays allowing only ambulant
patients in a single bay. The CXH unit remains as part of the transport area until end
of November and will be reopening to bedded model, located on 5 South.

! Hogan H, Zipfel R, Neuburger J et al. (2015) Avoidability of hospital deaths and association with
hospital-wide mortality ratios: retrospective case record review and regression analysis. The British
Medical Journal. 351:h3239
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The Playing our Part programme has been launched with the aim of identifying and
addressing delays in patient flow and earlier identification of suitable patients for
discharge before noon.
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Figure 19 - Patients discharged from downstream medical wards before noon for the period
April 2016 — October 2016

1.2.6 Effective: Readmission rates

The Trust target is to reduce unplanned readmissions after discharge from the Trust
and be below the national average. The most recent monthly figure is for April 2016
because of the time lag involved.

For April 2016, Imperial readmission rates are lower in both age groups than the
Shelford and National rates.

Unplanned readmissions within 28 days of discharge
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Figure 20 - Unplanned readmissions (to any NHS Trust) within 28 days of discharge from ICHT
(ages -15 years) for the period October 2015 — April 2016
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Unplanned readmissions within 28 days of discharge
(ages 16 years plus)
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Figure 21 - Unplanned readmissions (to any NHS Trust) within 28 days of discharge from ICHT
(ages 16 years plus) for the period October 2015 — April 2016

1.2.7 Effective: Outpatient appointments checked in and checked out

When patients attend for their outpatient appointment they should be checked-in on
the Trust system (CERNER) and then checked-out after their appointment so that it
is clear what is going to happen next. If these steps are not done the Trust waiting
list performance may be affected and patients may also not be moved on promptly to
the next stage in treatment.

A new Trust-wide target has been introduced for all outpatient appointments to be
checked-in within 1 week of the clinic date after which time they are flagged for
action with service leads. This includes a newly agreed escalation process for areas
not showing improvement. A similar approach to reducing appointments not checked
out is being adopted.

Outpatient appointments not checked-in / checked-out
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Figure 22 — Number of outpatient appointments not checked-in / checked-out for the period
May 2016 — October 2016
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1.3 Caring

1.3.1 Caring: Friends and Family Test

The Accident and Emergency response rates remain below target. Options to utilise
a similar approach to that employed recently in outpatients is being explored as this
has been very successful in terms of increasing the numbers of patients completing

the FFT survey.
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Figure 23 - Friends and Family (Inpatients) for the period November 2015 — October 2016
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Figure 24 - Friends and Family (Accident and Emergency) for the period November 2015 —

October 2016
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Figure 25 - Friends and Family (Maternity) for the period November 2015 — October 2016
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Outpatients
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Figure 26 - Friends and Family (Outpatients) for the period April 2016 — October 2016

1.3.2 Caring: Patient transport waiting times

Non-Emergency Patient Transport Service

In October 2016, 71.72 per cent of patients who left the hospital as part of the non-
emergency patient transport scheme left within 120 minutes of their requested pick
up time (outward discharges and transfers), against a target of 98 per cent.

One of the main drivers for current performance is compressed demand for the
transport service between 1600 and 1800 hrs. The Trust is drafting proposals to
spread planned discharges across the day. This will help to reduce transport waiting
times, improving performance and patient experience. Other initiatives are being put
in place with our service provider to optimise the vehicle fleet utilisation.

Patient transport: percentage of patients who left the

hospital within 120 minutes of the requested pick up time
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Figure 27 - Percentage of patients who left the hospital (discharges and transfers) as part of
the patient transport scheme within 120 minutes of their requested pick up time between April
2016 and October 2016 **as of July 16 transfers are measured within this indicator
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1.4 Well-Led

1.4.1 Well-Led: Vacancy rate

All Roles

At the end of October 2016, the Trust employed 9,753 WTE (whole time equivalent)
members of staff across Clinical and Corporate Divisions and Research &
Development areas.

The contractual vacancy rate for all roles was 10.27 per cent against the target of 10
per cent (the September performance was 10.21 per cent). During the month there
were a total of 294 WTE joiners and 208 WTE leavers across all staffing groups. The
Trust’s voluntary turnover rate (rolling 12 month position) returned to normal levels of
10.40 per cent following the expected seasonal uplift reported in September of 10.59
per cent.

Actions being taken to support reduction in vacancies across the Trust include:

- Bespoke campaigns for Radiographers, Imaging, Cardiac Services, NICU and
Paediatrics

- Open Days booked for 2017

- An assessment and selection tool to help consistent decision-making to support
retention and engagement — to be available from January 2017 onwards.

There were 370 WTE candidates waiting to join the Trust across all occupational
groups.

Bands 2 - 6 Nursing & Midwifery on Wards

At end of October 2016, the contractual vacancy rate for band 2-6 Nursing &
Midwifery ward roles was 15.74 per cent with 378 WTE vacancies; small reduction
from the September position of 387 WTE vacancies. Turnover for this staffing group
is at 18 per cent with 90 WTE candidates waiting to join the Trust.

Actions being taken to support reduction in vacancies include:

- Second phase of the new Capital Nurse Rotation Foundation programme, in
partnership with Health Education England, will start in the new year

- The assessment approach for Healthcare Assisstant recruitment will be changed
in November to do testing on online. This will improve the recruitment process.

- An attraction plan developed for theatres including: over-recruiting, changing the
mix of Band 5 and 6s, and focused agency recruitment. The vacancy rate is
coming down as a result of this intervention.

- Student Nurse Recruitment has launched for February in-take. We are attending
events at a number of Universities and advertising free of charge on their news
boards and we will run a series of adverts to attract students from a variety of
Universities
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- The new internal Band 5 transfer process has commenced; Additional advertising
is about to be launched

Across London, for all Nursing & Midwifery roles, the vacancy rate averages at 15
per cent, whilst for the Trust, it is currently at 13.06 per cent; reflective of successful
and focused recruitment campaigns.

Vacancy Rate %
14%

12%

10%
8% s Contractual
6% Vacancy Rate

4%

Turnover - 12

2% Month Rolling

0% = == Threshold

Month Year

Figure 28 - Vacancy rates for the period November 2015 — October 2016

1.4.2 Well-Led: Sickness absence rate

In October 2016 the recorded sickness absence was 3.13 per cent, against the
annual target of 3.10 per cent. The rolling 12 month performance was of 3.06. This is
lower than the performance at October 2015 where it was 3.30 per cent.
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Figure 29 - Sickness absence rates for the period November 2015 — October 2016
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1.4.3 Well-Led: Performance development reviews

For the 2016/17 financial year the trust achieved an 86 per cent compliance rate for
completed Performance Development Reviews (PDR) for our non-medical staff. The
target was for 95 per cent completion by September 2016. The new PDR cycle will
begin on 1st April 2017.
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Figure 30 - Band 2 - 9 Performance development review completion rates for the period April
2016 to September 2016

1.4.4 Well-Led: Doctor Appraisal Rate

Overall doctors’ appraisal rates have increased slightly this month to 83.3 per cent.
As per Trust policy, review meetings are being arranged with doctors whose
appraisals are overdue by 3 months to improve compliance.
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Figure 31 - Doctor Appraisal Rates for the period April 2016 to October 2016
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1.4.5 Well-Led: General Medical Council - National Training Survey Actions

Health Education North West London quality visit

There remain 24 actions open from the Health Education North West London quality
visit. The next action plan submission will occur in November 2016.

2015/16 General Medical Council National Training Survey

The results of the GMC NTS survey 2015/16 were published in July and show a
significant improvement, with 54 green flags compared to 20 last year and 25 red
flags (where we are shown to be a significant national outlier), compared to 50 last
year.

An action plan in response to the red flags was submitted to Health Education
England in October 2016, consisting of 66 actions. The next update is due on 31
December. The numbers of open and closed actions will be monitored through this
report going forward.

Education Actions - at end October 2016
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Figure 32 — General Medical Council - National Training Survey action tracker, updated at end
October 2016

1.4.6 Well Led: Estates — maintenance tasks completed on time

In October 2016, 62.52 per cent of maintenance tasks were completed within the
allocated response time against a target of 98 per cent.

The Trust’s facilities management (Hard-FM) contract was outsourced to a new
service provider which commenced on 1 April 2016. Overall the volume of calls to
the maintenance helpdesk has remained fairly constant and is in line with pre-April
2016 figures. Delays with our service supplier accessing the Trust’s maintenance
management system have now been addressed, allowing full implementation of
standard operating processes. As the contract is beginning to ‘bed-in’ a steady
improvement in reactive repair maintenance performance is expected throughout the
remainder of the 2016/17 financial year.
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Figure 33 — Estates: percentage of maintenance tasks completed on time for the period March
2016 — October 2016

Page 24 of 35



Trust board — public: 30 November 2016 Agenda item:2.3 Paper number: 6

1.5 Responsive

1.5.3 Responsive: Consultant-led Referral to Treatment waiting times

Incomplete pathways are waiting times for patients waiting to start treatment at the
end of the month. The performance for October 2016 was 83.40 per cent of patients
on an incomplete pathway waiting less than 18 weeks to receive consultant-led
treatment, against the national standard of 92 per cent (September performance was
81.63 per cent).

At the end of October 2016, 10,624 patients were waiting over 18 weeks (September
performance was 10,764 patients).

The Trust Waiting List Improvement Programme (established in July 2016) oversees
essential improvements in response to the RTT challenges. The project also
oversees the management of the existing clinical review process which provides
assurance that patients who wait over 52 weeks are not coming to significant harm.
System-wide governance arrangements have been established with our
commissioners and the Trust is receiving on-going support from the NHS Elective
Intensive Care Team.

The Trust has submitted projections of our future performance alongside our
application for Sustainability and Transformation funding. These projections will be
updated as more information becomes available from the clean-up of the waiting list
data which is being undertaken by the Waiting List Improvement Programme and
from the specialty plans to increase capacity to address the underlying issues.
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Figure 34 — Percentage of patients seen within 18 weeks (RTT incomplete pathways) for the
period November 2015 — October 2016
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52 weeks

The clean-up of the inpatient waiting lists through the improvement programme
continued in October and is now largely complete. The impact is that there are a
large number of patients whom we had not been tracking consistently in specific
specialities because RTT rules were applied incorrectly at an earlier stage of the
patient’s treatment pathway. The numbers of those who are waiting over 52 weeks in
Orthopaedics is particularly high.

In total at the end of October 2016, there were 475 patients who had waited over 52
weeks for their treatment since referral from their GP (including 17 patients on
gender reassignment pathways). Over 400 patients were identified as part of the
data clean-up exercise (242 patients in Orthopaedics, 85 patients in Plastics and 73
patients in ENT). This cohort of long waiters has now been reinstated onto the active
RTT waiting list and patients are being contacted to agree a treatment date.

The position for end November is expected to be similar. Some patients will be
added to the patient tracking list from continuing audits while a number of the over
52 week waiters reported for October will receive their treatment in November. This
includes using outsourcing arrangements in some specialties, where the
independent sector can provide capacity for the specific procedures required.

Of the 475 patients reported as waiting over 52 weeks at end October:

- 37 patients were previously reported as waiting over 52 weeks at end of
September (incuding data clean-up). Cinical reviews and treatment plans are now
in place. In many cases the patient continued to be waiting because they did not
wish to have their delayed surgical operation straight away.

- 385 patients are patients identified as part of the data clean-up who have been
re-instated onto the RTT waiting list.

- 35 patients were new breaches for whom we had been reviewing regularly, but
whose treatment took longer than it should have done because of capacity
problems or other reasons.

- 1 additional community pathway was identified.

Clinical reviews and treatments plans are being completed on all patients waiting
over 52 weeks at end October.

Gender reassignment surgery pathways

- 17 patients on gender reassignment surgery pathways had waited over 52 weeks
at end October 2016. These pathways were reported for the first time in June
2016 following agreement with NHS England which commissions the service
from the Trust. The Trust is the only NHS provider of male to female gender
reassignment surgery in the country. This backlog is steadily reducing in line with
the agreed plan.
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Patients waiting over 52 weeks
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Figure 35 - Number of patients waiting over 52 weeks split by gender pathways and non-
gender pathways, for the period November 2015 — October 2016

1.5.4 Responsive: Cancer

In November 2016, performance is reported for Cancer Waiting Times standards for
September 2016. In September, the Trust achieved five of the eight national
standards. The Trust underperformed against the two-week wait from GP referral to
first outpatient appointment, the 62-day wait for GP referral to treatment and the 62-
day screening standards.

1. Performance against the two week wait standard has been recovered in October.
The CCG has asked that Trusts work to reduce median waits for first outpatient
appointments by one day over the next three months. The Trust Corporate
Cancer Service will work with the outpatients team and cancer-treating services
to deliver this in the new year.

2. Underperformance against the 62-day screening standard was the result of two
capacity related breaches within the breast service. A new weekly meeting has
been established within the SCC division to support the prioritisation of surgical
work in the context of the Cancer Waiting Times and Referral to Treatment
recovery plans, which will improve service responsiveness to escalation of
capacity issues. The Trust Corporate Cancer Service has also agreed to review
the management of internal screening pathways with the Trust lead for women’s
cancers.

3. The main contributing factor to underperformance against the 62-day GP referral
to treatment standard was delays on shared pathways originating from other
NWL Trusts. The Trust has agreed a new performance trajectory against the
standard with the CCG and NHS Improvement, shown below. The expectation is
that internal performance (i.e. with all shared activity excluded) remains compliant
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against the 85 per cent operational standard, as was achieved in September. The
Trust is expected to deliver internal improvements to urology and colorectal
diagnostic pathways within Quarter 3, and work is on track to achieve this. Other
NWL trusts have committed to the resolution of delays prior to referral to ICHT
within Quarter 3. If this is delivered, the Trust is expected to be compliant with the
standard from January 2017. However, the CCG and NHSI understand that
aggregate underperformance is likely to continue until the referring sites have
addressed their internal pathway issues. ICHT have committed to supporting

local sites with the development and delivery of their plans.

From January 2017 performance reporting against the new national breach
reallocation policy will be formally rolled out. This is expected to benefit ICHT’s
reported monthly position against the 62-day GP referral to treatment standard
and will support the monitoring of performance improvements on shared

treatment pathways.

Indicator Standard | Quarter 2 | Sep-16
Two week from GP referral to 1st outpatient — all | 93.0% 92.4% 91.2%
urgent referrals (%)

Two week GP referral to 1st outpatient — breast | 93.0% 93.3% 93.6%
symptoms (%)

31 day wait from diagnosis to first treatment (%) | 96.0% 96.7% 96.1%
31 day second or subsequent treatment (drug 98.0% 100.0% 100.0%
treatments) (%)

31 day second or subsequent treatment 94.0% 98.2% 95.6%
(radiotherapy) (%)

31 day second or subsequent treatment 94.0% 97.5% 95.7%
(surgery) (%)

62 day urgent GP referral to treatment for all 85.0% 80.1% 77.5%
cancers (%)

62 day urgent GP referral to treatment from 90.0% 87.7% 86.0%
screening (%)

Table 1 - Performance against national cancer standards for Quarter 2 and September 2016
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Figure 36 — Cancer 62 day GP referral to treatment performance for the period October 2015 —

September 2016
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1.5.5 Responsive: Elective operations cancelled on the day for non-clinical

reasons

The cancellation rate for September was 0.6 per cent which met the target threshold
of 0.8 per cent. The 28-day rebooking breach rate remained above the threshold of 5

per cent. Validation of October cancellations is not yet complete.

