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GGl exists to help create a fairer, better world. Our part in this is to support those who run the organisations
that will affect how humanity uses resources, cares for the sick, educates future generations, develops
our professionals, creates wealth, nurtures sporting excellence, inspires through the arts, communicates
the news, ensures all have decent homes, transports people and goods, administers justice and the law,
designs and introduces new technologies, produces and sells the food we eat — in short, all aspects of
being human.

We work to make sure that organisations are run by the most talented, skilled and ethical leaders possible
and work to fair systems that consider all, use evidence, are guided by ethics and thereby take the
best decisions. Good governance of all organisations, from the smallest charity to the greatest public
institution, benefits society as a whole. It enables organisations to play their part in building a sustainable,
better future for all.

Good

Instato




Good Governance Institute

Brighton and Sussex University Hospitals NHS Trust
Quality governance review

Final Report

Client: Brighton and Sussex University Hospitals NHS Trust

Project name: Quality governance review

Document name: Brighton and Sussex University Hospitals NHS Trust: Quality governance review
Reference: GGI-BSUH-GovReview-FinalReport-221117

Version: Final report

Date: November 2017

Authors:

Reviewed by:

Designed by:

This document has been prepared by GGI Development and Research LLP. This report was commissioned by Brighton and Sussex University Hospitals
NHS Trust. The matters raised in this report are limited to those that came to our attention during this assignment and are not necessarily a comprehensive
statement of all the opportunities or weaknesses that may exist, nor of all the improvements that may be required. GGI Development and Research
LLP has taken every care to ensure that the information provided in this report is as accurate as possible, based on the information provided and
documentation reviewed. However, no complete guarantee or warranty can be given with regard to the advice and information contained herein. This

work does not provide absolute assurance that material errors, loss or fraud do not exist.

This report is prepared solely for the use of Brighton and Sussex University Hospitals NHS Trust. Details may be made available to specified external
agencies, including external auditors, but otherwise the report should not be quoted or referred to in whole or in part without prior consent. No

responsibility to any third party is accepted as the report has not been prepared and is not intended for any other purpose.

© 2017 GGl Research and Development LLP,
GGl Research and Development LLP, Old Horsmans, Sedlescombe, near Battle, East Sussex TN33 ORL is the trading entity of the Good Governance Institute

info@good-governance org uk

www.good-governance.org.uk

GGl Limited Registered office (Registered in England and Wales company number: 06836117) and GGI Development and Research LLP (Registered
in England and Wales company number C384196): Old Horsmans, New Road, Sedlescombe, Battle, East Sussex, TN33 ORL, United Kingdom. GGI
Limited and GGI Development and Research LLP are the trading bodies supporting and taking forward the work of the Good Governance Institute (A
not-for-profit company registered in the Republic of Ireland company number 590301) Registered office: The Black Church, St. Mary’s Place, Dublin 7,
D07 P4AX, Republic of Ireland




Contents

Executive summary

1.

2.

Background

Methodology and approach

Governance and management issues
Governance to deliver improvement at all levels

Figure 1 Board assurance of quality management through
board sub-committees

Figure 2 NHS board good governance maturity matrix:
Brighton and Sussex University Hospitals NHS Trust

Figure 3 Clinical governance at BSUH
Figure 4 Quality governance management groups structure
Figure 5 Example of quality management responsibilities:

quality impact assessments (QlAs) for cost improvement
programmes (CIPs)

Figure 6 Example of how feeder groups could be arranged
Figure 7 Clinical governance in the divisions
Figure 8 Maturity matrix to support effective governance

meetings at divisional or clinical directorate/care group level

Conclusions and recommendations

Appendix |

10

13

16

18

21

28

30

30

32

35

36

38




=

Good Governance Institute

Executive summary

This report has been produced at a pivotal time for the trust, both in terms of corporate and clinical governance. In
the relatively short time that we have been engaged with the trust, we have been impressed with the pace and focus
of the new senior leadership team in addressing the many challenges that Special Measures status has highlighted.

Set out below are some 30 recommendations designed to support the trust on its governance journey which
will require significant training and development from board to ward. We have clustered the recommendations
around core themes for ease of reference which are expanded upon within the body of the report.

Leadership and strategic direction

R1 The trust management should agree and publish what they mean in terms of ‘earned autonomy’ as it
relates to governance at the divisional level. For consistency, we would suggest this is tied into an
incremental improvement against the relevant maturity matrix

R4 A skills and capability review of all individual directors should be carried out against the NHS board
directors’ competencies matrix. The results should be fed into a succession plan for the board and any
future board development plan

RS Chairing board sub-committees is a critical task and the trust should only appoint experienced
individuals with sufficient skills and knowledge to chair board sub-committees’

R9 The board should consider and agree its risk appetite for each strategic objective, in order that this can
guide the development of controls and assurances

R10  The board's schedule of delegation and reservation should be reviewed in the light of the
recommendations to change the trust’s quality management structure

R17  The board should assess itself against the NHS trust board maturity matrix, and have as a development
aspiration to reach at least level 3 by the end of March 2018

R28  The trust should identify how clinical governance will be led and resourced going forward. Options
could include the ‘separate central and divisional capacity” model of the ‘matrix working’ options that
we have described

R31  The trust board should receive a progress report against this report’s recommendations in April 2018

Risk management and assurance systems

R3 The BAF should be re-written and should be worked on and agreed by the board as part of board
development. The new BAF should be explained to the newly-appointed divisional triumvirates, and in

particular, the assurance framework should be the script for the quality management system of the trust

R15  The cycles of business for the new quality governance steering group and the four new quality
assurance committees should be linked to the BAF

R16 The next annual board sub-committees’ review should test whether the board are content with the level
of assurance each sub-committee is providing, and how this supports the BAF

R21  The structure of the corporate risk register, particularly in relation to action plans, should be reviewed

R22  Whilst the risk management strategy was agreed in 2016, it is flawed and will not reflect the current
quality management structure. It needs to be replaced by the end of March 2018

Patient safety

R23  The new Patient Safety Group should maintain a watching brief on incident reporting levels with the aim
that these match the appropriate national norms within 12 months

R24  Incident investigation skills should not reside in a small central team. A much wider pool of incident
investigators should be developed and used
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Clinical effectiveness

R2 To signify individual responsibility for clinical governance, all job descriptions for clinical leaders,
the triumvirates within the divisions, clinical directors and specialty leads should include specific
reference to accountability for clinical governance. All appraisal and personal development planning
should support this, with specific goals for all relevant members of staff

R19  The clinical governance capacity and capability of the trust should be developed to achieve level 3 on
the clinical governance maturity matrix by the end of March 2018

R25  Anew dclinical effectiveness strategy should be developed and agreed by the end of March 2018 and
this should incorporate national best practice as aspirations for the clinical audit programme

R27  To support the divisions develop a high standard of clinical governance from the outset, a ‘development
by doing’ programme (as set out at Appendix I) should be delivered

Patient experience

R26 A patient experience strategy should be developed and agreed by the end of March 2018

Staff engagement

R18  There should be an at-scale communications programme to help staff understand the new quality
assurance system, to include basic clinical governance expectations such as incident reporting, the risk
management system, the Duty of Candour and patient experience

Quality management structure

R6 The new recommended quality management structure should be implemented (i.e four new quality
assurance groups reporting to a new quality governance steering group)

R7 No management groups should report to board sub-committees’. All management groups should have
reporting lines up through management. The assurance role of board sub-committees’, organised
through the BAF, should be emphasised

R8 Any new governance arrangements should be considered in terms of scalability within a group structure

R11  The term ‘committee’ should only be used for those committees that directly report to the board

R12 Board sub-committees’ should be limited to audit, remuneration and appointments, quality, finance and
investment and charitable funds. All other sub-committees’ of the board should be time-limited task

and finish groups

R13  As part of management’s review of the 3Ts programme, consideration should be given to
recommending that this current board-reporting group should become a task and finish group

R14  The cycles of business for the board and all sub-committees’ should be linked to the BAF
R20  Any 'feeder groups’ should be formally related to one of the quality assurance groups

R29  The governance meetings matrix should be adopted to support the divisions and clinical directorates
better deliver their governance accountabilities

R30  The roles for the quality and audit committees should be developed along the lines described in figure
1. Internal audit should have sight of this report to support their work in regard to quality governance as
part off the annual programme of internal audit
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Background

Brighton and Sussex University Hospitals NHS Trust (BSUH) provides district general hospital services
to the local populations in and around the Brighton and Hove, Mid-Sussex and the western part of
East Sussex, and more specialised and tertiary services for patients across Sussex and the south east of
England. Working across two main sites: Royal Sussex County in Brighton and Princess Royal in
Haywards Heath, BSUH treats over three quarters of a million patients each year and employs over
8,000 members of staff.

