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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 27 May 2015
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
Dr Mark Patten, Medical Director
Mr Mark England, Director of Re-Engineering
Mr Cliff Bygrave, Non-Executive Director
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 M Versallion, Non-Executive Director

In attendance:

Ms Marion Collict, Director of Transformation
Ms Victoria Parsons, Board Secretary
Mrs Anne Sargent, Executive Assistant (minute taker)
7 members of the public, 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 at the end of 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.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 25 MARCH 2015
The minutes were approved as an accurate record.
Proposed:

4.

C Bygrave

Seconded:

J Garner

MATTERS ARISING (ACTION LOG)
The Board noted the actions taken.
C Bygrave took the opportunity to request an update on the Bedfordshire CCG
2014/15 contract, A Harwood confirmed the contract had been agreed and that a full
& final settlement had been reached with residual payments promised on 1 June.
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5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report.

6.

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
High Resource Patients – we are working with LCCG to agree an important CQUIN
which we believe could have a genuine impact on attendances to ED.
Reducing Medically Fit for Discharge Patients – the Board acknowledged the
significant impact of this issue with regards to bed numbers but more importantly on
the care of patients.
Contract Negotiations 2015/16 - activity has not decreased. The majority of
contingency areas remained open, having a real impact on staffing numbers and the
use of agency nurses. We continue to try to work within the available tariff and are
looking very closely at agency staffing.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received the report. The following
points were noted and discussed:
P Reid reported that pressure ulcer training for new nurses is being re-invigorated,
incidents in March & April show no real themes, these are however, being
investigated and learning will be shared.
M Patten highlighted that we have a low target number for C Diff and are working
hard to avoid any cases. The CEO explained that the national formula was
established when infection was a bigger problem and works in such a way that the
better you perform, the lower your target becomes.
P Reid noted that patient experience data remains stable and that Friends & Family
Scores now include paediatrics. The Chairman noted the complaints response rate
has deteriorated. M Collict explained that the key reason we struggle to meet the 30
day target is around access to records. The expectation was that Evolve would bring
a significant improvement although it has not been as straightforward as we would
have expected. Staffing issues have also contributed to the Paediatric backlog. The
CEO added that this is being looked at by the complaints board, a key issue
identified is the number of people who need access to records in order to respond,
and the difficulty of them all accessing the paper record within the timescale. M
England added there is more we can do to change the process and use the system
better.
D Carter noted that financial performance and operational performance has declined
in the FT system, whilst we have remained steady. Cancer targets and 18 week
targets continue to be delivered. The 18 week backlog is now at its lowest since
December, which indicates that our efforts are working. We continue to struggle with
the stroke target, although we have improved slightly.
The other area of
disappointment is that of diagnostic waits. The Trust remains fully compliant with
Monitor targets.
Finance Report – the Board received the report noting the following:
The year-end surplus was achieved, however, non-recurrent measures contributed to
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our performance. The Luton and Bedfordshire CCG contracts are now resolved. We
anticipate that the auditors will give an unqualified opinion this morning. We believe
that only FTs breaking even or better will be considered for investment by Monitor.
C Bygrave noted that the EBITDA level percentage is near to what we were aiming
for. The accounts indicate that we have 2 months cash in hand which is an
appropriate level and demonstrates the need to keep on top of our debtors. He
explained that the contract value is paid monthly in 1/12th sums. We expect to
continue to have a high level of debtors during the year, and agree that cash has to
be managed effectively and efficiently. J Robinson reiterated that the cash position
will have implications for investments that we wish to make.
Workforce Report – the Board received the report, noting the following:
A Doak noted that we are working proactively with universities to ensure that we are
able to recruit all newly qualified staff. She explained to the Board that the CEO is
now chairing weekly meetings to focus on agency usage. C Bygrave asked if the
Trust is content with nurses’ pre-employment checks. A Doak responded that we are
satisfied that we meet the criteria for local checks. For overseas recruitment we work
with agencies that carry out stringent checks. She added that the NMC have done a
tremendous amount to improve and support the process of overseas recruitment.
The Nursing Revalidation section of the Executive Board Report expands on this.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights, addressing questions at the end of the
report:
Integrated Care – the CEO advised that we have launched cluster one (one of the
Luton clusters), as the first roll-out of integrated care for patients over 75, to provide
them with continuity of care, inside and outside of the hospital (by one clinician). M
Collict added that the main issue with Bedfordshire is that the key community
provider is not yet engaged with us, a further meeting is scheduled for next week.
LCCG have confirmed that Cambridge Community Services will continue as the
provider of community care.
Deanery issues – in response to a question, the CEO explained that there is an
outstanding issue in Medicine around the role of medical registrars during the night, a
diary exercise is taking place to understand their workload.
Communications Review – the report from the review has been received, we have
an agreed structure and are aiming to advertise posts shortly.
Nurse Re-validation – P Reid outlined the 5 key areas that nurses need to provide
evidence of meeting, in order to maintain validation.
Hospital Re-development – a meeting took place with Nick Rose, Independent
Trust Financing Facility, who was supportive of financing a number of enabling
schemes prior to the full business case. The ITFF committee will now consider the
proposal.

9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the report which was taken as read.
A Clarke highlighted that all Divisions have presented clinical audit programmes for
2014/15, the Committee had agreed to change the annual planning timetable and
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received assurance on governance processes from the Medical Division. M Patten
presented mortality data, noting that all surgeons are within expected limits.
10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
The Board received the report, with attention drawn to the following:
J Robinson noted the focus had been to look at the operational plan and budgeting,
along with CIP reporting and monitoring. She summarised that 2015/16 is
challenging and that we are alert to issues.

11.

CHARITABLE FUNDS COMMITTEE REPORT
The Board received the report, with attention drawn to the following:
The Chairman announced that C Bygrave finishes his term as a Board member at
the end of July, he has been invited to remain as chair of CFC which has yet to be
ratified.
C Bygrave noted that the minutes are draft and not yet approved by the CFC. The
name of M Versallion will be added as ‘present’.
The Chairman added that we need to capture as many donations as we can.

12.

AUDIT & RISK COMMITTEE REPORTS
The Board received the reports, with attention drawn to the following:
C Bygrave noted that the external auditors had no significant issues to report at this
stage. The subsequent meeting was reported verbally. Final accounts were
approved by the committee, there were no concerns or adjustments required. The
Committee agreed to a change in the value of the estate, the figure was not included
in the accounts as there was a large enough reserve to cover the write off and it is
now shown in the valuation sheet. C Bygrave noted that he will be replying to item
268 as is required by company law.

13.

RISK REGISTER
Victoria Parsons reported Board level risks, noting the following:
November saw an increase in high risks which is now reducing, a Board Seminar
would provide opportunity for review. The following new risks have been added:



14.

988 – Pharmacy 7 day service model – the CEO added that initial agreement has
been reached with the department that there will be some additional resource.
944 – C Diff Target 2015/16.

BOARD SECRETARY REPORT
The Board received the report and noted the information contained therein, with
attention drawn to:
Constitutional Amendments – the Council of Governors had ratified a
Constitutional Amendment on electronic voting, which was endorsed by the Board.
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ANY OTHER BUSINESS
No further business was raised.
QUESTIONS/COMMENTS FROM THE PUBLIC

1. Complaints handling – should people working on these have multiple screens
available to help with working through the record. The CEO responded that we
recognise that the electronic system does not completely solve the problem and
that we have to find ways of making it easier. She outlined the challenges faced
by the key people involved in preparing the responses. The longest part of the
process is the investigation period.
2. A compliment was noted in terms of 3 occasions of being seen ahead of
appointment time.
SUMMARY OF ACTIONS
To be made available after the meeting.
15.

VP

DETAILS OF THE NEXT SCHEDULED MEETING:
Wednesday 22 July 2015, 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

To provide the Board with a written account of progress against action points.
SUMMARY/CURRENT ISSUES AND ACTION
Matters arising to be addressed.
ACTION REQUIRED
To note the actions taken with reference to the Minutes.
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BOARD OF DIRECTORS
ACTION LOG arising from meeting held on 27th May 2015 and prior meetings
ACTION (INCL ANY REFERENCES)

Date

Responsible REPORT ON PROGRESS OR COMPLETION

Questions from the Public – FOI Requests
Include in the report the number of requests where the FOI Act
Exemptions were applied and the information not provided.

27/5/15

ME

4ActionLogMay2015.doc

Included in the quarterly report in the Executive Board
Report July 2015.
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LUTON AND DUNSTABLE HOSPITAL NHS FOUNDATION TRUST
CHIEF EXECUTIVE’S REPORT
JULY 2015

1.

TRANSFORMING QUALITY

I am delighted to report to the Board that more than 2,500 members of staff participated
in our 7 Day Staff Engagement event. The overall purpose of the event was to improve
safety and quality.
During the event we also had our ‘Thank You Day’ to express the Board’s appreciation
to staff for their dedication and commitment to our patients. The day gave us the
opportunity to highlight the work of clinical specialties in the poster competition and to
say a special thank you to staff from the Trust who work in developing countries during
their annual leave.
We will update the Board of Directors in September on the projects and initiatives that
will be taken forward from the engagement sessions.
Since the event, I have written to all staff thanking them for the participation. I also took
the opportunity to remind them of the importance of raising any issues concerning
quality and safety and reassured them that this can be done confidentially.

2.

PUBLIC ENGAGEMENT

We have recently held two ‘open house’ sessions to engage with our patients, members
and the general public. The sessions were attended by small numbers of people and
the feedback concerning the work of the hospital was generally positive. The detailed
feedback from the sessions will now be reviewed and any appropriate issues will be
addressed.

3.

