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PURPOSE OF THE PAPER/REPORT
To provide an accurate record of the meeting.

SUMMARY/CURRENT ISSUES AND ACTION
Matters arising to be addressed through the action log.
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To approve the Minutes.
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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 3 February 2016
Present:

Mr Simon Linnett, Chairman
Ms Pauline Philip, Chief Executive Officer
Mr David Carter, Managing Director
Ms Angela Doak, Director of Human Resources
Mr Andrew Harwood, Director of Finance
Ms Patricia Reid, Chief Nurse
Mr Mark England, Director of Re-Engineering
Ms Cathy Jones, Director of Service Development
Dr Danielle Freedman, Chief Medical Adviser
Ms Alison Clarke, Non-Executive Director
Mr John Garner, Non-Executive Director
Ms Jill Robinson, Non-Executive Director
Dr Vimal Tiwari, Non-Executive Director
Mr David Hendry, Non-Executive Director
Mr Mark Versallion, Non-Executive Director

In attendance:

Ms Marion Collict, Director of Transformation and Operations
Ms Philippa Graves, Director of IT
Mr Ian Allen, Director of Estates
Ms Marion Collict, Director of Operations and Transformation
Dr Nisha Nathwani, Acting Medical Director
Ms Victoria Parsons, Board Secretary
Mrs Anne Sargent, Executive Assistant (minute taker)
11 non Board members, including governors

1.

CHAIRMAN’S WELCOME & NOTE OF APOLOGIES
The Chairman opened the meeting, welcoming governors & members of the public.
With the exception of public & governors, papers would be assumed to have been
read. Questions would be taken at the end of the meeting, other than points of
clarity. Actions would be summarised by the Board Secretary following the meeting.
The audience were reminded that this was a meeting in public, as opposed to a
public meeting. No apologies were recorded.

2.

ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED AND ANY
DELARATIONS OF INTEREST?
No items of any other business were raised. No declarations of interest were made.
The Chairman advised members that there would be a cleaning demonstration at
11.55 due to recent issues.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 25 NOVEMBER 2015
In relation to a question re Board awareness of numbers of bank staff, Patricia Reid
advised that at any time we have 50 – 100, noting that the majority of our nursing
staff also work bank shifts. It was confirmed that Non-Executive Directors have a
good understanding of this matter.
The minutes were approved as an accurate record.
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Proposed:
4.

M Versallion

Seconded: J Garner

MATTERS ARISING (ACTION LOG)
There we no actions recorded.

5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report as follows:
Thanks were recorded for the immense amount of work done, and continuing to be
done, in terms of the CQC inspection.
Referring to the attachment to the CEO Report, it was noted there will be an increase
of £1.8bn to spend on healthcare in 2016/17.

6.

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
Mortality Review Report – it was noted that Dr Bill Kirkup will visit the Trust on 26
February to spend time with members of the Morality Board, reviewing the report
prepared and advising the Trust on any further work that should be undertaken.
HDU Update – the Critical Care Network were asked by the Trust to advise on the
most appropriate medical model following a peer review visit to the service, they
recommended that Intensivists should take overall care of patients, which is the
model that has been implemented.
Lord Carter Productivity Recommendations – the CEO reiterated the importance
of this work, which we are becoming increasingly involved in.
Operational Plan – our Operational Plan (draft) will be submitted on 8 February.
Industrial Action – the Trust continues to plan for further industrial action by junior
doctors.
Escalation Capacity – Marion Collict updated the Board on the use of escalation
areas and was pleased to report that the Trust is able to scale up and down this
capacity as appropriate.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received the report. The following
points were noted and discussed:
Patricia Reid noted that we are continuing with a rolling programme of pressure ulcer
training. 2016 will see a focus on preventative measures for falls patients.
VTE
compliance remains above 95%. The Trust currently has 4 SIs under investigation;
there was also a Never Event with no harm to the patient. Although the Trust
reported its 10th C Diff case, nationally, clinicians believe we are doing well.
Pat
Reid also reported that our cardiac arrest rate has improved from last year. The
Chairman reminded the Board that patient transport remains an issue, which the
CCG need to address, this is impacting patient experience.
Dr Freedman noted the huge amount of work on mortality, and assured the Board
that clinicians and senior nursing staff continue to conduct Mortality Reviews of
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deceased patients. A Clarke added that COSQ felt assured.
David Carter updated the Board that we continue to perform well against the national
waiting time standard, ED, Cancer and 18 weeks. He went on to discuss the work
that the Trust was doing with Dr A Rudd to improve Stroke performance and finally,
reassured the meeting that we have increased MRI capacity via a mobile unit to meet
increased demand.
Finance Report – the Board received the report noting the following:
A Harwood advised that the Finance Report had been reviewed by FIP, the Trust
continues to operate in an exceptionally challenging climate, our plan remains to
have a small surplus, and the Trust had benefited from a better than anticipated
financial performance in December. FIP had focussed on divisional performance,
commissioning challenges and CQUINS as 3 key risks. It was noted that any
shortfall of cash will jeopardise our ambitious capital plan.
The Chairman noted that agency costs are not reducing, Andrew Harwood
responded that we are seeing progress on nursing, although medical agency is a
more problematic area.
Workforce Report – the Board received the report, noting the following:
A Doak updated the Board on the work that is being done with neighbouring
organisations to implement the new agency caps. She went on to report that
sickness absence showed a slight increase in November. Appraisals are now at
80% and statutory training average is 87%, all of which is good news.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights, addressing questions as follows:
Serious Incident Review – particular attention was drawn to this section of the
report.
Management of CQUIN – further to the report, the CEO confirmed that she has a
meeting scheduled with the Chair of Luton CCG re Quarter 1.
The meeting was paused to allow time for the Board to record thanks to Dr Pillai. On
behalf of the Board, the Chairman thanked him deeply for the leadership given to our
HDU service. Dr Pillai added that his colleagues should also take credit for this, it
has been a team effort which will be maintained.

9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the reports which were taken as read.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
The Board received the reports which were taken as read.
A short verbal report was given from the January meeting which focussed on the
capital plan 2016/17 and noted business cases being reviewed for hospital redevelopment and the enabling works. It also reviewed the Lorenzo business case. It
was noted that cash is being scrutinised very carefully.
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11.

AUDIT & RISK COMMITTEE REPORT
The Board noted the report.
David Hendry noted that the committee had received an update on high risk progress
and recommendations. Philippa Graves had given an update on cyber security.
Forthcoming key internal audits are as listed in the report. The committee had
received an internal audit report on the implementation of E rostering.

12.

HOSPITAL RE-DEVELOPMENT COMMITTEE REPORT
The Board noted the report, with attention drawn to the following:
The Chairman noted that access to capital during 2016/17 is likely to be extremely
challenging.

13.

RISK REGISTER
Victoria Parsons reported Board level risks, and gave assurance of the governance
controls.
There were no new Board level risks to be approved.

14.

BOARD SECRETARY REPORT
The Board noted the report from the Board Secretary.
Attention was drawn to 2 announcements of resignation and the ratification of 2
policies.
ANY OTHER BUSINESS
No further business was raised.
The CEO mentioned the cleaning contract and demonstration which would give us
the opportunity to speak to the new provider and raise any concerns.
QUESTIONS/COMMENTS FROM NON BOARD MEMBERS
No questions were raised.
SUMMARY OF ACTIONS
To be made available after the meeting.

15.

VP

DETAILS OF THE NEXT SCHEDULED MEETING:
Wednesday 4 May 2016, 10.00am, COMET Lecture Hall

16.

CLOSE - The Chairman closed the meeting with thanks to everyone for attendance.

These minutes may be subject to disclosure under the Freedom of Information Act 2000,
subject to the specified exemptions, including the Data Protection Act 1998 and Caldicott
Guardian principles
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PURPOSE OF THE PAPER/REPORT
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The report provides updates on current issues.
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To note the content of the report.
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LUTON AND DUNSTABLE HOSPITAL NHS FOUNDATION TRUST
CHIEF EXECUTIVE’S REPORT
MAY 2016

1.

STAFF OWNERSHIP AND ENGAGEMENT EVENTS

Our next staff ownership and engagement event ‘Good, Better, Best’ will take place in
July over a period of five days. Building on the success of the 2015 events, it is
anticipated that the focus will be on patient experience.

2.

STP

As reported in February, NHS England (NHSE) and NHS Improvement (NHSI) issued
joint planning guidance on 22 December 2015 obliging NHS bodies to come together
within agreed “footprints” and to produce a five-year place-based STP. The STP needs
to be completed and submitted to NHSE/I by 30th June 2016.
The Bedfordshire, Luton & Milton Keynes (BLMK) footprint brings together 16 NHS and
local government bodies across both commissioning and provision. Although many of
the STP Partners have worked with each other in the past, the BLMK footprint is not
one that has been used in the past to frame strategic planning in health and social care.
Creating and implementing a well-formulated and credible STP is crucial as, from
2017/18, this will become the single application and approval process for
transformational funding.
The 16 STP Partners in BLMK have established a STP Steering Group which I lead.
This Steering Group is overseeing a programme of work out of which the STP will
emerge in short order.
A total of nine workstreams are being taken forward by the Group covering such topics
as illness prevention, scaling up and improving integration of primary, community and
social care, streamlining urgent and emergency care, modernising the digital platform
upon which health and social care commissioning and delivery is based, creating a
workforce fit to address future changes and reducing the amount of non-patient facing
overheads the system absorbs.
The overarching goal of the STP is to enable the organisations across the BLMK
footprint meet NHS England’s triple aim of:
1
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3.

Improving the health (and well-being) of the local population.
Improving the quality of care received and to enhance the experience of users,
carers and others in receipt of that care.
Restoring financial balance.

MORTALITY REVIEW REPORT

As detailed in the Executive Board Report, a Mortality Summit took place on 26
February with Dr Bill Kirkup. We are awaiting Dr Kirkup’s final report and
recommendation and in the interim we are implementing the Mortality Board Action
Plan.

4.

FREEDOM TO SPEAK UP GUARDIAN ROLE

Following a public consultation on the draft policy in November 2015, NHS Improvement
and NHS England have recently published a single national integrated whistleblowing
policy to help standardise the way NHS organisations should support staff who raise
concerns.
Recommended by Sir Robert Francis in his Freedom to Speak Up review, this new
policy contributes to the need to develop a more open and supportive culture that
encourages staff to raise any issues of patient care quality or safety.
A representative of the Trust will be attending a ‘Share and Learn’ NHS Employers
event on the 3rd May 2016 to identify current national thinking on these plans. A
proposal will be developed to be presented to the Board of Directors in July 2016.

5.

CQC INSPECTION

We are expecting to have our CQC inspection report published in the first half of May,
following a Quality Summit. We will organise a series of staff and stakeholder briefings
once we have been informed of the date.

6.

MONITOR Q3 2015/16

Appended to this report is the Monitor Q3 Letter detailing their analysis of the Trust’s Q3
Performance. The analysis shows the Trust has a Financial Sustainability Risk Rating
of 4 and a green rating for Governance.
2
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1 March 2016
Mrs Pauline Philip
Chief Executive
Luton and Dunstable University Hospital NHS
Foundation Trust
Lewsey Road
Luton
Bedfordshire
LU4 0DZ

Wellington House
133-155 Waterloo Road
London SE1 8UG
T: 020 3747 0000
E: enquiries@monitor.gov.uk
W: www.gov.uk/ monitor

Dear Pauline
Q3 2015/16 monitoring of NHS foundation trusts
Our analysis of your Q3 submissions is now complete. Based on this work, the trust’s
current ratings are:



Financial sustainability risk rating:
Governance rating:

4
Green

These ratings will be published on Monitor’s website later in March.
The trust’s overall FSRR score is 4 but we note that the Trust’s financial position has been
supported by release of provisions and other non-recurrent items. The reported underlying
position of the Trust at Q3 2015/16 is a £6.1m net deficit.
In addition we note the following risks from our review of the trust’s Q3 submissions:



Financially challenged position of Trust commissioners and the risk this presents for
any activity over-performance and contractual payments.
Financial impact of running the emergency escalation wards on Trust’s surplus
position.

A report on the aggregate performance of all NHS providers (Foundation and NHS trusts)
from Q3 2015/16 will be available in due course on our website (in the News, events and
publications section), which I hope you will find of interest.
For your information, we will be issuing a press release in due course setting out a
summary of the report’s key findings.
If you have any queries relating to the above, please contact me by telephone on 0203 747
0181 or by email (John.Plumer@Monitor.gov.uk).
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Yours sincerely

John Plumer
Senior Regional Manager
cc:

Mr Simon Linnett, Chair,
Mr Andrew Harwood, Finance Director

6CEOReportappendix.pdf
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PURPOSE OF THE PAPER/REPORT
To give an overview of the quality, activity, compliance and workforce performance of the Trust.
To provide a summary of the financial performance of the Trust
SUMMARY/CURRENT ISSUES AND ACTION
The report gives an update on:
1. Quality & Performance
2. Finance
3. Workforce
ACTION REQUIRED
To note the content of the reports.
Public Meeting
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Quality & Performance Report
January, February, March 2016 data
Medical Directors
Chief Nurse
Managing Director

7.1QualityandPerformanceRe
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Patient Safety Thermometer

Safety Thermometer

Safe

Effective

Caring

Responsive

Harm Free Care (corporate objective 2 and quality priority 1)
Throughout the quarter the Trust has continued to deliver high levels
of Harm Free Care to our patients. (98.36% in January, 98.96% in
February and 99.54% in March).
Pressure Ulcers (corporate objective 2 and quality priority 1)
The incidence of category 2 pressure ulcers increased in February but
returned to previously reported levels in March. In February thirteen
category 2 pressure ulcers and 1 category soft deep tissue injury (SDTI)
were reported Trust wide. The highest incidence of damage occurred
over a one week period, 17th - 24th February, with eight pressure
ulcers reported, 80% of these were deemed avoidable with insufficient
care planning and rounding cited as the primary cause of
development. The increase in incidence not only coincides with a
period of high patient numbers but also an increased level of patient
acuity.

Pressure
Pressure
Ulcers
Ulcers

During March the first avoidable category 3 pressure ulcer for over a
year was reported and is under investigation as a SI.

7.1QualityandPerformanceRe

The Tissue Viability Team continue to support the wards with
monitoring and training and are working with the Training and
Development team to deliver a new ‘service improvement
collaborative’ which aim to increase the importance of skin risk
assessment and subsequent interventions to prevent skin breakdown.
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Safety Thermometer

Safe

Effective

Caring

Responsive

Patient Falls

Falls

January and February - 75 patient falls occurred in January and 107 in
February (40% increase). The 1000 bed days rate also showed an increase.
Investigations have not identified any new themes/trends for the rise. The
increase in hospital activity during this period had necessitated a higher
number of contingency areas to be opened. Average bed occupancy per
night in February was 650 compared with 619 in January. Staffing
numbers/skill mix has been reviewed and it was noted that the staffing
levels were sufficient although there was a higher number of agency nurses
had been used over this period of time. There was one moderate harm fall
during the month in which a patient sustained a facial laceration and
fractured orbit.
In March there was a 2% decrease in actual falls from 106 to 103 with the
1000 bed days data showing a corresponding reduction in falls rate from
5.61 to 5.14. The higher level of hospital activity continued through March.
There has been an increase in some areas of patient falls at night and the
improvement work in DME (with staff placed outside individual bays for
close monitoring purposes and a restructuring of staff break times) is to be
rolled out across all Divisions.
Injurious Falls
In January there were 4 low harm falls reported. Three patients sustained
minor skin tears and one patient had a precautionary CT head scan. In
February there were four low harm falls reported. All of these were patients
who sustained minor head injuries, three of these required precautionary
scans. In March there were no falls with harm reported.