The trust is undertaking a major building programme to modernise and replace its estate. Focusing
on tertiary, teaching and trauma, this £486m ‘3Ts' re-development programme is estimated to be
completed in 2024, and represents the opportunity to improve services for local people and for those,
both local and across Sussex, who require access to more specialised services.

BSUH are currently rated ‘inadequate’ by the Care Quality Commission (CQC) following the publication
of an inspection report in August 2016 and are in the special measures improvement regime. As at
October 2016, the trust have also been placed in financial special measures by NHS Improvement (NHSI),
given the trust’s negative variance against the control total plan and the forecast deficit level for
2016/17. Given this context, BSUH have now signed a management agreement with Western Sussex
Hospitals NHS Foundation Trust (Western) and NHSI, creating an interim arrangement between the two
trusts to begin a new way of working together. The arrangement includes supporting the trust to deliver
on its requirements under both types of special measures.

From April 2017, new board and management arrangements came into effect. The executive posts
for both BSUH and Westermn were combined expeditiously so that each trust had the same
management team, although each trust will have its own chief operating officer (COO). The Chair of
Western became the Chair of BSUH, and the BSUH board was strengthened by appointing two of

the Western non-executive directors to the board. All other Western non-executives became associate
non-executives of BSUH, and all BSUH non-executive directors became associate non-executive
directors at Western. In short, though remaining two legal entities, the same individuals sit round the
board table for each trust, with the exception of the two planned COOs who individually sit on the
BSUH board and the Western board.

One of the priorities for the new management team was to address the CQC recommendations,
including the strengthening of the governance systems of the organisation. GGl were appointed to
start this process by undertaking a governance review that focused on the clinical aspects of the
corporate governance arrangements of the trust, but with a developmental focus. The new
management team were less concerned with historic governance matters that had been part of the
issues facing BSUH, and more with what new governance structures, processes and ways of working
should be put in place to best support transformational change and improvement.

In developing new governance arrangements, the management team, and both trust boards, need

to think through the implications for scaling of any new system they adopt. There are useful lessons and
good examples from Western, where the CQC have given a rating of ‘outstanding’ that are expected to
benefit BSUH. However, governance arrangements need to be deliverable within what is effectively an
emerging group structure for however long the management contract remains in place.

The GGl review was undertaken between September and early November 2017. During this time,

the new management team were preparing and starting to institute new managerial arrangements
within the trust, and so GGl were not looking at a fixed operational system but one under radical
change. This usefully emphasised the developmental aspect of the review, and we were encouraged
to focus on, in particular, the quality governance aspects of the overall governance arrangements.

The implementation of the new divisional structure is a very significant change now being put in place.
It is a significant plank of the new structural and cultural arangements upon which the transformation
agenda depends.

GGl briefed the trust's management team in late October 2017 on the main themes and findings
arsing out of this review, and requested that the key developmental steps to support the trust ensure
that good governance was ‘hard-wired’ into the emerging new structures and systems be included in
the report. For this reason, we include in the report a section of the developing divisional structure,
which is a new and developing element of the overall governance arrangements and just in the
planning when we started our work.

1) Care Quality Commission, ‘Brighton and Sussex University Hospitals NHS Trust’ Care Quality Commission Care Quality Commission August 2016

Good Governance Institute
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2. Methodology and approach

2.1 The review was undertaken between September and early November 2017, using a well-established
review technique that has as its basis the triangulation of evidence gathered in a variety of ways. This
overall approach is standard, and in line with the standard for Well-Led Reviews set out in NHSI
guidance? of June 2017. The main review activities undertaken at BSUH were:

. Observation of key meetings
o Document review
o Confidential one-to-one interviews with internal staff
22 GGlI’s review process used a range of materials, tools, templates and benchmarking tools to guide

various review activities, which include in this instance:

. NHS trust board governance maturity matrix3
. Clinical governance maturity matrix*
. Development and improvement of quality and clinical governance within divisions®
23 We were also informed by the NHS directors’ competency matrixé, although we were not asked as part

of the review to include an individual review of all directors at this stage.

24 The GGl review team comprised two senior directors, an assistant director and a senior associate who
specialises in healthcare quality and patient safety. The majority of the on-site work was conducted in
September and October 2017.

25 In constructing this report, we have triangulated findings from various evidence sources, and used
the senior experience of the review team to assess the relevance and significance of observations and
data we collected. The team used established templates, matrices and literature as well as (and
importantly) professional knowledge, peer experience and review expertise to demonstrate the
significance of the findings against good governance practice.

2.6 It was very clear that the system we were attempting to measure was rapidly being changed by the
new management team, and the old ways of working had no overall champions resisting this change.
Indeed, most of those we interviewed were able to invest hope and confidence in the new leadership
team. All were interested in moving forward rather than looking back. The main emphasis, therefore,
of how we have carried out this review and presented our report is very much focused on how we
recommend governance is developed over the coming months, rather than describe the issues and
problems that we observed. This being said, good work had been done on aspects of clinical
governance prior to the new management coming in, but the report will later describe how what good
work there had been done nevertheless was unable to gain sufficient grip or depth to address the
quality issues. Hence the trust found itself as rated ‘inadequate’.

27 We were firmly of the view that the new management had quickly grasped the trust’s problems and
were rapidly addressing these. There was little merit in repeating many familiar governance issues
back to the new management. For this reason, we have summarised the main issues that we believe
need to be prioritised, and have outlined the practical recommendations required to be adopted in
moving forward. Recommendations are all listed in the last section of this report, but are referenced in
the text too with an ‘R’ followed by the recommendation number in brackets.

2) NHS Improvement, ‘Developmental reviews of leadership and governance using the well-led framework: guidance for NHS trusts and
NHS foundation trusts’, NHS Improvement, June 2017

3) Smith C et al; ‘NHS Trust Board Good Governance Maturity Matrix’; Good Governance Institute, London; August 2017 ISBN: 978-1-
907610-43-1

4) Merrett H et al; ‘Clinical governance maturity matrix’; Good Governance Institute, London; November 2017

5) Corbett-Nolan A et al; ‘Quality and clinical governance within divisions’; Good Governance Institute, London; October 2016

6) Corbett-Nolan A; “NHS Directors’ Competencies Matrix’ Version 1.0; Good Governance Institute, London; June 2015
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Governance and management issues

BSUH’s recent history has been characterised as having had more than half a decade of continual
leadership change. This has included chief executive tenure from some of the better-known NHS chief
executives, each of whom have striven to solve the trust’s performance and quality issues in their own
way. They have needed to negotiate their way through various forms of regulator intervention as they
each sort to find their way of solving the longer-standing issues. Whilst not a unique scenario for
troubled NHS trusts, the constant leadership change at BSUH has been extreme and we suggest
damaging. With regard to the trust board, only several of the current non-executives pre-date the current
special measures. This on-going change has had a significant impact on the culture of the organisation
and brought about specific management challenges that the new team are now seeking to address.
We highlight below some key governance issues:

a) Corporate history issues leading to entropy

In the leadership team, there is very little by way of corporate memory. This is in some ways both an
advantage and a problem for the new leadership. One tier down there is considerable ennui within

some (but not all) longer-serving members of staff who have ‘seen it all before’. They have been trying

to keep going and maintain the hospitals functioning whoever is currently in charge. This is perfectly
understandable, even commendable, but does give the new leadership the challenge of convincing those
who will manage and deliver the required change that this time the changes are definitive and will be
followed through on.