NATIONAL GMC SURVEY

The national training survey is a core part of the work carried out by the General Medical
Council each year to monitor the quality of medical education and training in the UK.
Every year they run a comprehensive survey asking all doctors in training for their views
about the training they are receiving.
We are pleased to note that this year’s survey shows real improvement. Currently each
Faculty lead is undertaking a detailed review of the results and will work with the
Director of Medical Education to identify areas for further improvement.
1
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4.

HEALTH EDUCATION EAST OF ENGLAND QPR VISIT

Each Trust across the East of England who provides educational/training placements
has a Quality and Performance Review (QPR) monitoring visit as part of the quality
improvement process every three years. The purpose of the QPR is to review the trusts
performance against the Learning and Development Agreement. This includes the
General Medical Council and non-medical commissioned programme standards and the
quality measures defined through the Quality Improvement Framework. The reviews
triangulate the evidence gathered through HEEoE’s quality management processes, to
ensure that the quality of the education and training within the Trust and education
providers is continually improved.
The Trust Multi-professional QPR took place on Friday 3rd July 2015, led by the
Postgraduate Dean. During the day the Trust had an opportunity to present evidence to
support the work of the various Faculties and the visiting Team met with a wide range of
students and trainees.
The overall verbal feedback from the visiting team was very positive and we look
forward to receiving the full report. Formal feedback is scheduled for Thursday 6th
August 2015.

5.

EMERGENCY CARE

During recent weeks we have been working with neighbouring Acute Trusts and the four
System Resilience Groups that cover Hertfordshire and Bedfordshire, to consider the
best strategy for the future of Emergency Care in the patch. The work has informed a
bid that we have submitted to the Urgent & Emergency Care Vanguard Programme.

6.

25 YEAR VISION FOR THE NHS

Jeremy Hunt set out a 25 year vision for the NHS in a wide ranging speech on 16 July.
The speech included an ultimatum to the BMA over seven day working and promised
the service fewer targets in return for more transparency. He also announced that
Monitor and the TDA would be brought together as a single provider regulator called
‘NHS Improvement’.

7.

DIRECTOR OF MEDICAL EDUCATION

During our Thank You Day on Friday 3 July we also had an opportunity to thank Dr Mark
Alexander for his enormous contribution to the organisation during the last 12 years. I
am sure that the Board of Directors will wish to record their thanks to Mark. He will
2
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continue to work with us as a Consultant Radiologist as well as devoting some of his
time to the Royal College or Radiologists.
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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.
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Quality & Performance Report
July 2015

May / June 2015 data
Medical Director
Chief Nurse
Managing Director

7.1QualityPerformanceRepor
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Patient Safety Thermometer

Safety Thermometer

Safe

Effective

Caring

Responsive

Harm Free Care (corporate objective 2 and quality priority 1)
The Trust continues to achieve a high percentage of harm free care
(98.5% in May and 97.9% in June). This was slightly lower than last month
but comparable with the same period last year.
Pressure Ulcers (corporate objective 2 and quality priority 1): Following a
slight rise again in May, the number of pressure ulcers reported in June
has reduced to below normal limits, showing an overall reduction of 22%
for category 2-4 (55% of category 3 ulcers). Whilst we can celebrate this
reduction in incidence we need to be vigilant with regards to pressure
ulcers on patients heels; in May 8 of the 17 pressure ulcers occurred on
heels.

Pressure
Pressure
Ulcers
Ulcers

Root Cause Analysis of all hospital acquired category 2 and 3 pressure
ulcers highlighted that inaccurate documenting of risk factors from
admission and throughout the patient’s stay, may have led to some
delays in the prompt implementation of some key prevention measures
i.e. mattress, heel protection. The Tissue Viability team is working to
address and improve this.
To increase skin awareness, the Tissue Viability Team also held a Pressure
Ulcer Summit for Ward Leaders to share good practice and identify
barriers to provide consistent pressure area care within their ward areas .
This involved the identification of a number of long term goals and quick
wins, some of which have already been actioned including: having a
'message of the week' on good skin care; senior nursing staff completing
the 'pressure ulcer self study work book‘; reviewing the content of all key
training sessions.
Improvements will be monitored through the collection of SSKIN bundle
audit data via the bi monthly nursing Quality Performance Meetings and
by the tissue viability team during weekly mattress audits.

7.1QualityPerformanceRepor
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Safety Thermometer

Safe

Effective

Caring

Responsive

Falls with Harm (prevalence):
In May there were two low harm falls during safety thermometer
collection period. Both patients sustained minor head injuries
that required extra monitoring as per the head injury pathway.

Falls

In June there was 1 low harm fall, the patient fell and sustained a
minor skin tear.
Patient Falls (incidence):
May - There were 63 inpatient falls, three of these falls caused
moderate harm. One patient had a dislocated hip manipulated
under anaesthetic and two other patients sustained head
injuries. These falls are currently undergoing internal
investigation.
June - 57 inpatient falls were reported, which is a reduction of
9.5% from the previous month. Two patients sustained hip
fractures following their falls which required surgical
intervention; following internal investigation these were deemed
unavoidable. There was one patient who fell and fractured their
zygoma, this is being managed conservatively and all falls are
RIDDOR reportable only.
The result of all RCA investigations and any actions identified are
disseminated to the divisions where identified actions are
followed up and progress monitored.
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VTE

Catheter Acquired UTI

Safety Thermometer

7.1QualityPerformanceRepor

Safe

Effective

Caring

Responsive

Use of Urinary Catheters:
Despite a high number of hospital admissions the use of catheters has
decreased by 0.9% in May with a further drop of 1.77% in June.
High usage of catheters continues to occur across the Medicine and
DME directorates for patients with Acute Kidney Injury and sepsis which
required accurate fluid balance management as well as patients who had
been diagnosed with urinary retention.
The CNS for continence continues to work closely with high use areas
ensuring that a robust system is embedded within ward areas which
ensures that there is a daily patient review of the need for a urinary
catheter.

Venous Thrombo – Embolism (VTE) Risk Assessment:
Compliance with undertaking VTE risk assessments has remained above
95% for May and June. It continues to be challenging to ensure the risk
assessments are completed in a timely manner. The Prescribing and
Medicines Administration (ePMA) has been rolled out into all adult acute
ward based areas. The current version of ePMA does not include a VTE
module; an upgrade taking place in September will include this useful
facility. It is anticipated that the use of the electronic system will support
more timely completion of VTE risk assessment and prescribing of
appropriate prophylaxis.
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Never events and serious incidents

Incidents

Safe

Serious Incident Investigations
The following incidents are being investigated:
May
Attempted suicide
Cardiac arrest of patient in sickle crisis
June
Near Miss – drug administered into an arterial line (no harm)
Still birth at 28 weeks
Still birth following placental abruption
Pressure Damage and SIs - The updated NHS England SI framework
came into effect from 1st April. There is no longer a requirement to
blanket report all Grade 3 and 4 pressure ulcers. Only those where
there have been failings in care are reported as Serious Incidents. The
new process now requires a quarterly analytical report of all Grade 3
and 4 pressure ulcers to the CCG in order to demonstrate and share the
learning that has taken place. Since February, there have been no cases
of avoidable Grade 3 or 4 pressure ulcers.

Effective

Caring

Responsive

Duty of Candour
The Trust Duty of Candour policy has been updated and published
along with a range of templates to be used. Presentations have
been given to Divisional Board meetings and Directorate Governance
meetings and will continue at various forums in order to support
implementation of the policy into practice. Leads have been
identified and additional training will be given so that they can
support others.
A weekly report is being sent out to Divisions so that incident
severity can be validated and Duty of Candour followed through for
relevant incidents. A direct email has been set up for staff who have
questions about Duty of Candour (dutyofcandour@ldh.nhs.uk)
Prescribing insulin safely for inpatients
A National ‘Mortality and Morbidity in Diabetic Inpatients’ project
has completed a robust analysis of the harm events suffered by
people with diabetes. The common themes identified were:
• staff awareness of the relationship between food quantity/type
and insulin dose requirements (patients eating less carbohydrate
than usual may need less insulin);
•staff failure to appreciate the importance of insulin administration
timing (with food);
•assorted insulin prescribing and administration errors.
The report also outlined some key hazards that could be attributable
to electronic prescribing systems. Whilst they recognised that
electronic prescribing has demonstrated overall safety, it is still
important that we recognise that for insulin prescribing some system
functions may unwittingly increase the risk of harm.

7.1QualityPerformanceRepor

The full report is being considered by our Consultants with special
interest in Diabetes who will consider key changes that might reduce
these harms.
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Safe

Effective

Caring

Responsive

Cleanliness and Hand Hygiene

MRSA and C.Difficile

Infection Control

MRSA Colonization: Treatment of MRSA colonization with daily antimicrobial washes in known MRSA positive patients prior to the results of
re-testing has been implemented in the older peoples' wards. This should reduce the risk of an MRSA bacteraemia particularly for patients
with very fragile skin. The effectiveness of these prophylactic washes with Octenisan will be reviewed after 6 months to consider a wider roll
out across all wards. The MRSA care plan has been updated to reflect this current change in practice.
Electronic Hand Hygiene Monitoring Pilot: The system is live and the pilot wards have been provided with dashboard access.
Ward Sisters will be sharing the audit findings with their teams and exploring barriers to compliance. The aim is to deliver a 15% improvement
on performance over the next three months. The Director for Infection Prevention and Control will report the audit results monthly to the
Clinical Operations Board.

7.1QualityPerformanceRepor
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Mortality

Safe

Effective

Caring

Responsive

Hospital Standardised Mortality Rates (HSMR): The national benchmark
being used is December 2014. The newly rebased HSMRs show that the
Trust’s mortality rates have deteriorated relative to other hospitals and is
now at 109, showing standardised mortality ratios outside (higher than) the
normally expected levels.
Before HSMRs were rebased the Trust’s
mortality had for some time been showing as better than the national
average. This suggests that either the Trust’s own mortality has worsened
or that, if it has improved, it has done so at a slower rate than the country
as a whole – leading to a relatively poorer position.