A Trust-wide action plan has been developed which focusses on improving
communication arrangements to minimise cancellations made on the day, greater
visibility of high priority patients and improved escalation of 28 day rebooking to

ensure earlier management intervention.

reasons - as % of elective activity
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Figure 37 - Elective operations cancelled at the last minute for non-clinical reasons as a % of

elective admissions for the period October 2015 — September 2016

Patients not rebooked within 28 days -

as % of non-clinical cancellations
30%

25% /A\
20%

[\

5%

28 day rebooking breach rate

0% N A/ [T
AV V4 \v/ o~

0% T T T T T T T T T T T

&:\‘,’) N,\ﬁo g,\ﬁo Q/,\,b Q/,\,b (,\,b ‘/,\,Q) *{,\,Q) (\/.\Q) \/,\,b Qé'\’b :\,b
O F & @R @Y R

28 day rebooking
breaches %

e= «= Threshold 5%

Figure 38 - Patients not treated within 28 days of their cancellation as a % of cancellations for

the period October 2015 — September 2016
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1.5.6 Responsive: Accident and Emergency

In October 2016, performance against the four hour access standard for patients
attending Accident and Emergency was 87.03 per cent, which met the revised
performance trajectory target 86.65 per cent for the month.

The drivers of current levels of performance continue to be:

- Increasing demand, especially at CXH

- Increasing acuity (much of the increase in demand is through ambulance arrivals)

- Delays and difficulties with the pathway from the Urgent Care Centre to the
Emergency Department at SMH

- Crowding has been a particular problem and the recently approved Full Capacity
Protocol was instigated on two occasions during October. The Site Operations
Team coordinated a successful response and a full debrief following both
incidents.

Actions underway to improve performance during November are:
- A second “Playing our Part” week

- The Ambulatory Emergency Care service to move to 7 day working at CXH (this
is already in place at SMH)

A&E patients seen within 4 hours (Trust All Types)
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Figure 39 — A&E Maximum waiting times 4 hours (Trust All Types) for the period November
2015 — October 2016
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A&E patients seen within 4 hours (Site All Types)
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Figure 40 — A&E Maximum waiting times (Site All Types) 4 hours for the period November 2015
— October 2016

1.5.7 Responsive: Diagnostics

In October 2016, the Trust met the monthly 6 week diagnostic waiting time standard
with 0.24 per cent of patients waiting over six weeks against a tolerance of 1 per
cent. Work continues to strengthen diagnostic reporting and planning as per the
Trust diagnostic action plan.

Diagnostics - patients waiting 6 weeks or more for a
diagnostic test
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Figure 41 - Percentage of patients waiting over 6 weeks for a diagnostic test by month for the
period November 2015 — October 2016
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1.5.8 Responsive: Patient attendance rates at outpatient appointments

In October, the aggregate DNA (first and follow up) performance was 11.3 per cent
which equates to a total of 9,750 appointments in the month and 464 DNAs per
working day. This is an improvement on September performance of 11.5 per cent
(9,952 appointments).

A new process has been introduced in Maternity services to identify women who
have given birth and then prospectively cancel future antenatal appointments that
have been booked. The number of DNAs for midwife episodes has reduced by 160
(15 per cent) in the last month.

Any impact related to the introduction of 7-day voice reminders for centrally booked
services has not yet been quantified. This is a priority action within the business
intelligence team.

Outpatient appointment Did not Attends % DNA (first and follow-up)
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Figure 42 — Outpatient appointment Did not Attend rate (%) first and follow appointments for
the period September 2014 — October 2016

1.5.9 Responsive: Outpatient appointments cancelled by the Trust

In October, 12.9 per cent of outpatient appointments (15,341) were cancelled by the
Trust with 8.0 per cent (9,562) of these cancelled at less than 6 weeks’ notice. This
equates to 731 appointments per working day, of which 455 appointments are at
short notice. While this is a slight improvement on the September position of 13 per
cent, the percentage at short notice has gone up compared to 7.7 per cent last
month.

PricewaterhouseCoopers are currently supporting the outpatient directorate team to
analyse the volume of hospital initiated cancellations for outpatients (HICs) and the
reason codes given at less than 6 weeks’ notice, so as to inform specialty specific
improvement plans. They are also liaising with individual business managers to find
out how consultant leave is currently managed in their area.
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The central booking office has agreed to enforce the HICs policy and reject any short
notice cancellation requests provided without the correct authorisation of a general
manager or clinical director.

Outpatient appointments cancelled by the trust with less
than 6 weeks notice, as a % of total appointments made
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Figure 43 — Outpatient appointments cancelled by the Trust with less than 6 weeks’ notice for
the period November 2015 — October 2016

1.5.10 Responsive: Outpatient appointments made within 5 days of receipt

The Trust’s quality strategy target is for 95 per cent of routine outpatient
appointments to be made within 5 working days of receipt of referral. In October,
76.4 per cent of routine appointments were made within 5 days compared to 70.7
per cent in September.

The project team leading the implementation of the Patient Service Centre has
successfully introduced new ways of working to reduce the time taken to register a
referral following receipt in to the Trust. In October, just over 75 per cent were
registered within 2 working days compared to just 58 per cent a year ago.

Other initiatives being progressed include the introduction of an electronic vetting (e-
vetting) solution providing clinicians with instant access to vet a referral the moment
it has been registered and uploaded to the clinical document library (CDL). The e-
vetting solution is being piloted in December with clinicians alongside an escalation
process to highlight vetting delays.
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Figure 44 — % of outpatient appointments made within 5 working days of receipt of referral
(excluding 2 week waits) for the period November 2015 — October 2016

1.5.11 Responsive: Access to antenatal care — booking appointment

In October 2016, 96.4 per cent of pregnant women accessing antenatal care
services completed their booking appointment by 12 weeks and 6 days (excluding
late referrals), meeting the target of 95 per cent or more. The Trust is expected to
continue to achieve this access standard during 2016/17.

Percentage of antenatal booking appointments completed
by 12 weeks and 6 days excluding late referrals
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Figure 45 — Percentage of antenatal booking appointments completed by 12 weeks and 6 days
excluding late referrals for the period November 2015 — October 2016

Page 34 of 35



Trust board — public: 30 November 2016 Agenda item:2.3 Paper number: 6

1.5.12 Responsive: Complaints

The monthly volume of complaints rose in October but remained below the target
threshold. Performance against acknowledgement and response time targets
remains good.

Number of complaints received
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Figure 46 — Number of complaints received for the period November 2015 — October 2016
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Figure 47 — Response times to complaints for the period November 2015 — October 2016

2. Finance

Please refer to the Monthly Finance Report to Trust Board for the Trust's finance
performance.
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NHS Trust

Report to: Date of meeting
Trust Board - public 30 November 2016

Finance Report for the seven months to end October 2016

Executive summary:
This paper presents the month 7 financial position including the in month and year to date
position.

Overall, the Trust met its plan in month and is £0.5m favourable to plan year to date. The
plan now reflects our agreed stretch target with NHSI, an £11m increase on our original plan.

Quality impact:
N/A

Financial impact:
The financial impact of this proposal as presented in the paper enclosed:
1) Has no financial impact.

Risk impact:
Risks are highlighted in the summary pages

Recommendation(s) to the Committee:

The Board is asked to note the paper, including the risks and recommended actions
Trust strategic objectives supported by this paper:

Retain as appropriate:

To achieve excellent patients experience and outcomes, delivered efficiently and with
compassion.

Responsible executive Date submitted
director
Janice Stephens, Deputy CFO Richard Alexander, CFO 24" November2016
Michelle Openibo, Associate
Director: Business Partnering
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IMPERIAL COLLEGE HEALTHCARE NHS TRUST

FINANCE REPORT — 7 MONTHS ENDED 31° October 2016

1. Introduction

This report provides a brief summary of the Trust's financial results for the 7 months ended 31%
October 2016. The Trust Board is asked to note this paper.

2. Summary

During September the Trust agreed a revised control total with NHSI of a deficit of £41m. The
Trust is now eligible for Sustainability and Transformation Funding (STF) of £24.1m, which will
be given by NHSI if financial and performance criteria are met.

The Trust is reporting a deficit of £28.5m before STF; a favourable variance to plan of £0.47m.
Including STF the trust has a deficit of £14.4m. The table below provides a summary of the
income and expenditure position.

In Month Year To Date (Cumulative)
Plan  Actual Variance Plan  Actual Variance
£m £m £m £m £m £m
Income '™ "gr9s] 87371 (0.58)| 603.031 611.16] 8.13
Pay (50.38) (49.66) 0.73! (349.12)! (344.25)] _4.87
Non Pay (35.00)|_(35.33)]  (0.33)}! (248.00)1'_ (261.21)] (13.21)
Reserves _ __ (063)_ (0.63)_ (0.00)l, _(6.90), _(6.90)] _(0.00)
EBITDA | 194 175 (019)|[ (@o0)] (120 (0.21)
Financing Costs [ __ _(245)] _(251)] _(0.06)]1_(19.69)! _(24.25)|_ (4.56)!
SURPLUS / (DEFICIT) including donated asset treatment | 050 (075 (0.25)]] (2068)] (25.45)] @.77)
Donated Asset treatment _______(_176_2_1 ___(;._3_7_)_ ___6._2?1 ;-__ 15._2_9)7__ 15._65_)_F___3;2_1
Impairment of Assets i -1 [ - | - 1 -
SURPLUS / (DEFICIT) 213)] (212 0.00][ (2897)] (2850)] 047
STF Income | 201] 201 - ]| 1406 1408 - |
SURPLUS / (DEFICIT) after STF income | 012)] ©1n]  o0.00|] (4.91)] (1444 0.47]

Income is above plan by £8.1m year to date, £3.7m of which relates to income for pass through
drugs and devices. Pay is favourable reflecting slippage on investments for CIP schemes.
Within pay, agency continues to be below last year’s spend and below the agency cap. Non
Pay is adverse to plan, £13.2m year to date of which £3.7m relates to pass through costs which
have offsetting variances in income and much of the balance primarily reflects the costs of
delivering the additional activity.

3. Revenue

3.1 NHS Activity and Income

The summary table shows the position by division.

Divisions Year To Date Activity Year To Date Income (E£m)
Plan Actual _ Variance Plan Actual __ Variance

Total Division of Medicine and Integrated care 452,054 488,034 | 35,980 141.16| 142.47 1.31
Total Division of Surgery, Cancer and Cardiovascular 382,747 377,369| _ (5,379) 160.61[ 160.80 0.19
Total Division of Women, Children and Clinical Support 185,850 248,251 | _ 62,400 77.78 78.69 0.91
Central Income o _ L _ - _ _ L __ ., _7554]_79.96|__ 442
Pathology | 1,207,671 | 1,244,423 | 36,752, _ 7.43| _7.54 0.11'
Clinical Commissioning Income [ 2,228322] 2,358,076] 129,754] | 462.52] 469.46] 6.94|
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[Note: The Central division reports those revenue streams from NHS commissioners that are
not for direct patient care or managed through patient care facilities controlled by the clinical
divisions (such as for patient transport); or items that have a ‘contra’ impact on expenditure.]

Income from elective care is underperforming, mainly in Surgical specialties, however this is
somewhat offset by increases in accident and emergency and non elective inpatient care.
There have been delays in the implementation of some community schemes which has caused
underperformance on plan in this area.

3.2 Private Care income

Private care income has improved against plan since April however in month income was £0.5m
behind plan and £0.9m behind plan year to date. Income was low in month as additional
income generation schemes are behind plan. Schemes are forecast to be delivering by year
end. The income plan for the year is circa £5m higher than the outturn last year.

3.3 Clinical Divisions

The devolved financial position for clinical divisions is set out in the table below.

In Month YTD
Plan Actual Variance Plan Actual Variance
£m £m £m £m £m £m
Clinical Divisions
Income 21.42 22.68 1.26 150.85: 15220 1.35
~ Expenditure (16.94), (17.08) (0.14): (120.97); (121.85) (0.88)
_Medicine and Integrated Care 4.48 5.60 1.12 29.89 30.35 0.46
~ Income 23.15 23.79 0.64 163.07:  163.71 0.64
_ Expenditure (20.75).  (21.13) (0.38); (143.55); (145.15) (1.60)
~ Surgery, Cancer and Cardiovascular 2.40 2.66 0.26 19.52 18.56 (0.98)
" Income 12.55 12.93 0.38 86.17 87.09 0.92
~ Expenditure (11.91),  (11.69) 0.22 : (84.21) (B83.52) 0.69
~Women, Children & Clinical Support 0.64 1.24 0.60 1.95 3.57 1.62
" Income 3.14 2.41 (0.73) 20.94 19.83 (1.11)
~ Expenditure (5.26) (5.34) (0.08);  (35.84) (36.24) (0.41)
_ Pathology (2.12) (2.93) (0.81)| | (14.90)] (16.41) (1.52)
~Imperial Private Healthcare 1.17 1.15 (0.02) 7.03 7.20 0.17
Total Clinical Division [ 857  7.72] 1.15] [ 43.49]  4327]  (0.23)]

Medicine is £0.5m ahead of plan, mainly due to additional income in specialties such as
Neurosciences and Renal. Surgery is £1.0m behind plan driven in the main by slippage on CIP
schemes and additional staff costs to cover vacancies. Women, Children and Clinical Support
is favourable to plan by £1.6m, this is driven by above plan income performance and
underspends particularly on pay. Pathology has been shown separately in preparation for the
start of the NWL Pathology venture next year and is underperforming by £1.5m year to date
mainly due to under achievement on income contracts and the slower than expected delivery of
some savings programmes. Private Health is favourable to plan year to date by £0.17m: whilst
income is behind plan, costs are being contained to offset the underperformance.
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4. Efficiency programme

£26.5m of CIP efficiencies have been delivered in the first 7 months of the year, adverse to plan
by £1.8m. In October the Trust over delivered its monthly target on CIPs by £1.0m, mainly due
to additional CIPs formalised in the Medicine and Integrated Care Division. The main driver for
underperformance on plan in the Surgery, Cancer and Cardiovascular Division are activity
growth schemes that have been slow to start. Medicine and Integrated Care and Women,
Children and Clinical Support Divisions both have unidentified CIPs which are the key factor in
the year to date underperformance. Pathology underperformance is due to failure of non pay
contract savings. The Trust is working with PWC through its Financial Improvement Plan to
ensure that new CIP plans are developed and the total Trust CIP plan including stretch is
delivered in full.

5. Cash

The cash balance at the end of the month was £28.8m.

6. Conclusion

The Trust is favourable to plan year to date by £0.5m. There are a number of risks, notably
delivery of the CIP programme and the size of NHS income over performance which may cause
an affordability issue for commissioner. The Executive continues to work internally to reduce
costs while safeguarding quality and with the commissioners and NHSI to ensure fair
remuneration for activity carried out.

The additional stretch target agreed on CIPs to reach the £41m deficit position is now planned

into the Trust budget from November. Clinical Divisions are working with the PSO team to
identify and achieve these savings.