There is a real "hump’ to overcome in terms of staff perceptions formed as a consequence of years of poor
findings from the regulator that not meeting targets, managing within budgets or following through on
agreed commitments and actions is normal, even permissible. We would emphasise that we attribute this
behaviour to an eroded sense of confidence, rather than forgetting that the interests of patients must come first.

b) Centralisation vs. local ownership

Despite what has effectively been listlessness from previous management regimes, one clear philosophical
approach that had emerged has been one of centralisation of control and focus around clinical governance
issues. Whilst this has led to some quite thorough work around particular clinical governance issues, this has
not been sufficiently impactful due to the lack of local ownership and because of ineffective dissemination.
The new leadership, through a planned system of earned (but required) autonomy, are putting in place

a model that intends to build strong local ownership and control. (R1) This is the precise opposite of

the approach to date. The new local leadership for BSUH (the soon to be appointed CCO and team)

have an essential core task to build up the divisions and emphasise accountability through effective line
management.

<) Responsibility for solving problems

In sympathy with the above, although difficult to evidence tangibly, is the lack of appreciation from staff
of the need to ‘own’ both problems and find solutions at the local level. A consistent theme arising

out of our interviews with staff, who had been in post over several regimes, was a sense that they were
commentating on what had happened without there being a sense that they were involved. We noted
that corporate documentation was often of a high standard, articulately describing the trust’s decline and
with little comment on what management grip was being exerted in order to address the major issues of
performance delivery. (R2)

d) Lack of joined up working

We have observed what we can only describe as idiosyncratic, siloed and un-standardised working
practices in the different clinical governance disciplines and between clinical directorates. We met with
some very able and committed individuals who had worked hard, but they had not been supported by

an overall system whereby all the dots joined up to create one understandable quality system. The interim
managing director (post being replaced by a COO) had done much to standardise reporting, and as the
transition to the new divisions takes place, there is a good opportunity to extend this into the new structure.
The overall purpose of the quality system was often described to us as satisfying the regulator rather than as
a means of managing the delivery of better patient care within the available resources.
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e) Multiple governance groups and meetings

In parallel, there has been an accretion of central management groups addressing various, often over-
lapping, quality management issues. Because there is not now a single, well-designed and understandable
quality system, participation in these groups has been unrewarding to those attending and so attendance
and momentum is poor. We could not identify one individual who could name the various quality
management groups, and real confusion exists about the way in which the groups all fit together. We were
shown many variants of organograms for these groups, but no single version of the truth existed

f) Quality management basics

There is a conflation of quality assurance and quality improvement, with the same forums often being
used to attempt both. Almost entirely absent is an understanding that the ultimate customer for the
quality assurance activity is the board, and that through the board assurance framework (BAF), specific
and codified quality goverance activity is needed to support the board in its assurance and scrutiny
role. (R3) Whilst there is an understanding of upwards escalation (and indeed, this could be characterised
as over-enthusiastic at times) there is no accompanying understanding that a main purpose of the
clinical governance activity was to achieve board to ward oversight and assurance. Quality management
training, when it has happened, has often emphasised improvement techniques rather than a more
holistic understanding of the distinctive role of assurance. There is a very poor record of developing and
then following up on action plans. Linkages are also not being made between what the different quality
performance data is showing, with the accompanying higher-level developmental themes being missed.

g) Clarity of and competence/experience within key roles

There has been confusion between governance and management, and as a result, a blurring of the
respective roles of the board and of the executive. This had been either caused, or at least accelerated,
as a consequence of the board stepping in during the prior year because of what was described to us as
a collapse of managerial control. The result is that structures and working methods are in place that do
not help the trust benefit from the added value that board oversight should be bringing. This blurring has
become normalised.

A principal duty of a director is to understand the organisation they are governing and the market in which
they are operating. Quality management in healthcare is complex, and the skills required by non-executives
to ask the right assurance questions and understand when an answer does indeed provide assurance
usually needs developing for those without relevant experience. The chair of ‘clinical governance-related
board sub-committee needs to be able to systematically and point by point agree the agenda, accept
assurance papers and then to take the sub-committee through their work so as to ultimately provide the
board with assurance.

Particularly within what is effectively developing as a hospital group, seniority in the director role and
experience of the subject matter is essential to discharge this responsibility in a trust with as many
challenges as BSUH. We have not yet tested in a formal sense the skills, experience and capabilities of

the board members individually but on the basis of what we have seen not only are the governance and
managerial roles confused, but we cannot confirm that we saw sufficient experience and understanding
within all the non-executive directors for us to say that the relevant skills and abilities to undertake such tasks
are in place. (R4) This trust needs, in our opinion, experienced and senior non-executive directors that are
fluent in healthcare assurance issues. Because of the very pressing challenges for this trust, the board sub-
committees need to be quickly brought up to a high-performing standard. (R5)

h) Under-emphasis of management

The dlinical directorates do not have an authentic common structure, and in practice, managerial roles
differ between them. The triumvirate leadership approach is understood largely as being by consensus
and between equals with different jobs to carry out rather than teamwork under an identified leader who is
accountable for performance, quality and resources. This is being addressed in the new divisional structure
that is currently being instituted with the triumvirate in the new structure reporting to an accountable
divisional director. The divisional directors will report to the COO for BSUH.

T, ————————
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The new leadership has embarked on a strong change programme, but at the same time is keen to retain
some structures to ensure that BSUH does not overwhelming feel the changes are being externally driven
from Western. For this reason, the new divisional structures will retain the clinical directorates, although
the new divisional management are expected to start to reform these into care groups that bring together
specialities in a common-sense way. The new divisional structure is being put in place at the same time

as the two trusts put in place local leadership for each trust that will report to the ‘group’ executive, with a
COO in place at BSUH who will have a trust leadership team reporting to him. Line management will be
emphasised, with the new divisional directors being pivotal to making this work.

At the same time, a strong theme to emerge from our interviews and observations is that a change in
tempo and culture is already starting to germinate. Some long-standing issues have been addressed

by this management that have been skipped by others. This has been very important and holds promise
to move the trust’s beliefs about itself on from normalising missing targets and putting up with the
dysfunctional. In looking at the quality management and governance structure, we recommend that
this is another candidate for instituting a new way of working rather than trying to amend the existing
structure. (R6) The current ‘family tree’ of different governance groups is terminally confusing and poorly
connected. The confusion of governance and management needs to be addressed (R7), and the
opportunity afforded by the introduction of the new divisions should not be missed. Skills need
developing at all level, and where the opportunity arises it is important to recruit in individuals with
relevant experience.
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Govemance to deliver improvement at all levels

High-performing organisations use good governance to engineer change. This allows measured risk
taking, provides management with a frame of reference around the agreed risk appetite within which to
deliver change and ensures that assurance adds value rather than just satisfies regulators.

Because this organisation is challenged, no lesser standard of good governance should be expected.
Governance systems need to deliver solutions to the trust’s problems, but at the moment they are one
of the very real problems that will frustrate the board’s ability to preside over transformation and achieve
success.

We have already mentioned that any governance solution needs to be scalable. (R8) For the period of
the management contract at least, the trust finds itself in what is effectively a group arrangement. This
all the more emphasises the need for developing strong local accountability at divisional level, with
highly-effective assurance processes that deliver authentic board to ward insight.

We address our findings and recommendations at three levels:
A. The board

We have not made this the main focus of our attention as the board has radically changed over the

last seven months, with an entirely new executive team and a palpable change of tempo described to
us as a result of this. The new non-executives and associate non-executives are having an impact

too. We are, however, making recommendations that will affect the committee structure, the board
assurance framework and the board’s cycle of business. Because this is such a stressed trust, we are also
making recommendations around individual and group capacity and capability within the board.

B. The local team (central) dlinical governance structure and resource

There has been some good work done on individual aspects of clinical governance, but this is the
opportunity to design and implement a lean, focused and easily-understandable clinical governance
structure. The trust will need to develop an appropriate central resource that at the same time can foster
capacity building within the new divisions and take a whole-organisation view around clinical
governance. This will ensure the executive is able to better manage the organisation and the ensure the
board is well-sighted and assured.

C. The new divisions

The performance issues of the trust will be best addressed through able and agile management at the
divisional level. The new divisions have the opportunity to step-up their management focus at the same time
as the new dlinical governance structure comes into place, and if this is done in a systematic way and with
pace the trust has the opportunity to have the eamed responsibility described earlier prior to the next
expected CQC visit. We understand that this will be around April 2018 or shortly afterwards.