HSMR/SHMI

January saw 145 deaths in the Trust – well above average and the highest
monthly total since December 2008. A sample of these deaths has been
audited by the Mortality Board. This week the three specialties reporting
the highest HSMR during January will meet with the Mortality Board to
agree further action.
Death rates in February and March were more in line with previous years.
In April we had 123 deaths however June’s crude mortality rate is the
lowest we have achieved for the month of June since we started this report
in 2005. There were 83 deaths in June. The crude mortality rate for the 6
months so far this year (13.5) is 0.9 worse than last year but 0.6 better than
2013.
**HSMRs were rebased from the August 2014 data to reflect
improvements nationally. Blue indicates that mortality is similar to
others and not statistically a negative or positive outlier.

Fractured Neck of Femur: HSMR for #NOF remains well below national
average. Three patients in May were not admitted directly to Ward 23
because they needed admission to the stroke unit (1 patient) and HDU (2
patients).
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Cardiac Arrest Rate

Safe

Effective

Caring
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May/June: There continues to be a downward trajectory in the
number of cardiac arrests in the last 4 months. The average cardiac
arrest rate in the last 6 months is 1.14 which compares to the cardiac
arrest rate of 1.9 in the same period last year.

Cardiac Arrest Rate

Work on the deteriorating patient improvement programme
continues, recent important developments include:
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1.Use of the electronic system feedback to the wards on the
timeliness of their observations has commenced. This is in terms of
the % of patients with overdue observations and the average time
that they are overdue. There has been a 26% improvement since
the baseline was calculated in August last year. A review of the
hardware available for both undertaking the observations and
viewing the observations has taken place, and additional hardware is
in the process of being installed.
2.The Resuscitation Committee are leading a stream of work which
looks at ensuring patients, especially those who are deteriorating,
have appropriate ceilings of care set. This will include the provision
of training for senior staff in having difficult conversations regarding
‘end of life’ decisions. The Resuscitation committee are working with
UCL Hospital who will provide the training and have requested
volunteers from all the divisions to take part in this training.
3.From July 2015 all patients referred to the Critical Care Outreach
Team are flagged on ExtraMed allowing easy identification of all
critically ill patients on the ward throughout the Trust. Once the
decision has been made by the Intensive Care Consultant to transfer
a patient to a High Dependency or Intensive Care bed this
information is immediately available to the Bed Management Team
who are then able to facilitate the transfer.
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Improving dementia care through collaborative
working across the local health economy:

NHS England published the May Friends and Family Test (FFT) results on 2nd
July. From April 2015 the inpatient scores also include Day Cases and
Paediatric Wards; whilst the Emergency Department (ED) return now includes
Paediatric emergencies.
For April and May the inpatient recommend score increased from 92% to
93%. The ED recommend score decreased from 96% in March to 95% in April
and 92% in May. For Maternity, Question 2 (experience in labour) the
recommend score increased to 99% for May.
The percentage response rates have decreased for both Inpatients (from
44.6% in March to 18.8% in May) and ED (17.1% in March to 4.1% in May).
However, the Maternity Q2 response rate has increased from 33.6% in March
to 44.9% in May.
The decrease in response rates may be partly attributed to the inclusion of
day case figures in the eligible population. The FFT is not as well embedded in
these areas. The eligible population for ED has also increased with the
inclusion of the Paediatric ED which may have affected the response rates.
Work is underway to improve the collection of FFT and other patient
experience feedback.

The results from the 2014 Children’s Inpatient and Day Case Survey were
published on the Care Quality Commission website on 1st July at:
7.1QualityPerformanceRepor
www.cqc.org.uk/childrenssurvey.

CQUIN Dementia

Friends and Family

A multidisciplinary group of staff from the L&D are part
of a multi-organisation working group (health and social
care) focused on improving services for patients living
with dementia. The aim is to improve care during
episodes of emergency unplanned care, staff receive
appropriate training and to ensure that carers feel
adequately supported. Achievements so far include:
1.Agreeing the care and referral pathway.
2.Agreeing a cross-organisational training plan,
appropriate to all roles and levels of staff.
3.Agreeing the definition of ‘carer’ and improving the
survey to more effectively capture their experience of
health care across the whole health care economy.

Dementia : Supporting Carers
In addition to the comprehensive information pack
that carers receive, additional information will be
included on Mental Capacity, Deprivation of Liberty
and Lasting Power of Attorney . The organisation
‘Carers in Bedfordshire’, will be on site to offer
support/drop in service (date TBC).
Dementia and Learning Disability training has been
updated to include more detail regarding the
importance of including and supporting the carer role.
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Complaints Update

Complaints

DTO - The Division has continued to manage its backlog of
complaints and there were no overdue complaints at the close
of the June report. Recruitment of additional resource is
ongoing.
Medicine - Performance in the Division improved in June with
60% of complaints responded to within the timescale however
the backlog has increased. The Division is working to return to
the level of performance seen in January and February.
Surgery - Performance in Surgery has not improved with the
backlog increasing to 14.
WCH - The Division has seen an improvement in performance
especially in reducing the backlog. The Division is recruiting an
additional Complaint Lead.

Monthly Performance May

7.1QualityPerformanceRepor

Monthly Performance June
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As part of our Nursing and Midwifery Assurance Framework, a
peer review was conducted in May 2015. This assesses the
clinical areas against the following 5 domains of practice and
asks the key questions:
1. Is it safe?
2. Is it effective?
3. Is it caring?
4. Is it responsive to peoples needs
5. Is it well led?
Overall feedback was good. Staff were able to demonstrate a
good understanding of Dementia and Learning Disability
knowledge and practice which was clearly observed. There
was clear signage of who was on duty in the clinical areas and
named nurses in patient bays. Within the Paediatric unit, the
’You said we did’ scheme for addressing patient and family
concerns was working particularly well.
Areas for improvement:
Staffing : Assessors noted the vacancy factor in some areas
with the subsequent use of agency staff. Staff felt this
compromised their ability to work at an optimum level as
these nurses are unable to use the electronic observation
system or administer intravenous medication. Training has
been provided to key agency staff.

Risk Register

CQC Self Assessment

CQC

The Risk Register is reviewed by the Board of Directors, SubCommittees and Divisional Boards.
Our present focus is to ensure that all risks continue to be
reviewed and updated on time.
In addition work is taking place with the Divisions to ensure that
the updating of the Datix database takes place following
Divisional Boards.
The number of risks with an action plan has also reached 100%.

Documentation: There remain some gaps in the detail within
some clinical records .
Improvement plans are in place.

7.1QualityPerformanceRepor

Page11of17
OverallPage28of125
11

Effective

Caring

Responsive

A&E

National Targets

Safe

The Trust has continued to perform well against the 4-hour ED target. The Trust has been the best performing Trust in the country over
the winter with 63 of the 140 Trusts missing the target every single week and only the L&D managing to achieve the target every week.
A&E attendances have remained at their continuing high levels with a 30 day rolling average of 261 patients per day (compared to 214 in
May last year). The continuing high level of admissions has resulted in the high level of escalation bed usage.
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Cancer

National Targets

Safe

The Trust can now confirm that LDH met all the cancer targets in 2014/15.

7.1QualityPerformanceRepor
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18 Weeks

National Targets

Safe

The admitted backlog has continued to fall, now standing at 157, the lowest since December. The non-admitted backlog has risen slightly and
now stands at 151.
The Department of Health has announced the termination of the admitted and non admitted targets with the incomplete standard remaining as
the only 18 week target, with no contractual penalties applying to the old target from 1 April 2015.
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Stroke

National Targets

In May the Trust again failed to meet the target that requires 80% of stroke patients to spend 90% of their time on the stroke ward. The
Trust has struggled with this target over the busier winter period, in part because of delays in repatriation to local stroke units. The CCG
has established a stroke review group to agree actions for improved performance.
The Trust met the target for patients with high risk TIAs being treated within 24 hours.
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Diagnostic Test Access

National Targets

The Trust met the access target in May with a very small number of patients waiting longer than 6 weeks.
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Monitor Dashboard

Monitor Compliance

Note: MRSA is below the de minimus level.
7.1QualityPerformanceRepor
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Summary Financial Position
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Run Rate I&E vs Plan
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Financial Risk Rating – Q1
• FRR of 4 achieved for
both liquidity and
capital servicing
• FRR of 4 achieved for
the new (proposed)
ratings – underlying
performance and
variance from plan
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Agency Spend

• Continued upward pressure on agency spend
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Bank Spend
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Vacancies

Premium component for
Q1 estimated to be £1.44m

• Snapshot of vacancies at 30/6/15 shows
challenges facing divisions
• Medicine Division facing particular challenge
around nursing & doctor

Notes
1. Based on Q1 agency costs
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IFRS Balance Sheet
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Cash Position

• Cash levels above Monitor plan
• Settlements from 14/15
received and hence reduction in
receivables (improving cash)
• Contract underperformance
may lead to credit note(s)
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Workforce
July 2015
(Reporting May/June 2015 Data)
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Workforce Balanced Scorecard
STAFF IN POST WTE BY DIVISION

Reporting Period:

May/June 2015

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
increased by 161 since July 2014 an increase of 4.90% which is a result of
services recruiting to their establishment to fill vacancies. The Diagnostic
Division showed the highest increase of 12.16% due to the successful
recruitment of Radiographers and Physiotherapists followed by the Corporate
Division with growth mainly attributed to Estates Support Staff (Porters,
Domestics, Catering) , Nursing Staff and Admin Staff.
§ There are currently 114 band 5 nursing / midwifery vacancies across the
Trust. With 103 band 5 nurses currently going through the recruitment
process.
§12 band 5’s commenced in post throughout June.
§ Currently there are 38 vacancies for band 2 Healthcare Assistants and 56
are going through the recruitment process. We have actively over recruited to
HCA positions in order to avoid any gaps as a result of turnover. It is
anticipated that by early autumn the Trust will have recruited to all HCA
vacancies.
§ 23 HCA’s commenced in post during June with a further 10 scheduled to
start in July.
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Workforce Balanced Scorecard