7.1QualityandPerformanceRe
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VTE

Catheter Acquired UTI

Safety Thermometer

7.1QualityandPerformanceRe

Safe

Effective

Caring

Responsive

Use of Urinary Catheters:
Prevalence
During January there was a 3.94% decrease in the number of catheters ‘in situ’ with a
corresponding increase in February (1.75%) and March (0.75%). This increase appears
to be related to higher patient acuity. All catheters in situ were validated by the
Clinical Nurse Specialist for Continence and were deemed as required. The main
reasons for catheters being in situ were for accurate fluid balance management and
urinary retention.
The Continence Clinical Nurse Specialist continues to work with wards with high usage
of urinary catheters to ensure that robust systems for evaluating the need for the
catheters on a daily basis are in place. In January one catheter acquired urinary tract
infection (CAUTI) was reported in medicine. A root cause analysis has been carried out
and the details and action plan have been fed back to the ward and Matron. A ward
education plan was developed and compliance was re-audited. In February and March
no CAUTI was reported.
Venous Thrombo – Embolism (VTE) Risk Assessment:
The VTE compliance with the risk assessment target has remained above 95% and
continues on an upward trend for February and March. Feedback to wards about their
compliance is managed through the Divisional Directors and their governance process
which informs the consultants about their team performance and provides daily
feedback to the wards. An audit has been carried out in Surgery which identified there
are delays in completing the risk assessments. An improvement plan is in place. The
audit is to be undertaken in Medicine.
Additional plans for improvement include:
•Introduction of a module for VTE risk assessment and prophylaxis provision in
electronic Prescribing and Medicines Administration (ePMA) system, as soon as
practical.
•Introduction of a prompt on the post-take ward round to remind the teams to
complete risk assessment and prescribe prophylaxis if not already done. This has been
implemented in surgery and will be implemented in Medicine at the end of April.
•Introduction of the use of ‘pharmacy friend’ (ePMA programme) by pharmacy and
clinical staff to provide an immediate picture of patients not prescribed prophylaxis.
•Engagement of consultants in the root cause analysis investigations of the patients
who have Hospital Acquired Thrombosis.
Page4of19
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Never events , serious incidents and clinical incidents

Incidents

Serious Incident (SI) Investigations
Incidents identified and reported in the following months include:
January 2016
1.NEVER EVENT: wrong patient underwent minor procedure (no
harm came to the patient)
2.Unexpected patient death
3.Dislodged ET tube (patient recovered)
February 2016:
1.Unexpected patient death
March 2016:
1.NEVER EVENT: retained piece of ureteric catheter
2.Delay in acting on CTG
3.Hospital Associated Thrombosis
4.Grade 3 avoidable pressure ulcer

At the end of March, the Trust had a total of 34 open Serious
Incidents at varying stages of the Serious Incident Process, which
includes action plans in progress and those awaiting feedback
from the CCG. A weekly SI status report is circulated to all
Divisional leads to support the timely management of incidents
through the process.
7.1QualityandPerformanceRe

Safe

Effective

Caring

Responsive

Learning from Serious Incidents
Following an incident investigation, the action plans are developed from
the findings and recommendations and these are managed and
monitored through Divisional Governance processes. Exceptions to
achievement or compliance is reported by the Divisions in their monthly
upwards report to the Clinical Operational Board. Trust wide learning is
shared in the Patient Safety Newsletter, at Grand Rounds, at the Nursing
and Midwifery Board, in the Nursing News and by using the Trust
computer screensavers for key safety messages.
Incident reporting
The above graph provides details of the number of incidents reported per
month and by level of harm that resulted. Improved training and support
is contributing to increase in staff reporting actual rather than potential
harm which will continue to improve the accuracy of data.
The NRLS organisation level patient safety incident report for the last six
months shows that our reporting rate has increased from 31.77 per 1,000
bed days (Oct 2014-March 2015) to 34.86 per 1,000 bed days (April 2015Sept 2015). It is recognised that organisations reporting more incidents
usually have a better and more effective safety culture as the opportunity
to learn and improve are better supported. The Trust has increased the
support to staff in reporting and sharing the learning from incidents and is
committed to further improving this.
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MRSA and C.Difficile

Infection Control

Safe

Effective

Caring

Responsive

Achieving optimum standards for infection control remains a high priority for
the Trust. Improvements are seen year on year with a reduction in the
number of hospital acquired infections.
In February the Infection Control team introduced to the organisation
sporicidal cleaning wipes which are known to be effective against CDiff and is
seen as a more effective and easier way to clean equipment and near patient
surfaces.

Cleanliness and Hand Hygiene

Monthly hand hygiene audits continue, scoring 96% and above, the audits
involve all members of the multi disciplinary team. The audit requires a
recognition of the point at which hands are required to be cleansed and that a
correct technique is used.

7.1QualityandPerformanceRe

Ward cleanliness audits are undertaken on a regular basis, involving the
Trust’s outsourced provider accompanied by Trust representatives. Areas
scoring below an agreed standard are required to be re-audited after
rectification has been put in place.
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Mortality

Safe

Effective

Caring

Responsive

HSMR/SHMI

The latest SHMI for the rolling year to 30 September 2015 rose to 1.08 but remains within the “expected” range. The latest SMR for December
2015 was 94.53 and the rolling 12-month SMR stood at 114.09. The crude mortality rate continues to fall.

The 12-month Rolling SMR is still statistically high (at 114 for the year
ending December 2015), but the monthly trend has seen the last 7
months having values back within expected ranges and December saw
lower mortality than the national average. It is likely that the 12-month
SMR will remain elevated until the particularly high values seen in
January and April 2015 fall out of the indicator. Actual crude mortality
for the calendar year 2015 has continued to fall.
The Trust Mortality Board is overseeing an action plan and has
completed detailed case reviews, initiated ongoing reviews of all deaths,
and commissioned an external review of our response to the elevated
period earlier in 2015. To date no major clinical issue has been
identified, although a series of minor changes have been implemented
to improve the overall quality of care patients receive.
7.1QualityandPerformanceRe
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Cardiac Arrest Rate

Safe

Effective

Caring

Responsive

Over the last 3 months there has been an upward trajectory in
the number of cardiac arrests. An investigation to understand

Cardiac Arrest Rate

if there are underlying issues is underway and a report will
be completed which will outline the main findings, and
make recommendations if applicable for improvement.

7.1QualityandPerformanceRe

Initiatives to further support optimum management of the
deteriorating patient which have been put in place include:
• increased support from the critical care outreach team to
provide cover 24 hours a day, 7 days per week.
• an increase to the Trust Patient Safety Team to support
the timely analysis of patient safety incidents and
improvements across the Trust.
The Resuscitation team continue to carry out RCAs of
cardiac arrests. The reviews highlight some areas where
practice can be improved.
The Resuscitation Committee continue to work with UCLH
who are working with key clinicians in our Trust on training
doctors to have difficult conversations regarding ‘End of
Life’. The planned presentation ‘Education of Do Not
Attempt Cardio Pulmonary Resuscitation (DNACPR)’ at
Grand Round in January was cancelled and has been
rescheduled for May.
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Friends and Family

Patient Experience

Safe

Effective

Caring

Responsive

Friends and family test (FFT) scores are published monthly by NHS England a month in arrears . The percentages shown in the charts above relate
to patients who would recommend the service to friends and family if they needed similar care or treatment.
Inpatient Friends and Family Score
Since April 2015 the percentage recommend
scores for Inpatients has included Day Cases
and Paediatric Wards. The FFT recommend
score for inpatients was 94% in January, 93% in
February and 92% in March. This score was
below the national average inpatient
recommend score of 96%. The response rate
for inpatients in February was 19.2% which is
below the national average for February of
24.9%. These are the latest figures published.
To improve response rates we will be
commencing the use of ward iPads, a roll out
strategy has also been developed which
includes
robust communication, weekly
monitoring and reporting of real time data and
feedback. Volunteers are also being appointed
and trained to support ward areas in collecting
responses.
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Outpatients Friends and Family
Score
The Trust recommend score for
Outpatients was 96% in January, 97%
in February 2016 and 96% in March.
This was above the national average
recommend score of 93% (for
February).
Maternity Friends and Family Score
The overall Trust Maternity
recommend score for March 2016
was 90%, a slight decrease from 92%
in February.

A&E Friends and Family Score
Since April 2015 the A&E FFT score has
included Paediatric Emergencies. The A&E
recommend score was 87% in January, 84% in
February and 80% in March.
Response rates for A&E dropped from 3.4% in
January to 1.4% in February. During this time,
the department was extremely busy and staff
focussed their time on direct patient care.
Texting patients, following their A&E
attendances to improve response rates, has
been delayed due to a requirement to source
an alternative supplier for the service. In the
interim, however, we have introduced link
volunteers to the department to promote real
time Friends and Family data collection.
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Patient Experience
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Formal Complaints - A snapshot of the total number of formal complaints received at the Trust for each financial year. Medicine Division continue
to receive a higher number of formal complaints as against other divisions.
April

Complaints

Formal Complaints 2012 - 2013
Formal Complaints 2013 - 2014
Formal Complaints 2014 - 2015
Formal Complaints 2015 - 2016

58
64
49

May
61
50
61
43

June
43
39
51
45

During 2015/2016 we received 633
formal complaints compared to 653 in
2014/15. The breakdown shows the
number of formal complaints received
by Division this year to date.
The Trust has made significant effort to
address people’s concerns at the earliest
opportunity, reducing the number of
concerns that result in a formal
complaints.
Open
Complaints

Number of Open
Complaints due for
closure by 31/3/16

Surgery
Medicine

38
37

18
11

DTO

4

0

19

9

1

0

3

2

102

40

Support
Trust Wide
Totals:

7.1QualityandPerformanceRe

August
45
61
48
54

Formal Complaint by
Division
Surgery
Medicine,
DTO
Womens and Childrens
Support
Trust Wide
Totals:

Division

Womens & Childrens

July
52
43
53
57

Sept
46
50
68
42

October
58
61
55
66

Nov
49
48
46
51

Jan

Feb

Mar

13
20
4
8
3
2
50

20
28
4
11
2
0
67

16
26
4
13
0
0
59

Overdue complaints
Since last reporting the
Surgical Division have
reduced the number of
overdue complaints
however the Medical
Division has seen an
increase.
Weekly
monitoring is in place
and General Mangers
have been asked to put
recovery plans in place
and report progress
through the Divisional
Executive Meeting

December
35
55
33
50

January
60
47
60
50

Febuary
64
55
59
67

March
45
62
55
59

Total
558
629
653
633
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CQC

Safe
Safe

Effective
Effective

Caring

Responsive

Well Led

CQC Self Assessment

On-going Compliance and Quality Monitoring
Since late 2015, the Trust has focussed on targeted inspections of all departments and wards. Each ward and department has a
‘buddy’ who undertakes regular reviews. This included speaking to staff and patients, observing care, reviewing records, checking
the environment and equipment.
At the end of January, as part of the Nursing and Midwifery Assurance Framework process, additional themed ‘Back to the Floor
Fridays’ took place. These were based on the areas that needed further improvement following the buddy reviews and each week a
particular theme was selected :
•Quality Boards
•Patient Information (in clinical and public areas)
•Completeness of Nursing documentation
•Understanding of MCA (Mental Capacity Assessments) and DoLs (Deprivation of Liberty)
A revised Compliance and Quality Monitoring Framework has now been introduced Trustwide to implement a robust system to
effectively monitor the quality and safety of service provision in the Trust and to maintain and drive improvements in practice. All
levels of staff will be involved and will include: continuation of the Senior Manager buddy link to clinical areas; peer review
programme; Non-Executive Directors walk round. In addition, the use of tools such as Friends and Family Test, patient and staff
surveys, staff appraisals and 1:1s, patient-led assessments of the care environment (PLACE), and nursing and midwifery quality and
safety indicators will be used to measure overall quality.
The use of the weekly Nursing and Midwifery “Back to the Floor” Friday has also been enhanced to allow a review each of the CQC
Key Lines of Enquiry (KLOE) within clinical areas. Although in its early stages of roll out it has proved to be a useful method of
seeking assurance.
In addition, the introduction of an annual ‘Full Inspection’ of all wards and registered locations of the Trust will be conducted over
the period of a week, using subject experts from all departments of the Trust. This inspection will result in each clinical area being
awarded an annual rating demonstrating that they are Safe, Effective, Caring, Responsive and Well Led.
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A&E

National Targets

Safe

The Trust has continued to perform well against the 4-hour ED target.
The continuing high level of attendances and the challenge of medically fit patients remaining in hospital has resulted in the high level of
escalation bed usage. The overall level of attendances has stayed high during February and March with a slowing increasing monthly
average.

7.1QualityandPerformanceRe
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Cancer

National Targets

The Trust achieved all the targets except for 62 day screening. The Trust had 1.0 screening breach at the L&D (as a result of the patient delaying
treatment) and 2.0 breaches (4 x 0.5 as a result of patients being referred to L&D but treated over 62 days at other Trusts - Chase Farm,
Addenbrookes, QE2 and St Albans).
The 31 day treatment performance for January 2016 relates to an administration error in reporting which will be corrected in the quarterly upload
7.1QualityandPerformanceRe
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Cancer

National Targets

The cancer waiting time standards are set for all tumour sites taken together. Some tumour areas will exceed these standards. Others
(where there are complex diagnostic pathways and treatment decisions) are likely to be below the operational standards. However,
when taking a provider’s casemix as a whole the operational standards are expected to be met.
(Ref: http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide8-1.pdf page 5)
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18 Weeks

National Targets

Safe

The admitted backlog has risen steadily since the new 18 week guidance came into effect from 1st October 2015. The new guidance does not
allow any provision to pause or suspend an RTT waiting time clock under any circumstances, regardless of whether the patient is available or
medically fit for treatment. This has had the effect of increasing the number of patients considered as admitted backlog. The current admitted
backlog is now 707 following a fall for the week of 10 April. A separate piece of work is currently being undertaken to identify whether any
capacity issues are currently being masked by the change in the pathway pause policy. The forward mapping of the backlog demonstrates the
growth in backlog will cease in May 2016.
7.1QualityandPerformanceRe
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Stroke

National Targets

The Trust and the CCG have established a Stroke Forum to improve overall performance and number of meetings have taken place. The
Trust has also established an internal task and finish group with support from an external independent advisor. An action plan is in place
and a series of actions are in hand, including validation of the data, appointment of two new consultants, increased speech and language
therapy with the intention of meeting SSNAP level B in Quarter 2 of 2016/17. The SSNAP data for Quarter 3 2015/16 has now been
issued which shows improved performance in scanning, thrombolysis and discharge process with the Trust now meeting the A standard
for physiotherapy and occupational therapy.