13
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A. The board

The starting point for good governance is to understand that the board is the controlling mind of
the organisation. Organisations are run by people, and those who direct an organisation and act as
the organisation’s controlling mind need to be readily identifiable. This enables all stakeholders and
interested parties to understand who is accountable for the control of the organisation and who can
enter into engagements on the organisation’s behalf. Directors have responsibilities in law for looking
after the interests of the organisation and all stakeholders. How this is executed will change as the
organisation encounters different opportunities and challenges. Good governance means directors
acting collectively in what is usually termed as a board, the overall accountable group that comprises
the controlling mind.

All legal entities should be controlled by identifiable individuals who can be brought to account for their
actions. They should be competent to fulfil this role and possess the required skills and experience.
Within an organisation, it is important to be able to distinguish between those who are accountable

for the organisation and those who are not. This is important for both internal control, and to ensure
that external parties understand with whom they can make binding arrangements on behalf of the
organisation. Those controlling an organisation need to be formally required to look after all stakeholder
interests. They should have formal duties around their conduct and accountability. In an organisation as
complex as an NHS acute trust under special measures, directors should have ongoing support through
appraisal and development programmes to enable them to discharge their responsibilities.

Governing boards need to formally agree in an open and transparent way what role they will take in the
detailed direction of an organisation. This will be different for each organisation, and will be dependent
on levels of risk, market forces, the detailed knowledge required to undertake particular tasks, and the
maturity of management. (R9)

Boards will set out how they govern through a system of delegation and reservation (R10). The board
will decide what decisions it reserves (or holds) to itself as a governance responsibility, and those it will
delegate elsewhere. The most significant delegation is usually to the accountable officer, the executive
directors and senior management. Boards may also delegate to sub-groups, advisors and partners or
through other controlled means. Boards will describe the limits and substance of all delegations and
reservations in formal terms. As the controlling mind of the organisation, the board needs to plan and
be explicit about the level of direction it will need to exert itself, and that which it is comfortable to
discharge to others, both within and outside the organisation. This will help other stakeholders assess
risks and the standard of controls for themselves.

Typical forms of delegation within an organisation, aside that to management, will include formally
agreed delegation to board sub-committees. These should be few in number and not confused

with management groups which are often, misleadingly, also termed committees (R11). Ideally the
programme of work for committees should be linked to the BAF, with the board commissioning the
assurance functions of sub-committees and linking this to the strategic aims of the organisation. In
BSUH and as noted later, there is an unhelpful tendency for management groups to be referred to as
committees and even boards, and the current structure describes these management groups as directly
reporting through board sub-committees.

The only required board sub-committees are audit, and remuneration and appointments. Many
organisations will have a charitable funds committee. NHS boards also have a statutory duty of quality,
so universally establish a quality committee. In this report we just focus on the quality and audit
committees (R30), recognising that the trust board has other sub-committees including a finance and
investment committee (R12) and a 3Ts board. Currently, the governance arrangements around the 3Ts
board is being reviewed by trust management (R13).

Sub-committees are almost always chaired by directors, and most commonly by non-executive
directors. Whatever the chairing arrangements, it is important that the chair has sufficient technical
knowledge to be able to take the committee through the issues concemed and to pick out the key
assurance points as they arise and ensure that the committee scrutinises these. Directors have legal
requirements to understand the business in hand, the market they operate in and the regulatory
framework within which they operate.



Good
Govenanco
Instato

The distinction between governance and management is important to emphasise. Boards govern,
and delegate the operation of the entity for which they are responsible to management. Therefore,
governance concems:

. Vision — being certain why the organisation exists in the first place, its purpose and what
difference it intends to make
Strategy — the planned means by which the organisation delivers the vision
Leadership — how the organisation is able to deliver the strategy over time
Assurance — that the organisation does what it says it will do and behaves in the manner it

has agreed
o Probity” — that the organisation meets standards of openness and transparency, acts with
integrity and in good faith. In the public sector, taking note of the Nolan principles of public life
. Stewardship — that the organisation is responsible with resources, especially other people’s

resources (such as credit or in the NHS, often research funding)

The purpose of governance is to ensure better decisions. We separate governance from management
by the role each has in decisions. Management makes (or crafts) decisions. By this we mean
management identifies an issue, gathers and analyses the data, identifies and weighs options, consults,
and comes up with recommendations. Directors in their governance role then take decisions, and
move at that point from being responsible to accountable. Management runs the organisation month
on month, being mandated by the board to exert operational control and direction against an agreed
strategy and policies.

Boards add value by the very fact that they are not directly controlling the entity operationally. Through
an agreed assurance system, the board holds the management to account for delivering the strategy
and meeting requirements (such as contractual obligations or legal compliances) of the organisation.

In order to do this, management and governance roles need carefully separating out, but relating to
each other. This is a critically important point to appreciate when it comes to the roles of committees
and groups within an organisation. Board sub-committees must not become muddled up with the
operational management of the organisation, and must not find themselves in a position where they
end up, de facto, managing functions or creating assurances. The board must be clear about what
authority it delegates to committees. A clear distinction must be made between board committees and
management functions and groups.

The board, through its sub-committees, needs to be assured that management is operating within
whatever delegations the board has made and is operating agreed controls to mitigate or avoid risks. In
terms of groups, we would explain the difference between a board sub-committee and a management
group as follows:

. Board sub-committee: the board of directors will delegate a number of its functions to
committees, who are responsible for reporting to the board on the critical areas of business (for
example, compliance, quality etc.) and for escalating risks as appropriate. Unlike management
groups, board sub-committees are not responsible for the day-top-day running of the
organisation but rather seek assurance that performance and systems are operating to the
required standards

e Management group: management groups are accountable for the day-to-day, month on
month running of the trust and for providing assurance to management, who in turn assure the
board (often through sub-committees) that performance and systems are at the required
standards

Good governance practice includes the programme of work for sub-committees of the board being
linked to the BAF, with the board commissioning the assurance function of the sub-committees and
linking this to the strategic aims of the organisation (R14). At the same time, a quality management
system within management will itself be ensuring that the controls against risks identified in the
assurance framework are being applied, and so will continually be providing management with detail
and assurance (R15). It is important to recognise that a key element of good quality management
will be quality assurance, and the board's role, delivered usually through the sub-committees’ work
programme, will be to be assured that the quality management system is operating reliably and
effectively.

7) Committee on Standards in Public Life; “The seven principles of public life’; HM Government, London; May 1995

—_—-
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We would add a word about the difference in focus between quality assurance and quality
improvement which we have eluded to earlier. These are very different, but related, activities. Successful
trusts disaggregate the two as their processes are very different. Quality assurance concems the
disciplining of work to meet designed standards. Management need assurance that work undertaken

is complying with the set standards. Quality improvement is about redesigning work, often radically, to
create a shift in performance by changing the rules. It can be a centrally supported activity, but by its
nature needs to be a locally delivered one as the literature shows that those with the best insight into
redesigning work are the operational teams themselves.

We have worked with very challenged trusts that have come out of special measures and that have,

as a key building block for their success, carefully distinguished between assurance and improvement
work and created proper forums for each. For example, and around serious incidents (Sis), one forum
needs to be in place to support the proper conduct of investigation and the root cause analysis process,
but the leaming and sharing of lessons is best done otherwise and probably using different meeting
techniques. To conflate the two together into an assurance committee format stultifies the learning and
improvement environment.

The quality committee and the audit committee need to work in parallel, as the audit committee has
an accountability to assure the board around the full breadth of the functioning of governance systems
and assurance processes (R16). The quality committee can triangulate and scrutinise matters around
content, with the audit committee focussing on joined up process. Again, the focus of attention is

the quality management system as it is operated by management rather than to attempt to operate
the management system itself. Figure 1 below describes a classic board assurance structure around
assurance of a functioning quality management system.