Reporting Period:

May/June 2015

VACANCIES/RECRUITMENT COMMENTARY
Vacancy rates
As a consequence of 15/16 budget setting discussions, vacancy rates have increased. This reflects the increase in activity and has resulted in the
establishment of temporary staff to permanent posts.
Registered Nurses
•The Trust held a recruitment day on Saturday, 4th July in the Marquee. The event was very well attended with 19 job offers being made.
•As reported in the last Board report, 7 overseas nurses commenced in post on Friday 12th June and are currently undertaking their induction
programme.
•Further overseas nursing recruitment campaign are planned for August to Portugal where the Trust are hoping to recruit a further 20 nurses and further
afield, to the Philippines and India being planned for September where we hope to recruit 85 nurses.
Health Care Assistants
An HCA recruitment campaign held in June resulted in 16 appointments being made. A further campaign is scheduled to take place in August.
Medical Recruitment
In June there was 1 AAC for Anaesthetics with interest in General Anaesthesia where two out of the three vacant posts were successfully recruitedto.
There are 5 AAC’s planned in July for the following services: Urology, Ophthalmology, Gastroenterology, Radiology and Rheumatology.
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TURNOVER

TURNOVER COMMENTARY
Allied Health Professionals remain the staff group with the highest overall turnover. However, over
recent months recruitment has improved with overseas recruitment for Radiographers and we are
working more closely with universities to recruit the recently qualified Physiotherapists.
We continue to analyse starter and leaver forms and this shows the 2 main reasons for staff leaving in
May are:
•22 % due to relocation
•22% due to parental/domestic reasons
There has been improvement in responses from new starter who tell us that the main reason for joining
the Trust is Career Progression. All respondents felt adequately supported by line managers and
colleagues.
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* Turnover figures above do not include Junior Doctors

SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
Sickness absence data is input on an ongoing basis throughout the month. Therefore in order that the Board receive the most accurate update the
figures presented are a month in arrears (in other words reporting on May figures at the July Board).
May figures are slightly higher than for April 2015. The Trust’s overall average for the previous 12 months ending 31st May 2015 is 3.18%. This is higher
than for the same period last year (3.05%) but remains well below the Trust target of 3.32%. The Trust remains one of the leading Trusts across NHS
England for pro-actively managing sickness absence.
Currently, the Trust is reviewing the Bradford Score measurement for sickness absence and work continues to address caseloads ensuring that the
health and well being of our employees remains high on our agenda.
7.3workforceReport.ppt
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TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY
Induction
June’s Corporate Induction programme saw a return to larger attendee numbers, with 69 new permanent staff members and 18 bank staff booked to
attend.
Statutory Training
There has been a slight decrease in the core statutory training topics this month, although compliance rates overlal remain positive.
Appraisals
The Trust-wide compliance figure has risen by 2% this month, with only the Surgical division showing a decrease in compliance.
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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.
17.
18.
19.
20.
21.

Infection Control Report
Deanery Issues
Management Changes in the Division or of Surgery
Mortality Board
Integrated Care
7 Day Services Update
System Resilience
Emergency Planning
Nursing & Midwifery Staffing
Establishment Review for Nursing & Midwifery Staffing Levels
Leading The Way to the Future of Healthcare: The RCP Annual Review 2014
RCPCH New Standards
Management of CQUIN
Procurement
Compliance Issues
Hospital Re-Development Progress Report
Re-Engineering Programme (REP)
Information Governance
Estates & Facilities Update
Communications & Fundraising Update
Policies & Procedures Update
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ACTION REQUIRED

To note / consider / review / approve as specified above.
Public Meeting
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1.


INFECTION CONTROL REPORT
Clostridium Difficile
One case of hospital acquired Clostridium difficile infection has been reported
since April 2015. The ceiling imposed on the Trust of six cases of hospital
acquired cases remains a very challenging one.



Viral Haemorrhagic Fever (Ebola)
The Trust has invested significant resources in training and the provision of
appropriate PEP (personal protective equipment) for front line and laboratory
staff. Staff triaging patients need to be constantly vigilant. It is very important to
remember to ask patients about recent travel history to VHF endemic areas. A
recent case of a febrile patient with suspected exposure to VHF endemic area has
raised the importance of continuous update of training for staff.



Norovirus
Following a very quiet winter period we recently (June 2015) had to close a
medical ward because of Norovirus. Twelve patients presented with symptoms
typical of Norovirus (sudden unexplained vomiting and diarrhoea) and laboratory
tests confirmed Norovirus genogroup 2 in four patients.



Multi-drug Resistant gram negative organisms
Cases of MDR gram negative organisms are increasing in community and
hospitalised patients. These organisms produce enzymes (ESBL, AMPc) which
destroy many penicillin and cephalosporin antibiotics. They may additionally be
resistant to other groups of antibiotics i.e. aminoglycosides and quinolones limiting
treatment options. These organisms are generally treated by using antibiotics like
meropenem.
In the last few years bacteria like E.coli have acquired the ability to produce
enzymes “carbapenamases” which will destroy meropenem and similar
antibiotics. These organisms are called Carbapenamase Resistant
Enterobacteriaceae (CRE) are extremely difficult to treat. Although these
organisms are still uncommon in the UK they are reported in significant numbers
in many developed and under developed countries. The DoH requires all patients
who may have been treated (overnight) in a hospital in any “High Risk” country to
be isolated and screened for CRE. High risk areas in the UK currently include
Manchester and London hospitals. In addition to seriously limiting treatment
options in infected patients these organisms also impose a severe burden on the
isolation facilities of the hospital.

2.

DEANERY ISSUES

Medicine
Work continues within Acute Medicine to resolve a small number of outstanding
issues from the recent Deanery review. This is primarily around the workload of the
medical registrars and the admission’s pathway. A diary exercise has been
8ExecutiveBoardReportJuly
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undertaken as suggested by the Deanery to understand the actual workload of the
registrars in order to agree the best solution. The exercise has been completed and
the results are being reviewed with recommendations to follow. The Acute Medicine
Deanery Steering group will review the options and work with the registrars to make
the necessary changes. Work is ongoing with the Clinical Directors to make further
amendments to the referral pathway and the twice daily “huddle” in ED ensures good
communication and understanding of workload between ED staff and the Acute
Medical team. The Deanery are being provided with monthly updates.
Obstetrics & Gynecology
The Obstetric & Gynaecology Transformation team continue to take forward the
actions and recommendations from the Deanery visit. One of the suggestions was
the amalgamation of the three actions plans that were combined into one that would
satisfy both the Deanery and the GMC. This has now been completed and the
updated action plan was submitted to the Deanery on the 18th of June. We await
feedback and further recommendations. In the meantime the College tutor and the
Clinical Director continue to make excellent progress against the recommendations.
We were pleased to note that the annual GMC survey did not contain any references
to undermining in Acute Medicine or Obstetric & Gynaecology. It was also reassuring
that there were no concerns of this kind raised in the Health Education East of
England Multi-professional Review that took place at the Trust on Friday 3rd July
2015.

3.

MANAGEMENT CHANGES IN THE DIVISION OF SURGERY

The Trust has launched a consultation document proposing changes to the clinical
and management structure within the surgical division. The changes mirror those
being put in place for the medicine division with clinical directors for each specialty
and the creation of a surgical executive meeting replacing the current surgical
divisional board. Following the consultation proposals will be developed for
implementation.

4.

MORTALITY BOARD

January saw 145 deaths in the Trust – well above average and the highest monthly
total since December 2008. We would expect to have just under 100 deaths per
month.
The Mortality Board has met and initiated an immediate review of all 145 deaths.
There were three specialties considered as outliers in relation to mortality figures;
Elderly Medicine, Colorectal Surgery and Respiratory Medicine. A lead has been
indentified in each of these specialties to undertake an audit of each death and
report back to the August Mortality Board. A case note review of 100 of the deaths
has already been completed and to date no significant issues have been found. The
Board has also asked for further analysis to be undertaken to look at age profile,
postcode and patient place of residence (Nursing/Residential homes etc).

8ExecutiveBoardReportJuly
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Death rates in February and March, although above 100, were more in line with
previous years. In April we had 123 deaths. June’s crude mortality rate is, however,
the lowest we have achieved for the month of June since we started this report in
2005, when it was 83 deaths.
The Mortality Board is currently reviewing the Governance process in each
Division/Specialty to seek assurance that deaths are being reviewed and discussed
at Clinical Governance meetings.

5.

INTEGRATED CARE

The Trust continues to work with a group of 8 GP practices (Cluster 1) in Luton to
drive forward the implementation of an integrated model of care for the frail and
elderly. Whilst the current Community Provider organises its staff to support the GP
practices, the Trust has moved forward with its commitment to improving continuity of
care. The DME Consultant leading the work has introduced a number of changes to
working practice to reduce the need for unnecessary admission to hospital for elderly
patients. These include:






An automated text message alert when a Cluster 1 patient books into ED
Filtering of all emergency referrals from Cluster 1 GPs
“Hot” Clinic providing same day/next day appointment
Home visits
Attendance at GP multi-disciplinary meeting in the community

The next steps will look at how we interface with the newly appointed MDT Coordinators to find new ways of supporting early discharge from hospital and the
development of pathways of care.

6.