The Trust met the target for patients with high risk TIAs being treated within 24 hours.
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Stroke

National Targets
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Diagnostic Test Access

National Targets

The Trust is compliant with the diagnostic target and has developed an MRI action plan to ensure continued consistent performance in this
challenged modality. The March performance is also expected to meet the target.
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Monitor Dashboard

Monitor Compliance

Note: MRSA is below the de minimus level.
7.1QualityandPerformanceRe
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Summary Performance
• Accounts not finalised at time of report
• Subject to validation / review
•Too early for Service Line Reports (included at next meeting)
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Key Theme 1
Summary Financial Position
Story: Reported surplus £0.1m, underlying deficit £9.0m
• Trust planned surplus to M12 (£0.03m)
• Trust actual surplus to M12 (£0.1m)
• Income over-performance (£6.1m)
• Contract Income £0.7m ahead of plan
• Contains 87% CQUIN achievement
• Winter Funding of £2.0m included
• Easter monies £0.2m
• Training Income £0.8m
• Research Income £0.4m
• Pay overspent (£6.5m)
• Nurses £2.8m deteriorated £0.3m in M12
• Doctor £4.7m deteriorated £0.8m in M12
• Non-Pay overspend drivers (outsourcing –
transfer from Pay £1.8m, equipment <£5k
£0.7m)
• Non-recurrent (balance sheet) benefit £5.3m
• Change in accounting treatment of expenditure
previously shown as revenue £0.7m gain
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Key Theme 1a
Summary Financial Position
Story: Ahead of plan. Nursing and Medical Expenditure remains high.
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Run Rate I&E vs Plan
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Balance Sheet
Notes:
• Capex £20.5m, £4.5m behind revised plan

• Increase in stock mainly in pharmacy, but also new theatres and
more stock held in A&E
•Debtors reduced from prior year (CCGs paid overperformance on
account)
• Cash ahead of plan (see Cash slide)
• Reduction in accruals (balance sheet review)
• Reduction in provisions (balance sheet review)

• Higher borrowing due to ITFF loan (on top of existing PFI
commitments)

7.2FinanceBoardPresentation
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Cash Forecast

Story: Cash in line with revised forecast
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Agenda Item: 7.3

Workforce
May 2016
(Reporting February/March 2016 Data)

7.3WorkforceBoardreportFIN

Page1of6
OverallPage42of106

WORKFORCE BALANCED SCORECARD

Reporting Period: February / March 2016

RECRUITMENT COMMENTARY – overall vacancy rates above have reduced following the outsourcing of Domestics and Catering from Corporate WTE
HCA/MCA Recruitment
Since January through a number of recruitment initiatives the Trust has made 39 HCA and 18 MCA job offers. The Trust continues to conduct bi-monthly HCA campaigns
for both permanent and bank positions.
Current Nurse Recruitment
In addition to bi-monthly Staff Nurse Open Days the Trust has continued with ad-hoc advertising which has resulted in 35 Band 5 job offers being made since January. We
attended the Ulster University Nursing Careers Fair on 24th March and all the candidates that attended have been contacted to progress their interest further. The Trust
undertook European campaigns to Portugal in January and March, which resulted in 24 job offers being made. In January a nurse recruitment campaign to the Philippines
resulted in 113 job offers. The next cohort of 8 Portuguese nurses are due to start in post on Friday, 27th May.
Future Recruitment Campaigns
The Trusts first Midwifery Open Day took place on Saturday 9th April which resulted in 5 job offers. A further campaign for newly qualified midwives is planned for June
The Trust is continuing with bi-monthly Staff Nurse Open Days with the next one planned for Saturday, 14th May. In addition to this the Trust is attending the Bedfordshire
University Careers Event on Monday 9th May, which will give both Trusts representatives and students, who are about to qualify, the opportunity to speak about
opportunities at the Trust. We will also be continuing with bi-monthly European campaigns to Portugal with the next one scheduled for 24th May.
Medical Recruitment
Since January 2016 there have been a number of AAC’s which have included:
Consultant in Anaesthetics (1 post), NICU (1 post) and Obstetrics and Gynaecology (with interest in gynaecological oncology 1 post ) and a further AAC held to recruit
Consultants in Oral and Maxillofacial Surgery (2 posts)
Looking
forward during April 2016 there will be one AAC to recruit to a Paediatric Consultant with interest in Paediatric haematology/oncology (1 post
) and a further 3
7.3WorkforceBoardreportFIN
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AAC’s during May 2016 to include the following specialties, Anaesthetics, ENT and Radiology.
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STAFF IN POST WTE BY DIVISION

WTE COMMENTARY
This data is based on staff in post excluding bank and honorary staff.
§

The Trust’s overall Staff in Post (SIP) by Whole Time Equivalent (WTE) has
decreased by 0.13% since April 2015, which is mainly attributable to the
outsourcing of Estates and Facilities staff in November 2015 reducing the
Corporate WTE and offsetting growth in other Divisions. Over the year the
Medicine Division has the highest growth at 10.49% followed by Women’s
and Children’s at 5.35%.

§

There are currently 126 band 5 nursing / midwifery vacancies across the
Trust, this includes the newly established Ward 19b (12 WTE). We have 65
band 5 nurses currently going through the recruitment process, 13 nurses
started with the Trust in March and a further 9 nurses are expected to
commence in April. With continued ad-hoc recruitment, bi-monthly open days
and European and International campaigns taking place vacancies forecasts
show a continued reduction.

§

Currently there are 33 vacancies for band 2 Healthcare Assistants and 26
going through the recruitment process. Any gaps on the wards are filled by
bank HCA’s..

§

14 HCA’s commenced in January, 10 in February and 11 in March with 16
scheduled to join the Trust in April.

Medical Staffing
8 Consultants commenced in post in January 2016, 3 Consultants in
Rheumatology, 1 Consultant in Gastroenterology, 1 in Histopathology, 2 in General
Surgery and 1 in Anaesthetics.
In February 2016, 5 Consultants commenced in post, which included the following
specialties Trauma and Orthopaedics (2 posts), Obstetrics and Gynaecology (2
posts), Anaesthetics (1 post) and 1 Specialty Doctor in OMFS.
During March 2016 there were 3 Locum Consultants starting in the following areas;
Obstetrics and Gynaecology, Trauma and Orthopaedics and Urology.
The new Junior Doctor Contract 2016 is due to be rolled out with effect from 3rd
August 2016, this is a phased implementation starting with the Foundation Year one
Doctors (29 in the Trust).
Further information about the new junior doctor contract and the upcoming
industrial action will be contained within the chief executive report.

7.3WorkforceBoardreportFIN
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TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover rate is 15.68% for the year ending 31st March 2016. Estates and Ancillary staff
who were outsourced in November 2015 are excluded from the data. Compared to 14% across the East
of England.
For the period of October 2015 – January 2016, there have been 245 starters and 229 leavers (not
including the TUPE transferred staff from Catering and Domestics). In summary, 6% of starters and 19% of
leavers returned a questionnaire.
The top four reasons for leaving during this period were: retirement – 21%; parental/domestic reasons –
16%; relocation – 16% and work/life balance – 16%.
A summary of themes relating to additional comments provided by staff included: high /increasing
workload; lack of development opportunities and lack of breaks.
A high proportion of staff (72%) who returned questionnaires chose to remain anonymous –therefore it is
difficult to provide any further analysis or breakdown of results by department or staff group in order to
better understand the impact of these reasons for leaving. The process for collating starter and leaver data
is being reviewed, however, to provide more meaningful analysis in future.

7.3WorkforceBoardreportFIN

* Turnover figures above do not include Junior Doctors or
Estates & Facilities Staff who were TUPED out in November
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SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
Monthly figures for February 2016 (3.87%) show an increase compared to January 2016 (3.63%). The Trust’s overall average for the previous 12 months ending 29th
February 2016 is 3.37%. This is higher than for the same period last year (3. 26%) and is just above the Trust target of 3.32%. The increase in February 2016 appears to
be a seasonal issue; when compared to figures from this point last year, the percentages correlate to indicate that absence is higher during the winter months, this is the
case with regard to the increase for the AHP staff group.
In conjunction with line managers, the HR Business Partner team continues to support managers to reduce absence with a number of cases being progressed through
the Trust’s formal sickness absence processes, Throughout the Trust the overall absence rate is depicting some small phased reductions with stabilisation in some
areas, in particular: Maternity wards, Paediatrics wards, Cardiology and Cobham. Work will continue to ensure that sickness absence remains top of our agenda and
cases are addressed in a timely manner.
The outsourcing of Domestics and Catering staff in November 2015 has resulted in an increase on how the sickness percentage figures for Estates and Ancillary staff
are presented due to the reduction in the total number of staff in this group.
Formally, the Trust is reviewing the Bradford Score measurement for sickness absence. In addition, the HR Business Partner team have now established a dedicated
Human
Resources Adviser post to specifically concentrate on this issue ensuring managers continue to be supported in managing sickness absence
cases and that
7.3WorkforceBoardreportFIN
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processes such as robust return to work interviews are being undertaken in attempt to reduce sickness absence percentages further.
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TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY
Statutory Training
There are some slight decreases can be seen again this month for core statutory training topics, although the level of decline is not currently a cause for concern.
To enable greater clarity with regards to manual handling compliance, work has been undertaken with the trainers to identify which specific roles within the Trust
require practical training, and which require theory only. This has enabled the compliance position for each element of manual handling to be reported clearly. The
areas of poorest compliance are currently clinical staff working in corporate areas, Portering Services and Diagnostic Imaging.
The attendance difficulties experienced through the early months of the year due to service pressures and patient activity levels on the wards are now easing. We
continue to ensure that those who missed their scheduled attendance dates are rebooked to attend in a timely manner.
Appraisals
The Trust-wide compliance figure for appraisals has fallen by 3% since the end of February, with decreases of between 1 and 4% seen in all divisions and staff
groups. By staff group, the decline has been greatest amongst admin and clerical staff, with senior medical staff maintaining the highest level of compliance due to
their revalidation process requiring regular appraisal.
.
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PURPOSE OF THE PAPER/REPORT
To update the Board on items discussed / presented / approved by the Executive
Board in readiness for Board awareness or approval.
SUMMARY/CURRENT ISSUES AND ACTION
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Infection Control Report
Deanery Issues
Junior Doctors Contract
Industrial Action
2015 Staff Survey Feedback
Complaints
Mortality Board Update
Integrated Care/Needs Based Care
Nursing & Midwifery Staffing
Information Governance Quarterly Report
Management of CQUIN
Compliance Issues
Re-Engineering Programme
Estates & Facilities Update
Communications & Fundraising Update
Policies & Procedures Update
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Page1of28
OverallPage48of106

ACTION REQUIRED
To note / consider / review / approve as specified above.
Public Meeting

Private Meeting
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1.


INFECTION CONTROL REPORT
Clostridium difficile

The Trust ceiling for Clostridium difficile infection for the year April 2015 to March
2016 was 6 cases (hospital acquired).
By the end of the 4th quarter the Trust has reported a total of 46 cases of C.difficile
diarrhoea. Eleven cases were (24%) were hospital acquired infections.
The trajectory for 2016-17 is once again set at 6 cases.



Zika virus

The Trust microbiology department has had several inquiries from concerned
patients and their doctors regarding exposure or symptoms following a recent visit to
3
8ExecutiveBoardReportMay2

Page3of28
OverallPage50of106

a Zika endemic area. The current Zika incident is focused around countries in central
and South America.


Viral Haemorrhagic Fever

Although the Ebola VHF outbreak in West Africa has been declared as officially over
it is important to remember that patients continue to present to our hospital from West
Africa and other VHF endemic areas. Following investigations the majority of
returning travellers turn out to have malaria infection.


Patients with Multi-drug Resistant organisms

We continue to report high numbers of cases with MDROs. Some of these patients
are admitted to the hospital for administration of broad spectrum intravenous
antibiotics. Patients colonised or infected with MDROs impose a great burden on
isolation resources.


Winter respiratory viruses

Following a predicted increase this winter cases of Respiratory Syncytial Virus (RSV)
have now declined. The Trust offers point of care testing (POCT) which allows the
rapid identification of patients and those requiring admission to be segregated from
other in-patients. During this winter the Trust microbiology department has reported
many cases of influenza virus infection. A significant number of patients have
required admission to the hospital for treatment and respiratory support in intensive
care.


Norovirus

Cases of Norovirus remain low in the Trust in recent months.

2.

DEANERY ISSUES

Medicine
The updated Acute Medicine Deanery Action plan was submitted at the end of March
and we await feedback. The Director for Medical Education, College Tutors and
senior managers continue to work with trainees to embed the new ways of working
and ensure they are having a good learning experience and that they feel well
supported.The follow up visit from the Deanery is expect in July.
The Board should be aware that in May the Trust will host a visit from the Health
Education East of England Deanery to review the experience of trainees in Elderly
Medicine. The Trust has 3 vacant consultant posts that are proving difficult to recruit
into and these posts are currently being covered by Locum Consultants. This has led
to trainees feeling less supported. The Director of Medical Education and the
Medical Division are working with the trainees to find a suitable way forward.
Obstetrics & Gynecology
The Obstetrics & Gynaecology Transformation team continue to take forward the
actions and recommendations from the Deanery visit and subsequent feedback. The
4
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majority of actions are completed with the rest are in progress. Work is underway to
prepare for the next Deanery visit which has been rescheduled for 7th July 2016.

3.

JUNIOR DOCTORS CONTRACT

The new Junior Doctor contract will be rolled out nationally from 3rd August 2016, with
a phased implementation plan and a timeline agreed with NHS employers and
Department of Health.
All Junior Doctors entering into the new contract arrangements are to be issued with
a work schedule prior to joining the Trust and this will detail their rota patterns, salary
and confirm their Educational Supervisor, putting the emphasis on safer working
conditions, education and training.
Some of the key changes to the new contract are:






4.

The introduction of the Guardian role for all Trusts, whereby a Doctor can
raise a concern (an exception report) via his/her Educational Supervisor and
the role of Guardian is to ensure that rota concerns are resolved in a timely
manner.
Basic salary only to be pensionable and that all current trainees in the Trust
will receive pay protection up to and including August 2019.
Remuneration for junior doctors will change by rewarding junior doctors for the
work actually done rather than from a pre-planned timetable
Junior doctor working hours will change in particular at the weekends

INDUSTRIAL ACTION

The British Medical Association (BMA) held ballots in late 2015 in relation to
prospective industrial action against the Government’s proposal to introduce a new
junior doctor contract. BMA members subsequently voted in favour of strikes.
Emergency-care-only strikes by junior doctors took place in January, February and
March and April during which junior doctors across England provided the same level
of service in their given speciality, hospital or GP practice as is in place on Christmas
Day.
After the Government said it would impose the new contract on junior doctors, the
BMA has proposed a further period of industrial action in April, which is as follows:
 Full withdrawal of labour between the hours of 8am and 5pm on Tuesday
26 April and 8am and 5pm on Wednesday 27 April
It should be noted that this is a national dispute between junior doctors (represented
by the BMA) and the Government. It is not a dispute between junior doctors (or any
other group of staff) and the L&D. As an employer and a provider of services, the
L&D has no part in the dispute, other than ensuring that patient safety and care is
maintained.
The Trust continues to have an open dialogue with the BMA and is committed to
working with them in order to ensure that any action taken has minimal or no impact
on patient care and service delivery.
5
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A task group consisting of divisional leads, operational managers and Human
Resources has been in place for all the industrial action dates in order to plan
appropriately for the strike days and to coordinate resources and to ensure as many
services run as normal.
Of the 225 junior doctors that are employed at the Trust on average 72 junior doctors
have engaged with the strike action with the remaining doctors either on a rest day,
or on annual leave.
As the industrial action on the 26th and 27th April is a full withdrawal of labour it is
expected that the number of junior doctors engaging in the industrial action to
increase.
Engagement with the planning of the strike action from all divisions has been
excellent with consultants in particular willing to go the extra mile to ensure that their
patients are cared for appropriately.
Any cancelled appointments for patients are being rebooked as a priority.

5.

2015 STAFF SURVEY FEEDBACK

A short summary of the key highlights from the 2015 Staff Survey is attached as
Appendix 1.

6.

COMPLAINTS

The Complaints Board has been in place since 2013 and has worked with the
Divisions to establish a Complaints Management Process that enables complaints to
be managed within the Trust target of 35 days without compromising the high
standard of complaint responses.
This has been completed and embedded in the Divisional Management structure.
The revised Complaints Policy sets out the process and provides support to the
Divisions in delivering this important part of patient experience. The revised
management and reporting structure in the Divisions will include complaint response
performance within the Quality Dashboard and Divisions will be held to account
through this route.
The Complaints Board will resume next month and will focus on the further
implementation of recommendations that have been made in a number of national
reports including the Clwyd-Hart Review, the Parliamentary and Health Service
Ombudsman report, Designing Good Together: transforming and the Patients
Association, Handling Complaints with a Compassionate Human Touch (2014).
An Action Plan will be agreed and updates will be provided at future Board meeting
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7.