Figure 1 - Board assurance of quality management through board sub-committees

Reports performance Delegates
and assures control

QUALITY ASSURANCE AUDIT

COMMITTEE COMMITTEE

Reports Manages

performance quality Scrutinises

governance

Scrutinises
performance

In terms of governance impact, this board is in its early days. We do recognise that this is not a new
organisation and in the past five years many board members on both the executive and non-executive
sides have done much to attempt to create a well-performing board. We are of the view that in real
terms, because of the scale of change and the management contract arrangement with Western, it is
best for the board to think of itself as a new board needing to operate at a different level to the prior
board. From our interviews we believe that this will require a change in thinking for some who were on
the journey prior to the new management contract. We would like to see that experience and history-
holding made useful to the board as it currently is.
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A common theme expressed to us by non-executives was that whilst they now feel ‘less connected’
than previously, they feel ‘more assured’ by the new leadership in place. Regular open and transparent
communication was regarded as being important by the non-executives moving forward in order to
promote unified working with the executive team.

The group-type structure, covering two linked but discrete entities, is new for the NHS. There are
models from different parts of the country, and each has its own distinctive features. The important
realisation needs to be, though, that the way in which a board within such a group operates requires
commensurate new ways of working and skills from board members. An independent appraisal of
director skills would be helpful to ensure that, in the first year, the board is operating at the required
level and that directors have the skills and capabilities to deliver the new task. As we have previously
stated, we were not at this stage asked to test individual director capability and capacity and align this
to the current board'’s needs, but we do think that to minimise risk the board needs to be populated
with experienced and high-calibre directors and we cannot immediately see this across the entire
non-executive team.

Figure 2 below describes the maturity levels within an NHS trust board (as a body, rather than as
individuals). We have not formally evaluated this trust board as it is early days but given this we could
not see any area where the board was operating above level 2 (basic level agreement of commitment
and direction). Once the strategy has been agreed and new roles and responsibilities are instituted the
board really should be at least level 3 (early progress in development) by March 2018, but we believe
with focus the board could have in some areas achieved level 4 (firm progress in development) by that
time (R17).
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Figure 2 - NHS board good governance maturity matrix: Brighton and Sussex University Hospitals NHS Trust
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B. The local team (central) clinical governance structure and resource

The trust had historically put an emphasis on developing a strong central clinical governance resource,
with expertise built up and residing in key team members. This approach has its potential merits,

such as the ability to develop skills and consistency of approach, and to have the ability of looking

for trends across the whole organisation. However, despite best efforts the former regime did not
manage the scale of engagement needed to bring the teams delivering services with them. Neither
did the aspiration of joining up quality themes between the different quality activities, such as audit
and incident reporting, lead to a reliable quality assurance system nor an understandable programme
of quality improvement. Staff could not convincingly explain to the CQC how the quality system of the
trust operated and neither were they able to show a track record of action plans being implemented
(R18).

We have developed the following matrix for BSUH to describe the central clinical governance

capacity and capability. We have scored the trust based on our work with you. In parallel with the
implementation of the new divisional structure, we believe that the trust could achieve level 3 ‘early
progress’ with some elements achieving level 4 ‘firm progress’ by March 2018 (R19). This would provide
a good platform for the up and coming CQC visit.
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Figure 3 - Clinical governance at BSUH
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Our review's findings for each of the key elements is as follows:
i) Leadership and strategic direction

The current board clearly sees safety and quality as key priorities and board and committee agendas
reflect this commitment. Challenge is constructive and patient-care focussed. A key challenge for
quality and safety at the trust will be to create a workable balance between central control and
devolved responsibility. The central role will itself be a balance of direction, support, information
provision, guidance and monitoring. It is important that the new divisions are seen as customers of the
central functions to pitch this role in the right way.

As we have noted, there has been much upheaval and inconsistency in senior leadership of recent
years, and value is should be attached to organisational memory where it exists. The loyalty and skills
of several members of staff involved in safety and governance in particular commendable. It is also
important to note that some previous structures observed and described in related documentation
have been logical and based on best practice. They appear to have failed, however, due to the inability
to support, resource or lead them effectively.

Leadership for governance is currently shared between the Chief Nurse (incident reporting, patient
experience, safeguarding, Infection Prevention and Control) and the Medical Director (clinical
outcomes, quality improvement, appraisal and revalidation and Caldicott issues). There is no Director
or Head of Corporate or Clinical Governance at present. Two Associate Medical Directors have

taken on safety and revalidation roles respectively. The Head of Patient Safety provides a cohesive
and responsive service for safety and effectiveness but is reporting to different people for different
activities. Patient experience is managed separately. The responsibilities and reporting routes for risk
management were unclear at the time of the review.

There is an acknowledged need to rationalise groups and sub-groups (or ‘feeder’ groups) and ensure
that governance structures incorporate both key functions and also make strong links across divisions,
specialities and the centre (R20). It is critical that the revised structure sets out decision-making
responsibility at all levels. We recommend a new structure later.

There is confusion as to whether some key groups feed into the Patient Safety Committee (PSC) or
the Quality and Risk Committee, or indeed other groups in the trust structure. Our view is that this is
academic, as we have suggested a new structure to reflect Lord Darzi's dimensions for quality plus one
group to focus on risk and compliance.

The review team noted in particular that the current monthly Nursing and Midwifery Board is well
attended and valued but does not report into anywhere. Underlying this confusion is an unhelpful
tendency to name many groups as “committees” where they are not sub-committees of the board.
There is also need to clarify and communicate decisions on the wider issue of the nature of assurance
committees in relation to executive or decision-making groups. There is an urgent need to create

a wider executive clinical governance and quality and safety group, into which the (current named)
Patient Safety Committee, Clinical Effectiveness and Patient Experience groups report (i.e the “Darzi”
dimensions of quality).

While the imperatives in clinical governance seem to be clearly understood by the senior team, the
key question of where and how the key elements of quality are managed remains to be clarified.
Responsibilities for quality, risk and safety can then be set out and defined for each level of the
organisation, with associated leadership development plans for clinical leaders.

Leadership for quality improvement must develop a plan to go beyond the CQC response and ensure
that the trust is equipped to identify objectives, and an associated framework which actively supports
and engages clinical and other teams in activity aligned to trust objectives and aspirations.
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ii) Risk management and assurance systems

The Chief Nurse is currently overseeing risk, following the departure of the Director of Corporate
Governance. The Corporate Risk Register (CRR) observed was from April 2017 and the BAF from
February 2017 (R21). Both these documents appeared to be well constructed with clear formats.
Neither showed many quantifiable measures of success or movement. The BAF was linked to three
strategic objectives and contained a great deal of commentary on the 21 overlapping high level issues
identified. It is likely that the new board is constructing these supporting risk management tools in a
different way.

Reportedly, the Risk Management Committee still meets and reports into the QRC. No recent minutes
were observed during the review and the role and reporting routes for this group must be prioritised.

The Risk Management Strategy from September 2016 sets out a clear policy, reporting and escalation
process, roles and responsibilities for groups and individuals. It is particularly and commendably clear
on review of the BAF and CRR. For reasons stated in the previous section, this has not been fully
implemented and risk management at directorate level is likely to be patchy as a result. There is a
feeling that risk management is a central function and ownership at local level is reportedly low. While
staff may be clear on their responsibility to raise concerns, risk and issues, it appears unlikely that they
are consistently well-motivated or empowered to use the available formal escalation routes (R22).

iii) Patient safety

There is a clear process for incident reporting and investigation and this is acknowledged to be
managed well, particularly in respect of investigation and the quality of reports. The culture of reporting
is a concern, with under reporting of moderate incidents evident, and there is scope to drive a stronger
understanding of patient safety generally using the new divisional structure. There are normative
expectations about reporting levels, and normative relationships between Sls, incidents that cause
harm, incidents that do not cause harm, reported near-misses and unsafe practice. The trust should be
continually comparing itself to these to understand how well the incident reporting system is working,
and whether a reporting culture is being gradually developed (R23).

The Patient Safety Committee is poorly attended but has a wide-ranging agenda. The structural
changes suggested elsewhere should help to refocus this group and build on the good work in incident
reporting and triangulation of learning. There is potential to develop two forums: one for review of
process and one for learning and sharing. This approach has been developed elsewhere and proved a
useful way for engaging local teams. It should be re-named the ‘Patient safety group’.

Serious and moderate incidents are discussed at a weekly panel and routinely are all reported to the
Chief Nurse and the Medical Director. They are also reviewed for their Duty of Candour implications.
There is scope to move to a more learning-based approach where serious incidents are revisited to
ensure that actions have had the desired outcomes for improvement.