7 DAY SERVICES UPDATE

The Trust continues to make progress, and has completed the NHS IQ SelfAssessment as part of a Whole Health System evaluation. This has led to a series of
initiatives for the coming year focusing on the Keogh Clinical standards. The Trust’s
action will focus on the agreed system priority standards for this year: Patient
Experience; Diagnostics; Mental Health; Transfer to Community/Primary/ Social
Care; and Quality Improvement. The Executive is now focussing on ensuring that
required diagnostics are available with the appropriate Turn Around Times (TaT). The
priority is to ensure urgent scans can be delivered, and inpatient delays for scans are
minimised. The Trust has a strategic commitment to Diagnostics at the Time of Need.
This initiative builds on the already much improved TaT already delivered for
diagnostics, including Imaging, over the last year.

7.

SYSTEM RESILIENCE PLANS

The Luton and Bedfordshire System Resilience Groups, led by the CCGs, are
required to put in place System Resilience plans to ensure that seasonal pressures
8ExecutiveBoardReportJuly
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are managed. The plans are required to address the 8 High Impact changes set out
by NHS England which are included at Appendix 1.
A first draft of the plan has been prepared for discussion in respect of actions to meet
the above high impact changes. The document will also cover local escalation
arrangements and fits with our intentions with the Vanguard bid.

8.

EMERGENCY PLANNING CORE STANDARDS

Each year a set of NHS Emergency Planning core standards is produced to enable
Trusts to complete a self-assessment. Trust Boards are required to sign off their level
of compliance with a delivery plan by 31st August 2015 and the outcome is reported
to NHS England via the Local Health Resilience Forum. This year the core standards
include a deep dive on Pandemic Flu plans and a new set of standards in relation to
CBRN (Chemical, Bio-chemical, Radiological and Nuclear) incidents. The evidence
to support our assessment is currently being compiled and will be completed by the
end of July. The Pandemic Flu plan is being revised in conjunction with the Infection
Control Team, the aim is to complete the plan by mid August.

9.

NURSING & MIDWIFERY STAFFING

The reports for May and June are attached as Appendix 2 and Appendix 3.

10.

ESTABLISHMENT REVIEW FOR NUSRING & MIDWIFERY
STAFFING LEVELS

This is attached as Appendix 4.

11.

LEADING THE WAY TO THE FUTURE OF HEALTHCARE: THE
RCP ANNUAL REVIEW 2014

We are working to shape the future of our healthcare in line with guidance received
from the Royal College of Physicians.
We know that improved outcome and experience of care is enhanced through audit.
Continued participation in national programmes, for example the National COPD
audit, demonstrates strong performance compared to national peers.
Particular attention has been focussed on improving care for a number of patient
groups. For young adults, as they navigate from paediatric to adult services we have
established transition pathways in many specialist areas supporting the management
of adolescents with chronic disease. To support the much needed improvements to
ensure better care for our dying patients we are working collaboratively with our
multi-disciplinary team members and developing champions to support and deliver
specific end of life training to our doctors and nurses.
8ExecutiveBoardReportJuly
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The ambitious ‘Needs based care’ project plans to re-configure the Medical and
Department of Elderly Medicine wards and will facilitate streaming of patients into
appropriate clinical pathways including: ambulatory care, hospital at home, short stay
(up to 72 hours), specialist wards (condition specific) and complex needs (for those
with complex social and medical requirements). Development of integrated models
of care, working collaboratively with community teams, will enhance the experience
for our frail elderly patients.
Finally, we remain committed to education and training to ensure our doctors reach
their true potential and become the very best.

12.

RCPCH NEW STANDARDS

Facing the Future: Standards for Acute general Paediatric Services (RCPCH
2015 )
Facing the Future: Together for Child Health (RCPCH, RCGP and RCN 2015)
In 2010 the RCPCH published 10 standards for acute services promoting consultant
led care 24/7 and early senior involvement for sick children. We broadly met these
through innovative workforce strategy and consultant expansion. In April 2105 the
standards were reviewed and extended requiring additional 7 day on site consultant
presence, consultant review within 14 hours of admission, 2 daily consultant ward
rounds, less onerous junior rotas and development of advanced nurse practitioner
role.
A second document Facing the Future: Together for Child Health April 2015 jointly
from RCPCH, RCGP and RCN incorporates 11 standards applicable to acute care
outside the hospital across the unscheduled care pathway designed to support safe
care close to home where appropriate. They ensure early access to expertise
through structured collaboration between Acute Paediatric Services, GP practices
and Community Paediatric Nursing services.
The extended standards in these documents will drive continued focus on safety,
quality and good outcomes via innovation and collaboration with CCGs. They should
enable our strategy for tertiary repatriation. The RCPCH will audit compliance in
2016/17. A self assessment and joint implementation plan will be needed.

13.

MANAGEMENT OF CQUIN

The CQUIN schemes for 2015/16 have been finalised. 50% of the schemes are
national with locally negotiated thresholds:
Acute Kidney Injury
Sepsis
Dementia
Reducing emergency admissions
The local schemes will be:
High resource patients
Clinical navigation team.
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The Trust will be submitting its quarter 1 return in mid-July and is anticipating
compliance with all milestones.

14.

PROCUREMENT

The Trust’s Procurement Department continues to assist in identifying opportunities
to provide both one-off and cash releasing savings and is collaborating with a number
of organisations to support the delivery of these.
The Trust’s main procurement partner is Health Trust Europe (HTE) who is the UK’s
leading ‘Group Purchasing’ organisation. They currently support over 400 public
sector organisations and private sector healthcare providers throughout the UK in
delivering innovative and best value procurement solutions. In excess of £11m p.a.
of the Trust’s procurement spend is through HTE sourced contracts.
Other major partners include NHS Supply Chain with whom the Trust spends circa
£7m p.a. on “low value, high usage” products in addition to a further £2m p.a. on
equipment, maintenance arrangements and other products.
Crown Commercial Service frameworks, attracting expenditure of £5m, were used
last year covering Utilities, Professional Services, IT, Network Systems and
Technology products.
Additionally, a small number of other partnerships such as with NHS Shared
Business Services (for Translation Services) and collaborations with other Trusts e.g.
Bedford Hospital (for Waste and Enteral Feeding contracts) have been secured.
Drugs in excess of £24m are procured by Pharmacy generally under arrangements
through national and regional agreements. The Trust is a member of the East of
England Procurement Hub.
Finally a small number of contracts such as Linen and Laundry are sourced directly
by the Trust’s local Procurement Team.
Procurement savings delivered during 2014/15 totalled £1.4m. The higher value
savings projects included:





Pathology Managed Equipment Service (MES) - Full year saving = £300K
Patient Archiving & Communication System (PAC’s) - Full year saving =
£160K
Outsourced Radiology Reporting - Full year saving = £107K
Office Supplies – Full year savings = £67K

As a result of different contract commencement dates a portion of the above savings
will be delivered during 2015/16 for which a minimum £1.1m savings have been
targeted. Major projects identified for this financial year include Agency Direct
Engagement and Pathology MES phase 2.
The increased national focus on NHS procurement, and the recent changes to the
EU Directives and public procurement regulations, has reinforced the need for
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greater attention to ensure our procurement processes are fully compliant with these
regulations.
An example of this increased national focus is Lord Carter’s Report. Although this
only lightly touches on procurement the indications are this is an area that will be
subject to far more scrutiny in future. In his report Lord Carter has included data
provided by Professor Briggs identifying a range of prices paid by NHS Trusts for ten
separate hip and knee implant procedures. Following an analysis of this data it can
be confirmed that in all but one of these examples the Trust is currently paying less
than the minimum prices quoted in the report. All of the associated products are
sourced through HTE contracts.
The current Head of Procurement is due to retire in August and the new Head of
Procurement, who is already in post, will prepare a more detailed procurement paper
for the Finance, Investment and Performance Committee in September.

15.

COMPLIANCE ISSUES

A peer review visit to LDH, part of the joint Haematology MDT, took place on 19 May
2015 and the peer review report has now been received, much of which is positive
and congratulations to all concerned.
There are some recommendations also, many of which are in the process of being
addressed. These recommendations relate to oncologists’ attendance from Mount
Vernon at MDT meetings, the need for dedicated inpatient beds and overall MDT
attendance.
The Trust has provided its initial response to these concerns.

16.

HOSPITAL RE-DEVELOPMENT PROGRESS REPORT

The contract with AECOM to deliver a RIBA stage 3 design to support a detailed
planning application and the development of an OBC for the redevelopment works
will complete on programme at the end of July. The scope of the scheme has been
the subject of a detailed review to establish a target cost that is in line with the brief
from the Board.
The planning submission will be tabled at the Programme Board on 29 July for
approval prior to submission. Drafting of the OBC document is underway.
The public consultation process has been completed. There was overwhelming
support for the scheme from those that attended. The scheme will be presented to
the Health & Wellbeing Board at Luton Borough Council on 20 July.
There has been a significant level of work on the enabling schemes. Tenders for the
temporary theatres have been returned and are being evaluated. These works are on
schedule for completion in December. The works to develop the Orthopaedic centre
at the Travelodge are being tendered.
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The primary activity is towards the development and delivery of proposals to deliver a
‘winter pressures’ ward on the ground floor of St Marys. This requires the
repositioning of the day unit together with a number of relocations of existing
occupiers. These works are also being tendered. We are working with the PFI
contractor to expedite the required approvals.
Proposals for the work to deliver the FBC, which will need to be approved by Monitor,
are being developed. This work needs to reflect the funding constraints that currently
exist. A paper which sets out the options to support this work will be submitted at the
end of July.

17.