MORTALITY BOARD UPDATE

The Board are aware of the concerns raised by the Executive over elevated mortality
rates in the first half of 2015. On two occasions, in January and April 2015, the
monthly Hospital Standardised Mortality Rate (HSMR) was sufficiently raised to
cause concern. The Standardised Hospital Mortality Index (SHMI), which is prepared
differently, has generally been lower, however there has been some increase in
recent months. There are signs that the rise in HSMR has levelled off and fallen
slightly. The monthly trend has seen the last 7 months having values back within
expected ranges and December saw lower mortality than the national average.
The Trust has been investigating the potential causes for the rise in HSMR and in so
doing asked Dr Bill Kirkup to undertake a review of the work undertaken by the
organisation to understand the issue. A very useful Mortality Summit was held on the
26th of February 2016 with Dr Kirkup and a number of clinicians and senior managers
from across the Trust. The draft report has been received by the Trust and returned
following a factual accuracy check. We await the final report. The Mortality Board
has agreed an Action Plan to support the ongoing review and monitoring of mortality
figures. This has also been shared with Dr Kirkup and we await his comments. A
number of actions are already in progress.

8.

INTEGRATED CARE/NEEDS BASED CARE

The Trust continues to drive forward it’s vision of an integrated model of care for our
patients. Our focus is on continuity of care. The pilot work has been completed and it
has become clear that for Integrated Care/Continuity of Care to be rolled out across
the rest of DME and into other specialties it requires the whole of Medicine and DME
to move to a Needs Based Care approach. This will require the reconfiguration of the
wards and a revision of the way we manage the acute admission pathway.
The bed modelling required to support this work has been completed and further
clinical engagement is in progress. An implementation plan and timeline is being
developed.
Integrated care will be delivered through the move to Needs Based Care and further
updates on progress will be through the Needs Based Care Project.

9.

NURSING & MIDWIFERY STAFFING

The report for January, February and March is attached as Appendix 2.

10.

INFORMATION GOVERNANCE QUARTERLY REPORT

The report is attached as Appendix 3.
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11.

MANAGEMENT OF CQUIN

The quarter 4 submission for 15/ 16 was made on the 18th April. Following mediation
with Luton CCG the overall CQUIN performance for the year has been agreed as
87%.
In relation to 2016/17, the national schemes have now been published and they
relate to:
NHS Staff Health and Wellbeing
Sepsis
Cancer 62 day waits
Antimicrobial Resistance and Stewardship

30%
10%
10%
10%

The current local schemes are not yet agreed but are under negotiation:
Shared decision making for urgent care
Refer to Pharmacy
End of Life and Palliative Care
Case management of complex patients

12.

28%
4%
4%
4%

COMPLIANCE ISSUES

The Health and Safety Executive is undertaking a visit to the site week commencing
25th April. The visit is a follow-up to its previous visit and subsequent notice
regarding the use of safer sharps. The Trust has instituted a range of actions in
order to address the HSE’s concerns.

13.

RE-ENGINEERING PROGRAMME (REP)

Sustainability and Transformation Plan (STP):
As in previous years, NHS organisations are required to produce individual
operational plans for 2016/17. In addition, every health and care system
will work together to produce a multi-year (2016/17 to 2020/21) Sustainability and
Transformation Plan (STP), showing how local services will evolve and become
sustainable over the next five years – ultimately delivering the Five Year Forward
View vision. To do this, local health and care systems have been asked to work
together in STP “footprints”. There are 44 of these in England. The health and care
organisations within these geographic footprints will now collaborate to:
1. Improve their population’s health and well-being
2. Address challenges in the quality of care
3. Keep local finances in balance:
Our STP area includes Bedfordshire, Luton and Milton Keynes (BLMK), and the
Senior Responsible Owner for delivering the plan is the Trust CEO Pauline Philip.
Within the area there are 3 Acute hospitals, 3 CCG’s, 4 Local Authorities, 2
Ambulance Trust and 4 Community and Mental Health Providers. This STP
Programme is a critical strategic initiative for the Trust to deliver sustainable quality
outcomes for our population.
8
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Outpatient Re-engineering:
During 2015/16 Re-Engineering has been to substantially improve staff and patient
experience in Outpatients. Our work has included the implementation of ‘Partial
Booking’. This means that for patients requiring an appointment more than 6 weeks
in advance a waiting list is maintained and they are not booked into clinic until there
is confirmation that the clinic will not be cancelled due to annual leave etc. Partial
Booking is now live for over half of our bookings. We have seen a positive impact on
reducing appointment rescheduling in areas that are live with a decrease from 13.5%
to 1.6% of patients having multiple moves of their follow-up appointments. We have
seen did not attend (DNA) rates decrease by 1.6%. Given this impact there is an
urgent focus to get this service improvement across all follow-up appointments by the
summer of 2016, and the Executive has approved the necessary changes. Also
within Outpatients we examined the flow of activity within clinics. This has focussed
on 4 representative specialities: Orthopaedics, Respiratory, ENT and Neurology.
Using external expertise and improvement science techniques we combined an
understanding of the pathway, the balance of capacity and demand for a pathway,
and also optimised support and flow. We are intending to present all our progress
and lessons in a dedicated Outpatient Re-Engineering Event in the Summer.
eRostering:
The roll-out of eRostering to nursing and other non-medical staff was completed this
year, including the most complex areas such as Theatres and Delivery Suite. The
push for Carter efficiencies, the drive to control agency rates and usage, and the
need to ensure we are using our established contracted hours to deliver maximum
safety for the funds spent, have all heightened the need to have good quality
workforce data and electronic controls in place. There is more work to be completed
using the system to deliver the best use of staff resources, and this continuous
improvement of our rosters will be the focus for 2016/17.
A Unified PAS/ePR for the Trust:
Considerable work was completed preparing an investment case for the Lorenzo
Regional Care system. The Trust successfully passed through two of the three
gateways to access central funding, but the launch of the Sustainability and
Transformation Plan (STP) process, and it’s potential implications to consider a wider
footprint has led to a hiatus while all options are considered.

14.

ESTATES & FACILITIES UPDATE

Outsourcing Update
A ‘cleaning working group’ comprising of key stakeholders from the Trust and Engie
is being set up to oversee and push forward improvements in cleaning. Daily
operational meetings continue with the new service provider and individual
departments are being visited at random to assess cleaning standards. Concerns
regarding ongoing standard of cleanliness have been escalated to the Executive
Team of Engie. Audits are being undertaken of service performance using an
external specialist.
9
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The contract management team will be strengthened with the appointment of full time
quality Monitoring Officers in May 2016.
The staff restaurant refurbishment was completed in March 2016 and there will be an
official opening in April 2016.
The planned ward pantry refurbishments have commenced with Phase 1 works in St
Mary’s wards now complete. Engie will begin to introduce the new plated patients’
meal service into these wards from late on in April. Other ward pantry refurbishments
will continue over the summer period.
Estates / Capital Projects
The Head of Estates, Bob Fairclough, has retired and finished his time with the Trust
on 31st March 2016. We welcome Richard Ulliott as the new Head of Estates.
Richard has previously worked for NHS hospitals in Oxford, Cambridge and London.
A number of small schemes are currently progressing with the next major works due
to commence in April ’16 for alterations to the ground floor of St Mary’s.
Current schemes in hand include: Road and pavement repairs
 Alterations to Nuclear Medicine
 Completion of corridor refurbishment works
 Installation of new and additional instrument washers into Sterile Services
Telephone Switchboard
The new telephone system is entering into the early stages of the roll out programme
across the site. Early pilot areas have been running the new system for a number of
weeks to prove the technology.
The installation of new system to replace the existing hospital bleep system will
commence in April in readiness for system go-live later in the year.
A survey has been completed as part of the early planning for the future replacement
of existing two way radio communication system used by porters, estates and
security.

15.

COMMUNICATIONS & FUNDRAISING UPDATE

TEAM UPDATE
Our interim Head of Communications will leave at the end of April and our
Communications Manager has begun her return to work. A Fundraising and
Communications Assistant will join the team in late April. Line management of the
Communications and Fundraising functions has transferred to the newly appointed
Chief of Staff.
10
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COMMUNICATIONS
Media summary – reactive media enquiries in late January, February and March
2016
There were 43 media enquiries during January, February and March 2016.
Twitter
Our Twitter account @LandDHospital continues to be active, and we now have
nearly 1,100 followers. Over the last three months, we have used Twitter to promote
proactive news stories and fundraising activities, as well as sharing our involvement
with other key issues.
Internal communications
Staff Briefings continue to take place weekly, with a summary document emailed to
all staff following the briefings. The Staff Intranet continues to be updated pending
development of a new intranet, with the recent addition of a section for Nurses &
Midwives. Notice boards continue to be maintained and updated. Health awareness
days and National/International days are regularly promoted. Work is underway on
an organogram of the Trust’s structure.
Website
 The website continues to undergo updates – new software will soon make this
more efficient
 The Luton Sexual Health Service have launched a new website, within the main
L&D website
 Working continues to refresh photographs across the website
Hospital site map
This has been redrawn and is currently with L&D managers and key stakeholders for
final sign off.
FUNDRAISING
Donations for mid January – mid April 2016: £64,438




£14,816 from Bedfordshire Mark Master Masons for Urology
£3000 from the Free Masons in Hertfordshire towards NICU
277 donations made.

Other known donations to be presented in April in addition to above:



£10,300 from Advance Catering, we were their Charity of the Year 2015 – 2016
£16,000 from local fundraising events

Gift in kind donations not included above:
Over 800 Easter Eggs collected from local companies, stores and individuals for our
patients.
Other Activities;




Maternity Bereavement Suite donor thank you event in March, for local organisations
and individuals who had financially contributed.
Opening event for the new NICU parents’ lounge in May.
NICU reunion / patient feedback event in June for babies born May 2014 – December
2015.
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16.

POLICIES & PROCEDURES UPDATE

The following Policies & Procedures were approved in February, March and April
2016:
R17 - Restraint
C08 - Communications with patients/relatives/service users, Guidelines for
P06 - Placement Policy
D03 - Discharge Policy
P03 - Patient Access
C02 - Cancer Operational Policy
S09 - Same Sex Accommodation
S13 - SI Policy
P18 - POCT Policy
S16 - Specialling Policy
The following Policies and Procedures were approved with minor amendments:
D07 - Duplicate Registration Merge Policy
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Appendix 1

2015 NATIONAL STAFF SURVEY SUMMARY OF RESULTS AND ACTION PLAN
1.

INTRODUCTION
The twelfth National Staff Survey was undertaken between September and
December 2015. All Trusts are required to participate in the survey using a
random sample of staff and the data from which is used by the CQC for the
Benchmark Reports across all NHS Acute Trusts. The sections of the report
have been structured around four of the seven pledges to staff in the NHS
Constitution which was published in March 2013, plus three additional themes


Staff Pledge 1: To provide all staff with clear roles and responsibilities and
rewarding jobs for teams and individuals that make a difference to patients,
their families and carers and communities.



Staff Pledge 2: To provide all staff with personal development, access to
appropriate training for their jobs and line management support to enable
them to fulfil their potential.



Staff Pledge 3: To provide support and opportunities for staff to maintain
their health, well-being and safety.



Staff Pledge 4: To engage staff in decisions that affect them and the
services they provide, individually, through representative organisations
and through local partnership working arrangements. All Staff will be
empowered to put forward ways to deliver better and safer services for
patients and their families.



Additional theme : Equality and diversity



Additional theme : Errors and incidents



Additional theme : Patient experience measures

This year the Trust opted to survey a sample survey of 850 staff.
Questionnaires were distributed in paper format only. We used this method
having last year opted for a mixed mode approach of email and paper
questionnaires which we believe contributed to a lower response rate than the
previous year.
This report gives a high level overview of the survey findings. A summary
report of the complete results is attached as is the Management Report from
Quality Health.
As in previous years, there are two types of key finding:
- Percentage scores, i.e., percentage of staff giving a particular response to
one, or a series of survey questions.
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- Scale summary scores, calculated by converting staff responses to
particular questions into scores. For each of these summary scores, the
minimum score is always 1 and the maximum score is 5.
2.

RESPONSE RATES
2015 National
NHS Staff Survey
Trust
49%
* Acute Trusts

National
Average*
41%

2014 National
NHS Staff Survey
Trust

National
Average*
42%

35%

Trust
Improvement

14%

The official sample size for our Trust was 850. 404 completed questionnaires were
returned. 16 members of staff returned their questionnaires without filling them in. A
group of 26 staff were excluded from the official sample as ineligible (having left Trust
employment or on long term sick leave)
There was a 14% increase in the response rate from 2014.
3.

STAFF ENGAGEMENT

The survey measures overall Staff Engagement and the Trust scores are detailed as
follows:

Overall Staff
Engagement
KF 7
Staff ability to
contribute towards
improvements at
work
KF 1
Staff
recommendation
of the Trust as a
place to work or
receive treatment
KF 4
Staff motivation at
work

2015 National
2014 National
NHS Staff
NHS Staff
Change
Survey
Survey
since 2014
Survey
Trust National Trust National
Average
Average
3.84
3.79
3.78
3.74
No
significant
change
73%
69%
73%
68%
No
significant
change
3.81

3.76

3.70

3.67

Increase
(better
than)

3.94

3.94

3.89

3.86

No
significant
change

Ranking,
compared
to all acute
Trusts
Above
(better than)
average
Highest
(best) 20%

Above
(better than)
average

Average
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4.

KEY FINDINGS

A summary of the key findings from the 2015 National NHS Staff Survey are outlined
in the following sections:
4.1

TOP RANKING SCORES

Top 5
Ranking
Scores

2015 National
NHS Staff
Survey
Trust

KF 13
Quality of nonmandatory
learning or
development
KF 7
% of staff able
to contribute
towards
improvements
at work
KF 30
Fairness and
effectiveness
of procedures
for reporting
errors, near
misses and
incidents
KF 12
Quality of
appraisals
KF 6
% of staff
reporting good
communication
between senior
management
and staff

2014 National
NHS Staff
Survey

Change
since 2014
survey

Ranking,
compared to
all acute
Trusts

Not
comparable

Highest(best)
20%

No
significant
change

Highest
(best) 20%

National Trust National
Average
Average

4.08

4.03

73%

69%

3.76

3.7

Not
comparable

Above (better
than)
average

3.31

3.05

Not
comparable

Highest
(best) 20%

32%

No
significant
change

Above (better
than)
average

35%

74%

34%

68%

30%
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4.2

BOTTOM RANKING SCORES
2015 National
NHS Staff
Survey

Bottom 5
Ranking
Scores

Trust
KF 16
% of staff
working extra
hours***
KF 15
% of staff
satisfied with
the
opportunities
for flexible
working
patterns
KF 11
% of staff
appraised in
the last 12
months
KF 27
% of
staff/colleagues
reporting most
recent
experience of
harassment,
bullying or
abuse
KF10
Support from
immediate
managers

2014 National
NHS Staff
Survey

Change
since 2014
survey

Ranking,
compared to
all acute
Trusts

National Trust National
Average
Average
72%

46%

49%

Not
comparable

Below
(worse than)
average

86%

Decrease
(worse
than)

Below
(worse than)
average

Not
comparable

Below
(worse than)
average

No
significant
change

Below
(worse than)
average

31%

37%

3.64

3.69

88%

3.7

71%

Highest
(worst) 20%

75%

81%

77%

No
significant
change

85%

3.65

*** Whilst KF 16 is an amalgamation of both paid and unpaid hrs, a further breakdown
indicates the following:Response –
unpaid extra
hours
0 hours per
week
Up to 5 hours
per week
6 – 10 hours
per week
11 or more
hours

National

L&D

42%

37%

45%

50%

9%

8%

4%

4%
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4.3

WHERE STAFF EXPERIENCE HAS IMPROVED (BIGGEST CHANGE
SINCE 2014)

Improvements

KF 1
Staff
recommendation
of the
organisation as a
place to work or
receive
treatment
4.4

2015 National
NHS Staff
Survey

2014 National
NHS Staff
Survey

Trust National Trust National
Average
Average
3.81
3.76
3.70
3.67

Change
since
2014
survey

Ranking,
compared to
all acute
Trusts

Increase
(better
than)

Above (better
than)
average

WHERE STAFF EXPERIENCE HAS DETERIORATED (BIGGEST
CHANGES SINCE 2014)

Deteriorated

2015 National
NHS Staff
Survey

2014 National
NHS Staff
Survey

Change
since 2014
survey

Ranking,
compared to
all acute
Trusts

Trust National Trust National
Average
Average
KF27 - % of
staff/colleagues
reporting recent
experience of
harassment,
bullying or abuse
KF11 - % of staff
appraised in the
last 12 months

31%

81%

37%

Not
comparable

Below
(worse than)
average

86%

Decrease
(worse
than)

Below
(worse than)
average

88%

85%

Of the total 32 reported key findings there are 22 that can be compared to 2014 and
those are as follows:




No real statistical change = 19
Improvements
= 1
Deteriorated
= 2
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5. NEXT STEPS
5.1 The results will be analysed further by the Staff Involvement Group to identify
areas for improvement and hot spots for action. This will include:


Concentrating on some of the successes – with an aim to continue and
improve on these



Agree appropriate actions where the results are in the bottom 20% of
AcuteTrusts and specifically the Trusts bottom five ranking scores.