Investigations are run from the central team, mainly by two investigators. The process has been
informed by specialist human factors advice and is robust. However, the new divisional teams will
need to be clearly tasked with involvement in the investigation process, especially at the stage where
improvements are identified, in order to improve local ownership and leaming (R24).

The current patient safety function provides a significant level of information and dashboard data for
directorates. The degree to which this is utilised at directorate level is questionable.

iv) Clinical effectiveness

The Associate Medical Director for Safety leads clinical audit and effectiveness and ensures the audit
schedule is supported and implemented. There does not seem to be a clear strategy for clinical
effectiveness nor is it clear how all professionals are involved in audit, how it is aligned to trust
objectives, nor which board sub-committee has an overall responsibility for receiving assurance on the
effectiveness of the process. We would suggest that both the quality and the audit committees have
different but related roles whereby they should be interested in the clinical audit programme (R25).

—_—
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The Clinical Effectiveness Group has not yet met. The group which reviewed NICE and other guidelines
has also not reported recently. It seems unlikely that clinicians are receiving dashboards on clinical
outcomes although there is access via the HEADS system to mortality information and there is a trust
Mortality Review Group which reviews data to identify avoidable deaths, spikes in elective deaths and
outcomes monthly.

v) Patient experience

The trust board clearly values patient experience and maintains a focus on ensuring access to patient
feedback and responsiveness to complaints. In time, the board will wish to ensure that a patient story or
patient journey is presented at meetings.

Complaints and PALS are incorporated into the patient experience function. There is a panel at the
Royal Sussex County Hospital and one at Princess Royal Hospital.

The annual report we reviewed was factual and clear, but we observed little evidence of exploring
underlying issues or contributory factors, or triangulation of data with other sources of quality
information. There was also little evidence of setting out objectives for patient involvement or
engagement in governance processes (e.g. safety initiatives, investigations), although this may exist
elsewhere (R26).

vi) Staff engagement

The senior team is clear about the considerable workforce challenges and is committed to addressing
these at pace. There was some positive feedback during this review on the support and commitment
shown by the senior team and the messages going out to front line staff. A commitment to reflection and
conversations as a means of leaming, improving and sharing was also clearly articulated.

Rapid work on developing a simple vision and values “sign up” for staff will be a priority. There is also
a huge opportunity to involve staff in the development of local responses to strategic priorities and

in improvements. Involvement and engagement should also be underpinned by systems for reward,
recognition and celebration.

There is some organisational memory of initiatives that have been or are helpful in engaging staff in
improvement (e.g. the current leaming podcast and previous After Action Reviews). Weekly meetings to
discuss themes are planned and should kick start triangulation of clinical governance data across the trust.

It will also be important to support middle management in particular during change and in tacking difficult
workforce issues.

vii) Use of information: reporting and monitoring

The Patient First initiative appears to be driving reporting currently, but it is acknowledged that there is
work to do to develop effective integrated reporting.

There is a wealth of monthly clinical governance information collated by the patient safety department
and shared with directorates, but perhaps not the skills or resource to utilise this well. The Western
reporting dashboard is different from the BSUH one and requires some data which is currently not
available. There is a need to set out and prioritise the next steps in achieving a clearer reporting system,
including:

Integrating clinical governance information with the overall reporting structure
Rationalising the number of reports and metrics currently in use

Assingle reporting template for feeder groups into an executive clinical governance group
A standardised report quality and safety report from divisions

Standardised reporting requirements from specialties and directorates

Ward and departmental dashboards

Accessing comparative data for benchmarking

O OO0 OO0 O0O0
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o Ensuring the cycle of business and meetings schedule is aligned with reporting
o Identifying the support and training required for the workforce and all stakeholders to
access, utilise, interpret and challenge data appropriately

In terms of information technology support, it was unclear whether there is a recent IT strategy which

is fit for purpose. A significant requirement of the strategy will be to ensure that it is aligned to clinical
services. Building confidence amongst clinical staff in the quality of data is key. The adequacy of data
systems supporting mortality review has been raised during this review, and should be prioritised to
allow an agile response to apparent trends or spikes. There also appears to be a need to prioritise and
target available analytical resources to those areas where the need is greatest; for example, compliance
with reporting on cancer pathways.

The presentation of information, report and meetings papers was generally found to be of high quality,
with clear report summaries and good agenda and minute-taking practice.

viii) Enabling learning - relationship between corporate body and divisions

The creation of five divisions, each with a Chief of Service, presents an opportunity to improve the
engagement of clinical leaders with trust leadership — for example at the trust executive committee
(TEQ). It will also ensure that governance at divisional level has a shared framework for meetings,
reporting and learning. The priority for leaders across the trust will then be to support this framework
and ensure routine monitoring as well as support and guidance.

There is not yet a clear understanding of how individual directorates are managing their governance
responsibilities, nor whether these are clearly articulated as yet. Performance reviews are used to review
directorate quality and safety information, but this process is not embedded.

There is some evidence of protected time for clinical governance and leamning in the divisions (notably
in the perioperative directorate at RSCH) but this is in constant conflict with the enormous pressure to
focus on patient flow and productivity.

Priorities in setting up local governance structures will include:

Developing local governance priorities in line with the trust strategy
Mechanisms for cross-divisional learning

Tracking of action as a result of incidents and other quality and safety activity
Evaluating engagement in governance processes e.g. outcomes, staff surveys,
attendance at meetings etc

o 0 0O

ix) Quality management structure

We are have noted the structuring of quality management and recommend considerable simplification
to this. Structurally, management need a focused forum to understand and scrutinise quality assurance
and compliance data so that they can act on it, and in turn report assurance through to the board and
sub-committees. A classic simplified structure for this is described below in Figure 4.
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Figure 4 - Quality governance management groups structure

——> provide assurance information

——> reporting line
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Trust
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Governance
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QUALITY ASSURANCE GROUPS
PATIENT SAFETY ‘ CLINICAL OUTCOMES & PATIENT EXPERIENCE & ’ RISK &
GROUP EFFECTIVENESS GROUP ENGAGEMENT GROUP COMPLIANCE GROUP

FEEDER GROUPS FEEDER GROUPS FEEDER GROUPS FEEDER GROUPS

In this structure, the trust executive have within the quality management structure a whole-trust group
that is able to take assurance from, and ‘commission’, more detailed work from a limited number

of standing groups. The quality groups in this structure represent the three elements of quality as
described by Lord Darzi, together with a related group to provide management oversight of the risk
and compliance issues.

There are a plethora of groups with various quality responsibilities. We have attempted to catalogue
these but can find no single version of the truth. We recommend that with immediate effect the trust
institutes a new quality governance steering group which looks at quality issues across the trust and is
used as the forum into which each of the divisional governance groups reports. These new four quality
assurance groups will be able to take on a more focused and detailed assurance role for the main
dimensions of quality, as described below.
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Quality assurance groups

The three dimensions of quality care (as defined by Lord Darzi® and adopted by NHSE) are:

a) Care that is clinically effective, not just in the eyes of clinicians but in the eyes of patients
themselves

b) Care that is safe

o} Care that provides as positive an experience for patients as possible.

With regard to quality of care governance, the trust must have robust structures and processes in place
that enable it to identify and benchmark itself against relevant best practice and to track and report
compliance against required standards and targets. The following quality assurance groups will play a
major role in delivering effective clinical governance.

1. Patient safety

This is the first dimension of quality care, namely ‘the avoidance of unintended or unexpected
harm to people during the provision of health care.’ The patient safety group must monitor
the safe provision of care and provide assurance (in the form of risk reporting, incident analysis
and mortality/morbidity reviews) to the quality assurance steering group.

2. Patient experience

The quality of the patient experience must be paramount, including the way in which personal
care is delivered with compassion, dignity and respect. The patient experience group is tasked
with analysing and understanding patient satisfaction in respect their own experiences whilst
under the care of the trust. Regular and systematic assessment will take into account the
friends and family test and patient reported experience measures, as well as learning from
complaints (and compliments).

3. Clinical effectiveness

The Department of Health (DH) defines clinical effectiveness as: ‘the application of the best
knowledge, derived from research, clinical experience and patient preferences to achieve
optimum processes and outcomes of care for patients. The process involves a framework of
informing, changing and monitoring practice’.