The Trust Board is requested to note this report.
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Statement of Comprehensive Income — 7 months to 31° October 2016

In Month Year To Date (Cumulative)

Plan Actual |Variance| Plan Actual | Variance

£000s £000s £000s £000s £000s £000s
Income
Clinical (excl Private Patients) 69.0 70.0 11 473.8 487.4 13.6
Private Patients 4.4 3.9 (0.5) 28.0 27.0 (0.9)
Research & Development & Education 9.0 9.2 0.2 63.2 63.4 0.2
Other 5.6 4.2 (1.4) 38.0 33.4 (4.7)
TOTAL INCOME 88.0 87.4 (0.6) 603.0 611.2 8.1
Expenditure
Pay - In post (49.1)]  (43.5) 5.7| (340.3)| (303.5) 36.8
Pay - Bank (0.5) (3.2) (2.7) (45 (222)| (17.7)
Pay - Agency (0.8) (3.0) (2.2) (4.4) (18.6) (14.2)
Drugs & Clinical Supplies (23.3) (23.5) (0.2)] (163.8)] (168.7) (4.9)
General Supplies (2.8) (2.9) (0.1) (19.8) (21.0) (1.1)
Other (8.9) (9.0) (0.0 (64.4) (71.6) (7.2)
TOTAL EXPENDITURE (85.4)]  (85.0) 0.4| (597.1)| (605.5) (8.3)
Reserves (0.6) (0.6) (0.0) (6.9) (6.9) (0.0)
Earnings Before Interest, Tax, Depreciation & Amortisation 1.9 1.8 (0.2) (1.0) (1.2) (0.2)
Financing Costs (2.4) (2.5) (0.1) (19.7) (24.3) (4.6)
SURPLUS / (DEFICIT) including financing costs (0.5) (0.8) (0.2) (20.7) (25.5) (4.8)
Donated Asset treatment (1.6) (1.4) 0.3 (8.3) (3.0) 5.2
SURPLUS / (DEFICIT) including donated asset treatment (2.1) (2.1) 0.0 (29.0) (28.5) 0.5
Impairment of Assets 0.0 0.0 0.0 0.0 0.0 0.0
SURPLUS / (DEFICIT) (2.1) (2.1) 00| (29.0) (28.5) 0.5
STF 2.0 2.0 0.0 14.1 14.1 0.0
SURPLUS / (DEFICIT) (0.1) (0.1) 0.0 (14.9) (14.4) 0.5

Page 4
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Imperial College Healthcare INHS

NHS Trust

Report to: Date of meeting

Trust board - public 30 November 2016

Recruitment of external auditors

Executive summary:

Following the changes to the local external audit arrangements from the Local Audit
Accountability Act 2014 (the Act), NHS trusts need to procure and locally appoint
their own auditors by December 2016 for the year 2017 to 2018 and subsequent
financial years. There are a number of requirements set in legislation which include
the role of auditor panels, and that auditors have to be registered through the
regulation process to be eligible to audit local public bodies. The duties of the
auditors are set out in the Act, together with their compliance with the Code of Audit
Practice issued by the NAO.

The Audit, Risk and Governance Committee agreed to act as the Audit Panel and
amended it terms of reference to accommodate this. Further to this, and to avoid
any perception of conflict of interest, Sir Gerry Acher declared a potential conflict of
interest, and stepped down from both chairing the Audit Panel and from voting on the
final appointment.

Bids were received from BDO LLP, the incumbents, and Deloitte LLP, the Trust’s
previous auditors. An evaluation team of Trust senior officers reviewed the bids
received and received initial presentations from each of the potential auditors.

The bids were evaluated with the scoring mechanism of 50% quality and 50% cost.
The Evaluation Panel recommended that Deloitte LLP was confirmed as preferred
bidder.

Papers provided for the Audit Panel advised members of the following:
Role of the Audit Panel in the procurement process;

Evaluation team & progress to date;

Recommendation & evaluation results;

Next steps to award of contract; and

Notification of the appointment.

The Audit Panel asked that, should any future external audit procurement have so
small a response (only two bids were received from the eight suppliers on the
London Procurement Partnership External Audit framework), the Panel be involved
earlier in the process.

Presentations were provided by both Deloitte LLP and BDO LLP. Members sought
clarity on a number of points; this was finalised in post-meeting correspondence with
Audit Panel members. Following this clarification the Audit Panel approved the
recommendation that:
e Deloitte LLP be the preferred bidder, and that subject to internal approvals
and the standstill period, a contract award will be made mid-December 2016;
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e The decision to be presented to the November Trust board for ratification.

Following the award of a contract, the Trust is required, within 28 days of an
appointment being made, to publish a notice to name the external auditor; the length
of the appointment; the advice to the Trust board received from the Auditor panel,
and, where it has not accepted that advice, the reasons why not. To this end, the
following statement is made:

Imperial College Healthcare NHS Trust (the “Trust”) has appointed Deloitte LLP as its
External Auditor for a three period covering the financial years; 2017-18, 2018-19 and 2019-
20. The Trust has the option to extend this contract by two periods of one year at the end of
the initial three year term.

The Trust’s Audit, Risk & Governance Committee formed the Audit Panel to oversee the
tender process.

The Trust issued an Invitation to Quote (ITQ) to all service providers in Lot 1 (External
Auditors) of the East of England NHS Collaborative Procurement Hub Framework for Audit &
Consultancy Audit services. Following evaluation of bid submissions and clarification
sessions the preferred bidder was selected on the basis of the overall highest score.

The recommendation of the preferred bidder has been approved by the Audit Panel and the
decision ratified by the Trust board.

Quality impact:
The external auditors audit the quality account as well as the financial statements,
and this was taken account of this in evaluating the bids.

Financial impact:

The evaluation required a 50:50 weighting between price and quality.

The Audit Panel and procurement process was fully compliant with the Local Audit
Accountability Act 2014.

Recommendation to the Trust board:

The Trust board is requested to:
¢ ratify the decision to appoint Deloitte LLP as the Trust’s external auditors for
an initial period of three years from April 2017, with the option to extend for
two periods of one year, and
e agree that this paper forms the notice required by the Act, having been
presented to the public and held on the Trust public website.

Trust strategic objectives supported by this paper:

To realise the organisation’s potential through excellent leadership, efficient use of
resources and effective governance.

Author Responsible executive Date submitted

director
Jan Aps, Trust co sec Richard Alexander, CFO 22 November 2016
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Imperial College Healthcare INHS

NHS Trust

Report to: Date of meeting
Trust board - public 30 November 2016

Trust Organisational Strategy 2016

Executive summary:

Our organisational strategy brings together our existing strategies covering important areas
such as the Clinical, Quality and Safety, Informatics, Patient and Public Involvement
strategies along with key enabling initiatives such as the Finance Improvement Programme
into one document, which together form a roadmap to direct us in our journey to deliver on
our promise: Better Heath, for Life.

The challenges facing the NHS and the Trust are described under the strategic context, with
a detailed analysis of our operating environment including strengths, opportunities, risks and
a peer comparison of activity and income.

The key themes from each of the strategies set out how they support us in delivering on our
corporate objectives and in addressing the three gaps set out in the Five Year Forward View
of health and wellbeing, care and quality and finance and efficiency. A review of the
implementation of each of the strategies provides progress to date and highlights the key
areas of focus going forwards.

In summary our Organisational Strategy comprises three distinct chapters:
Chapter One Strategic Context, overview of the Trust, policy context and strategic drivers
Chapter Two - Our Operating Environment, analysis of income, activity and market position

Chapter Three - Our Strategic Plans to Address the Three NHS Gaps, an overview of our
Trust strategies, progress on key areas of their implementation and important next steps.

The Organisational Strategy sets out the Trust plans for quality and safety, quality

improvement and regulatory compliance

Financial impact:

The strategic finance plans and the Finance Improvement Programme provides the
approach to delivering a sustainable financial future for the Trust

The Organisational Strategy document demonstrates assurance that the Trust is

implementing its core strategies, progress is being made on delivering on the objectives, and

that there is a comprehensive understanding of our activity, income, operational and quality

challenges which are addressed through this consolidated Organisational Strategy.
The Trust board is asked to:
e approve the Organisational Strategy and

e receive a public facing version of this document with key headlines from our business
plan in January 2017.

Responsible executive Date submitted

director

Anne Mottram, Dr Tracey Batten 23 November 2016
Director of Strategy Chief Executive
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Our vision is to be a world leader in transforming health through
innovation in patient care, education and research
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Executive Summary

2016/17-2020/21 is likely to be a period of significant and transformational change for the Trust, for
the acute and social care provider landscape nationally with the challenge of responding to
pressures on NHS funding and calls for increased productivity and efficiency, as national policy
changes take effect, and globally as the parameters of health, well-being and disease are re-defined
with personalised medicine and technology enhanced healthcare become the norm.

To address these challenges the way we work needs to change. This change requires a strategic
approach in how we deliver care that is both high quality and sustainable through the most effective
models of care, the effective use of our estate, achieving higher levels of integration and
coordination in key partnerships and by better understanding our costs, including clinical services
and corporate functions.

Our strategies and supporting initiatives are designed to support the delivery of our corporate
objectives and to address the three NHS gaps set out in the Five Year Forward View: Health and
wellbeing gap, care and quality gap, finance and efficiency gap. A comprehensive analysis provides
key messages to support our ambition to improving financial sustainability which is linked to our
business planning process and the North West London Sustainability and Transformation Plan (STP).

Our Clinical Strategy sets out how we will improve services and deliver them in the most clinically
and cost effective forms, it addresses challenges and opportunities identified in the SWOT and
PESTLE analysis. Our Quality Strategy provides the processes and tool to continuously improve the
quality, safety and responsiveness of our services including our commitment to developing Quality
Improvement (Ql) as a change methodology. Workforce transformation is at the heart of our People
and Organisational Development Strategy and we view our staff as our greatest asset. Our IT
Strategy sets out a digital map to transforming the way we collect, share and use information to
deliver the best care for patients. Our Redevelopment Programme heralds the most significant
transformational change since our merger and is closely aligned with the plans of our
commissioners, it will allow us to provide care in fit for purpose care environments and to redesign
pathways and care models. Achieving a sustainable financial position is a priority. Our financial plans
are focused on meeting the significant challenge through a finance improvement programme and
are supported by our Estates Strategy and our Private Healthcare Strategy. As one of the UK’s six
Academic Health Science Centres our AHSC Strategy and Education Strategy outline our plans to
deliver excellence in research, teaching and education for the benefits of our patients. These
capabilities have been considerably strengthened by extending our AHSC membership to the Royal
Brompton and Harefield and the Royal Marsden hospitals, while our Patient and Public Involvement
Strategy sets out our approach to involving and engaging with our stakeholders in a meaningful way
to ensure patients remain at the centre of all that we do and that their voices are heard.

Our Organisational Strategy brings together all our key strategies and enabling initiatives, which

together form a roadmap to direct us in our journey to deliver on our promise: Better Heath, for
Life.

Trust organisational strategy v1 3
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Introduction

Imperial College Healthcare NHS Trust (ICHT) was created in 2007, by merging Hammersmith
Hospitals NHS Trust and St Mary’s NHS Trust to form one of the country’s largest acute Hospital
Trusts. We have a total operating budget of £1b and over 10,500 staff serving a population of 2m
with over 1m annual patient episodes. Our Trust occupies a distinctive position in healthcare. It
includes designated regional centres: Hyper Acute Stroke Centre, Major Trauma Centre and Heart
Attack Centre; we are one of the largest providers of medical education; with expertise in pioneering
new technologies including diagnostics, robotics and simulation; and an established private
healthcare function that reinvests all profits to our NHS care. We are consistently rated as one of the
leading trusts for effective care with significantly low mortality rates (HSMR, 69.4, SHMI 75.8 and
low risk diagnosis 67.9, (2015/16, Dr Foster, 2016).

Together with Imperial College London in 2007 we created the UK’s first Academic Health Science
Centre (AHSC). We were successfully designated by the Department of Health in 2009 and again in
2014. Our purpose as an AHSC is to utilise excellence in research and education to transform health
outcomes and to support the UK’s globally competitive position in healthcare related industries by
increasing societal and economic gain. Our AHSC's vision is that the quality of life of our patients and
populations will be measurably improved by translating our discoveries into medical advances, new
therapies and techniques, and by promoting their application in as fast a timeframe as is possible.
Our AHSC capabilities were considerably strengthened by the inclusion of the Royal Brompton and
Harefield and the Royal Marsden hospitals as new AHSC members in June 2016.

The next five years are likely to see significant and transformational change for the Trust, for the
acute and social care provider landscape nationally with the challenge of responding to pressures on
NHS funding, as national policy changes take effect and services are delivered through ‘place based’
models, and as the focus shifts from illness to health and wellness. Traditional care environments
will also change as increasingly care is delivered in community settings and population health
interventions take effect to improve patient outcomes.

To respond to these opportunities the way we work needs to change. This change requires a
strategic approach in how we deliver care that is both high quality, sustainable and delivered
through the most effective modes of care, and in how we will transform our organisation to build
the resilience needed to face the significant challenges ahead and continuously improve the quality
of care for our patients.

Our Organisational Strategy comprises three distinct chapters:
Chapter One: Strategic Context, overview of the Trust, key policies and strategic directives
Chapter Two: Our Operating Environment, analysis of income, activity and market position

Chapter Three: Our Strategic Plans to Address the Three NHS Gaps, an overview of our Trust
strategies, progress on key areas of implementation and important next steps.

Trust organisational strategy v1 7
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Chapter One Strategic Context

1. 1 Our Hospitals

Our hospital sites are positioned across North West (NW) London in a health economy with several
acute and specialist providers in close geographical proximity. This is an area of significant urban
regeneration with proposed developments around the St Mary’s site — Sellar Group Paddington
development and the Hammersmith site — Old Oak Common and Park Royal Development
Corporation and Imperial West; a biomedical research and translation precinct.

Figure 1 North West London Health Provider Footprint
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1.2 Our Vision, Ethos, Values and Corporate Objectives

1.2.1 Vision
Our vision is to be a world leader in transforming health through innovation in patient care,

education and research.

1.2.2 Ethos — ‘Our promise’

Our promise is ‘Better Health for Life’. To deliver on the promise we developed our organisational
values through a large-scale co-design process involving staff at all levels across the organisation and
from all occupational groups.

To help everyone to be as healthy as they can be, we want to look out for the people we serve as
well as to look after them.

Trust organisational strategy v1 8
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We look after people by providing care, whenever and however we are needed, listening and
responding to individual needs. We look out for people by being their partner at every stage of their
life, supporting them to take an active role in their own health and wellbeing.

We are one team, working as part of the wider health and care community. We are committed to
continuous improvement, sharing our knowledge and learning from others. We draw strength from
the breadth and depth of our diversity, and build on our rich heritage of discovery.

By doing all this, we ensure our care is not only clinically outstanding but also as kind and thoughtful
as possible. And we are able to play our full part in helping people live their lives to the fullest. Our
promise is Better Health, for Life.

1.2.3 Values
Kind: through education and training of our staff and trainees, we will value compassion and
kindness as a component of our practice, skills and behaviours development

Aspirational: We will strive to be the best, seeking new ways to improve the care we give. We will
push the boundaries of scientific knowledge and enquiry in order to promote ‘health for life’ and
ensure all our staff are given opportunities to achieve their maximum potential

Expert: We will prioritise developing our people to be experts in their field and provide support for
lifelong multi- professional learning

Collaborative: We will work and learn together for the benefit of our patients and our local
community and we will consult with the local community in developing our services

1.2.4 Objectives

Our corporate objectives guide our strategic decision-making.

1. To achieve excellent patient experience and outcomes, delivered with care and compassion

2. To educate and engage skilled and diverse people committed to continual learning and
improvement.

3. As an Academic Health Science Centre, to generate world-leading research that is translated
rapidly into exceptional clinical care.