5.2

A summary of the results will be shared with the Executive Team, Trust
Board, Council of Governors, General Managers/Divisional Directors and
will also be made available on the intranet.

5.3

Each Division will be required to produce an action plan to take forward

5.3

An article and brief summary of the results will appear in the staff magazine

5.4

All staff will be informed of the results via an Everyone e-mail which will
include a link to the results

March 2016
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Appendix 2

EXECUTIVE REPORT
QUARTERLY REPORT ON NURSING AND MIDWIFERY STAFFING LEVELS
January – March 2016

Summary of Report:
At the Trust we aim to provide safe, high quality care to our patients and our staffing
levels are continually assessed to ensure we meet this aim.
This report provides the Trust Board with information regarding nurse staffing levels
for January to March 2016. The report provides details of the actual hours of
Nursing and Midwifery and Care Staff time on ward day and night shifts versus
planned staffing levels.
Key Points:
 February and March have been extremely challenging months with the
highest levels of contingency beds open. Although the Trust has maintained
an overall fill rate of above 90%, these figures include higher than optimum
numbers of agency nurses. The Chief Nurse/Deputy Chief Nurse has a
robust process for ensuring the safe levels of staffing on a daily basis.


The number of staff required per shift is calculated using an evidence based
tool, which is based on the level of sickness of the patient. This is further
informed using professional judgement, taking into consideration issues such
as ward size and layout, patient dependency, staff experience, incidence of
harm and patient satisfaction and any additional tasks that the ward staff
might be required to perform. This method is in line with NICE guidance.
This gives us the optimum planned number of staff per shift
For each of the 31 clinical inpatient areas, the actual number of staff as a
percentage of the planned number is recorded.

The average fill rate for the Trust in is shown below:
Month
Day
Night

Overall

% Average
fill
rate RN

% Average
fill
rate HCA

% Average
fill
rate RN

% Average
fill
rate HCA

94%
91%
89%

96%
95%
95%

99%
97%
96%

94%
94%
96%

January
February
March

96%
94%
91%

Some variance between planned and actual levels is to be expected. This report
explores the detail where there was a variance of greater than 15% between the
actual fill rates and planned staffing levels.
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Across the Trust, the average actual level of Registered Nursing staff was generally
within the levels planned across all shifts, with the exception of areas where
Assistant Practitioners are employed (Department of Medical Elderly (DME), CCU
and the Surgical Assessment Unit -Ward 21). Although not a Registered Nurse, this
new role is aimed at providing a higher level of support for our Registered Nurses to
ensure the high standard of patient care.
During each of the months reported, the Directorate of Medicine of the Elderly wards
have reported that the number of Healthcare Assistants was more than 115%
(above the planned level). In 4 areas where the fill rate was less that 60% of those
planned, this is due to the specialist nature of the areas which require Care staff with
a specific skill set.
For some wards, there will be a difference between the planned and actual staffing
hours. In some cases, departments will have used more hours than they planned to
use and in other cases they will have used less hours than they planned.
Overstaffing:
It is important to note that where variances are a lot higher than expected there will
be contributing factors such as:




A requirement for extra staff on an ad hoc basis to ‘special’ high
risk/vulnerable patients. This number has reduced over the year.
Overseas nurses awaiting their PIN number so recorded as HCA
(unregistered).
The introduction of the Band 4, Assistant Practitioner role within the
Department of Medical Elderly (DME), CCU and the Surgical Assessment
Unit -Ward 21.

Understaffing:
There were no areas where the average registered nursing staff fell below 85%
during a month. A system is in place which collects red flags. There has been a
sharp increase in flag occurrences during March due to the additional bed demands
being placed upon the organisation meaning that we have had to open additional
escalation capacity and therefore increase our dependency on temporary staff. Trust
staff are always redeployed to escalation areas as they are familiar with all Trust
processes. The increase in flags indicating the number of shifts where the RN to
patient ratio is greater than 1:8 is reflective of the introduction of the Assistant
Practitioner role. As outlined above. There are strict controls which ensure that
agency use is minimised, some agency staff who work with us on a “regular basis”
are trained to administer Intravenous infusions, competent in ward ware (electronic
observations) and e prescribing. This improves the quality of skills available on shift.
Standard (Red Flags) No shifts where more than
Flag occurrences
50% of RN on duty are
agency (nights)
January
33
February
12
March
53

No day shifts when RN to patient
ratio is greater than 1:8

91
94
123
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Staffing Management:
There remains in place three operational staffing meetings each day chaired by the
Operational Matron/Chief Nurse or Deputy Chief Nurse. Matrons from each Division
discuss the staffing shortfalls and move staff accordingly to meet the peaks of
demand and shortfalls. A decision to use agency nursing staff is only made once all
options have been explored. Additional shifts required (i.e. specialling) and unfilled
shift hours are recorded. Each Matron provides the risk rating for staffing
(red/amber/green) for their Division. A Trust wide risk rating is then determined and
this information is provided to the twice daily bed meetings to provide a workforce
status for the organisation.
Weekly meetings continue to occur with the Matrons to review the utilisation of staff
and expenditure per ward.

Vacancies and Recruitment Activity:
In collaboration with the recruitment team proactive recruitment activity
continues with both targeted and ad-hoc campaigns. A proactive approach to
recruitment continues. During the reporting period, campaigns to Europe and the
Philippines have occurred which has resulted in over 140 job offers being made.
Further local recruitment days for Registered Nurses and Midwives and Care staff
continue.
The hospital continues to explore new ways of supporting some of our non EU staff
who have trained as nurses overseas, but are either working here at the hospital or in
the local community in non-nursing roles, to obtain their nursing registration with the
NMC. The Trust is working collaboratively with the Bedfordshire and Hertfordshire
Workforce Partnership and Health Education East of England Innovations Centre
who are looking at the possibility of these nurses joining a pre-registration
programme which would allow them to obtain NMC registration.
TRUST NURSING AND MIDWIFERY VACANCIES

Band
Band 7
Band 6
Band 5
Band 4
Band 3
Band 2
Total

Vacancies as of
31st January

Vacancies as of
29th February

Vacancies as of 1st
31stMarch

2.18
9.98
139.87
8.76
1.26
42.81
204.86

2.18
9.98
139.87
8.76
1.26
42.81
178.51

4.22
19.27
122.44
3.63
0.55
38.81
188.92

Action Required:
The Board is asked to note the report.
Appendices:


Variance report by ward/department (Appendix I)
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Appendix 1 VARIANCE REPORT BY WARD/DEPARTMENT
The following wards have been identified as having a variance of greater than 15% against either the day or night staffing for either Nursing, Midwifery or
Care staff over the quarter. The Trust website lists the results for all inpatient wards and details whether there was a deficit of surplus between the
planned and actual staffing levels.
WARDS

Average fill rateRegistered
Nurse/Midwives (%)

January

Average fill rateCare staff (%)

Average fill rateregistered
Nurses/Midwives (%)

Day

Average fill rateCare staff (%)

Night

Ward 19a
(contingency)

96.60%

84.10%

95.00%

50.00%

Ward 14 Elderly Care
Ward 15 Elderly Care
Ward 16 Elderly Care

76.20%
80.60%
76.00%

122.80%
121.30%
133.10%

102.20%
101.10%
99.00%

90.00%
94.90%
98.00%

Ward 17 Stroke

84.30%

116.10%

96.80%

107.50%

Coronary Care (CCU)

96.00%

81.70%

102.20%

100.00%

Ward 22 a
(contingency)

87.80%

60.90%

94.40%

44.40%

Neonatal Intensive
Care Unit (NICU)

102.20%

59.60%

101.60%

40.30%
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Review by Matron/Ward where 15% or more of
nursing hours did not meet agreed staffing levels
(Highlighted in red)

The HCA for days and nights was moved to cover
Ward shortfalls elsewhere in the Trust following
risk assessment of patient needs. Careful
consideration was given to the patient
dependency in this area before moving the HCA.
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in the January
figures for Wards 14,15, 16,17
Shortfall in HCAs on some day shifts. Risk
assessed to ensure patient safety was not
compromised. An additional HCA has been
deployed to provide support with pacing and is
difficult at times to cover.
The HCA for days and nights was moved to cover
Ward shortfalls elsewhere in the Trust following
risk assessment of patient needs. The patient
dependency in this area during January was low
and this allowed movement of the HCA.
The shortfall of HCAs at night in NICU difficult to
find competent HCAs who have the correct
skillset to work in NICU. Care was not
compromised.
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Average fill rateRegistered
Nurse/Midwives (%)

Average fill rateCare staff (%)

Average fill rateregistered
Nurses/Midwives (%)

Average fill rateCare staff (%)

Ward 33 Maternity

84.60%

108.30%

83.80%

63.40%

Delivery Suite
Maternity

89.70%

81.30%

99.10%

98.80%

WARDS

February
High Dependency
Unit (HDU)
Intensive Care Unit
(ITU)

Day

Night

93.5%

100%

96.5%

50%

93.8%

70%

97.3%

85.6%

101%

32.5%

98.3%

51.7%

Ward 14 Elderly Care

75.4%

131.1%

96.6%

96.5%

Ward 15 Elderly Care
Ward 16 Elderly Care
Ward 17 Stroke

81.5%
79.3%
82.8%

112.3%
131.3%
116%

97.7%
102.3%
93.1%

91.8%
103.4%
113.8%

Ward 22a
(contingency)

82.8%

67.1%

89.7%

51.7%

98.8%

70%

97.3%

In Maternity staffing is flexed throughout the unit
to ensure sufficient and safe numbers depending
on acuity (number of births)

Comments

Ward 19a
(contingency)

Neonatal Intensive
Care Unit (NICU)

Review by Matron/Ward where 15% or more of
nursing hours did not meet agreed staffing levels
(Highlighted in red)

56.9%

The low percentage fill rate for HCAs on nights in
the critical care units relates to two occasions
when an HCA was required to provide 121 to
support a confused patient but was not available.

The HCA for days and nights was moved to cover
Ward shortfalls elsewhere in the Trust following
risk assessment of patient needs. Careful
consideration was given to the patient
dependency in this area before moving the HCA.
Within DME the role of the Band 4 Assistant
Practitioner supports the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in the February
figures for Wards 14,15, 16,17
The HCA for days and nights was moved to cover
Ward shortfalls elsewhere in the Trust following
risk assessment of patient needs. The patient
dependency in this area during February was low.
The shortfall of HCAs at night in NICU is due to
difficulty in finding competent HCAs who have the
correct skillset.
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WARDS

Ward 33 Maternity
Delivery Suite
Maternity

Average fill rateRegistered
Nurse/Midwives (%)

Average fill rateCare staff (%)

Average fill rateregistered
Nurses/Midwives (%)

Average fill rateCare staff (%)

87.1%

102%

102.1%

64.1%

March
Neonatal Intensive
Care Unit (NICU)
Paediatric
Assessment Unit
(PAU)
Ward 14 Elderly Care
Ward 15 Elderly Care
Ward 17 Stroke
Ward 18 (Infection
Treatment)
Ward 16 Elderly Care
Delivery Suite
Maternity
Ward 33 Maternity
Ward 32 Maternity
Ward 22a
(contingency)

75.6%

89%

80.1%

86.7%

Day

Night

Review by Matron/Ward where 15% or more of
nursing hours did not meet agreed staffing levels
(Highlighted in red)
In Maternity staffing is flexed throughout the unit
to ensure sufficient and safe numbers in line with
the number of births.

Comments

92.3%

77.9%

97.7%

41.9%

The shortfall of HCAs at night in NICU is due to
an inability to find competent HCAs who have the
correct skillset to work in the unit

98.4%

100.0%

84.7%

121.9%

Unable to fill trained shift on night so used an
HCA instead

73.6%
73.7%
76.0%

116.7%
124.4%
117.4%

100.0%
100.0%
95.5%

94.8%
92.5%
122.6%

82.3%

88.8%

98.1%

96.2%

77.3%

128.3%

98.9%

90.5%

81.3%

76.5%

93.9%

99.6%

81.8%
75.9%

74.3%
70.2%

92.1%
84.2%

80.7%
85.0%

72.6%

77.4%

72.6%

77.4%

The variance in numbers is due to the role of the
band 4 Assistant Practitioner who supports the
RN when there is a shortfall.

In Maternity staffing is flexed throughout the unit
to ensure sufficient and safe numbers in line with
the number of births.
These numbers are indicative of moving the RN
and HCAs to other areas to cover shortfalls
elsewhere in the Trust. This was done following
risk assessment of patient requirements in the
unit.
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Appendix 3

Information Governance (IG) Report to Trust Board
April 2016
In March 2016, the following report was sent to Clinical, Operational, Safety & Quality
(COSQ) requesting approval, on behalf of the Trust Board to submit IG Toolkit V13 which
had to take place with Board approval by 23rd March 2016.

Information Governance (IG) Report to
Clinical, Operational, Safety & Quality (COSQ)
March 2016
1. Introduction
COSQ are asked to approve the submission of IG Toolkit V13 which was submitted on the
23rd March 2016.
2. Background
The IG Toolkit is a Self-Assessment Tool which comprises of 45 Standards listed in the table
below. A new version of the Toolkit is released each year. There are three levels in each
standard with each level requiring a different degree of compliance and supporting evidence
to prove compliance. Level three is the highest level.
The Trust is contractually required to:
 Perform three submissions each year - Baseline by 31st July, Progress by 31st
October & Final by 31st March, and,
 Achieve and sustain at least level two or above for ALL standards.
3. IG Audit Review
An IG Audit Review which looks at the evidence provided for a selection of the 45 Toolkit
Standards is carried out annually, usually by external auditors. This year’s Audit Review was
carried out by an external IG expert; this was to ensure evidence was reviewed by those with
extensive knowledge of the IG Framework in the NHS and the Data Protection Act.
3.1

The audit review identified gaps in the evidence provided for the following
seven standards. These gaps have since been addressed:
101 - IG Management – additional evidence required
203 - Individuals informed re uses of their information
205 - Access to Health Records
303 - Registration Authority Obligations
304 - Smartcard Users compliance
309 - Business Continuity Plans
603 - Freedom of Information Act 2000

3.2

Despite confirmation that the evidence submitted for standard 110 - Contracts
& Support Organisations, the lead for this standard does not feel that the
evidence is robust enough – please see section 4 below.