The clinical effectiveness group, therefore, must have a thorough understanding of success
rates from different treatments for different conditions. Assessing this will include clinical
measures such as mortality or survival rates, complication rates and measures of clinical
improvement, national and local clinical audit, local quality improvement initiatives and the
implementation of evidence-based clinical standards (e.g. NICE quality standards and
indicators). Just as important is the effectiveness of care from the patient’s own perspective,
which will be measured through patient-reported outcomes measures (PROMs).

4. Risk and compliance

Whilst not included within Lord Darzi's three dimensions of quality, it is of critical importance that
the trust takes a proactive approach to risk management through a robust Risk and
Compliance Group, in order that the necessary processes are in place across the organisation
to ensure compliance with statutory requirements, and to protect patients and staff.

The quality governance steering group would have as their prime mission assurance against the quality
elements from the BAF, and to ensure that the trust executive had regular reports on quality issues,
oversaw the development of quality management in the trust and escalated any issues of concern to
management. The board’s quality report will come from the executive team, heavily informed by the
quality governance steering group as part of the quality management system for the trust. As described
in Figure 1 previously, the trust board, through the quality and audit committees, would test and scrutinise
this system. The reports from the executive will assure the board of the sufficiency of the system such that
issues of concern are being addressed. This would also provide a reliable framework for intemal audit

to programme in their work on the broader aspects of good governance. Figure 5 explains through an
example how a quality issue could be dealt with within this reporting and assurance structure.

8) Darzi A; ‘Next Stage Review’; Department of Health, London; 2008

—_—-
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Figure 5 - Example of quality management responsibilities: quality impact assessments (QlAs) for cost improvement programmes (CIPs)

Division - carries out QIA ant’
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@ effects (positive reporting)

‘es el

Through the four quality

assurance groups, QGSG

checks all QlAs. Ongoing
monitoring

Y,

Quality
committee
assures system

integrity by
checking a sample
of QlAs

he quality governance steering group would need, as an early task, to locate the work of any other
quality management (or ‘feeder’) groups under the four quality assurance groups. Some of these feeder
groups would have useful contributions to make to more than one of the assurance groups. An annual
cycle of business for each of the groups would need to include ‘commissioning’ work from the relevant
feeder groups against an agreed timescale. Additionally, the quality governance steering group would
help to triangulate what the different clinical governance disciplines were reporting, in the same was as
the “Triangulation Group’ does in Western.

Figure 6 below describes an example for the principal working relationship between feeder groups and
the quality assurance groups.

Figure 6 — Example of how feeder groups could be arranged

Patient Patient Clinical Risk and
safety experience effectiveness compliance
Decontamination | ¢  Adult and child e Medicines ®  Research
e Infection control safeguarding management governance
and prevention e Complaints ¢ Non-medical e Information
e  Serious incidents e PALs prescribing governance
¢ Medical gases ¢ Drugsand ®  Records
e MandM therapeutics management
®  Resuscitation e Anti-microbial ®  Information assets
e Transfusion stewardship management
Medical devices e Data quality
Nutrition e Policy review
Clinical audit ¢  Health and Safety
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C. The new divisions

The development of the new divisions is the new element that will bring together an unwieldy structure
of 12 clinical directorates, each with varied numbers of specialties or other groupings under them.
Initially, the clinical directorates will be kept, although it is expected that as the new divisions pick up
the pace they may organise themselves along different lines to the current clinical directorates. For
example, they may take more of a ‘care group’ approach to grouping together those specialties or
other services in a way that makes sense in terms of managing care delivery.

The divisions will be led by Chiefs of Service who will report to the new COO, and have reporting

to them the other two partners in the triumvirate. We understand that there will be professional
accountability for nursing and midwifery members of the triumvirates to the Chief Nurse. The Chiefs of
Service will be part of the trust executive.

In terms of clinical governance, we recommend that each division will need to rapidly develop so that,
against the divisional clinical governance maturity matrix set out in Figure 7 below, level 2 is being
consistently achieved in each division. This needs to be achieved by March 2018 and we recommend
an intense and at pace ‘development by doing’ programme whereby each of the monthly divisional
governance meetings is used as a step to achieving level 2 (see Recommendation R27).
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Figure 7 — Clinical governance in the divisions
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Divisions will need to develop an internal govemnance structure with both leadership and resourcing
around governance activities and disciplines clearly identified. The relationship with, and future of, the
central clinical governance team is key to making this work. There are essentially two pathways that we
would suggest be considered:

1. Separate central and divisional capacity: the central and divisional teams are essentially
discrete, although they obviously work closely together. The central teams bring together
the reports from the divisions for the quality governance steering group, provide discipline-
specific expertise and provide support to the divisions in helping to share ideas and issues
between the divisions

2. Matrix working: whilst there are discernible central and divisional governance teams, there
is a degree of sharing of resources and responsibilities. For example, a member of staff working
in the central patient safety team might also have specific responsibilities within certain
divisions (acting as a governance resource for the divisional triumvirate in one or more
divisions); and an individual principally working in a division might have a central team (pan-
trust) role on an aspect of clinical governance about which they have developed a particular
expertise. An example might be a clinical lead who has developed specialist skills on mortality
measurement

Both approaches may work and there are arguments for each. Conceptually, option 1 is simple to
understand and gives all players delineated jobs to get working on. Option 2 provides interesting
possibilities for creating rewarding and high-profile clinical governance roles for staff interested in
developing the divisional role too (see recommendation R28).

Whichever option is chosen, the trust needs to ensure that divisions develop the skills and confidence
around clinical governance. We recommend that at this early stage this is done by each division identifying
leads and a way of resourcing activity (how this is achieved depends on whether option 1 or 2 above is
chosen) for each of the following main elements of clinical governance:

Patient safety, including managing incident reporting

Clinical effectiveness, including clinical audit

Patient experience, including PALS issues and complaints

Risk management, including accepting risks onto the risk register

Compliance issues, including CQC readiness and compliance with trust policies

These elements of clinical governance work mirror the four quality assurance groups.

Standard agendas and reporting arrangements will be developed for each of these clinical governance
streams, together with an annual cycle of developmental and assurance business. The spine of the
divisional clinical governance activity will be monthly divisional governance meetings. Clinical governance
will have prominence in planned quarterly divisional performance meetings with the trust executive.

Itis essential for robust quality administrative and committee processes to be embedded within the new
divisions from the outset as this will provide a sound assurance framework moving forward. Consistent
BSUH ‘house-style’ templates should be developed for all divisional meeting agendas, minutes, action
logs and reports.

Appropriate training and development should be offered to administrative staff who have been identified
to provide support to various divisional committees and groups, with professional guidance being provided
by the trust secretariat to ensure quality and consistency. Chairs of divisional level committees should also
be offered training and development as they perform a pivotal role in ensuring that agendas are properly
constructed, minutes are accurate and business conforms to the trust’s cycle of quality assurance.

The membership of divisional committees should be carefully considered and should be limited to those
who are deemed essential (not just desirable or representative) to attend and to make an informed
contribution to discussion and debate. In this way, duplication of effort will be minimised. Approved
minutes/action logs of all meetings should be made available more widely to relevant divisional staff as
part of a wider communication and socialisation strategy.

Divisions themselves are planned to be of significant size and complexity. Each will in itself be
organised as a series of clinical directorates or care groups, and at this level too we would expect
monthly clinical governance meetings to be taking place. Figure 8 describes best practice for clinical
governance meetings and is useful for use at both the divisional and directorate/care group levels (see
Recommendations R29 and R31).
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5. Conclusion and recommendations

GGl thanks BSUH for asking us to review your governance arrangements and recommend next steps. The trust
has the golden opportunity of a new start, and as so much in terms of the overall management structure is
new this year we believe that much can be achieved. Successful delivery to the governance of the trust will not
only provide a platform for better performance, but will also help address the introduction of an accountability
culture.

The pace of change we are recommending is rapid, and many of our recommendations require a significant re-
think about how governance has been understood in the past. A real focus on good governance leading up to
the CQC inspection next year will really support the cultural and performance issues that have placed this trust
in special measures. This will be a significant task, but one that will engender pride and confidence as well as
structural improvement.