4. To pioneer integrated models of care with our partners to improve the health of the communities
we serve.

5. To realise the organisations' potential through excellent leadership, efficient use of resources and
effective governance

1.3 Strategic Context

1.3.1 Five Year Forward View
The Five Year Forward View (FYFV) is the strategy for healthcare across the NHS and sets out plans to
address three main gaps in healthcare:
e The health and well-being gap — health inequalities will continue to widen without focus and
invest in prevention
e The care and quality gap - harnessing care delivery and technology to address variability
e The funding and efficiency gap - ensuring sustainability across the provider sector

The recommendations require providers to take a more radical approach to delivering services using
the most appropriate organisational form for local needs, emphasising ‘no one size fits all’. To
achieve the transactional and transformational change necessary to support new ways of delivering
care a number of initiatives will be implemented: Investment in prevention and public health to

Trust organisational strategy v1 9
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improve NHS sustainability, improving access to information to empower patients, prototypes of
four new models of care will be developed with cohort sites; Multispecialty Providers (MCPs), and
Primary and Acute Care Systems (PACS), new models to create viable small hospitals and improved
health in care homes. In addition a new regime for challenged health systems will be introduced.
Urgent and emergency care, maternity and cancer are highlighted as priorities and it proposes a
consolidation of specialised services to centres of excellence.

PACS share several characteristics with Accountable Care Partnerships (ACPs). They are
commissioned through a capitated funding system to provide services to a specified population and
may subcontract elements of their service, with an agreed framework for financial accountability,
financial and performance risk management. Recent guidance highlights three core PACS operating
models (NHS England, September 2016):

e virtual PACS, providers (and potentially commissioners) are bound together by an alliance
agreement which overlays the traditional contracts held by each provider with commissioners;

e partially integrated PACS, a contract is awarded for the vast majority of health and care
services with a single budget but will exclude primary medical care services;

e fully integrated PACS, a single contract for all local health and care services and the PACS holds
a single whole-population budget

1.3.2 Sustainability and Transformation Plans

i). National Context

Sustainability and Transformation Plans (STPs) are ‘place based’, five-year plans built around the
needs of local populations and which support the implementation of NHS England’s (NHSE) FYFV by
addressing the three gaps in health and wellbeing, care and quality, finance and efficiency.

STPs are of great importance as they describe the strategic direction agreed by partners across a
geographical footprint to develop high quality sustainable health and care and will determine access
to the NHS Sustainability and Transformation Fund (STF) which will total £3.4bn by 2020/21. In
addition the new Single Oversight Framework from NHS Improvement (NHSI), in effect from October
2016, which is designed to help NHS providers attain, and maintain, Care Quality Commission (CQC)
ratings of ‘Good’ or ‘Outstanding’, includes progress against STP milestones in its assessment
criteria.

ii). Sustainability and Transformation Plans: Regional Context

In developing the NW London STP, the eight boroughs and commissioning groups, acute, mental
health and community service providers are working together to improve the health and wellbeing
of a population of 2.1m and 2.3m registered patients with an annual health and social care spend of
£4b.

Around a third of our patients currently in one of our inpatient beds could be better cared for in the
community or at home. Many are frail, elderly people and others with complex, long-term physical
and/or mental health conditions. They remain in hospital simply because the support and services
they need to go home or to a residential care facility aren’t easily available at the right time.
Additionally proactive care to help people stay as healthy and independent as possible and manage
their own conditions will be very different to the reactive treatment we tend to provide now.

If we continue to provide care without transforming the way we as a footprint provide health and

social care, the gap between population level funding and organisational needs becomes ever more
unsustainable, with an estimated the shortfall of £1.4b in NW London by 2021.

Trust organisational strategy v1 10
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The vision for NW London is that ‘everyone living, working and visiting here has the opportunity to
be well and live well — to make the very most of being part of our capital city and the cultural and
economic benefits it provides to the country’ (STP, October 2016). The principles underpinning the
NW London STP vision reflect the aims of our Clinical Strategy. Care will be: personalised, localised,
co-ordinated, specialised. There are nine priorities in our STP drawn from local place based planning
across health and social care:

e Support people who are mainly healthy to stay mentally and physically well, enabling and
empowering them to make healthier choices and look after themselves

e Improve children’s mental and physical health and well-being

e Reduce health inequalities and disparity in outcomes for the top 3 killers: Cancer, heart
disease, respiratory disease

e Reduce social isolation

e Reduce unwarranted variation in the management of long term conditions

e Ensure people access the right care in the right place at the right time

e Improve the overall quality of care for people in the last phase of life and enable them to die
in their place of choice

e Reduce the gap in life expectancy between adults with serious and long term mental health
needs and the rest of the population

e Improve consistency in patient outcomes and experience regardless of the day of the week
services are accessed

Resources across our footprint will be shifted to focus on achieving change in five delivery areas (DA)
that address the nine priority areas of population need across the partner organisations:

e DAI. Radically upgrade prevention and wellbeing

e DAZ2. Eliminating unwarranted variation and improving long term condition management
e DA3. Achieving better outcomes and experiences for older people

e DAA. Improving outcomes for children &adults with mental health needs

e DAGS. Ensuring we have safe, high quality sustainable acute services

iii). Sustainability and Transformation Plans: Local Context

Our Trust Chief Executive, Dr Tracey Batten is the provider representative on the STP leadership
group, a member of the Joint NW London Health and Social Care Transformation Group and the
programme lead for DAS. Several members of our clinical and managerial teams represent the Trust
at the 22 implementation groups and our next steps are to approve our internal governance
arrangements for the STP so that we can field the most appropriate representation and share
learning and information across our teams.

The final version of the STP was submitted to NHSE and NHSI on the 21st October 2016.

iv). Commissioned Specialised Services

Specialised services are those services which require a planning population of more than one million
people which treat: Severe or rare conditions, those with serious underlying problems, correct
complications following a procedure and require a specialised team working together at a
recognised centre. There are plans during 2016 to review and potentially consolidate these services
in centres with the best critical mass and outcomes. These plans are being led by NHSE London with
input from STP leads and specialist providers across London.
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1.3.3 Health Needs of our Population

The UK Academy of Medical Sciences (2015) identified obesity, non-communicable diseases (chronic
conditions), and demands of the ageing population and antibiotic resistance as the key heath
challenges for the UK over the next 25 years. Several of the associated clinical specialties feature as
significant Trust services, for example specialist surgery and specialist medicine including diabetes
and renal. Others such as antibiotic resistance are established research themes in our AHSC,
including the Biomedical Research Centre (BRC) and the National Institute for Health Research
(NIHR) Health Protection Research Unit.

The population of London is around 8.7 million as at 2015. The 13 Inner London boroughs have a
population of 3.4 million and the 20 Outer London boroughs a population of 5.2 million. By 2021
London's population is expected to grow to 9.3 million (3.7 million in Inner London and 5.6 million in
Outer London), (GLA projections). There are several distinctive characteristics of our local population
and the wider London areas, where we also provide care that should be addressed in the planning of
our services and in ensuring we are working to accurate assumptions in our strategic plans:

e The proportion of people not born in the UK is highest in the Inner West at 44%, higher than
the proportion of people from BME groups in the same area at 32% (Census)

e London has proportionally fewer people aged over 50, particularly in Inner London however
the population aged 65 and over is projected to increase by one fifth to one quarter in all
regions by mid-2020 (ONS). Across the North West London Clinical Commissioning Groups
(NWL CCG) the 65+ age group form a slightly larger proportion of the total population than
London, but smaller than England (NWL CCG)

e Net migration peaked in the late 1990s with a slight change from positive to negative net
migration between 2011 and 2012. The main driver of London's population growth in the
last decade has been the number of births being higher than the number of deaths, rather
than the number of people moving in being higher than those moving out (ONS). A number
of large-scale redevelopments are planned in NW London, for example Cross Rail, Old Oak
Common and Park Royal development and the Sellar Group Paddington redevelopment,
which may increase day visitors and bring new residents into the areas served by the Trust

e The official definition of poverty is having a household income that is less than 60% of the
national median. The poverty rate for working-age adults in London has risen slightly over
the last ten years at 27%, the pensioner poverty rate has seen a significant fall

e The rate of infant mortality in both Inner and Outer London has improved and was below 5
per 1,000 live births in 2010

e The principle causes of premature (<75) death in our area is cancer, followed by
cardiovascular disease and chronic pulmonary disease (COPD) (NWL CCG)

e Life expectancy for men and women living in the NW London CCG areas is higher than
London and England averages. However, West London CCG has worse health outcomes
(NWL CCG, 2016)

Population heath related issues currently seen across NW London include:
e 20% of people have a long term condition
50% of people over 65 live alone
10 — 28% of children live in households with no adults in employment
1in 5 children aged 4-5 are overweight
People with serious and long term mental health needs have a life expectancy 20 years less
than the average

Projected increases in specific diseases by 2030 with the greatest impact on health and social care
across our footprint are a 53% increase in cancer, 40% increase in advanced dementia/Alzheimer’s,
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36% increase in those living with one or more long term conditions and a 29% increase in severe
physical disability (NWL STP, October, 2016).

1.3.4 Digital Health Care

Digital health solutions are essential in supporting greater independence and quality of life for
patients and offer more efficient ways of working for healthcare providers. NHS England introduced
a funding award to recognise the most digitally advanced trusts and to support them to become
Centres of Global Digital Excellence and to drive forward better use of technology in health. The
centres will lead the way for the NHS to accelerate developing better information technology,
delivering benefits for patients and sharing learning and resources with other local organisations
through networks. Each will be partnered with an international organisation to help maximise
benefits and learning. We were designated a Global Digital Exemplar by the Department of Health
(DH) with our partner Chelsea and Westminster Hospital NHS Foundation Trust (C&W) autumn 2016.

1.3.5 Devolution

Devolution is the transfer of powers and decisions, which would usually be taken by central
Government or national bodies to a more local level. The Greater Manchester Combined Authority,
an example of an early adopter, signed a devolution agreement in 2014. This included taking control
of health and social care spending for the region with full devolution of this £6b budget in 2016/17.

The London Devolution Plan agreed by the Mayor, London CCGs, London borough leaders’, NHSE
and Public Health England (PHE) sets out the arrangements to redesign £93b in public services
(December, 2015). A series of pilots are in progress to pool health and social care budgets at a
borough level initially focusing on three priority areas: Prevention, health and care integration and
the best use of facilities and land.

1.3.6 One Public Estate

One Public Estate (OPE) is a pioneering initiative delivered in partnership by the Cabinet Office
Government Property Unit (GPU) and the Local Government Association (LGA). OPE partnerships
work together across the public sector and take a strategic approach to asset management. At its
heart, the programme is about getting more from collective assets such as supporting major service
transformation such as health and social care integration and benefits reform, unlocking land for
new homes and commercial space, or creating new opportunities to save on running costs or
generate income. This is encompassed in four core objectives: Creating economic growth (new
homes and jobs), more integrated, customer-focused services, generating capital receipts and
reducing running costs. London has established a regional programme and our NWL STP includes
aspirations to utilise OPE to address footprint estate challenges.

1.3.7 Shaping a Healthier Future

Shaping a Healthier Future (SaHF) is the programme to transform hospital and out of hospital health
and care services in NW London. The vision for our Trust sites within the SaHF Programme can be
summarised as:

e St Mary’s to operate as the major acute hospital for emergency care in Inner North West
London, with a trauma centre and stroke centre and with the Western Eye Hospital relocating
to that site

e Hammersmith to operate as the specialist hospital for NW London including specialist medicine
and surgical hubs and specialist centres for cardiac and cancer services acting as both a local,
regional and national provider

e Charing Cross to operate as a local hospital

Trust organisational strategy v1 13



Trust board — public: 30 November 2016 Agenda item: 3.2 Paper number: 9

This vision underpinning SaHF is presented in the NW London STP as providing the enabling context
for estates and infrastructure modernisation to deliver care from the most appropriate clinical
settings.

In 2013 The Secretary of State for Health agreed that changes to NHS services under SaHF should
proceed, in particular those related to Hammersmith and Central Middlesex Hospitals with changes
to their A&E services completed in 2014. In addition changes occurred to maternity services in Ealing
in 2015 and paediatric services in 2016, with the service transferring to the Trust to address issues
with staffing and critical mass.

The Implementation Business Case (ImBC), based on the local acute Trust’s business plans and CCG
out of hospital plans, is due to be submitted in November 2016.

1.4 Strategic Financial Context

1.4.1 NHS Improvement Expectations

FYFV (2014) made a commitment that the NHS will deliver £22b worth of efficiency savings by
2020/21. However, it was widely recognised that this represented a reduction in national funding in
real terms and, together with an ageing population, rising treatment costs, reductions in social care
budgets due to local government settlements and increasing patient expectations, posed additional
challenges to an already stretched NHS.

In July 2016, the financial reset publication ‘Strengthening Financial Performance and Accountability
in 2016/17’ in the NHS underscored the responsibilities of individual NHS bodies to live within the
funding available. Specifically, it confirmed actions to support NHS providers in reducing the annual
NHS provider deficit to no more than £580 million with an ambition of £250 million for 2016/17 and
a balanced starting position for 2017/18 based on the full year effect of the measures taken.

In September 2016 joint NHSI and NHSE ‘NHS Operational Planning and Contracting Guidance for
2017-2019’ was published. This reiterated that the provider sector will be expected to achieve
aggregate financial balance in each of the two years of the operational plan after taking into account
deployment of the £1.8b Sustainability and Transformation Fund (STF). The clear expectation is that
‘sustainability funding must deliver at least a pound-for-pound improvement in the aggregate
financial position’ (NHSI, 2016).

All trusts must deliver an agreed financial control total in each year. Delivery of these control totals
is a core part of NHSI’s new Single Oversight Framework; with control totals developed using an
impact assessment model for a range of known factors at an individual trust level.

Our financial goal in the 2015/16 plan was to allow a deficit of £18.5m for one year (largely driven by
the removal of the subsidy for complex specialist care) before returning to surplus and long-term
financial sustainability. However, despite the trust meeting its statutory financial performance
targets, 2015/16 turned out to be an extremely challenging year with the Trust achieving an
operational outturn of a £30.1m deficit, and a final deficit outturn after provisions of £47.9m. This
has made 2016-17 more challenging with the Trust now forecasting a £41m deficit, following
agreement of our control total with NHSI, and a CIP programme of £58m. To support delivery of our
financial targets, earlier this year the Trust initiated a Financial Improvement Programme supported
by PwC. Section 3.5 outlines our financial plans.
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1.4.2 Operating Plan and Commissioning Intentions
Looking forward, NHSI have set out a challenging expectation for organisations to develop two year
operational planning and contracting covering 2017/18 and 2018/19 by the end of December 2016.

Commissioning intentions issued in October 2016 herald a new approach from NHS England who will
work in closer collaboration with ‘local commissioners’ on specialised service commissioning,
developing the shared priorities of the STPs and achieving efficiencies. Some of efficiency gains are
identified as occurring through consolidation; for example supply chain and procurement,
improvements to pharmacy, and moving some services into centres of excellence. Eliminating
variation is an area of focus: standardising non-national tariff prices and removing unwarranted
variation in clinical care. An important intention which is strongly aligned with our clinical strategy is
a move towards developing Accountable Care Partnerships (ACP), progressing with shadow budgets
and an initial focus on the older adult population.