4. Signed Declaration Forms
As the IG Audit Review only looks at eight of the 45 standards, assurance with regards to the
levels being reported by IG Toolkit Standard Leads has been provided. The manager of
each IG Toolkit Standard Lead was required to sign one of the following statements:
I have reviewed the evidence being provided for each IG Toolkit
8ExecutiveBoardReportMay2
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standard and feel that it meets the requirements of the level/s
being reported
OR
I have not reviewed the evidence but am happy with the
assurance provided by the individual noted that the evidence
provided meets the requirements of the level/s being reported:
With the exception of the following gaps/concerns, which have been added to the Trust’s
Risk Register, IG Toolkit Leads reported that the evidence for their standards is robust and
up to date, enabling them to report as achieving level 2 or 3.
The gaps declared are as follows:


110 - Contracts & Support Organisations:
As noted in section 3 above, despite confirmation that the evidence submitted for this
standard was adequate, the lead for this standard does not feel that the evidence is
robust enough. This is due to the management and control of third party contracts
not being centralised and as such the Lead could not provide assurance that
contracts included the required Data Protection and IG clauses.
Action being taken: A plan to address this concern has been agreed between the
standard Lead and their Line Manager.



112 - IG Training:
NHS and Department of Health requirement is that staff receive annual IG training.
However, it was agreed at the Trust’s Quality Committee in 2009 that in line with
other Statutory Training modules/subjects it is acceptable for staff to attend
classroom based stat training annually or complete the eLearing IG module every
three years.
Action being taken: This is an accepted risk which has been on the Trust’s Risk
Register since 2009.



201 – Keeping Personal Information Secure:
This standard requires evidence of the audit which demonstrates that NICE Clinical
Guideline 138 Quality Standard 15 – statement 12 (patients involved in decision
making) and 13 (patients asked (on admission) which friends, carers and family
members they want us to share information with), have been implemented.
Although not an audit, evidence to demonstrate implementation of statement 12 is
available. However, there is no evidence to demonstrate that statement 13 has been
implemented as it is already normal practice to ask patients prior to sharing
information with the friends, family and carers.
Action being taken: IG Manager to work with Sally Dring to identify if a question re
sharing of information can be included in a future audit.



308 – Data Mapping and Transfer of Data:
This standard requires Data Flow Maps to be reviewed annually.
These are reviewed on a rolling basis with flows of high risk data or high volume of
data taking priority; this means that all flows are NOT reviewed annually.
Action being taken: See below for action being taken for 307 & 323.

2
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307 - SIRO’s role and ownership of risks:
This standard requires all Information Asset Owners (IAO’s) and Information Asset
Administrators (IAA’s) to be adequately trained. Twelve of the fourteen IAO’s receive
classroom based training in February 2015; however, a revised approach to ensuring
ongoing compliance is being delivered.



323 - Protection of ALL information assets:
New IT systems to the Trust are assessed for security compliance. However, this
standard also requires on-going assessment of assets to ensure continued
compliance. These assessments have not been completed in a timely manner as
required by this standard.
Actions being taken:
A plan based on a completely revised approach is being put in place and will be
implemented by the IG Manager. This plan will address this issue and incorporate
other requirements at the same time, including:
 IT Security Risk Assessments, including existence & location of contracts or
Service Level Agreement
 Support for the system out of normal working hours
 System Data Flows – security of flow & existence of a signed Information
Sharing Agreement (ISA) for external flows
 Departmental Data Flows – security of flows
 Existence of and expiry date of Business Continuity & Disaster Recovery
Plans
 Department Held Paper Health Records – security & archiving
 Departmental IG Audit to identify gaps in compliance and staff awareness
 Identifying, addressing and delivering any additional training needs
The plan will require support from Heads of Departments and General Managers, and
with non-compliance will be reported to the appropriate Director.

5. Recommendations from Caldicott Two Review
These recommendations have been integrated within the IG Toolkit Standards as noted
on the table below. Therefore, compliance with these standards will demonstrate
compliance with these recommendations.
Following submission of the IG Toolkit the Trust’s CEO and Caldicott Guardian will
receive correspondence detailing our compliance with Caldicott Two.
Please note however, some recommendations are a requirement of level three within a
Standard, the Trust is only contractually required to attain and sustain level two.
6. IG Toolkit Submission
COSQ is asked to approve submission of the IG Toolkit with each standard submitted at
the level reported in the table below and with those standards noted in section 4 above
recorded as risks.

3
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Standard

V13 as at March 2016
Key Subject of standard

Level at March 14 - V11
Level at March 15 - V12
Level at March 16 - V13

Information Governance (IG) Toolkit
Summary Table

Information Governance Management
IG Management Framework 101* 3 3 3
IG Policies & strategies 105 3 3 3
Contracts - contractors & support orgs 110 2 2 2
Employment contracts 111 3 3 3
IG Training 112 2 3 3

Confidentiality & Data Protection Assurance
Confidentiality and data protection skills 200* 3 3 3
Guidance - keeping personal info secure 201* 2 2 2
Consent before personal info used 202* 2 2 2
Individuals informed re uses of their info
Access to Health Records
Audits to monitor access to personal info
Sharing of information
Data processed outside of the UK
New processes, services and info assets

203*
205*
206*
207*
209
210

2
2
2
2
2
2

2
2
2
2
2
2

2
2
2
2
2
2

Information Security Assurance
Information Security Skills 300* 2 2 2
Risk assess & management of key assets 301 2 2 2
Info security incident reporting & management 302* 2 2 2
Registration Authority obligations 303 2 2 2
Smartcard users compliance 304 2 3 2
Info systemaccess control & management of 305 2 3 2
SIRO's role and ownership of Risk 307* 2 2 2
Data mapping & transfer of data 308 2 2 2
Business Continuity Plans 309 2 2 2
Prevent interuption & equipment failure 310 2 2 2
Detection, isolation & removal of malicious code 311 2 2 2
Networks operate securely 313 2 2 2
Mobile computing and teleworking 314 2 2 2
Protection of ALL info assets 323 2 2 2
Use of pseudonymisation & anonymisation 324 2 2 2

Clinical Information Assurance
Records Management 400* 2 2 2
Use of NHS Number in line with NPSA 401 2 2 2
Accuracy of service user information 402 2 2 2
A multi-professional audit of clinical records 404 2 2 2
Availability of paper health/care records 406 3 3 3

Secondary User Assurance
National data definitions,standards,values & validation 501 2 2 2
External DQ reports used for monitoring&improving DQ 502 2 2 2
Using local & national benchmarking to identify DQ issues 504 2 2 2
Internal & external DQ/clinical coding audit in place 505 2 2 2
Procedure & regular audit cycle for accuracy checks in place 506 2 2 2
Completeness & Validity check for data completed & passed 507 2 2 2
Clinical staff in validating info fromrecording of clinical activity 508 2 2 2
Training programmes for clinical coding staff 510 2 2 2

Corporate Information Assurance
Implementation & management of corporate records 601 2 2 2
Freedomof Information Act 2000 603 2 3 3
Information lifecycle management - audit of corporate records 604 2 2 2

Recommendations from the Caldicott Two Review have been integrated with
standards marked with a *
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Clinical Outcome, Safety and Quality Committee on 27 January, 24
February and 23 March 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
CQC
Internal Audit
HSE
All clinical board level risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the findings and approval of the Clinical Outcome, Safety & Quality
committee meetings dated 27 January, 24 February and 23 March 2016.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2015/16
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.

Public Meeting

Private Meeting
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the Clinical
Outcome, Safety and Quality meetings held on 27 January, 24 February and 23 March 2016.
2. Governance
Quality Report and Performance Report - COSQ received and reviewed the Quality and
Performance Report at each meeting and were updated with regard to the indicators including
pressure ulcers, falls, mortality, cardiac arrest rates, infection control, cleaning and catering,
complaints and Monitor performance targets. The increase in numbers of pressure ulcers and falls
at the time of increased activity was discussed.
Assurance on Governance Structures from Surgical Division - The Clinical Chair for the
Surgical Division was in attendance and gave an overview of the clinical governance structure
within the Division.
Clinical Governance and Quality Review - COSQ received the progress report following the
Clinical Governance and Quality Review. A recent clinical audit meeting recognised improvement,
and an alignment of medical and nursing audits was requested going forward. This would provide
a much more comprehensive picture of Trust audit activity.
Learning Disabilities Assurance - COSQ received the Assurance Report for Learning Disabilities
and noted compliance with the 6 key questions as outlined by the Monitor Provider Licence.
CQC - The committee was given an update following the CQC inspection and informed of the
initial comments received from the CQC inspectors.
Compliance and Quality Monitoring Framework - The Deputy Chief Nurse presented a revised
CQC framework which builds on the previous nursing assurance framework and includes the
current format for a Trust CQC inspection. This revised model provides a more robust system to
effectively monitor the quality and safety of service provision in the Trust. It was agreed that this
will be rolled out from 1 April 2016.
Terms of Reference - The Terms of Reference for the Clinical Outcome, Safety and Quality
Committee were reviewed and approved in March 2016.
Clinical Audit Matrix - COSQ received an updated Clinical Audit Matrix Development Plan which
has been aligned with our governance review. There is work in progress as to how the Divisions
are reporting.
IG Toolkit - COSQ were asked to approve the IG Toolkit V13 to be submitted by close of play 23
March 2016. The committee gave approval for the submission. However it was noted that a
number of standards were approved at risk and requested that further assurance is given on the
impact of these risks.
3. Quality Dashboard
Nursing Dashboard - The Chief Nurse presented the nursing dashboards (December - February
data) highlighting the quality metrics, workforce and patient experience indicators for each ward
and division. Staff vacancies and cleaning were discussed including improvement plans.
Open and Honest Care - COSQ received and noted the Open and Honest Care reports for
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November to February.
4. Clinical Outcome
Mortality – The committee were updated on the progress of the mortality review. A very useful
Mortality Summit was held on 26 February 2016 with Dr Kirkup and a number of clinicians and
senior managers across the Trust. The committee were advised that a first draft of the report has
been received by the Trust and returned following a factual accuracy check. We await the final
report. The Mortality Board has agreed an Action Plan to support the ongoing review and
monitoring of mortality figures and a number of actions are already in progress.
Integrated Care – COSQ were informed that the new lead consultant for the project has
commenced. The rollout of integrated care is visible within the Trust but there has been no
evidence to date of an improved impact on the numbers of patients coming in the hospital.
Deteriorating Patient – COSQ received the deteriorating patient report and noted the content.
Management of Patients with Severe Sepsis – A report was received and good progress to date
was noted, including the challenge to meet the CQUIN target for the fourth quarter.
Management of Patients with AKI – COSQ received the AKI CQUIN report for Quarter 3 and
noted that the CQUIN target has been achieved. The committee discussed the sustainability of
the performance when this is no longer a CQUIN in 2016/17.
5. Patient Safety
Serious Incidents – COSQ received the reports giving an update on the serious incidents and
requested assurance on action plan compliance. The committee noted that the CCG have
requested a thematic review of incidents over the past 2 years relating to delayed or misdiagnosis.
This report will be available at the end of April and reported to COSQ at the May meeting.
Development of Stroke Services – The Lead Stroke Consultant was in attendance and briefed
the committee on the current position of the stroke service and plans to develop the service. A
peer review has taken place and a Stroke Leadership Group (which is attended by an external
consultant) has been established and is working on an improvement plan with key
recommendations.
He gave assurance that once the action plan is fully implemented,
performance targets should be met.
6. Patient Experience
Quarterly Patient Experience Report – The quarterly Patient Experience report was received for
information. The challenge to achieve sufficient feedback was flagged. It was recognised that the
pilot where the PALs team were visible on the wards capturing issues to prevent formal complaints
was very effective. A new member of staff has been recruited in bereavement which will release
some of the burden of the PALs team to cover. This will allow for the team to resume ward visits.
Maternity Improvement Plan - The Chief Nurse reported the progress to date on the maternity
improvement plan. A midwife specialising in mental health has been appointed. The L&D has a
high proportion of high risk women compared to other units and maternity care assistants are
being further developed to free up community midwives. The Chief Nurse confirmed that the
maternity department hold regular governance meetings with the CCGs and a maternity
dashboard is provided to the CCG.
Level 3 Safeguarding Children – The action plan for level 3 safeguarding children training was
presented to COSQ and assurance given that interventions were in place to bring the Trust to full
compliance.
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Dementia and Delirium – COSQ received the Dementia Strategy, action plan and proposal for
the ‘John’s Campaign’ for information. The Deputy Chief Nurse explained the principles of the
‘John’s Campaign’ and the launch of a public awareness campaign to support the person with
dementia and their carers during their stay in hospital. Every member of staff has received a
booklet. The Nursing and Midwifery Board will monitor compliance and progress. COSQ gave
their support.
Accessible Information Standard – The Head of Quality briefed the committee of the
requirement of the Trust to implement standards for patients with a disability. By the end of the
July a system has to be in place to ensure all needs are identified and are flagged and addressed.
Roll Out of Partial Booking – The General Manager for DTO was in attendance and presented
an update on the partial booking project. The committee noted the successful roll out of partial
booking in rheumatology, trauma and orthopaedics, and urology.
7. Report from Clinical Operational Board
Highlight reports from the Clinical Operational Board meetings were received and noted.
Escalation to COSQ included:
 National Safety Standards for Invasive Procedures (NatSSIPs) – this recommendation is to
be implemented by September 2016. The Chair of COB is chairing a group which requires
patient representation and an action plan to meet this deadline. COSQ supported that a
business case is developed to provide the resource for the work.
 Concerns about inconsistent rag rating across the organisation.
 COSQ were asked to support a revision of the datix incident reporting system including the
requirement for an additional post to deliver this.
8.