RE-ENGINEERING PROGRAMME (REP)

Outpatient Re-Engineering has been proceeding apace in 3 key areas:
1. New specialities haven started the “partial booking” approach where longer term
follow-up appointments are held on a waiting list. Patients are then contacted 6-7
weeks before their appointment with a confirmed date and time. Recently live
specialities have included Respiratory and Urology, and the project remains on
plan to deliver 66% of patients being booked in this manner by the end of the
financial year. In the specialities live with the new system the DNA rate has
dropped by over 40%. The next stage of “Partial Booking” is being scoped, and
will include the “invite to call” model, where patients receive a letter or text asking
them to ring the Trust’s enhanced contact centre to arrange a convenient
appointment time. Divisions are committed to making sure sufficient safeguards
are in place for chronic patients to ensure they do not miss their follow-up care as
we change booking models.
2. The project focussing on in-clinic efficiency has completed the observations and
analysis workplan across the three targets specialities (Neurology, Respiratory
and Orthopaedics). The work of feeding back these findings and agreeing the
changes in clinic organisation and running is now the priority for the next month.
3. The roll-out of the electronic room booking system will reach 100% of clinic rooms
in the next quarter. This is vital to understanding and optimising our room usage
as we look to move forward with the hospital re-development, and relocation of
critical outpatient services.
Lorenzo System Implementation:
Over recent months the Trust has been exploring the opportunity to invest in Lorenzo
as a unified electronic patient record and administration system. The potential
benefits of Lorenzo, which would substantially reduce the number of discrete
systems, include (i) data quality improvements, (ii) much better useability, and (iii)
safety and quality due to the increased opportunity for patient alerts on the system.
Following a review by the Executive the Trust has determined that it intends to
explore the Lorenzo option and submit the business case to secure the additional
investment that the Health and Social Care Information Centre (HSCIC) have offered
for early adopters of the service. This funding is significant, and the Trust has
decided that this will form a critical element of our Re-Engineering Programme. The
Trust is required to submit a business case to NHS England by the 11th September
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2015. This is a challenging deadline requiring time commitment from key staff across
the Trust.

18.

INFORMATION GOVERNANCE

The regular Information Governance quarterly report is attached at Appendix 5.

19.

ESTATES & FACILITIES UPDATE

Outsourcing
The project to secure a commercial partner for managing and delivering catering,
cleaning and ward housekeeping services is progressing to the agreed timetable.
Bid submissions have been fully considered with an evaluation process involving a
wide range of stakeholders.
The outcome of the evaluation exercise has been considered by the Project Steering
Board with a preferred bidder identified for recommendation to the Board at its July
meeting.
A collective dispute has been lodged by the Unions and a process for resolution of
the dispute has been communicated. Further meetings have been scheduled with
the Unions to formally respond to the dispute.
Portering Services
Steve Farmer (Contract Support Manager), who heads up the Portering team, retires
after giving 34 years continuous service to the hospital; he has been a key member
of the FM team.
We wish him well in his retirement.
Estates Developments
Construction work has commenced on the main element of the Urology One Stop
Clinic; the scheme is progressing well and to time in readiness for new clinical
services to commence in September 2015.
Following completion of the first phase of site environmental improvements to
corridors, work is underway to commence with next tranche of works. Specification
and schedules of required works are being developed in readiness for tendering.
Heat wave
During the recent spell of exceptionally warm weather the Facilities Management
team have been busy in providing assistance to help patients and staff cope with high
temperatures by way of providing:-
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Extra ice creams for patients
Free ice lollipops for staff
Providing 100 new fans to patient areas

The very high temperatures experienced on the afternoon of 1st July have challenged
some of the engineering systems; specifically, some cooling systems were not able
to cope with demand and additional portable systems were brought in to help with
matters.

20.

COMMUNICATIONS & FUNDRAISING UPDATE

Press and Media Interest
The Communications Department maintain a file on all media coverage. We are
working with the A&E team and the Air Ambulance services to provide footage of the
handover of patients for a TV programme Air Ambulance ER.
Promotion and campaigns
Projects including partial bookings, Outsourcing, Needs Based Care, Integrated
Care, Unified Comms and Fertility Centre Services have been widely promoted,
together with communications regarding the Good, Better, Best events and site
redevelopment consultation events.
The NHS Maternity Survey 2015 has received good external promotion to encourage
responses.
Social Media
Work is in progress on Apps to replace the paper versions of our pathology handbook
and stroke booklet. This is being welcomed by staff in those areas.
Website
The website continues to undergo updates of information, including consultant
profiles and a page for site redevelopment. A number of departments are setting up
their own websites and then asking for this to be linked to the main website.
Intranet
An Intranet audit has commenced to understand the information currently available
on the intranet, how up-to-date this information is and what other requirements are
envisaged by staff.
Fundraising
Donations for May 2015 totalled £12,725 and included:




£1600 for NICU raised through a community event organised by a member of staff.
£1100 raised by a member of staff from a sponsorship event to be used towards
equipment in NICU.
£1,000 was received in memory of a stroke patient (money went to the Stroke Unit).

Donations for June totalled £8,615 and included:



£2000 from a grateful patient to benefit Breast Screening Unit
Just over £1000 for the Dementia Care Project from a church group who chose the
project as their Lent Appeal beneficiary.
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21.

POLICIES & PROCEDURES UPDATE

The Policy Approval Group approved the following policies during June & July:













Non-Medical Prescribing (Strategy and Policy document)
Training, Development and Education Policy
Social media policy
Admission Policy
Duty of Candour (Being Open)
Research and Development Standard Operating Procedures
Secondment Policy
Slips trips and falls – Staff & Visitors
IT Physical Access Policy
IT user Access Control Policy
Recruitment Selection & Advertising Policy
Safeguarding Adults

Minor amendments were agreed for:




Duplicate registration merge
Oncology Communication Policy
Raising concerns in the workplace
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Appendix 1

SYSTEM RESILIENCE PLANS
NHS ENGLAND 8 HIGH IMPACT CHANGES

1. Improving Primary care access as a means to reduce Emergency Department
attendances.
2. Clinical triage of green i.e. low priority calls by the ambulance service to reduce
conveyance rates to Emergency Departments.
3. Updating and maintaining the local Directory or Services to include a wider range
of dispositions.
4. Maximise use of ‘see and treat’ by the ambulance service linked to better access
to community services.
5. Focussed work in care homes with support from primary care and the ambulance
service to support the management of patient falls, reducing the need for
conveyance to hospital.
6. Rapid assessment and treatment processes in the Emergency Department and
Assessment Units. We are not intending to change the very effective processes
in our Emergency Department and have provided the rationale to the CCGs.
Senior clinical decision making 7 days a week for a minimum of 14 hours is the
critical factor.
7. Daily review of inpatients through morning ward or board rounds led by a
Consultant or Senior Doctor 7 days a week. A specific target for weekend
discharges has been set nationally as 80% of the weekday level although the
denominator is unclear. We will also be required to achieve 35% of discharges by
midday. We are currently achieving in the region of 60% (against an 80% target).
8. Reduction in delayed transfers of care (DTC) to below 2.5% linked to discharge to
assess models. We have requested a local stretch goal related to ready to
transfer patients who are the group of patients who require discharge to assess
as we are now achieving the DTC standard of below 2.5%.
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Appendix 2

Monthly Report of Nursing & Midwifery Staffing Levels
May 2015
Purpose





This monthly report aims to provide the Board with:
An overview of nursing and midwifery staffing levels
An overview of the nursing and midwifery vacancies and recruitment activity
An update on the monitoring and management of nursing and midwifery staffing
Key workforce issues

‘Real Time’ Staffing Management
Nurse staffing meetings continue up to four times a day led by the Chief Nurse or Deputy
Chief Nurse along with Matrons from each of the Divisions. Nurse staffing levels are
discussed including immediate shortfalls and staff are moved to cover any gaps in nurse
numbers or peaks in activity. Staffing standards such as nurse to patient ratio also inform this
decision making and are measured daily through the collection of red flags; when these
standards are not achieved a ‘red flag’ is triggered. These help inform a risk rating for the
Division and the Trust. The nursing and midwifery risk rating is reported at the twice daily bed
meetings to provide a workforce status for the organisation.
As part of the daily risk assessment process, non – ward based nurses are also redeployed
to support clinical areas that fall below agreed staffing levels All ward areas display their
planned and actual staffing numbers daily within their clinical areas

Planned versus Actual Staffing
May experienced a slight decrease of 0.8 %.in the fill rate compared to that of April. The
Trust continued to experience high levels of patient activity, necessitating the opening of
further escalation beds and requiring additional staffing. This impacted on the overall fill rate
in some clinical areas as staff had to be moved at short notice to manage these designated
areas. The increased use of agency nurses for escalation areas affects the availability of
nursing staff for some of the medical and older peoples’ wards; risk assessments regarding
nurse staffing continued to be undertaken four times a day.
In May maternity fill rates fluctuated to meet activity levels. Midwives were moved to delivery
suite to ensure 1:1 care of a woman in labour. This was when bed occupancy fell below
100% on the other maternity wards and midwives could be released.
Where the fill rate was above 100% reflected the increase in patient care needs, for example
where a patient needed one-one nursing (a patient has become more acutely unwell or
where a patient needs constant supervision due to challenging behaviour/confusion).
However it is important to note, that in some clinical areas a lower percentage fill rate of care
staff has been offset by a higher percentage of registered nurses.
Where the percentage fill rate for Care staff is higher than the percentage of trained can be
associated to the introduction of the Band 4, Assistant Practitioner role within the Department
of Medical Elderly (DME). This role of the Assistant Practitioner is aimed to provide support
for our qualified staff and maintain the high standard of patient care.
We continue to collect data on red flags, ensure strict controls continue so that agency usage
is minimised. Some agency staff have now been trained in ward ware (electronic
observations) and e prescribing as this improves the quality of skills available on shift. Trust
staff are always redeployed to escalation areas as they are familiar with all Trust processes.
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Overall the Trust delivered a 95.8% fill rate for May (see Appendix 2a for the monthly fill rate)
Standard (Red Flags)
Flag occurrences
No shifts where the percentage of Registered Nurses on
shift are equal to or greater than 50%
6 (1%)
No day shifts when RN to patient ratio is greater than 1:8

47 (7%)

Vacancies and Recruitment Activity

Band
Band 7
Band 6
Band 5
Band 4
Band 3

Vacancies as of
1st May
4.23
20.29
101.98
4.00
0.62

Numbers
Working Notice
1.00
2.91
25.00
0.00
0.00

Numbers Going
through Recruit
2.00
3.00
83.00
4.00
0.00

Band 2
Total

32.41
163.53

6.80
35.71

40.00
132.00

Real Vacancies as
of 1st May
3.23
20.20
43.98
0.00
0.62
-0.79
67.24

*Some areas have over recruited staff, which affects the number of real vacancies
shown. High vacancy levels are held in Theatres, Critical Care, Endoscopy, Medicine
and Cardiac Centre.
There has been a further small increase in our band 5 vacancies since the previous board
report. Proactive bi-monthly recruitment campaigns continue to take place, alternating
between trained and untrained posts. Innovative advertising approaches have been
implemented including radio and bus and website advertising. Following on from the success
of the Irish nurse recruitment events held in March and April the Trust have returned to
Ireland and have planned a further recruitment day for the 4th July.