1.4.3 Carter Review of Provider Productivity

Against an expectation that NHS providers will deliver efficiencies of 2-3% per year, which in real
terms sets a requirement for 10-15% in cost reduction by 2012, Lord Carter conducted a review of
productivity and efficiency in acute providers to identify improvement opportunities and highlighted
that £59b could be saved by better use of NHS resources. The review focused on the use of
resources in areas of clinical staffing, pharmacy and medicines management, diagnostics and
imaging, procurement, back-office functions and estates and facilities. Unwarranted variations were
found in the costs of certain procedures and practices between the most and least expensive trusts
using the adjusted treatment cost (ATC) as one measure of cost per given output

1.4.4 Back Office Consolidation, Pathology and Unsustainable Clinical Services

In June 2016, NHSI wrote to all providers asking them to submit a high-level summary of the
opportunities for further action to tackle pay bill growth, implementing Lord Carter’s
recommendations on back office and pathology services, and identifying new ways of providing
unsustainable services. Actions in these area were thought to be essential in reducing the provider
sector deficit in 2016/17 to around £250m, with a full year effect that would result in a balanced ‘run
rate’ position going into 2017/18. In July of that year providers were asked to submit a high-level
summary of the opportunities for consolidation and re-provision aligned with local STPs as actions to
progress during 2016/17 to improve efficiency and quality.

1.4.5 Our Estates and Redevelopment Programme

Recent figures detailing the scale of the NHS backlog maintenance programme show that the overall
costs to eradicate the total backlog increased by 15 per cent last year to almost £5bn as
organisations reduce their levels of capital investment. In 2015-16, NHS providers had high risk
maintenance costs of £775m, compared to £458m in 2014-15 and £357m in 2013-14 (HSJ, October
2016).

In terms of our physical infrastructure, we have not carried out any major estate redevelopment
since the merger in 2007. Many of our buildings are old and far from optimal for future care model
requirements. We have a significant issue related to the size and cost of our total backlog
maintenance requirements which currently stands at £1.3 billion. This means that the Trust alone is
responsible for just over one fifth of the NHS’s total backlog maintenance costs and that 17% of all
NHS high risk maintenance costs reside in our estate.
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Chapter Two Analysis of our Operating Position

2.1 Our Operating Environment

In reviewing the opportunities and risks that we need to respond to over the next five years we
carried out a comprehensive SWOT and PESTLE analysis, involving staff from clinical and corporate

divisions with the findings shown below in table 1 and 2.

Table 1 SWOT

Strengths

Weaknesses

Skilled, diverse, increasingly engaged workforce

Largest provider of elective care in North West London (NWL)
and main tertiary centre

Major provider of acute emergency care in NWL e.g. Major
Trauma Centre (MTC), Hyper Acute Stroke Unit (HASU), Adult
and Paediatric A&E, Heart Attack Centre

Range and diversity of clinical services

Each Hospital site plays an important role in the local
community

Sites occupy prime London locations

Supportive and engaged Charity

Partnership with Imperial College London and AHSC

Track record of innovation

Clinical outcomes above expected rates for many metrics,
e.g. SHMI, HSMR

Largest Biomedical Research Centre award

Comprehensive research portfolio with well-established
infrastructure and partnerships, capabilities in genomics, big
data, rare diseases

Commitment to embedding Trust values

Strong leadership and management training
programmes

Care Quality Commission (CQC) overall rating of
‘requires improvement’

Functional suitability of the Trust estate and
significant backlog maintenance costs
Operational and capacity challenges to meet NHS
Constitution standards

Legacy effect regarding integration and co-
ordination in some areas

Areas with sub-optimal productivity

Medical trainees satisfaction with Trust training
experience in some specialities

Full implementation of a comprehensive cost
containment process

Capacity and capabilities to deliver clinical and
administrative support to 7 day services including
consistent operating procedures for clinical admin
processes

Patient experience below expectations in some
areas

Staff experience below expectations in some areas
Routine availability, use of business intelligence
data

Multi-site working: silos, duplication or non-
consolidation of services, financial and travel
impact

Opportunities

Threats

NWL STP and Trust CEO as a lead for Delivery Area 5
Developing partnership with Chelsea and Westminster NHS
Foundation Trust

Realising the predicted Carter Review savings

Significant redevelopment investment in surrounding areas:
improved transport, regeneration and increased
population/users of services e.g. Sellar Group, Old Oak
Common and Park Royal , Cross Rail, Imperial West
Redevelopment of sites to create fit for purpose facilities to
improve efficiencies, patient and staff experience
Improving stakeholder relations as part of transformation
works

Building a stable leadership team

IT Global Excellence Award, Electronic Patient Record, Care
Information Exchange to support new ways of working/new
models of care

Optimising AHSC benefits and AHSC extended membership
member of AHSN

BRC reaccreditation successful in 2016

Building our brand: Better Health for Life

Unprecedented financial challenge across the NHS
and impacts on quality of care

Trust higher than average Cost Improvement
Programmes (CIP)

Achieving Good or above at CQC re- Affordability
of proposed redevelopment scheme

Planning blight due to major strategic change
across the local health economy

Challenge of delivering cost improvement
programmes in full to achieve financial
sustainability

Maintaining organisational resilience

to consistently meet quality, financial, regulatory,
performance and access requirements

Unfunded or marginally funded growth

Specialist tariff does not fully reflect acuity and
training costs

Reductions arising from reviews of Specialist
Commissioned services

Commissioner challenge process
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Agreeing where we wish to collaborate and where we wish to
compete for services over a strategic period

Working collaboratively with GPs, Commissioners and
partners to deliver integrated care e.g. ACP

Preventative health and wellbeing

Transformation resources and programmes e.g. Out Patient
Transformation, Clinical Strategy Implementation
Programme, North West London Pathology, Macmillan
Private healthcare and reputational gains from Royal births
Embedding quality improvement (Ql) methodology

mid term

reconfigurations

across the Trust

Changes to funding of pass through items
Interruption of services due to ageing equipment
Impact of New Care Models and community
focused tenders on Trust activity in the short to

Reductions in market share arising from sector

Continuing challenges in recruitment of hard to
recruit groups and achieving safe staffing levels

Losses re National Education Tariff

Table 2 PESTLE

Political

Economic

Social

Gap between patient needs and NHS
resources of £30bn per year by
2020/21

Policy changes reduce public health
budgets with knock-on effects to NHS

Devolution in London brings changes
to health and social funding requiring
new ways of moving across health
economy

Political will/pressure impacts sector
and Trust redevelopment plans

Impact of Brexit on NHS international
workforce

Sustainability of NHS funding model

International migration (8.5% of the
13% predicted growth for London

Competition from independent
providers in tenders where the Trust is
unable to match or better service costs

High calibre strategic partnerships are
required to advise on commercial
options for estates redevelopment

NHS pay and changes to terms and
conditions may lead to workforce
challenges including recruitment and
retention

Impact of Brexit on UK credit rating,
borrowing and land sales

Challenges of an ageing,
increasing and diverse
population with 13% growth
predicted for London overall
(7% England) and 21.5%
increase in London population
aged 65 plus*.

Local population increases,
transient and residential arising
from major developments

People are living longer and
need a wider range of services
over a longer period of time

The majority of illnesses treated
by the NHS are caused by
obesity, smoking or alcohol,
presenting opportunities for
greater involvement in
preventative and population
based health and well being

Increasing variety and uptake of
social media used in decision
making re where to receive
care, in sharing reviews and
information across online
populations and in self-
management of illness

Technological

Legal

Environmental

NHS Innovation Accelerator
Programme — Trust a designated site
for Diabetes

Biological devices will disrupt acute

Uncertainties regarding EU legislation
and the UK position

Legislatory and regulatory changes
arising from establishment of NHS

Trust estate and ageing
equipment will pose greater
challenges to safety,
productivity and experience if
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treatment settings with more patients | Improvement solutions not implemented
able to be monitored at home

Increased awareness of litigation and Drive for energy efficiencies
Reducing costs of gene sequencing will | expectations results in increased costs | and carbon neutral delivery
allow greater access to testing and possible media attention require Trust to increase its

focus on sustainable
Developing capabilities in heath environment

informatics/big data analysis not
included in most NHS training

programmes skills gap

2.2 Trust Income Trends

A trend analysis of our income from 2009/10 to 2015/16 shows a 2% increase Compound Annual
Growth Rate (CAGR) on total income, with 1.7% increase from 2014/15 to 2015/16. Clinical income
across the period has increased by 3% CAGR, with a 5.7% increase from 2014/15 to 2015/16. Other
income has decreased over the period by -3% CAGR, with a -16.6% decrease from 2014/15 to
2015/15

Figure 2. Sources of Income Graph 1. Trust Income Trends 2009/10 — 2015/16
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2.2.1 Cost Improvement Programme

During 2015/16 we delivered 80% of our cost improvement programme of £36.1m, a slight
reduction on CIP delivery in 2014/15, 81%.

Table 3 Cost Improvement Programme (CIP) Delivery 2015/16

£m’s 2014/15 2015/16
(Actual) (Actual)
Target £49.3 £36.1
Achieved (£) £39.7 £28.9
Achieved (%) 81% 80%

2.2.2 Competitor Analysis Income

To analyse our performance in securing income, two peers were selected based on their size, service
portfolios and academic credentials, University College Hospital NHS Foundation Trust (UCLH) and
Guys and St Thomas’ NHS Foundation Trust (GST) with a third, Chelsea and Westminster NHS
Foundation Trust (C&W) selected as one of our top peers for NWL CCG activity.

Over the set period our total income and clinical income increased at a slower rate than the selected
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peers and for ‘other income’ ours reduced more than peers, closely followed by UCLH. C&W* saw
the highest increases across all three income types and this is thought to be due to the full effect of
the consolidation of accounts post-acquisition of the West Middlesex Hospital.

Table 4. Comparative Analysis by Income Type CAGR 2009-2016

Trust All Total Income Clinical Income All Other Income
ICHT 2% 3% -3%

UCLH 3% 4% -1%

GST 3% 4% 0%

C&W* 8% 9% 8%

Source: Annual Accounts

2.2.3 Trust Clinical Income by Main Commissioner

Our largest single funding source as payment for clinical activity is the NW London CCGs, £370m in
2015/16 which increased by 2.4% from £361m in 2014/15 and equates to 49% of our total clinical
income. The second largest single funding source is NHSE which increased by 2.3% to £307m in
2015/16 and makes up 41% of our total clinical income.

Graph 2. Trust Clinical Income by Commissioner

Trust Clinical Income by Commissioner 2013/14, 2014/15 & 2015/16
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Chart 1 & 2. Trust Sources of Clinical Income 2014/15 and 2015/16

Trust Sources of Clinical Income 2015/16
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2.2.4 Market Analysis

The Trust provides services to a local population through commissioning arrangements with the
eight NW London CCGs (NWL), the remaining 23 CCGs are categorised as ‘Rest of London’. The map
below shows the NWL CCGs and the Rest of London CCGs boundaries.
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Figure 3. CCG Boundaries NWL and Rest of London CCGs

HERTFORDSHIRE

BUCKS ".'__ b Vit TrObedge

Forent

. o
Gtom My

s Ty Dasvireg
Tcrmees

BERKS

SURREY KENT

The London provider landscape comprises a high concentration of acute and tertiary hospitals
resulting in competition for certain types of clinical activity and specialities. A number of important
recent developments may impact on the Trust’s competitive position: Within the NW London (NWL)
sector the recent merger of London North West Hospitals (Northwick Park Hospital, St Marks
Hospital, Central Middlesex Hospitals, Ealing Hospital merged on the 1% October 2014) has resulted
in the consolidation of market share and patient pathways for the merged organisation. The
acquisition of West Middlesex University Hospital NHS Trust (WMUH) by Chelsea and Westminster
NHS Foundation Trust (C&W) on the 1% September 2015 provides an expanded population and
opportunities to re-direct patient flows in some clinical services.

2.2.5 CCG Trend Analysis
i). NWL CCG Elective

Graph 3. Elective Spells NWL CCGs
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The NWL CCG elective market increased by 4.1% (spells). ICHT activity increased by 16.9%. The
closest peer was London North West Hospitals NHS Trust (LNWH) who saw an increase of 4.7%.
Reductions were seen at Chelsea and Westminster Hospital NHS Foundation Trust (C&W) -4.3%,
and at the Hillingdon Hospital NHS Foundation Trust (HH) -3.1%
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Graph 4. Elective Daycase Spells NWL CCGs Graph 5. Elective Admitted Spells NWL CCGs
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Elective activity data includes day case and admitted elective activity and it is therefore important to
analyse changes for both types of elective activity to identify factors driving growth.

In 2015/16 there was a 28% increase in NWL CCG daycase elective activity, an extra 15,489 spells.

For ICHT Admitted elective activity there was a 21.5% reduction, which is 3,484 less spells
completed in the previous year.

For elective daycase activity C&W and HH saw reductions. All the top four providers by volume saw
decreases in elective admitted activity.

ii). NWL CCG NEL
Graph 6. NWL CCGs NEL
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The overall NWL CCG NEL market grew by 3.1%, ICHT NWL NEL activity increased by 9.58%. C&W
had the greatest increase at 11.86%. HH increased by 2.06%. The closest peer by volume, LNWH saw
a reduction of -5.35%

Graph 7. NWL OP First Attendances Graph 8. NWL Follow up Attendances
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The NWL CCG OP First market grew by 6.3%. ICHT increased by 3.15%, +8,629 attendances. C&W
were the next largest provider and their activity increased by 4.05%. LNWH increased by 2.11%. The
largest increase was at HH 7.33%.

The NWL OP follow up market decreased by -0.68%. ICHT saw increased activity 4.1%, +19,407
spells. C&W, the largest single provider, saw an increase of 7.29%. LNWH increased by 2.5%, and HH
increased the most at 9.44%.

iii). Rest of London CCGs
Data is shown in spells for the Trust and our top four peers by volume.

Graph 9. Rest of London CCG Elective Spells
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ICHT Elective activity for Rest of London CCGs increased by 15.3%. Barts’ activity increased at a
smaller rate of 1.5%, Reductions were seen at RFL, KCH and UCLH.

Graph 10. Rest of London CCG Elective Daycase Graph 11. Rest of London CCG Elective Admitted
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Using the same breakdown into elective admitted and elective day case activity, ICHT Rest of
London elective daycase activity increased by 24.5%, small increases were seen at Barts and KCH,
with a small reduction at RFL, the top providers by volume.