Workforce Update

Statutory Training and Appraisals – The Training and Development Reports covering activity up
to 29 February 2016 were received. The committee discussed appraisal rates and the necessity
for each specialty to develop quality metrics related to training and education performance to give
greater assurance.
Nursing Workforce - COSQ reviewed the nursing workforce reports and discussed agency
staffing, noting that the discussions relating to the capping of agency rates are having some
impact on availability of agency staff, despite this, the fill rates have been good. The committee
discussed the challenges to discharge medically fit patients. The increasing level of turnover was
queried and the Deputy Chief Nurse confirmed that the new senior nurse for workforce was
reviewing reasons for nurses leaving the Trust. Recruitment in the Philippines was noted.
Nurse Revalidation – The committee received an update on the progress of the implementation
plan for nurse revalidation. Training and education was discussed and the need to ensure that this
is linked with individual’s profiles.
Staff Survey – The Occupational Health Manager was in attendance and presented a summary of
the 2015 national staff survey results and action plan, highlighting the top and bottom ranking
scores.
9. CQUIN
COSQ received a report summarising the current position following the first three quarters’
submissions. The Managing Director informed the committee that there is a dispute with both
Luton and Bedfordshire CCG relating to: Scheme 4a Avoidable Admissions; Scheme 4b Mental
Health Re-attendances; Scheme 6 High Resource Patients. It was noted that these issues are
financial consequences and not a lack of clinical benefits.
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10. Risk Register
The risks assigned to COSQ which were due for review were discussed and updated.
11. Clinical Audit
Actions from the Clinical Audit Committee were escalated to COSQ. One related to ensuring that
the divisional lead for clinical audit was evidenced in consultant job plans. The Managing Director
confirmed that Divisional dashboards are being developed to report by specialty to include all
quality, clinical and financial performance. The second action related to ensuring that NICE
implementation is exception reported and that it is included within Divisional dashboards. It was
confirmed that the NICE Implementation group exception report to COB.
COSQ received the Internal Audit Report for Safeguarding. The Lead Safeguarding Children
Nurse presented the plan for addressing the risks identified relating to safeguarding children.
12. Papers Received for Information:



Minutes Nursing and Midwifery Board, 7 January 2016
The Luton Safeguarding Children Annual Report – It was agreed that internal management
reviews and action plans relating to serious case reviews are reported to COSQ.
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Between 27 January & 6 April 2016
Objective 1 – Deliver Excellent Clinical Outcomes
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Objective 5 – Progress Clinical and Strategic Developments
Objective 7 – Optimise our Financial Position
Monitor
CQC
Commissioners
Internal Audit
620 – CIP Targets
944 - Non-Achievement of Financial
Target

945 – CCG verification processes
638/815 – Agency spend

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval from the the Finance, Investment &
Performance Committees held between 27 January and 6 April 2016
SUMMARY/CURRENT ISSUES AND ACTION
The Reports give an overview of the matters addressed including the following:







Summary of Exec/Non Exec attendance from Jan to April 2016
Key Financial Issues 2015/16 – Performance
Key Financial Issues 2016/17 – Operational Plan
Investment decisions and review
ITFF Loan
Agency Cap Reductions

ACTION REQUIRED
To note the Finance, Investment & Performance Committee Report from meetings held between
27 January and 6 April 2016 June 2015
Public Meeting
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT TO THE BOARD
This report reflects the matters considered at the Finance, Investment and Performance (FIP) Committee meetings between 27th January and
6th April 2016.
The summary of Executive and Non-Executive Director attendance at these meetings is shown below:
Name
Jill Robinson
Simon Linnett
David Hendry
John Garner
Mark Versallion
Pauline Philip
Andrew Harwood
David Carter
Mark England
Angela Doak
Danielle Freedman

Position
27/01/2016 19/02/2016 16/03/2016 06/04/2016
FIP Committee Chair




Trust Chair
x



Audit Committee Chair




NED




NED
x
x


Chief Executive




Director of Finance




Managing Director
x
x


Director of Re-engineering




Director of Human Resources
x



Medical Director
x
x
x


This report highlights the issues and themes presented to FIP during the final quarter of 2015/16 describing:
1) In-year, Trust level performance, including Income & Expenditure in Months 10 & 11, delivery against CIP & CQUIN targets, capital
expenditure to the end of February, cash-flow and associated FIP actions;
2) Trust and Divisional operational plans for 2016/17;
3) Other governance, including performance against Monitor targets;
4) Investment decisions and review, including updates on the Trust Re-development Programme;
5) Other FIP matters.
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1.

Key Finance Issues – 2015/16 Performance

Area

Commentary

FIP Actions Noted

Income

M10 - reported income was £223.4m, £2.7m ahead of plan;
M11 - reported income was £246.9m, £4.4m ahead of plan - with £1.9m of this overperformance on contract income on non-elective activity.
This included an underlying assumption that the Trust would achieve 87% of its
CQUIN, by value, and £2.5m of non-recurrent support from Monitor.

Continued negotiation with CCGs on the
CQUIN position and definitive
confirmation of the receipt of central
Winter
Money. grant
revenue

Expenditure

M10 - reported expenditure was £223.4, £2.5m behind plan;
M11 - reported expenditure was £247.2m, £4.3m behind plan - pay was overpent by
£5.9m (predominantly on medical and nursing spend) and there were non-recurrent
gains attributed to non-pay

Close monitoring of recruitment plans and
application of agency rates combined with
detailed reporting on Trust's agency
expenditure
None not otherwise noted

Net surplus/deficit

M10 - reported surplus of £0.02m, £0.2m ahead of plan;
M11 - reported deficit of £0.3m, £0.03m ahead of plan - albeit with a reported
underlying deficit of £7.4m due to the non-recurrent nature of some of the income
and expenditure accounted for in-year.

CIPs

The Trust is on course to deliver approximately £3m of CIPs (predominantly in Surgery
and DT O) against a YTD plan of £5.1m with a large part of the slippage due to planned
savings against medical agency not materialising

Monthly review of CIPs still outstanding
and requires clear quantification similar to
that in place with Fast Track Action Plan

Cash

The Trust held a cash balance of £10m in M10 & M11; this is behind the Monitor plan
and broadly in line with the forecast cash position. FIPs concerns over the medium
term cash were noted.

None not otherwise noted

The capital position was subject to confirmation of revised plans for ward
redevelopment and office accommodation (at a value of £3.4m) which are both
potentially subject to slippage. In M11 the Trust was forecasting capital spend of
£22.8m (not including the items above) against an plan of £27.2m (£12m of which was
the in-year ITFF loan).

Submit revised return (contents due to be
reviewed by FIP & Audit Chairs) to ITFF
regarding the anticipated drawdown of
cash in line with redevelopment scheme
slippage, noting the potential impact on
cash balance

In both M10 & M11 FIP confirmed the reported YTD position of the Trust and, subject
to the receipt of £2.5m of non-recurrent support and delivering 87% CQUIN, the yearend forecast surplus of £0.01m.

None not otherwise noted

Capital

Declaration
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2.

Key Finance Issues – FY16/17 Operational Plan

NHS Improvement wrote to the Trust on January 15th outlining their expectation for the 2016/17 control total, and how much of the
Sustainability and Transformation Fund would be available if certain conditions are met:

NHS Improvement confirmed the Trust’s control total on March 24th had been amended to a £11.8m surplus to allow for Charitable Funds.
The Income and Expenditure plan for the FY16/17 has been discussed at length at every FIP since January – from considering Monitor’s
planning guidance at the meeting on January 27th to the review of a range of options at the April 6th meeting and subsequent decision on the
Trust’s submission. All discussions have taken part in the context of the overall Trust position and the separate Divisional positions.
A range of possible Trust bottom-line scenarios, including NHSI’s £11.8m surplus target were considered on April 6th. More work was planned
on finalising the preferred option prior to the Operational Plan submission deadline of April 18th. It was noted that every effort is being
employed to secure the £9.1m S&T funding.
FIP Action
It was agreed that a plan (agreed by a sub-group with delegated authority) would be submitted to NHS Improvement in line with a revised
deadline of April 18th.

10FIPReporttoMayTrustBoar

Page4of7
OverallPage84of106

3.

Other Key Performance Issues

National Targets
These are reported separately to the Trust Board and are presented to FIP to provide assurance that the Trust continues to perform well
operationally whilst facing increasing financial pressures. Performance reported to FIP on national targets is summarised below:

Target

Commentary
The Trust has continued to perform well against the 4-hour ED target.

4 Hour ED wait time

The continuing high level of admissions and the challenge of medically fit patients remaining in hospital has resulted in the high level of
escalation bed usage. The overall level of attendances has stayed high during February and March with a slowing increasing monthly average.

Cancer

The Trust has continued to perform well. Further validation following January data upload has identified a data error. This will be corrected
for the quarterly performance to ‘no breach if 31 subsequent drug’.

18 Weeks

The backlog continues to rise and urgent work is in train to understand the position and model the point at which the backlog will stabilise.

Stroke

The Trust and the CCG have established a Stroke Forum to improve overall performance and number of meetings have been held. The Trust
also established its internal task and finish group with support from an external independent advisor. An action plan is in place and a series
of actions are in hand, including validation of the data, appointment of two new consultants, increased speech and language therapy with the
intention of improved performance in Quarter 4.
The Trust met the target for patients with high risk TIAs being treated within 24 hours.

Diagnostics

The Trust is compliant with the diagnostic target and has developed an MRI action plan to ensure continued consistent performance in this
challenged modality. The February performance is also expected to meet the target.

FIP Action
No FIP Actions recorded.
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4.

Investment Decisions & Review

Business Case

Summary of Proposal

Agreed Action

Electronic Patient Records:

There has been protracted discussion on the potential options for delivering the Trust's
electronic patient record when iPM becomes unsupported.

FIP noted progress on the EPR
programme

Integrated Sexual Health Services:

Following notification that the Trust had been successful in winning the bid for delivering
Luton Borough Council's Sexual Health Services, information was presented to FIP
outlining the scale of the capital expenditure plan.

The Private Board meeting, which
included all FIP members, agreed to
the capital expenditure plans for the
new service

After an initial presentation at the January 27th meeting a full Capex was delivered to the
March Private Board meeting. At this meeting the full I&E and capital plan was considered,
including the requirement to have a central Luton Hub. The full benefits of winning the bid
were also considered.
Restorative Dentistry:

An opportunity has arisen to potentially bid for the restorative dentistry service for the
Bedfordshire and parts of Hertfordshire.
The proposal summarised the opportunity afforded to the Trust if it won the bid, although
it was recognised that there was no certainty it would be put out to tender.

Hospital Redevelopment:

In recent months it has been agreed at FIP to establish the revised cost of the project and
refresh the associated activity modelling.

Agreed in principle to proceed with
any tender that might be issued on the
basis that the development would pay
for itself. Estates costs to be signed off
by the Re-development Programme
Director
Establish a revised cost of the overall
redevelopment project.

It was noted at the January FIP that the actual costs of enabling schemes were over budget
and that the office block would keep the project within the original £19.9m envelope.

Post Go-Live Reviews:

Business Case

Summary of Proposal

Agreed Action

e-Rostering:

HR presented a summary of the e-rostering savings.

None noted
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5.

Other Matters

Terms of Reference for FIP were reviewed and slightly amended.
6.

Conclusion

The Trust Board is asked to note this summary of the FIP Committee deliberations from January 27th through to April 6th.
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BOARD OF DIRECTORS
Agenda item
Paper Title
Date of Meeting

11
Audit and Risk Committee
4 May 2016
Andrew Harwood – Director of
Lead Director
Finance
Paper Author
David Hendry
Indicate the impact of the paper:
Financial
Quality/Safety
Patient Experience
Governance
History of
Committee
Reporting and
Date
Links to Strategic
Board Objectives
Links to
Regulations/
Outcomes/Extern
al Assessments
Links to the Risk
Register

Category of Paper
To action
To note

Tick

For Information
To ratify
Equality

Clinical

Audit and Risk Committee Report for 16 March 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
External Auditors
Risks 20+ reviewed

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Audit and Risk
Committee.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:
 External Audit - Progress Report and Audit Plan
 Internal Audit – Status of 2015/16 Internal Audit Plan & Activity Reporting
 Counter Fraud – Annual Report and Resignation
 Assurance from Sub Committee - Clinical Outcomes Safety & Quality Committee
 Board Secretary Report
 Compliance Policy Review – Standing Orders, Standing Financial Instructions &
Scheme of Delegation
 Review of Terms of Reference
 Accounting Policies
 Operational Matters
 External/Internal/Counter Fraud Arrangements for 2016/17
 Private discussion with Auditors
ACTION REQUIRED
To note the 16 March 2016 Audit and Risk Committee Report
Public Meeting
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REPORT of 16 MARCH 2016 AUDIT & RISK COMMITTEE
MEETING
Please find attached the Report from the 16 March 2016 Audit and Risk Committee.
For governance and auditing purposes:

The Committee members Present were:
David Hendry, Alison Clarke, John Garner, Vimal Tiwari, Mark Versallion and Jill
Robinson



In attendance were:
Fleur Nieboer & Jodie Lusby (KPMG – External Audit), Paul Foreman (PwC –
Internal Audit), Gina Lekh (PwC – LCFS), Andrew Harwood, Jenny Pigott, and
Victoria Parsons.





Apologies were received by: Juliette Meek (PwC – LCFS)



Conflicts of Interest & Changes:
None identified.
The minutes/report of the previous meeting held on 13 January 2015 were approved as
an accurate record.

RECOMMENDATION:
The Board is asked to note this Report.

ANDREW HARWOOD
Director of Finance
May 2016
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Report from the Audit Committee
1. Introduction
This report updates the Board of Directors on the matters considered at the Audit & Risk
Committee on 16 March 2016.
The Board of Directors is asked to note the content of the Audit & Risk Committee Report.
2. Minutes of Last Meeting – 13 January 2016
The minutes of the meeting on 13 January 2016 were approved.
3. Matters Arising
An update on the matters arising from the previous meeting was provided. Of note, the
lack of medical representation since the interim Medical Director arrangements were put in
place was subject to significant debate. In the context of the Committee’s Terms of
Reference which encompass both clinical and non-clinical risk the Committee Members
agreed that there should be a commitment to regular representation at the quarterly
meetings and the Executive were asked to provide a solution.
The Committee also expressed their disappointment that the Review of Financial Control –
Planning and Forecasting had had to be deferred for a second time due to staff absence. It
had been hoped that this agenda item would help to inform and provide assurance on the
16/17 planning process.
4. KPMG External Audit
Progress Report and Technical update: No issues had arisen during the interim audit
which had been completed in February. The technical update included caps on pay for
agency workers, NHS planning guidance, overseas income and Q3 performance (national
statistics compared to L&D.)
Audit Plan: The three quality indicators had been selected – 18 week referral to treatment
time, A&E waiting times, and 90% of time on stroke ward. KPMG highlighted that as in
previous years due to materiality significant audit opinion risks would be valuation of Land
and Buildings, recognition of income, and management override of controls. The
Committee highlighted that there had been significant movements in Assets Under
Construction, Accruals and Provisions and were assured by external audit that these
would be carefully scrutinised. External Audit will clarify for the Committee what is included
in non-clinical income as the Trust was an outlier for this.
KPMG noted that in reaching their value for money conclusion they would be applying the
Code of Audit Practice published by the NAO in April 2015. As part of this they will formally
consider management’s assessment of the Trust’s ability to continue as a going concern. It
was explained that this fell in two parts. Firstly whether the hospital could guarantee
providing ongoing services and secondly whether it had financial stability and liquidity. If
the latter could not be substantiated it would lead to an ‘emphasis of matter’ in the audit
opinion.
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There was wider discussion on the hospital’s current and forecast liquidity. The Director of
Finance and Head of Financial Control advised that in order to maintain liquidity creditor
payments had been delayed and as such the 90% target for 30 day payment to suppliers
was unlikely to be achieved for 2015/16. The Director of Finance confirmed that he had
discussed the cash position with Monitor and the situation would be addressed once the
16/17 plan was submitted in April.
5. PricewaterhouseCoopers Internal Audit
Status of the 2015/16 Internal Audit Programme: Noted for all 5 audits undertaken in the
year to date management responses had not been provided within the 3 week deadline.
Responses in respect of the Estates audit submitted on 23 December 2015 were still
outstanding. This is to be highlighted in the Audit & Risk Committee Annual Report.
Activity Reporting 2016: The commencement of this audit had been delayed due to lack of
input to the Terms of Reference from the Trust. Action: Managing Director to respond
to the request for input to the Terms of Reference
Post Committee Update: The Managing Director emailed Internal Audit on 17 March with
suggested areas for the audit to focus noting these would benefit from further discussion
with GMs.
Finalised Safeguarding Report: The audit revealed a small number of issues. It was
concluded that members of the Safeguarding team should attend COSQ the following
week to clarify and present how they were to implement the required actions.
Follow up of previous actions: There were 15 overdue actions relating to previous year’s
audits. 11 related to Activity Reporting. A paper was tabled by the Director of Finance and
Board Secretary providing an update on 10 of the issues were provided during the
meeting. The implementation of the high risk recommendation in relation to outpatients
could not be confirmed prior to the meeting. Internal Audit are to verify all high risk
completed issues and a sample of the medium risk recommendations. Action: Managing
Director to close out all remaining issues from this audit.
The other outstanding issues will be picked up in the divisional governance audit currently
underway.
6. Counter Fraud - PricewaterhouseCoopers
PwC informed the Committee of their work since the last meeting including the Fraud Risk
Group’s second meeting.
An additional referral since the previous committee had been received relating to
employment of an individual with a fraudulent passport. Concern was raised about the
potential clinical risk associated with such fraudulent activity.
Post meeting this was investigated by the Chair of COSQ and it was determined that in
this instance there was minimal risk.
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Going forward Counter Fraud are to note further action by the Trust to ensure any
consequential issues have been addressed.
The Committee noted the Annual Report and requested a column be added for ‘Trust
Action’ to indicate whether the Trust had implemented the action and for the revised report
to be circulated to the Committee members.
The Fraud Survey response rate had been good. The responses are being analysed and
will be reported back to the next Committee.
7. Board Secretary Report
The Audit Committee noted the report from the Board Secretary and the work on the
Assurance Framework & the Risk Register as at March 2016, two risks had been
downgraded. Risk 620, in respect of CIP targets, current position was noted as being
incorrect – metrics are not currently being reported to FIP.
It was requested that in future risks with a value of 15 or above would be reported rather
than 20 and above.
8. Sub Committee Updates
COSQ: There had been improvements to output from both Clinical Effectiveness and NICE
Guidelines Committees. The new Clinical Risk Management sub-committee is working
well. Clinical audit plans will be in place for May.
Executive Board: no issues.
FIP: It was noted that: the Chair of FIP had not received the analysis required to support the verbal
assurance given regarding the Q3 FRR at the time of the Audit & Risk Committee;
 the year-end forecast was significantly dependent on agreement of the CQUIN
results with the CCGs and obtaining the £2.5m DoH revenue grant
 the month 11 results anticipated receipt of £1m of the DoH revenue grant. The
Director of Finance provided assurance that this was in line with Monitor direction
9. Review of Audit & Risk Committee Terms of Reference and Workplan
Agreed with minor change to membership section to specifically state ‘excluding chair’.
10. Scheme of Delegation
Amendments are required to reflect the introduction of the national agency caps. The
Committee were advised that Internal Audit would be requested to undertaken an audit in
2016/17 to assess compliance with the Scheme of Delegation.
11. Accounting Policies 2015/16
The draft accounting policies were presented and approved for application in producing
the 2015/16 Financial Statements.
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12. Operational Matters
16/17 Operational and Strategic Plans – the Director of Finance outlined the requirements
and the work that was underway to comply with Monitor deadlines.
Monitor Visit 10/11 March 2016 – the Director of Finance provided an update on the visit
noting in particular the discussion around the Trust’s cash challenge and how this would
be addressed either as a result of negotiating sustainability and transformation funding or
application for a distressed finance loan.
External, Internal Audit and Counter Fraud left the meeting.
13. Internal Audit, External Audit and Counter Fraud Arrangements 2016/17
As all three contracts are due to expire in 16/17 the Committee discussed potential options
to re-tender these services. The Chair of the Audit & Risk Committee and Director of
Finance are to take this forward.
14. Any Other Business
None identified
15. Date of Next Meeting: 18 May 2016 Time to be confirmed
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Category of Paper