In detail, our recommendations are as follows:

R1 The trust management should agree and publish what they mean in terms of ‘earned autonomy’ as it
relates to governance at the divisional level. For consistency, we would suggest this is tied into an
incremental improvement against the relevant maturity matrix

R2 To signify individual responsibility for clinical governance, all job descriptions for clinical leaders,
the triumvirates within the divisions, clinical directors and specialty leads should include specific
reference to accountability for clinical governance. All appraisal and personal development planning
should support this, with specific goals for all relevant members of staff

R3 The BAF needs re-writing and should be worked on and agreed by the board as part of board
development. The new BAF should be explained to the newly-appointed divisional triumvirates, and in
particular, the assurance framework should be the script for the quality management system of the trust

R4 A skills and capability review of all individual directors should be carried out against the NHS board
directors’ competencies matrix. The results should be fed into a succession plan for the board and any
future board development plan

RS Chairing board sub-committees’ is a critical task and the trust should only appoint experienced
individuals with sufficient skills and knowledge to chair board sub-committees

R6 The new quality management structure recommended in this report should be implemented (i.e four
new quality assurance groups reporting to a new quality governance steering group)

R7 No management groups should report to board sub-committees’. All management groups should have
reporting lines up through management. The assurance role of board sub-committees’, organised
through the BAF, should be emphasised

R8 Any new governance arrangements should be considered in terms of scalability within a group structure

R9 The board should consider and agree its risk appetite for each strategic objective, in order that this can
guide the development of controls and assurances

R10  The board's schedule of delegation and reservation should be reviewed in the light of the
recommendations to change the trust’s quality management structure

R11  The term ‘committee’ should only be used for those committees that directly report to the board
R12 Board sub-committees’ should be limited to audit, remuneration and appointments, quality, finance and

investment and charitable funds. All other sub-committees’ of the board should be time-limited task
and finish groups
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R13  As part of management’s review of the 3Ts programme, consideration should be given to
recommending that this current board-reporting group should become a task and finish group

R14  The cycles of business for the board and all sub-committees’ should be linked to the BAF

R15  The cycles of business for the new quality governance steering group and the four new quality
assurance committees should be linked to the BAF

R16 The next annual board sub-committees’ review should test whether the board are content with the level
of assurance each sub-committee is providing, and how this supports the BAF

R17  The board should assess itself against the NHS trust board maturity matrix, and have as a development
aspiration to reach at least level 3 by the end of March 2018

R18  There should be an at-scale communications programme to help staff understand the new quality
assurance system, to include basic clinical governance expectations such as incident reporting, the risk

management system, the Duty of Candour and patient experience

R19  The clinical governance capacity and capability of the trust should be developed to achieve level 3 on
the clinical governance maturity matrix by the end of March 2018

R20  Any 'feeder groups’ should be formally related to one of the quality assurance groups
R21  The structure of the corporate risk register, particularly in relation to action plans, should be reviewed

R22  Whilst the risk management strategy was agreed in 2016, it is flawed and will not reflect the current
quality management structure. |t needs to be replaced by the end of March 2018

R23  The new patient safety group should maintain a watching brief on incident reporting levels with the aim
that these match the appropriate national norms within 12 months

R24  Incident investigation skills should not reside in a small central team. A much wider pool of incident
investigators should be developed and used

R25  Anew dlinical effectiveness strategy should be developed and agreed by the end of March 2018 and
this should incorporate national best practice as aspirations for the clinical audit programme

R26 A patient experience strategy should be developed and agreed by the end of March 2018

R27  To support the divisions develop a high standard of clinical governance from the outset, a ‘development
by doing’ programme (as set out at Appendix I) should be delivered

R28  The trust should identify how clinical governance will be led and resourced going forward. Options
could include the ‘separate central and divisional capacity’ model of the ‘matrix working' options that

we have described

R29  The governance meetings matrix should be adopted to support the divisions and clinical directorates
better deliver their governance accountabilities

R30  The roles for the quality and audit committees should be developed along the lines described in figure
1. Internal audit should have sight of this report to support their work in regard to quality governance as

part off the annual programme of internal audit

R31  The trust board should receive a progress report against this report’s recommendations in April 2018

—_—-
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Appendix |
A development programme for clinical governance in the new divisions

The going live date for the new divisions is planned for 1 December 2017. In this report we have taken the end
of March 2018 as a useful marker for achieving better governance at all levels. With the CQC returning to the
trust some time shortly after April 2018, it is desirable to ensure that the new system is up and running prior to
their arrival, so that they have the opportunity to inspect the organisation as the board intends to run it.

Between 1 December 2017 and 31 March 2018 there are four complete months. We recommend that the
monthly cycle of governance meetings within the divisions starts in January 2018, so that the four month period
enables one month’s preparation for the first of these, and then three cycles of one month. During this time a
‘development by doing’ programme can be put in place to use the first three monthly governance meetings as
the deliberately designed focus for improvement, using the ‘plan, do, study, act’ (PDSA) approach.

It is critical for the reform and development of the central team to run in parallel with the development of the
new divisions. The trust will need to decide as soon as possible whether option 1 or 2 is to be adopted in terms
of the relationship between the central team and the divisions. It will not be possible for the clinical directors to
make an informed decision about leading governance until this decision is taken.

A fourmonth programme is recommended as follows:

Divisions Central team

Month 1

Agree the terms of reference (TORs) and
membership of the divisional governance meeting.

Agree the TORs and membership of the four
quality assurance groups and the new quality
governance steering group.

Within the parameters set out in this report,
identify who is to lead on each of:

Patient safety
Clinical effectiveness
Patient experience
Risk management
Compliance issues

O 0 00O

and how are these activities going to be resourced.

Agree with the divisions any resource sharing/
transfer arrangements, and any areas of joint
working. Complete any new portfolio assignment
for lead clinical governance portfolios.

Identify dates for divisional governance meetings
that match the cycle of business of the new quality
assurance groups.

Set up the cycle of business for the four quality
assurance groups and the new quality governance
steering group. This should be informed by the
assurance identified in the BAF.

Review the structures and cycles of business for
clinical governance-related groups with reporting
clinical directorates.

Review the various feeder groups and assign
these to a principal parent quality assurance
group. Some feeder groups may have a working
relationship with more than one quality assurance
group (e.g. medicines management).

Relevant external partners, for example the local CCGs and NHS England, will need to be informed
about the new quality arangements and who is responsible for what going forward.
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Month 2

Joint externally-facilitated workshop for all leads of the governance disciplines within divisions (eg
patient safety, clinical effectiveness, etc) and the corresponding leads from the central team. This first
workshop will introduce all to the relevant matrices that are guiding development aspirations, and be
the opportunity for all to meet each other in their new roles. Each month will focus on a particular theme
and, at the same time:

prepare for the first/next divisional governance meetings
prepare for the first/next quality assurance meetings
o prepare for the first/next quality governance steering group

Special theme for month 2: Introducing standard meetings and reporting templates.
Discussion at the workshop will be informed by an understanding of the BAF as the source of the main
assurances required by the board.

Each governance meeting will be observed, and facilitators will feedback on performance to individuals.

Month 3

A second externally-facilitated joint workshop for all leads of the governance disciplines within divisions
(eg, patient safety, clinical effectiveness, etc) and the corresponding leads from the central team.

The workshop will help participants review (having been given prior feedback) how the first set of
meetings went, identifying any learning and action points, and jointly working on solutions. This will help
participants prepare for the second monthly meetings and focus on the month’s special focus which will
be the risk management system and working with the risk registers.

Each governance meeting will be again observed, and facilitators will feedback on performance to
individuals.

Month 4

A third and final externally-facilitated joint workshop for all leads of the governance disciplines within
divisions (eg patient safety, clinical effectiveness, etc) and the corresponding leads from the central team.

The workshop will help participants review (having been given prior feedback) how the second set of
meetings went, identifying any learning and action points, and jointly working on solutions. This will help
participants prepare for the third monthly meetings and focus on the month’s special focus which will be
preparation work on compliance with CQC expectations, and in particular, the well-led framework. Any
gap analysis the trust has done against the well-led framework will be source material for this workshop.
The workshop will also include a review of the divisional governance matrix to check progress to date

Each governance meeting will be again observed, and facilitators will feedback on performance to
individuals.

An end of term report will be prepared from the facilitators with next steps for on-going development of
the divisions and the central team.

—_—-
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