All four providers saw reductions in admitted electives for Rest of London CCG during 2015/16.
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iv). Rest of London NEL
Graph 12. Rest of London NEL Spells
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ICHT NEL activity for Rest of London CCGs increased by 1.3%. Reductions were seen at Barts, RFL,

KCH and UCLH.

v). Rest of London OP
Graph 13. Rest of London Outpatient First
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ICHT OP First attendances for Rest of London CCGs increased by 2.1%. Barts increased by 6.6%,
UCLH increased by 1.5%. Reductions were seen at RFL and Kings.
ICHT OP Follow up attendances for Rest of London CCGs increased by 7%. Barts, UCLH, RFL and KCH

all reduced their OP Follow up attendances with RFL having the greatest reduction at -14%.

vi). Market Share NWL and Rest of London
Table 5. Market Share Analysis NWL CCGs

NWL CCGs Elective ICHT %
2012/13 30.03
2013/14 29.51
2014/15 27.47
2015/16 30.68
NWL CCGs OP First ICHT %
2012/13 25.95
2013/14 28.97
2014/15 26.65
2015/16 25.86

LNWH
21.52
229
24.58
24.61

%

C&W %

28.61
25.79
26.08
25.53

C&W %

13.28
13.82
13.59
12.42

LNWH %
184
17.27
17.72
17.03
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HH %
9.47
8.84
8.94
8.26

HH %
10.84
9.8
9.72
9.82

NWL CCGs NEL
2012/13
2013/14
2014/15
2015/16

NWL CCGs OPF
2012/13
2013/14
2014/15
2015/16

ICHT %

26.75

26.58

26.67

28.37

ICHT %

26.06

22.12

19.98

20.93

LNWH %
29.39
29.4
28.36
26.05

caw
21.08
17.73
20.23
21.83

C&W %

19.73

18.98

18.84

20.46

%

LNWH %

18.34

16.48

16.95

17.49

HH %
12.57
12.65
13.08
12.96

HH %
8.83
6.98
7.21
7.94

23



Trust board — public: 30 November 2016 Agenda item: 3.2 Paper number: 9

Table 6. Summary of Market Analysis Rest of London CCGs

Rest of London Elective ICHT % Barts % KCH % UCLH % Rest of London NEL ICHT % Barts % LNWH % KCH %
2012/13 8.33 8.76 5.35 7.44 2012/13 7.11 11.93 7.34 4.58
2013/14 8.39 8.53 8.62 7.71 2013/14 7.13 1231 7.38 7.73
2014/15 7.85 8.04 8.99 8.16 2014/15 7.11 11.19 7.05 7.83
2015/16 9.13 8.14 8.8 7.72 2015/16 7.75 11.14 6.73 7.38
Rest of London OP First ICHT % Barts % C&W % RFH % Rest of London OP Fu ICHT % Barts % RFH % UCLH %
2012/13 7 8.78 8.2 7.52 2012/13 6.54 9.07 7.33 5.56
2013/14 8.02 9.02 7.63 7.55 2013/14 6.42 8.89 7.22 7.1
2014/15 7.57 8.39 7.91 7.38 2014/15 5.86 8.3 7.32 7.53
2015/16 7.3 8.12 7.65 6.97 2015/16 6.1 8.5 6.58 767

Source: Dr Foster 2016

ICHT market share for the NWL elective market has grown by 3.21%, while peers (by size of market
share) has either decreased (C&W) or remained largely static (LNWH, HH). The Trust’s market share
for the NWL NEL market increased by 1.7%, C&W had a comparable increase at 1.62%. Reductions
were seen at LNWH, the closest peer by volume, and HH.

Three of the largest providers in the NWL OP First market saw reductions in market share, including
the Trust, -0.79%. All top four providers saw increases in NWL OP Follow up market share, for the
Trust this is 0.95%. C&W have the largest single market share.

For Rest of London elective the Trust’s market share increased by 1.28%. Reductions in market
share were seen at UCLH and at a smaller rate at KCH, with a very small increase at Barts. For Rest
of London NEL the Trust was the only provider with an increase in market share, 0.64% and has the
largest single market share.

All the top four providers for Rest of London OP First saw reductions in market share. Barts has the
largest single market share. Small increases in Rest of London Follow up market share were seen by
the Trust, 0.24%, Barts, the single biggest market share holder, and UCLH with reductions at RFH.

vii). Commissioned Specialised Services

In NW London there are nine hospitals that provide specialised services. The main providers of
specialised acute services are the Trust (£287m) and Royal Brompton and Harefield (£226m).
Specialised mental health services are provided by West London Mental Health (£120m). The
remaining six providers (C&W, LNWH, Central and North West, HH, Tavistock and Portman, and St
Peter’s Andrology) together account for a further £251m (NWL STP, October 2016). NW London also
provides specialised services to a population that extends beyond its geographical footprint.

Specialised services provide 41% of our clinical income and many are aligned with our research
themes across the BRC. Our market share for all specialised services in the NW London sector
increased from 41.4% in 2014/15 to 48.4% in 2015/16, an increase of 7% in total.

Benchmarking activity on Prescribed Specialist Services (PSS) contains an almost full data set of

specialised services with some differences in procedures and is used here to analyse Trust and peer
trends.

Trust organisational strategy v1 24



Trust board — public: 30 November 2016

Graph 15. Comparison NWL NEL Non-PSS & PSS Graph 16. Elective Non PSS & PSS Activity NWL

Agenda item: 3.2

Paper number: 9

300,000
250,000
2 200,000
[
g 150,000
i

NEL Non-PSS & PSS Activity NWL

100,000

50,000

0 MWL ICHT
nen- non
PSS NWLPSS pss ICHT PSS

W2012/13 251,640 13,627 65,476 5074
m2013/14 250,319 13,373 64,416 5210
W2014/15 250,216 14,498 64,152 6,000
m2015/16 257,331 15,295 69,432 7,448

Spells

Elective Non-PSS & PSS NWL

250,000
200,000
150,000 |

100,000

50,000 |

o | - n HHE __ _

MWL non ICHT non

PSS N'WL P5S pss IICHT P55

m2012/13| 213,469 29,697 61,400 10278

m2013/14 223,478 32,152 62,828 10,901

#2014/15 220234 2125 50,416 11,402

m2015/16] 231,864 43,955 63,268 19.567

ICHT NEL PSS activity increased by 19%. ICHT Elective PSS activity increased by 41%

Graph 17. NWL PSS OP First

Graph 18. NWL PSS OP Follow up

2.500

2,000

Armendances

wICHT
mHH
wHMH
mCEW

1,500
1000
500

o

2012
1,883
256
116
137

PSS OP First

2013
1316
262
153
7

2014

1903
217
164
113

2015
2524
239
138
234

L.

Atendan

16,000

mICHT |

- UCH

uEMH

mcERW |

PSS NWL OP Follow up

2012
14,147
3,720
1851
909

2013
14,057
3,485
2116
537

14000 -
12,000

E 10,000 -
8,000
6,000

4,000 -

2,000 -

0 -

2014
13,724
3,840
2,512
516

2015

14,878

4,649
2,164
1,003

Graph 19. NWL PSS NEL

Graph 20. NWL PSS Elective

Z  NEL NWL PSS of % Total Activity > Electice NWL PSS % of Total Activity

2 3

H 12.0% I 25.0%

= o z 16

1 6.0% n o

- 0% - -

e 2.0% o 5.0%

o 0.0% = 0.0%

® 2012/ | 2013/ | 2014/ | 2015/ S 2012/ | 2013/ 2014/ | 2015/

13 14 15 16 & 13 14 15 16
vl B % NWL activi

n% NWL;ScStlwtv e e e ;;S""“’ B 02% 126%  13.0% | 15.9%
BO%ICHT activity asPSS| 7.2% | 7.5% | 8.6% | 9.7% B% ICHT activity as PSS| 14.3% | 14.8% | 16.1%  23.6%

In 2015/16 PSS as a percentage of total activity in NWL NEL was 5.6%, static from the previous year.
ICHT’s PPS as a percentage of total activity in NWL NEL activity increased by 1% to 9.7%.

In 2015/16 PSS as a percentage of total activity in NWL for electives increased by 2.9% to 15.9%
ICHT’s increase was greater at 7.5%, this is 23.6% of our total NWL activity.
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ICHTs overall share of the NWL PSS total market increased by 7% in 2015/16, and has increased
albeit at a slower rate, every year since 2012/13.

viii). Key Messages

From 2009-2016 our overall income has grown— the greatest increase was in clinical income
in 2015/16,

Compared to selected peers our income over the defined period grew less quickly with
‘other income’ decreasing more than selected peers

There are increases in clinical income for NWL CCG and NHSE however, this increase in
income did not fully match the increase in activity for these commissioning sources

Our greatest activity increases were in NWL (and increases in Rest of London CCG) elective
activity. At a granular level of analysis the growth is due to significant increases in daycase
elective activity, a trend also seen in the top providers as peers by volume suggesting that a
change in clinical model of care might be occurring

NWL NEL activity increased by 10% (and by 12% for C&W) not all peers saw an increase in
NEL as LNWH’s activity reduced by 5%

For the Rest of London CCGs elective activity again increased due to increases in daycase
activity — in patient elective activity decreases for all top peer providers

For Rest of London NEL we had a small increase in activity while peers activity was slightly
reduced

NWL CCG and Rest of London OPD follow ups increased

A considerable proportion of our income and activity is from commissioned specialised
services. Our market share for PSS increased by 7% to 48% of the NWL market. These
services are being reviewed nationally and in the NWL STP

Overall for NWL and Rest of London CCGs are activity has increased in all types — with the
exception of small reduction in OP first Rest of London, We now provide one third of all
elective and NEL activity for NWL CCGs

There are several factors thought to be contributing to overall changes in activity:

Improved data capture as a result of the implementation of the electronic record and
enhanced staff training

Significant increases in daycase elective procedures and a subsequent reduction in admitted
elective activity thought to be due in part to changes in clinical care models

Some significant changes at a service level such as large increases in oncology daycase, the
transfer of maternity services from Ealing Hospital.

These high level messages on trends in activity and income support our plans to develop new
models of care and an ACP to address issues of rising NEL demand, to address the most appropriate
care setting for OP follow ups and to play our role in developing a more sustainable NW London
footprint through the NWL STP and in particular the work streams related to specialised
commissioning and provider productivity.
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Chapter Three Our Strategies to Address the Three Gaps: Health & Wellbeing,
Care & Quality, and Finance & Efficiency

3.1 Clinical Strategy

Our Clinical Strategy was developed through a large-scale engagement process and approved by the
Board in July 2014 and sets out our vision and the processes necessary to achieve substantial clinical
transformation. The strategy considers both the needs of the local community and those of the
wider NW London Sector. Central to our improvement journey is the redevelopment of our three
main sites to provide 21° Century accommodation for our patients, services and staff whilst allowing
co-location of services as clinically appropriate and the implementation of our Quality Strategy.

The four main principles that underpin the North West London system reconfiguration shape our
Clinical Strategy:

e Localisation will mean patients have better access to routine medical services closer to
home with improved patient experiences

e Centralisation of most specialist services will mean better clinical outcomes and safer
services for patients

o  Where possible, there should be integration between primary and secondary care, with
involvement from social care to give patients a fully co-ordinated service

e The system will look and feel personalised to patients — empowering and supporting people
to live longer and live well

3.1.1 Integrated Care

For care to be integrated it must be person-centred, coordinated and tailored to the needs and
preferences of the individual, carer or family (NHS England, 2013). The NW London Sector has
pioneered the development of integrated care models. We plan to use the experience and
commitment within the sector to transform care for patients with multiple and complex needs
which span health, social and voluntary sectors. With partners we will co-design an evidence-based
model of care to reduce hospital admissions, achieve shorter length of stay where admission is
unavoidable and reduce unplanned readmissions to hospital. Where possible this care will be
delivered in the community setting with multi-agency and multi-professional teams. New pathways
will improve the quality of care and use of resources for those living with long term conditions.

NHSE recommends co-located urgent/primary care models. The benefit of co-location with the
Emergency Department is the reduction of waits and improved flows through Emergency
Departments by allowing staff in the main department to focus on patients with more complex
conditions. We currently manage or work with our partners to provide Unscheduled Care Centres
(UCCs) at our three main sites. In addition, we are in the process of expanding the Ambulatory
Emergency Care Units on our two main acute sites to increase the available alternatives to hospital
admission and facilitate early hospital discharge as appropriate.

3.1.2 Personalised Medicine

Our plans for personalised medicine are to target and tailor the treatments that are the most
effective at an individual level using the analysis of genomes and phenotypes which enable the
identification of those at risk of particular diseases. We will develop resources and capabilities to
undertake detailed characterisation on a large scale. To realise this we will establish capacity and
capabilities in phenotyping, genotyping and imaging and develop pathways to support the adaption
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of these techniques in routine clinical practice. We are one of the UK’s designated eleven Genomics
Medical Centre with our partners C&W, RBH and RMH.

We are making progress in implementing our clinical strategy with initiatives that are delivering
direct and immediate benefits for patients, described below:

3.1.3 Sector-wide Improvements

The sector-wide principles have started to be implemented with the closure of the Maternity Unit at
Ealing Hospital with deliveries being transferred to the surrounding hospitals, thus enhancing critical
mass and Consultant-delivered care, whilst maintaining ante- and post-natal care close to home.
Additionally, the Paediatric In-patient facility at Ealing Hospital has closed with in-patient care being
centralised in fewer hospitals and thereby starting to optimise access to senior decision makers.

3.1.4 Acute Medical Services

The Deputy Medical Director leads the implementation of the Clinical Strategy and Phase One of the
Programme has recently completed with the rationalisation of Acute Medical Services from three
sites down to two, thus enhancing access to senior decision makers, both in the Emergency
department and in the Acute Medical Units, and moving towards more resilient rotas. A new Chest
Pain Pathway has been developed to allow patients with cardiac chest pain to access specialist
opinions much earlier thus moving towards the ideal of ‘right clinician, right place, first time’.

3.1.5 Ambulatory Care

A comprehensive review of Ambulatory Care has been performed with a resulting expansion in staff,
facilities and hours of operation thus reducing pressure on the Emergency Departments, providing
alternatives to non-elective admission and facilitating early discharge. Phase Two of the Programme
has been designed with and is being jointly undertaken with the Quality Improvement Team to allow
the sharing of skill sets and resources. This has just commenced and will focus on ‘in-patient flow’
through the system. The work streams will initially concentrate on the management of the frail,
elderly patient and on the development of an ideal Ward / Board Round model. During 2016/17 the
implementation programme will be reviewed to ensure it remains aligned with Trust priorities and
productivity and improvement opportunities. We consolidate our stroke services onto the Charing
Cross site in 2014/15 to bring our clinical expertise into a single service offering along the stroke
pathway.

3.1.6 Improving Our Out Patient Experience

A coordinated, overarching Outpatient Improvement Programme was developed with activities
aligned to the issues identified by the CQC and subsequent must-do compliance actions. Delivery of
the improvement is through six defined work streams: clinic capacity & eReferrals, registration and
scheduling, right first time, clinic management, clinic environment, GP and patient communication.
Progress is being made against key milestones: The Patient Service Centre was approved at Trust
Board with a £7.2m grant agreed with the Imperial College Healthcare Charity. New customer care
training was rolled out in 2015/2016. QI projects have been scoped around two areas of focus;
central booking office processes and health record management. All new referrals processed by the
Central Booking Office are now being scanned and saved on to the Clinical Document Library (CDL)
reducing reliance on the availability of a paper record and improving access to clinical information.

We are an acute provider early adopter of the health and wellness initiative ‘Making Every Contact
Count’, in partnership with Public Health colleagues. We are piloting a large-scale training
programme for outpatient staff at the St Mary’s site, from October 2016, to support staff in helping
patients in developing behavioural strategies for healthy living. We intend to apply the learning from
this work to all further training across our sites.
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3.1.7 Developing Models of Care for Integrated Care and Out of Hospital Care

As part of the recent management restructure, we established the Directorate of Integrated Care
within the Division of Medicine and Integrated Care. There has been investment in a new senior
managerial and clinical team that now holds Trust-wide responsibility for developing the Trust’s
integrated care strategy and for supporting operational teams in qualifying, bidding for and
mobilising new community or integrated services. The operational remit of the new directorate
provides increased focus on relationships with local providers of primary care, community care,
mental health, voluntary sector and social services with a view to minimising unnecessary time spent
in acute care for patients.