Summary
The significant staffing challenges have continued during the month with actions being taken
to ensure that our clinical areas have remained safe
Patricia Reid - Chief Nurse
May 2015
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Appendix 2a: Staffing Fill Rate by Ward, Staff Group and by Shift (May 2015)
Table 1

Day

WARDS

High Dependency Unit
(HDU)
Intensive Care Unit (ITU)
Ward 14 Elderly Care
Ward 15 Elderly Care
Ward 16 Elderly Care
Ward 17 Stroke
Ward 18 Infection
Ward 10 Medicine
Ward 11 Medicine
Ward 12 Medicine
Coronary Care (CCU)
Ward 5 Rehabilitation
Ward 3 Acute Emergency
Medicine
Emergency Admission
Unit (EAU)
Ward 4 Acute Emergency
Medicine
Paediatric Assessment
Unit (PAU)
Ward 24 Paediatrics
Ward 25 Paediatrics
Neonatal Intensive Care
Unit (NICU)
Ward 20 Surgery
Ward 21 Surgery
Ward 22 Surgery
Ward 22a (Escalation)
Ward 23 Surgery
Cobham Clinic (Private)
Ward 32 Maternity
Ward 33 Maternity
Delivery Suite Maternity
Ward 34 Gynaecology
Ward 19a (Escalation)
Ward 19b (Escalation)
Total

Night

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill rateCare staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

94.95%

100.00%

98.17%

101.34%
85.47%
91.68%
91.33%
87.14%
92.00%
95.06%
95.83%
96.68%
91.81%
97.39%

87.50%
95.42%
92.86%
98.12%
104.17%
80.38%
95.09%
94.90%
91.50%
100.00%
100.62%

101.05%
100.00%
100.00%
100.00%
97.42%
98.92%
100.81%
96.23%
101.83%
98.92%
100.00%

95.74%
88.16%
100.00%
107.53%
107.87%
108.06%
91.21%
99.48%
100.00%
100.00%

96.40%

91.37%

92.47%

102.78%

96.52%

100.00%

98.92%

101.61%

101.49%

98.57%

101.61%

101.56%

98.19%

100.00%

98.96%

100.00%

97.80%
97.86%

98.95%
100.00%

95.77%
100.00%

95.41%
100.00%

95.28%

78.89%

96.96%

74.19%

97.59%
99.45%
102.36%
94.87%
100.17%
100.96%
80.18%
91.05%
87.48%
96.65%
92.86%
96.30%
94.5%

96.32%
98.33%
95.12%
81.82%
101.57%
93.19%
66.80%
73.75%
78.25%
100.00%
108.33%
102.78%
92.3%

102.35%
101.11%
98.94%
97.37%
90.32%
101.61%
95.01%
106.27%
99.26%
100.00%
96.49%
100.00%
98.8%

108.57%
98.33%
97.83%
85.71%
109.57%
100.00%
84.41%
76.62%
100.59%
100.00%
111.76%
100.00%
98.2%

Average fill rateCare staff
(%)

In May Luton and Dunstable University Hospital has an overall fill rate of 95.8%
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Appendix 3

Monthly Report of Nursing & Midwifery Staffing Levels
June 2015
At Luton and Dunstable University Hospital NHS Foundation 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.
For most 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. The reasons for using more staff
hours than planned could include needing to open and staff additional beds, or needing to
care for patients who are either more unwell or who have greater care needs than those
patients usually cared for on that ward. The reasons for using less staff hours than planned
could include using fewer beds than planned, or caring for patients who are less unwell or
with fewer care needs than those patients usually cared for on that ward. The planned
staffing level is based on optimal staffing levels and where actual staff is below this on a shift,
the Trust has a number of mechanisms led by the Chief Nurse and her Deputy to ensure the
staffing on that shift remains at a safe and appropriate level.



The average fill rate for the Trust in June 2015 was 96%. Overall the actual fill rate
for shifts for Registered Nurses was 95.61% which is a reduction of 1.04% from last
month and for other care staff against planned levels this was 96.25% which is 1%
higher than last month. In June the overall fill rate was 96%.

:
Day

Night

% Average fill
rate RN

% Average fill
rate HCA

% Average fill
rate RN

% Average fill
rate HCA

93.8

96.2

98.1

96.3

Where the percentage fill rate for Care staff is higher than the percentage of trained can be
associated to the introduction of the Band 4, Assistant Practitioner role within the Department
of Medical Elderly (DME) and the Surgical Assessment Unit -Ward 21. This role of the
Assistant Practitioner is aimed to provide a higher level of clinical support for our qualified
staff and maintain high standards of patient care.
Where there was a variance of greater than 15% between actual fill rates and planned
staffing levels, reasons are provided and any actions that were taken are detailed.
Red Flags
We continue to collect data on red flags, strict controls continue to ensure that agency use is
minimised. Some agency staff who work with us on a “regular basis”, are trained in wardware
(electronic observations) and e-prescribing; this improves the quality of skills available on
shift. Trust staff are always redeployed to escalation areas as they are familiar with all Trust
processes.
Standard (Red Flags)
Flag occurrences
Number of shifts where 50% or more RNs on duty are
agency (nights)
0
Number of day shifts when RN to patient ratio is greater 9% (n=61)
than 1:8
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Vacancies and Recruitment Activity
Proactive recruitment continues to address trained and untrained vacancies. Some clinical
areas have had an increase in their staffing establishments due to the reconfiguration of their
area (ED and EAU), or a change in their activity levels (Ward 4 & Ward 21) or following
review of acuity levels (Paediatrics).
During the month, midwifery successfully appointed 20 WTE and Paediatrics have recruited
12 WTE. An active recruitment event is planned for 4th July where we hope to appoint into
registered nurse, Band 5 vacancies.
Planned recruitment activity in Europe will take place in August and then recruitment outside
Europe in the Philippines and India is organised for September.
Band 2 Healthcare Assistant vacancies continue to reduce; the plan is to continue robust
recruitment to ensure that these vacancy levels remain minimal. Further HCA recruitment is
planned for the end of July.

Band
Band 7
Band 6
Band 5
Band 4
Band 3

Vacancies as of
1st June
4.23
22.22
102.95
3.00
1.84

Numbers
Working Notice
1.00
5.61
19.61
0.00
0.00

Numbers Going
through Recruit
2.00
8.00
95.00
0.00
0.00

Band 2
Total

31.60
165.84

6.61
32.83

55.00
160.00

Real Vacancies as
of 1st June
3.23
19.83
27.56
3.00
1.84
-16.79
67.24

*Some areas have over recruited staff, which affects the number of real vacancies
shown. High vacancy levels are held in Theatres (Anaesthetic nurses and ODPs),
Critical Care, Endoscopy, Medicine and the Cardiac Centre.
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Day

Night

WARDS

Average fill rateRegistered
Nurse/Midwives (%)

Average fill
rate-Care
staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

High Dependency
Unit (HDU)

95.24%

83.33%

99.52%

101.18%

104.79%

97.84%

80.19%

111.98%

105.56%

98.02%

84.84%

113.93%

100.00%

95.90%

92.28%

101.26%

98.89%

98.52%

89.49%
110.79%
101.93%
93.29%
91.61%

105.04%
86.20%
102.27%
92.91%
92.94%

97.33%
105.75%
98.33%
91.53%
100.00%

102.22%
100.00%
102.33%
90.98%
98.98%

95.29%

104.84%

98.89%

100.00%

100.64%

98.17%

100.00%

100.00%

96.16%

99.26%

93.48%

120.00%

97.39%

98.89%

98.89%

100.00%

Intensive Care
Unit (ITU)
Ward 14 Elderly
Care
Ward 15 Elderly
Care
Ward 16 Elderly
Care
Ward 17 Stroke
Ward 18 Infection
Ward 10 Medicine
Ward 11 Medicine
Ward 12 Medicine
Coronary Care
(CCU)
Ward 5
Rehabilitation
Ward 3 Acute
Emergency
Medicine
Emergency
Admission Unit
(EAU)
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Average fill
rate-Care
staff
(%)

Review by Matron/Ward where 15% or more of nursing hours did
not meet agreed staffing levels (Highlighted in red)
During the month of June, 1 WTE HCA was on Annual leave for a
two week period. Attempts were made to cover this gap.