Charitable Funds Committee Report
to Board of Directors
4 May 2016
Andrew Harwood – Director of
Finance

Paper Author
Andrew Harwood
Indicate the impact of the paper:
Financial
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To action
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Clinical

Governance

Charitable Funds Committee 2nd March 2016

Links to Strategic
Board Objectives

Objective 5 – Progress Clinical and Strategic Developments
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position

Links to
Regulations/
Outcomes/External
Assessments

Links to Monitor in relation to Trust Governance Framework

Links to the Risk
Register

Tick

N/A

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Charitable
Funds Committee held on 2 March 2016.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:



Chairman’s Announcements
Bid for review

ACTION REQUIRED
To note the 2 March 2016 Charitable Funds Committee Report.

Public Meeting
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REPORT of 2 MARCH 2016 CHARITABLE FUNDS
COMMITTEE MEETING

Please find attached the Report from the 2 March 2016 Charitable Funds
Committee.
For governance and auditing purposes:

The Committee members Present were:
Clifford Bygrave, Alison Clarke, John Garner, David Hendry, David
Carter, Andrew Harwood, Mark England, Angela Doak, Danielle
Freedman, Simon Linnett, Mark Versallion and Vimal Tiwari



In attendance were:
Jenny Pigott



Apologies were received by:
Pauline Philip, Jill Robinson, Pat Reid



Conflicts of Interest & Changes:
Other than dual interest for the committee members for the Trust and
Charitable Funds, none identified



The minutes/report of the previous meeting held on 28 October 2015 were
approved as an accurate record.



Date of Next Meeting – TBC

RECOMMENDATION
The Board is asked to note this Report.
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Report from the Charitable Funds Committee
Introduction
This report updates the Board of Directors on the matters considered at the Charitable
Funds Committee on 2 March 2016.
The Board of Directors is asked to note the content of the Charitable Funds Committee
Report.
CC277 Chairman’s Announcements
The Chair informed the Committee of three matters that had arisen and been dealt with
since the last meeting: Approval for a request for funding of hearing loss kits £500
 Approval for a request for funding of wound management simulator £1,400
 As agreed at the Board both ED and Cancer Services have benefitted from a thank
you meal/ refreshments totalling £2,500 funded by charitable funds
 Approval for a request for funding of a Bladder Scanner to build resilience for the
equipment library £6,700
 Approval for request of funding for additional licences for the fundraising database
£2,000
 Approval by NEDs to fund CQC thank you chocolates for all staff £8,000
CC279 Minutes of Last Meeting – 28 October 2015
The minutes of the meeting on – 28 October 2015 were approved.
CC280 Matters Arising
All matters arising identified in the minutes were confirmed to have been actioned.
CC281 Bids
The Committee received 2 bids which both required further clarification. The Committee has
asked that the bids be resubmitted (Action):(1) New Dementia Assistant Post – the bid did not demonstrate that the Trust had
considered this during budget setting and that this was gold standard.
(2) Application for Chapel Renovation – Information from estates insufficient to
inform decision
CC282 Schedule of Meetings
The Chair of the Committee advised that the he was unavailable for 6 April. A revised date
for this meeting is to be confirmed. The later dates of 27 July and 2 November were noted.

12ReportfromtheCharitable

Page3of4
OverallPage96of106

CC283 Any other Business
The Statement of Recommended Practice (SORP) required change for the production of the
Annual Report and Accounts was highlighted. It was agreed that the charitable funds would
be produced to comply with FRS 102.
It was noted that HMRC had issued new model gift aid forms to be used for all new
declarations made on or after 6 April 2016. Fundraising had put the revised forms in place to
ensure the Charitable Funds were compliant.
The most recent investment portfolio valuation is to be circulated outside of the meeting.
(Action)
CC 284 Date of next meeting
To be confirmed.
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Hospital Redevelopment Report

Date of Meeting

4 May 2016

Lead Director

Pauline Philip, Chief Executive

To action
To note
For Information

Paper Author
David Hartshorne
Indicate the impact of the paper:
Financial
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Patient Experience

Equality

Clinical

Governance

Redevelopment Programme Board, 17 February 2016 and 13 April 2016
Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan
Monitor
HSE
CQC
All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project
SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The FBC is progressing and will be aligned with the outcome of the STP process. The programme
and cost plan will be updated to reflect the STP timeline.
The AECOM team has submitted the deliverables required by the contract to develop the design
for the Services Block.
The Orthopaedic centre, the new Theatres and Ward 19B are now complete. Work will start in May
on ward 19A within St Marys.
The redevelopment team are supporting the delivery of the new sexual health services clinic at
Cresta House in the centre of Luton.
ACTION REQUIRED
The Board is requested to note the report.
Public Meeting

Private Meeting

1
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REDEVELOPMENT PROGRAMME BOARD REPORT
18 April 2016
TO BOARD OF DIRECTORS
1. Introduction
This report updates the Board of Directors on the progress of the Redevelopment Programme
2. Governance
The Programme Board met on 17 February 2016 and 13 April 2016. The Terms of Reference for
the Board were reviewed and approved.
3. Main scheme
The Development Control Committee at Luton Borough Council approved the planning application
for the redevelopment at the meeting on 10 February. A section 106 agreement to reflect the
requirement for a contribution of £15,000 from the Trust to support the evaluation of parking
control measures has been agreed. The formal issue of the decision is expected before the end of
April.
Supplementary reports on noise from the proposed helipad are being discussed with the Council.
The application for the helipad is now expected to be taken to Committee on 23 May.
3. FBC Progress
Work continues on the FBC, albeit the outcome of the STP will need to be factored into the case
and therefore, the timescale has been extended to accommodate the STP timetable. The cost
plan will continue to be updated in order to reflect any changes to the programme scope in light of
the outcome of the STP work.
AECOM submitted the deliverables required under the design contract for the Services Block on
time. The AECOM team have now been stood down pending a decision on design of the balance
of the scheme in relation to the STP.
Teams from AECOM are still in place supporting the works on ward 19A, the refurbishment of
wards 10/11/12 and the new sexual health services clinic at Cresta House.
4. Programme Risk Register
A risk register has been developed for the programme. This design and technical risks have well
developed, but there is a need to broaden this to encompass the wider risks, such as IT and
workforce issues, faced by the Trust. These broader risks will be developed further at a risk
workshop for key Trust staff.
5. Activity Model
The Activity Model will be updated and refreshed in order to reflect any changes that have
occurred since the OBC was prepared; this will take into account the STP for Bedfordshire, Luton
and Milton Keynes.
6. Energy Centre
Work is progressing on the Outline Business Case for the Energy Centre; the planning application
will be deferred until the procurement process has been concluded as there may be significant
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changes to the building envelope depending on the approach to be followed by the bidders.
7. Enabling works
a. Orthopaedic centre. This is now fully operational.
b. Temporary theatres. The theatres are now operational, and all supplementary
works are complete.
c. Ward refurbishment.
i. Ward 19B in St Marys is now complete.
ii. Construction of ward 19A will commence in May.
iii. Design work on wards 10, 11 & 12 is in progress and decant opportunities
are being explored.
d. Office block. Options are still being evaluated and will be finalised once the STP
implications are understood.
8. Redevelopment Team
The redevelopment team is supporting the delivery of the new sexual health service clinic at
Cresta House in the centre of Luton. The team has supported interim moves to establish the new
hub and spoke model at the commencement of the service on 1 April. The new centre should be
open in September.
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4.
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BOARD OF DIRECTORS
Agenda item

14

Category of Paper

Paper Title

Risk Register

Date of Meeting

4th

Lead Director

All Directors

To action

May 2016

To note
For Information

Paper Author
Victoria Parsons – Board Secretary
Indicate the impact of the paper:
Financial

Quality/Safety

History of
Committee
Reporting and Date

Links to Strategic
Board Objectives

Links to
Regulations/
Outcomes/External
Assessments
Links to the Risk
Register

Tick

Patient Experience

Equality

To ratify
Clinical

Governance

Clinical Outcome, Safety and Quality Committee 24th February, 23rd
March, 20th April 2016
Executive Board 26th April 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Implement our New Strategic Plan
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
Monitor – Trust Governance Framework
CQC – All regulations and outcomes
MHRA
All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT

To update the Board on action taken to mitigate against the identified Board Level High
Risks
SUMMARY/CURRENT ISSUES AND ACTION


To ratify the new board level risks identified through the risk review group

ACTION REQUIRED

To note progress to date and identify any concerns or further risks that need to be
added/revised
Public Meeting

14RRMay2016.doc

Private Meeting
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Risk Register Governance
The are 30 Board Level Risks on the Risk Register (34 in February 2016). 30% are currently high
risk (15+).

% high risk April 2013 - May 2016
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All the Board Level risks are up to date with an action plan.
Board of Directors Review
The Board reviewed the risks on the 3rd February 2016.
Risk ref
620

Risk Description
CIP Targets

944
617
650
945
669
903
994
1010
861

Financial position
Telephony
Bed Pressures
CCG verifications and payment
Appraisal
Integrated Care
C Diff 2015/16
HSMR
Pathnet

Agreed conclusion
Close for 2015/16 and review for new financial
year
Review and maintain risk
Reduce risk
Review risk and maintain
Maintain and include references to CQUIN
Maintain risk
Close risk
Close risk
Maintain risk
Maintain risk

Emerging risks to be considered:
 Transport
 High resource patients
 Hospital Redevelopment
Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 24th February, 23rd March, 20th April 2016
Risk ref
650
669
968
1018
776
606
921

Risk Description
Bed pressures
Appraisal
Cath Lab use for flow
HSMR
Paeds ED
Endoscopist on call
Streaming in ED

14RRMay2016.doc

Agreed conclusion
Review risk and maintain
Maintain risk
Review risk
Maintain risk
Review risk
Close risk
Reduce to divisional risk
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New emerging risks to be considered:
 Needs Based Care
 Review of all bed pressure risks
 Therapist vacancy rate
 Impact of Deanery Visits
Executive Board Review
The Executive Board reviewed all Board Level Risks on the 26th April 2016.
Risk ref
944
650
669
1010
813

Risk Description
Financial position
Bed Pressures
Appraisal
HSMR
Pressure Ulcers

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk

Risk Review
New risks were reviewed between the 16th January and the 21st April 2016.
12 risks were approved for the risk register one at Board Level although three were assigned as
Trustwide Risks
1113 – CIP attainment 2016/17
1116 – Impact of non-achievement of Financial Target FY 16/17
1117 – CCG verification processes identify reasons for non-payment 16/17
11 risks were closed, five at Board level:
903 – Integrated Care – new risk assessment for Needs Based Care
994 – C Diff target 2015/16
606 – No overnight Endoscopist
620 – CIP attainment – close and open risk for 2015/16
944 – Impact of non-achievement of Financial Target
945 – CCG verification processes identify reasons for non-payment
1 risk was reduced from a Board Level risk to a Divisional Risk
921 – Streaming from ED to Urgent GP Clinic
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BOARD OF DIRECTORS
Agenda item
15
Paper Title
Board Secretary Report
Date of Meeting
4th May 2016
Lead Director
Chief Executive
Paper Author
Victoria Parsons – Board Secretary
Indicate the impact of the paper:
Financial

Quality/Safety

History of
Committee
Reporting and Date
Links to Strategic
Board Objectives
Links to
Regulations/
Outcomes/External
Assessments
Links to the Risk
Register

Patient Experience

Equality

Category of Paper
To action
To note
For Information
To ratify
Clinical

Tick

Governance

N/A
All Board Objectives
Monitor – Governance Framework
N/A

PURPOSE OF THE PAPER/REPORT
To report to the Board progress with amendments against the Trust Governance structures and
processes.

SUMMARY/CURRENT ISSUES AND ACTION





Council of Governors
Membership Strategy Update
Use of the Trust Seal
Non-Executive Directors

ACTION REQUIRED
Board are asked to:
o Note the report
o Note the use of the Trust Seal
Public Meeting

Private Meeting
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1. Council of Governors
There are currently three vacancies on the Council of Governors
1) University of Bedfordshire (actively seeking a replacement)
2) Bedfordshire CCG
3) Hertfordshire Valley CCG (Trust has never had a representative)
The next election process initiated in May 2016 and will end July/August 2016. The Trust
has the following seats:
 5 public governors – Luton
 1 public governor – Bedfordshire
 1 staff governor – Amin, Clerical and Management
 1 staff governor – Ancillary and Maintenance
 1 staff governor – Nursing and Midwifery
2. Members
The last Ambassador newsletter was issued in February 2016 and the Medical Lecture
about sepsis and anti-microbial prescribing was held on the 27th April 2016 and was
attended by over 100 members and governors.
3. Use of the Trust Seal
Date used
31/3/16
12/4/16

Seal
Subject
number
114
o Affidavit for Packet Crane fund for
Women and Children
115
o Section 106 agreement with Luton
Borough Council in respect of a
payment for the contribution for car
parking studies

Supporting
information
N/A
N/A

4. Non-Executive Directors
The Council of Governors will be ratifying the proposals for the Non-Executive Directors
terms of office on the 11th May 2016.
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