3.1.8 Accountable Care Partnership

There are significant opportunities for us to work more closely with our partners to reduce the three
gaps set out in the FYFV to improve the care we provide to patients and to play out part in
developing an effective health system across our STP footprint.

Together with C&W we signed a Memorandum of Understanding (MOU) with the Hammersmith &
Fulham (H&F) GP Federation and West London Mental Health NHS Trust in June 2016. The MOU sets
out our shared intention to work towards the establishment of an Accountable Care Partnership
(ACP) to manage the health and wellbeing of the population of H&F under a capitated payment
system from April 2018, in line with local commissioning intentions.

An ACP is a variation of an Accountable Care Organisation (ACO) which brings together partners to
take responsibility for cost and quality of care for a defined population within an agreed budget
(Kings Fund, 2016). ACOs exist along a spectrum of integration from fully integrated systems to
alliances and specific clinical networks.

Learning from international ACOs and the early experiences of NHS vanguards, has helped us to
develop the ethos in developing our ACP, these include: A clear focus on Better Health for Life to
address the health and wellbeing gap, building strong relationships across all partners, clinical
leadership throughout all our plans, digital capabilities to support case management and self-care
using effective information exchange between all health providers and patients, commissioning and
payment structures that support an outcome focused, integrated service.

We are co-designing the principles to underpin our ACP operating model. The CCGs of Central
London, Hounslow, Hammersmith & Fulham, West London and Ealing (CHHWE) have adopted the
ACP Maturity Assessment Framework. We will develop our ACP core operating model to address the
key domains of the Framework that are within the control of provider partners. We will explore new
models of care as set out in the FYFV, in particular the benefits and risks of a Primary and Acute Care
System (PACS). PACS care models operate at four levels of population need: whole population -
prevention and population health management, urgent care needs, on-going care needs - enhanced
primary and community care with more services in the home and community setting; and highest
care needs - coordinated community-based and inpatient care for the management of complex
conditions.

The commissioning intentions from the NW London CCGs for 2017/18 set out an ambition to focus
initially on an ACP based on the 65 years and over population.

3.2 Quality Strategy

Approved by the Board in July 2015, our Quality Strategy is built around the five quality domains:
Safe, effective, caring, responsive and well led, that provide our definition of quality (CQC, 2014). It is
designed using best practice principles from national reports and inquiries, coupled with local
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learning from surveys, data analysis, adverse events and feedback from key stakeholders. The
Quality Strategy focuses on our priority areas for improvement and how we will address areas that
were highlighted in our CQC inspection. Implementation of the strategy is supported by a series of
comprehensive quality goals and targets for each domain.

Goal 1. To eliminate avoidable harm to patients in our care as shown through a reduction in number
of incidents causing severe and extreme harm. We believe harm is preventable not inevitable

Goal 2. To show continuous improvement in national clinical audits with no negative outcomes

Goal 3. To provide our patients with the best possible experience by increasing the % of inpatients
who would recommend our Trust to friends and family if they needed similar care or treatment to
95%, and 85% for A&E patients

Goal 4. To consistently meet all national access standards by the end of year three of the quality
strategy

Goal 5. To increase the percentage of our staff who would recommend this Trust to friends and
family as a place to work or a place for treatment on a year-by-year basis

During 2015/16 we made progress in delivering on our Quality Strategy under each of the goals (G),
key examples are presented below with a summary of areas of future focus:

G1. We reduced the number of incidents causing severe or extreme harm and reduced grade 3
pressure ulcers developed in hospital by 42%, reported no grade 4 pressure ulcers, achieved 96%
harm free care as measured by the Safety Thermometer, routinely assessed over 95% of patients for
risk of VTE, met planned safe staffing levels, exceeded our target of shifts filled by registered nurses,
midwives and care staff. We launched the ‘Safe Steps’ campaign to promote safer mobility and
continued to deliver our ‘Sign up To Safety’ improvement plan. We are focusing on reducing ‘Never
Events’ supported by continuing to develop our safety culture, improve surgical safety, and minimise
the risk of hospital acquired infection.

G2. We reported mortality rates consistently among the lowest in the country; developed a new
online mortality review system to evaluate every death occurring in the Trust to quickly identify any
potential issues and learn from them; implemented a process of robust feasibility assessments for all
clinical trials and introduced a robust system for nurse revalidation to ensure they are up to date and
fit to practice. We are working to improve surgical outcomes as measured by PROMs and the
timeliness of discharge.

G3. We saw an increase in the number of inpatients and A&E patients who would recommend the
Trust as a place for treatment; We changed our systems for collecting patient experience feedback
to enable us to reach more diverse patient groups, restructured our complaints service , reduced the
overall number of complaints received and responded to 100% of complaints within the timeframe
agreed by March 2016; we focused on improving the experience of patients with learning disabilities
and the achievement of registration as a Makaton friendly trust, we consistently exceeded national
standards relating to finding and assessing, investigating and referring patients with dementia;
restructured and increased the number of cancer clinical nurse specialists and introduced a new
support navigator team in partnership with Macmillan Cancer Support; and introduced Schwartz
Rounds. An area of focus going forwards is working to improve our Friends and Family Test (FFT)
response rates.

G4. We reduced unplanned readmission rates, now below national average; expanded ambulatory
emergency care services at St Mary’s and Charing Cross sites, resulting in more patients being
treated and discharged the same day, developed improved patient pathways and implemented an
outpatient improvement programme. An area of significant improvement work is in progress to
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support an improvement trajectory to achieve the national access standards, reduce the number of
patients waiting 52 weeks for treatment and improve our results in the National Patient Led
Assessment of the Care Environment (PLACE)

G5.We exceeded our target to reduce sickness absence and introduced a range of health and
wellbeing initiatives for staff; improved the experience of our junior doctors and medical students
through our education transformation programme, resulting in an improvement in student feedback
and the reintroduction of training in neurosurgery and ophthalmology, where it had previously been
suspended, we launched our new values and behaviours and our Ql programme which provides
training and support for staff. We are focusing on reducing voluntary turnover and increasing
compliance with statutory and mandatory training.

3.2.1 Ql Programme

We launched our QI programme in September 2015 alongside our new Trust values & behaviours,
which are central to the programme. The Ql programme aims to build a culture of continuous
improvement within the Trust.

The programme is underpinned by four key objectives:
e Build capacity and capability through a programme of QI education and training to enable staff

to lead QI activities and initiatives within their teams.

e Engage with staff and patients to ensure everyone knows about QI and feels empowered to get
involved in improving care.

e Develop a cohort of Ql Champions across the organisation who have the leadership capacity and
capability to enable others to get involved in Ql.

e Support teams to deliver Ql projects and programmes which are co-designed with patients,
service-users and the public.

Over the past year we have engaged with over 6,500 staff around Ql, initiated a broad ranging
training & coaching programme and are supporting quality improvement projects to design and
implement team-based tests of change. We will continue to transform our approach to patient,
public, citizen and carer involvement and how we collaboratively approach system wide change.

3.2.2 Care Quality Commission (CQC) Inspection
The CQCs 2015/216 Report, State of Care, highlights that for all core services rated across NHS Trusts
5% are inadequate, 39% require improvement and 51% are rated as good.

The Trust has not been inspected by the CQC since the Trust-wide inspection of all services in
September 2014, after which the CQC awarded us an overall rating of ‘Requires improvement’ (with
‘Good’ overall for the ‘Caring’ and ‘Effective’ domains). An improvement and assurance framework
was developed in response to the inspection findings and is a component of our 2015-2018 Quality
Strategy.

Our compliance and assurance framework sets out the approach to assess and monitor compliance
with the CQC'’s regulations and to support the delivery of ‘good’ and ‘outstanding’ care. It consists of
a range of activities including checks that our services are correctly registered, quality reviews based
on the CQC's inspection methodology, and divisional self-assessments against the CQC domains.
Additionally, an annual ward accreditation programme was implemented from 2014/15 which is
aligned with the CQC domains and ratings categories. The framework also includes preparations for
and management of future CQC inspections.
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Following on from the compliance and core service reviews and deep dives carried out as part of the
improvement and assurance framework during 2015/16, it was decided that for 2016/17, quality
reviews would be carried out on request from an area or in response to concerns being raised about
an area. Between February and September 2016, four quality reviews were carried out: two on
request from an area and two in preparation for the upcoming re-inspection of the Outpatients and
diagnostic imaging services at the Trust (scheduled for November 2016). In our ward accreditation
programme, at the end of September 2016, 56 inpatient ward accreditations had been completed
with a further 19 scheduled for completion by the end of October 2016. The ward accreditations of
main outpatient areas were expanded into the core service reviews referred to above.

3.3 Redevelopment Programme

Our estates redevelopment programme enables the implementation of our Clinical and Quality
Strategies, fully supports and is aligned with the NW London local health economy transformation
plans which take a whole systems approach in changing the way local healthcare is delivered and in
breaking down organisational boundaries between primary and secondary care.

The redevelopment programme involves a significant refurbishment, reconfiguration and new builds
of the main hospital sites within the Trust’s estate. Affordability of the scheme, agreement of the
plans and support from the local communities are vitally important factors in determining the
success of the programme. To achieve the full benefits realisation of the scheme we have been
careful to learn lessons from the Paddington Health Campus scheme, implemented a programme
governance framework, established operational work streams including communications and
engagement and tendered for expert commercial and technical advisors.

3.3.1 Site Plans

The sector-wide transformational change, which supports whole systems care will provide each of
our main sites with a clear identity, a sustainable future and will enable us to provide care in fit for
purpose facilities and improve efficiency in the use of our buildings and provide a better patient and
staff experience.

e St Mary’s, with a co-located Western Eye Hospital, being the major acute and trauma centre
for the area

e Hammersmith and Queen Charlotte’s & Chelsea extending their roles as a specialist
hospital

e Charing Cross evolving to become a new type of pioneering local hospital, with planned,
integrated and rehabilitation care

As part of our strategy to achieve a major step change in the quality and sustainability of our
services, we are progressing an opportunity to bring forward a first phase of the redevelopment of St
Mary’s Hospital. The phase 1 redevelopment would see the creation of a brand new building on the
eastern side of the estate - currently Salton House and the Victoria and Albert and Dumbell
buildings.

The first phase, the new outpatients building would be a modern, flexible and welcoming
environment for planned diagnostics and consultations, bringing together the majority of our
current St Mary’s adults and paediatrics outpatient clinics — currently provided from 40 different
locations - including the Jefferiss wing, the Winston Churchill building, the main outpatients clinic
and a part of the Mary Stanford building. The phase one redevelopment is an important first step
and is clearly mindful of the next phases to come.
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Our wider estates redevelopment proposals across all of our sites have always been premised on the
need for us to fund them from the value of our surplus land as far as possible. Proposals for the
whole site redevelopment of St Mary’s Hospital are being incorporated in a strategic outline
business case for capital investment for the NHS across NW London, led by our commissioners.

3.3.2 Transport and Travel

Nationally transport and related issues feature prominently in issues raised by stakeholders. Our
Transport Strategy Working Party, comprising a wide range of stakeholders including Transport for
London (TfL), London Ambulance Service (LAS), local authorities, branches of NW London
Healthwatch, SahF and Trust staff are working together to review and re-design our policies in all
aspects of travel and transport. Detailed travel surveys across all main sites were completed during
late 2015 and the results used in developing a site specific travel plan for the proposed
redevelopment at the St Mary’s site.

Our stakeholder group meets quarterly and will continue to champion better travel for our patients,
staff and public. During 2016/17 we will focus on developing travel plans to support the
redevelopment programme and a car parking policy.

3.4 Estates Strategy

Our Estates Strategy was approved by the Trust board in July 2016. This document provides an
integrated approach to the estate based on Trust Clinical Strategy and supports our Trust position to
consolidate our place as secondary care provider of choice in NW London. The aim of the strategy is
to ensure that we provide safe, secure, high quality healthcare buildings capable of supporting
current and future healthcare needs and seeks to make significant reductions in legacy estate.

The strategy includes a comprehensive review of backlog maintenance and shows the level of risk at
each of our main sites and the overall condition of our estate. During late 2016 we have been
reviewing the findings of external reports into our backlog maintenance and developing options for
Board discussion on how we might best address our high risk backlog requirements in the short to
medium term and longer term — through a redevelopment programme. It is essential that we have a
quality assured approach to managing the risks associated with deferring aspects of backlog so that
we continue to provide a safe environment for patients, staff and the public. We will continue to
further develop options, re-profile our capital programme and review how we approve capital
requests and ensure that we continuously seek to maintain progress in managing all associated risks.

3.5 Our Financial Plans

Our strategic finance plans take an integrated approach to quality improvement, clinical
transformation and financial sustainability, recognising that all three elements are critical to our
ability to transform our organisation to deliver our promise: Better Health for Life.

The need to make savings is driving a phase of rapid innovation and we are actively exploring how
we can play our part in this. We are responding to the financial challenges in a number of ways:

e Actively engaging in the NWL STP to focus on the health of the local population including
new models of delivering services, integrated care, as well as reducing duplication and
inefficiencies, back-office consolidation

¢ Our Financial Improvement Programme to deliver the cost improvements necessary to
return the trust to financial sustainability. This includes establishing a new central Project
Support Office, and 'cost control trios' in each clinical and corporate division, as part of a
long term response to driving down costs. In addition we have commissioned a financial
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review to understand the causes of our deficit with the identification of targeted
improvements

e Exploring opportunities to rationalise services, including with partners across NW London.

¢ Understanding the profitability of our clinical services and their potential for transformation
through comprehensive service line reviews

3.5.1 Lord Carter’s Review of Provider Productivity

Lord Carter’s Review of Provider Productivity identified potential savings for the Trust and work has
commenced to validate the projections and to develop detailed plans. These include developing a
single version of benchmarking for costs to understand what good looks like known as ‘the model
hospital’, a national people strategy to support transformational change, analysing worker
deployment with plans for each trust to undergo a pharmacy transformation programme and plans
to improve the cost and quality of diagnostic services both by April 2017, commitment to the NHS
Procurement Transformation Programme realising a reduction of 10% in non-pay costs by April
2018, space utilisation targets for the estate with plans to be implemented by April 2017 and
delivered by April 2020, delivering savings in the cost of corporate and administrative functions with
costs at no more than 7% of trust income by April 2018 and 6% by 2020, standards of best practice
for all specialities to assess clinical variation along a pathway, key digital information systems fully
integrated and utilised by October 2018, supported early discharge initiatives and plans for step
down care, and finally, an integrated performance framework to reduce the burden of multiple
reporting requirements by July 2016. Trusts are required to have local plans in place to timescales
set out in the report.

Going forward our plans to maximise efficiencies through this programme of work include: Pursue
recommendations put forward with regard to medicines with savings opportunities and monitor the
monthly list of ‘Top 10 Medicines with Savings Opportunities’ to identify any potential savings. In
addition we will implement a strategic estates and facilities plan, including a cost reduction plan for
2016-17 based on the benchmarks, and a plan for investment and reconfiguration where
appropriate.

3.5.2 North West London Pathology

NW London Pathology is a joint venture between three NW London providers:
e Imperial College Healthcare NHS Trust (ICH)
e Chelsea and Westminster NHS Foundation Trust
e The Hillingdon Hospitals NHS Foundation Trust

Configuration as a hub and spoke model, with a large centralised hub for routine work, plus smaller
24-hour ‘hot lab’ spokes at each site for the most urgent work, it provides a full range of services for
the three Trusts. The new service, hosted by the Trust, acts as an ‘arm’s length’ trading entity with a
distinct management structure and set of trading accounts. The consolidation of these services and
staff expertise is assumed to realise significant savings for its member organisations and to provide
an excellent patient and referrer experience.

3.6 People and Organisational Development Strategy

Our People and Organisational Development (P&OD) strategy was approved by the Board in June
2016. It is centred on eight strategic themes which respond to the workforce challenges highlighted
in recent policy directives such as the FYFV (DH, 2014), in particular the finance and efficacy gap in
building a sustainable high quality workforce. Delivering excellent patient care and quality is at the
centre of the strategy to ensure our workforce is skilled and able to adapt to delivering new models
of care. Our organisation design devolves accountability to deliver these aims, providing an engaged,
empowered and dynamic workforce. The themes are as follows:
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e  Strategic workforce design — planning a workforce that will meet our current and future
healthcare needs supported by the Workforce Transformation Committee

e Resourcing — Attracting and retaining talented people at all levels from within and outside
the Trust, aligned to the diverse needs of our population

e Building capability — developing, providing real career opportunities and building talent
pipelines so that we are a leader in education and training.

e Talent and organisation development — Focusing on pro-active talent management to
attract, develop and importantly retain our staff and supporting them to live our
organisational values

e Engagement and culture change — developing a culture reflective of our values; a culture of
continuous improvement and being seen as an ‘Employer of Choice’

e Employee relations and Reward — developing positive partnership arrangements with staff
side and Trade Unions and a successful employee relations advisory service, focus on
developing our approaches to equality and diversity and place a greater emphasis on
developing our ‘total reward’ offering

e Promoting health, wellbeing and safety — Advocating the importance of healthy and safe
hospitals for patients, staff and others with policies and practices that support health,
wellbeing and safety in the workplace.

o Building efficient infrastructure —building scalable and efficient infrastructure with P&OD
systems and processes that are up to date and ‘fit for purpose’

Key achievements during 2015/16 include establishing the new organisation design which became
live in April 2016, establishing the Workforce Transformation Committee that will oversee the
development of a workforce plan built up from directorate level strategic planning, succeeding in
rolling out healthcare rostering to support better use of workforce resources, implementing a new
annual local staff engagement survey which more comprehensively measures staff views on working
at the Trust. This survey was run in August 16 with a 38% response rate across the Trust, the results
have seen an improvement in overall engagement. Our performance in attendance at mandatory
training continues to increase and is slightly above London peer average at 87.2%. Additionally we
remain on target to achieve the agency reduction target in 206/17, and are focused on achieving the
Carter recommendations for staffing costs.

3.7 Informatics Strategy

Our strategy for ICT was approved by the Board in December 2014 and is an essential enabler across
all our strategic plans. The FYFV places emphasis on the importance of exploiting the information
revolution and is supported by Personalised Health and Care 2020, A Framework for Action by the
National Information Board (2014).

Our plans set out the vision, skills and tools to get ‘the right information to the right person at the
right time to improve healthcare and promote health’. Our information principles stem from the
vision that we are patient centred, digital by default, safe and secure, structured and standards
based, captured once for multiple purposes, accessible and high quality data.

The strategy has five strategic objectives:
e Develop a consolidated digital patient record inside the organisation and the infrastructure
needed to support digital by default for our clinicians
e Have the ability to share digital patent records with other care providers
e Empower patients to take an active role in their care through access to a composite digital
patient record through the use of digital media
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o Develop the systems so that it is possible to co-ordinate and manage complex patient
pathways across multiple providers
e Support Population health

Our primary focus is the clinical systems and infrastructure necessary to meet clinical needs. In
addition the strategy supports the effective prioritisation of investment decisions as part of the
annual business planning process and the capital programme. It consists of three components:

i). The Digital Patient Record

Our Cerner roadmap outlines the key milestones to implementing the digital patient roadmap.
Building on a successful launch in maternity services in 2014/15, we rolled out a patient
administration system (PAS) in 2014/15 and clinical documentation (Clin documents) and electronic
prescribing during 2015/16 The digital record provides opportunities to link to GP specific systems
which are vitality importance for out of hospital services.

ii). A Shared Patient Record

We are working increasingly in the community, with new community-based systems being
introduced to share information with GPs and manage out of hospital care. More widely, the Trust is
leading work in NW London to create a comprehensive, aggregated patient electronic record that
will be accessible across health and social care providers and to patients and their carers to improve
patient engagement and self-management.

ii). Digital by Default

To address the problem of residual paper—based practices we will move to producing documents
that are capable of an electronic format at the point of creation, we will share documents by storing
them in a single, accessible location or integrated to the EPR. An electronic distribution mechanism
will be introduced to ensure documents are readily available at the point of care.

During 2016 we made significant progress in implementing our ICT strategy. A key achievement was
being recognised by the DH as a Global Digital Exemplar, with our partner C&W, in October 2016.

With the appointment of our Chief Information Officer (CIO) as the joint CIO with C&W across two
our organisations from 1°* October 2016 our aim is to develop a single shared electronic record
across both Trusts in order to provide patients with better care and experience and to share learning
and best practice.

We completed a Trustwide implementation of the electronic patient record across all specialities
and are working to phase out the paper record system that we maintained as risk mitigation during
the initial implementation. In addition we have linked up our electronic records with SystemOne, the
records system used by our local GPs.

We continue to develop the NW London Care information Exchange, which we host, and which
allows patients and professionals to share information in a secure environment. We are in the early
stages of the system going live with patients. This initiative, which is supported by funding from our
charity, is viewed as an important theme in the digital enabling work programme in our STP.

With our electronic patient record, growing digital expertise and close partnership with Imperial

College we are rapidly developing capabilities to analyse population health data to use this
intelligence into our planning processes and in particular our developing plans for an ACP.
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3.8 Academic Health Science Centre Strategy
We were designated as one of the UKs six AHSCs by the Department of Health in 2014.

The AHSC mission is to accelerate the translation of scientific discoveries into medical advances, new
therapies and techniques, in as fast a timeframe as is possible so that the quality of life of our
patients and populations is measurably improved.

We aim to make advances in the prevention, diagnosis and treatment of disease, both common
diseases with large societal burdens and rare conditions afflicting individuals and families. The
overarching strategy of the AHSC is to:

e Integrate the research strengths across all Imperial College London faculties with the critical
mass and clinical expertise of the NHS partner organisations;

e Create powerful new interdisciplinary synergies through translational science, bioengineering
and informatics;

e Educate and train the future generation of scientists capable of developing and utilising new
interventions for enhanced healthcare;

e Translating research into healthcare practice and policy for the benefit of patients nationally and
internationally

e Creating new wealth through innovation in healthcare, discovery science and population-based
translation

In June 2016, the RMH and the RBHH became members of our Imperial College AHSC. The expanded
AHSC membership provides additional opportunities to align strategies around education, research
and clinical care.

The engine of our AHSC is the NIHR Imperial BRC. Our BRC supports translational research, taking
the findings from basic laboratory research more quickly and efficiently into medical practice in a
clinical setting, thereby delivering improved health outcomes for our patients. It funds clinical
academics, clinical research infrastructure and projects to create a pipeline of discovery science
pulled through into later phase clinical trials in world class clinical research environment.

With Imperial College we successfully renewed NIHR BRC funding during 2016 with a £90m award to
cover the period 2017-2022. The new award will focus on eight scientific themes that reflect both
the College’s academic strengths and align with the clinical expertise in the Trust and challenges
faced by the NHS:

e Brain Sciences

e (Cancer
e Cardiovascular
e Gut Health

e Infection

e Immunology

e Metabolic Medicine & Endocrinology
e Surgery & Technology

Our research strategy also includes involvement and engagement of patients and the public in the
design, implementation and review of our research to ensure maximal patient benefit.
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3.9 Education Strategy

Our AHSC established a Clinical Academic Training Office (CATO) in May 2015 to support the shared
clinical academic objectives of the College and the Trust. CATO provides a comprehensive
signposting and support service for medical and non-medical clinical staff interested in an academic
career. Through CATO, we provide a vibrant and nationally leading clinical PhD programme for
doctors. We have also pioneered, in partnership with the NIHR Imperial BRC and Imperial College
Healthcare Charity, new fellowship opportunities to support non-medical staff to pursue NIHR
programmes at PhD and post-doctoral level.

Our multi-professional Trust Education Strategy was approved by the Board in June 2016. Our
education strategy sets out how we will support the delivery of the Clinical Strategy, local and
national developments in healthcare and our values through the delivery of world-class education
and training. It focuses on five strategic themes: skills and knowledge, new models of education and
training, multi-professional education, technology for learning and supporting research and
development.

In the first three months of the strategy going live we have focused on promoting the key
performance indicators at the Trust Education Committee and have been working closely with the
Director of P&OD in developing the workforce transformation plan for the Trust to support new
ways of working with new roles for staff and their associated education and training needs.

3.10 Patient and Public Involvement Strategy
The Patient and Public Involvement (PPI) Strategy was approved by the board in July 2016. The five-
year plan set out the four key areas for PPl development as outlined below.

Figure 5. Organisational Framework for Patient and Public Involvement
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The strategy also outlines goals under four work streams:

e PPlinfrastructure — development of processes, resources and policies to support and enable
Trust involvement activity. For example a PPl expenses policy, a PPl toolkit and training for
Trust staff.

e Raising awareness and engagement — within five years, the Trust will be seen as a leading
organisation in terms of the positive impact of our PPl approach.

e Systematically acting on feedback — insights and learning from our involvement work will be
systemically reviewed and acted on. It will be analysed and used alongside our existing
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patient feedback mechanisms such as the Friends and Family Test and patient surveys to
ensure the Trust is listening to patients and collaboratively working with our communities.

e Patient ownership of health and wellbeing — within five years, we want the vast majority of
patients with on-going health conditions to be engaged with us in maximising their own
health and wellbeing or have taken steps to become experts in their own care. Many
projects underway already support this, such as having access to your own medical records
via the Care Information Exchange.

3.11 Private Healthcare Strategy

We are an established provider of private healthcare at each of our main sites, through Imperial
Private Healthcare (IPH). IPH makes a significant financial contribution to our operating cost, with all
profits being reinvested to improve our Trust NHS clinical care.

The London private healthcare market is competitive and well subscribed with a number of private
provider chains dominating the market. Growth in market share relies on securing consultant
support to establish referral pathways and providing a wide portfolio of general and specialist
services.

Our private healthcare vision is to:

e Maintain income growth in the short term using the existing capacity and improve essential
infrastructure such as financial reporting systems

e Stretch targets for income generation which are supported by a plans to encourage our
consultants to carry out their private practice on site and reward divisions for this work

o  We will develop new clinical service offerings in the mid-term such as a paediatrics service
at the St Mary’s site and haematology at the Hammersmith site

e To facilitate growth in the UK market we will seek to increase our offering of specialist
surgery, oncology, gastroenterology, trauma and orthopaedics and urology

e For overseas growth the most popular services are similar and also include plastics,
reconstructive surgery, acute renal services and neurosciences. Many of these services are
high performing ones at the Trust

e Inthe longer term we will explore the opportunities to build an expanded co-located
private hospital as part of the redevelopment programme at the St Mary’s site, and explore
potential partnerships

e As part of developing plans for extra capacity we will explore smaller schemes as
intermediate solutions, including ring-fenced diagnostics to support a more streamlined
patient experience

e Develop our operating model - IHP has well developed relationships with several
international providers and through these links helps to raises our overall Trust profile
overseas, helping to support our plans to direct international clinical students to
educational opportunities at our sites and inbound health tourism

With the appointment of a new Director for Private Healthcare, commencing at the Trust in
November 2016 we will continue the implementation of our strategy.

3.12 Review of the Organisational Strategy
We will develop an annual business plan to progress the implementation of our organisational

strategy. We will also continue to review progress against the individual plans within this
organisational strategy annually and share our progress publically.
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During quarter 2 (Q2), 2016/17:

The Trust made 19 applications under the deprivation of liberties safeguards.

No patients died whilst being detained by the Trust under the Mental Health Act 1983.
No certified treatment was sought or delivered for Trust patients.

There were six concerns that the CQC requested the Trust investigate in Q2.

The Trust was not inspected by the CQC in Q2.

Quality impact:

The report applies to all five CQC domains.
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to deliver the CQC action plan on target
- Risk 87: Failure to deliver outpatient improvement plan

Recommendation to the Trust board:

The Trust board is asked to note the paper
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To achieve excellent patients experience and outcomes, delivered efficiently and with compassion
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COC Quarterly Update: Quarter 2, 2016/17

1. Purpose
The following report is the regular quarterly report to this Committee providing an update in relation to the
Trust's CQC registration. This report covers quarter 2 (Q2) of 2016/17.

2. Registration Status
The Trust continues to be registered at all sites without any conditions.

3. Notifications made to the CQC
3.1. Mental health notifications

¢ In the best interests of patients and to support the safety and quality of care, 19 following
applications were made to deprive patients of their liberties (DoLS) in Q2.

o No patient deaths took place whilst being detained under the Mental Health Act in Q2.

o No certified treatment was sought or delivered in Q2 (i.e. by a panel or second opinion appointed
doctors (SOAD)).

4. Contact with the CQC (concerns and complaints)

e The CQC asked the Trust to investigate six concerns in Q2, which were raised directly with the
CQC. Please refer to Appendix 1 for a summary of these.
¢ No whistleblowing alerts were made to the CQC about the Trust in Q2.

5. CQC Inspections and Reviews

5.1. Inspections
e The Trust was not inspected by the CQC in Q2
e On 1 July 2016, the Trust received notification of a re-inspection of the core service of Outpatients
and diagnostic imaging
0 The announced site visit scheduled for 22 to 24 November 2016 (Q3)
o0 Inspection preparations are reported monthly at the Executive Transformation Committee,
alongside updates on the Outpatient Improvement Programme.

5.2. CQC Reviews
The Trust did not participate in any national or thematic reviews carried out by the CQC during Q2.

6. Compliance with Legislation and Standards
6.1. NHS Accessible Information Standard

e The committee will remember from its meeting on 2 August 2016 that the Trust was working to
become fully compliant with the new NHS Accessible Information Standard, which became a
required on 31 July 2016

e The Trust is not yet fully compliant with the standard:

o0 Cerner have developed a solution that will enable Trusts to meet the requirements relating to
flags in electronic records. This is currently being piloted at another London trust prior to
further roll-out.

o0 Work with Cerner is also on-going to auto-generate patient letters in an accessible format.

0 While the Trust works towards being fully compliant with the standard, flags are being made
in medical records.

e Staff can link with the Patient Experience team for support in any individual case where accessible
information is needed but not yet available.

Recommendations the Board

To note the paper.
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Appendix 1: Summary of concerns about the Trust raised by the CQC during Q2 2016/17

any concerns which might substantiate the
allegations

Site Division Concern Status
Poor care during labour and delivery :
: . L In response to the concerns raised,
The serious investigation concluded that .
L ; a lessons learned action plan was
the clinical care received was adequate
The parents’ had a range of concerns developed
SMH WCCS P . 9 . The CQC do not consider this
about the practice and behaviour of nurses
S matter closed as a new
and midwives :
No formal complaint was made to the procedure for transfer of babies
to the mortuary is pendin
Trust; the parents went only to the CQC yisp g
Potential for unsafe discharge due to lack
of appropriate accommodation, in relation The patient remains in hospital at
to an infection control matter present and discharge has not been
SMH The CQC asked for assurance from the