DME are piloting the role of an Assistant Practitioner at Band 4, as
this is not a Registered Nurse role a shortfall in RN workforce is
shown with a corresponding increase in care staff numbers.
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Ward 4 Acute
Emergency
Medicine
Paediatric
Assessment Unit
(PAU)
Ward 24
Paediatrics
Ward 25
Paediatrics
Neonatal Intensive
Care Unit (NICU)
Ward 20 Surgery

98.01%

104.26%

99.17%

103.28%

93.22%

106.81%

98.90%

100.00%

99.52%

100.00%

100.00%

100.00%

100.00%

100.00%

98.80%

101.98%

95.41%

99.78%

95.57%

68.33%

99.72%

93.37%

101.15%

93.24%

Ward 21 Surgery

92.71%

103.60%

81.67%

122.22%

Ward 22 Surgery
Ward 23 Surgery
Cobham Clinic
(Private)

101.58%
97.77%

101.70%
102.82%

98.92%
93.33%

94.25%
106.67%

97.11%

97.77%

101.67%

96.67%

Ward 32 Maternity

77.17%

82.67%

105.89%

76.40%

Ward 33 Maternity

81.31%

79.85%

114.09%

75.65%

84.49%

69.67%

96.49%

79.19%

96.70%

94.57%

100.00%

100.00%

102.50%

86.36%

105.00%

95.24%

93.8%

96.2%

98.1%

96.3%

Delivery Suite
Maternity
Ward 34
Gynaecology
Ward 19b
(Escalation)
Total
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The necessity to fill the registered nurse shortfall on nights was risk
assessed on a daily basis and was filled with either a Band 4
Assistant Practitioner or a HCA as reflected in these figures for
June.

The shortfall in Maternity Care Assistants on nights was countered
by the use of Registered Midwives. During the day workforce
decisions were made on the basis of demand and staff utilised
across Trust and community teams
The shortfall in MCAs on nights was countered by the use of
Registered Midwives. Gaps during the day were met through
utilising teams from across the Trust and Community.
During the day midwifery staffing numbers were made on the basis
of demand and staff utilised across Trust and community teams.
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Appendix 4

Establishment Review for Nursing and Midwifery Staffing Levels
1.

Purpose
This establishment review was undertaken to provide assurance to the Board and
externally that nursing and midwifery establishments are safe and that staff can provide
appropriate levels of care. This is particularly important in light of the key
recommendation following the publication of the Francis Report (2013), Compassion in
Practice (2013) and the recent National Quality Board publication; “How to ensure the
right people, with the right skills, are in the right place at the right time - A guide to
nursing, midwifery and care staffing capacity and capability (2013).
The Hard Truths Commitments regarding the publishing of staffing data (CQC and
NHS England March 2014) seeks not only to ensure that robust processes are put in
place to ensure that patients are able to be cared for safely with appropriate numbers
of skilled and trained staff but also to ensure that this information is publically available.
The purpose of this paper is to share the outcome of the latest nursing establishment
review and that actions have been undertaken.

2.

Background
Nursing and Midwifery staff are the primary deliverers of 24/7 health care within the
multidisciplinary team in the majority of clinical settings. The Trust has to ensure that
ward staffing levels are adequate and that patients are cared for by appropriately
trained and experienced staff. The Royal College of Nursing (RCN) highlight that a
range of factors underpin our patients receiving safe dignified care, these include:








Sufficient numbers and skill mix of nursing staff on duty at times when they are
needed.
Strong leadership at ward level.
Empowerment of the senior ward sister/ charge nurse for ensuring safe staffing.
Proper workforce development, skills and training.
Appropriate resourcing and environment.
Development of appropriate metrics and measures of patient experience and
outcome of compassionate care giving.

The evidence suggests that appropriate staffing levels and skill mix strongly influences
patient outcomes which align with the Trust priorities and objectives for 2014/15:






Reduction in pressure ulcers and falls
Reducing failure to rescue
Reducing adverse incidents, particularly medication errors
Improving patient experience.

This report outlines the 2014/15 review which has evaluated nurse staffing
establishments for:







21 adult wards (including medicine, CCU, medicine for the elderly, general
surgery, orthopaedics and gynaecology)
4 paediatric wards
ED
2 Emergency Assessment Units
ITU, HDU and Neonatal Intensive Care Unit have national standard
requirements and these areas were not part of this review
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3.

An interim review of Maternity staffing was undertaken (see Appendix1) while
awaiting implementation of the ‘Birth rate Plus’ workforce planning tool.

Methodology
The dimensions of patient dependency and acuity are important variables in
determining nursing workload and the Association of United Kingdom University
Hospitals (AUKUH 2007) acuity dependency tool, now known as the Safe Nursing
Care Tool, was applied to study current nursing workload in all wards to calculate ward
establishment.
For Paediatrics, patient acuity and nurse to patient ratios were reviewed as a ‘snap’
shot audit. This was in addition to national recommendations and benchmarking. A
further review of additional activity into the service was undertaken.
For ED, the new ‘Best’ tool was used.
For the Emergency Assessment Units, patient acuity and patient turnover were key to
determining the nursing levels required.
Calculation of establishments using the Nurse per occupied bed method was utilised
but it was acknowledged that there are limitations to the value of this tool as it does not
consider patient turnover per 24 hrs.
Additionally, the professional judgement method which draws on professional opinion
and insight into local clinical need and context, was applied to all areas.
There are advantages and disadvantages to the different methods and tools used to
model staffing levels. And also a view that none of them capture the communication
aspects of nursing work (nurse-patient, nurse-family, nurse-doctor, nurse-other health
professionals and departments, nurse-other agencies). Different systems applied to
the same care environment can produce different results, and so combining 2 or more
methods is recommended to improve reliability and validity.
In addition to utilising workforce planning systems, the following were undertaken:









A benchmarking exercise was completed with four Trusts comparing their nurse to
patient ratios and skill mix.
National agreed standards for speciality wards were used (i.e. critical care).
Skill mix - registered to unregistered ratios were reviewed.
Bed occupancy and acuity were considered particularly for the Emergency
Assessment Units (EAU/Ward 4) and short stay wards.
Nursing quality indicators such as pressure ulcers and indicators for managing the
deteriorating patient (cardiac arrests and frequency of observations via electronic
observation system). The electronic observation system (Wardware) provided a
good indication of the number of high dependency patients and potential ‘failure to
rescue’ episodes.
Workforce indicators (sickness/ vacancy and turnover) were reviewed.

Discussions then took place with ward sisters and matrons to interpret the findings
from the work and incorporate both professional judgement and local knowledge to
identify the workforce which would provide care that was safe, effective and caring.
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4.

Key Findings
Using the SNCT, Professional judgement model and benchmarking with other Trusts
demonstrated that overall there were some shortfalls in ward establishments across
General Medical, Elderly Care and Paediatric wards.
Medicine
Nursing workload is directly related to patient acuity and dependency. That is, the level
of patient need in meeting activities of daily living combined with the complexity of
treatment of the medical condition. Within medicine there are therapies and treatments
that increase the nursing workload including the care of patients requiring enteral or
parenteral nutrition, management of central venous lines, tracheostomy care, complex
intravenous medication regimes, neurological assessments increased monitoring and
observation for signs of deterioration and escalation of care. Patients with a high level
of acuity at 1b (SNCT) were being cared for on the general medical wards and this
requires higher nursing numbers; this activity was most challenging evenings and
nights where the ratio of registered nurse to patient is 1:11. The medical wards need
to reflect the current acuity and dependency of patients particularly wards 10, 11 and
12.
DME
It was noted that there was an increasing number of patients with dementia and
challenging behaviour that were in the 1b category and often required one to one
nursing particularly within the older peoples’ wards. The role of associate practitioner
(Band 4, foundation degree) is currently being explored for deployment in general ward
settings particularly within the DME ward settings. As there is less acute activity
compared to medicine, this role could be deployed instead of a Band 5 registered
nurse.
The Stroke unit needs to reflect the acuity and dependency of hyper-acute stroke
patients and accommodate the senior Band 6 nurses spending a large proportion of
rostered time in ED undertaking thrombolysis.
Paediatrics
There was a higher number of children with ‘high dependency’ needs requiring 1:1
care. In addition, increasing survivability and pre term care on the level 3 Neonatal Unit
has seen an increase in neonates transitioning from the Special Care Baby Unit to the
paediatric wards. These patients are often long term admissions who require high
level, complex nursing care and parental education prior to discharge home.
Paediatrics has a current ratio of 1:5.6 children
as opposed to the RCN
recommendations of 1:3 for under 3 year olds and 1:4 for over 3 year olds.
The development of a separate Paediatric emergency department has created greater
activity resulting in the need for additional paediatric nurses.
Paediatric ward establishments need to support the additional high dependency and
ED activity.
Surgery
The SNCT and the benchmarking exercise revealed that overall the nurse to patient
ratio across our Surgical Division is comparable with other Trusts. This is undoubtedly
reflected in the attrition rates and higher quality metrics.
ED / Emergency Assessment Units
ED has increased the ‘majors’ bed capacity and requires additional nursing to support
this area.
Ward 4 has reconfigured into an Emergency Assessment Unit and requires the same
nursing establishment as EAU 1 to ensure an efficient service with a high turnover of
patients.
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5.

Leadership and Supervisory Ward Managers
Effective ward leadership has been recognized as being vital to high quality patient
care and experience, resource management and inter professional working. The
Francis report has called for the strengthening of the ward sister’s role and
recommends that ward sisters should operate in a supervisory capacity. To fulfil the
supervisory role there is a requirement for the Ward Sister/Manager to be additional to
the rostered shifts.
The introduction of a supervisory ward sister across clinical areas within the
organisation will ensure priority and time will be given to managing and developing
team performance thus enhancing the patient experience, improving patient outcomes
whilst also contributing to organisational values and priorities.
This has been implemented across all the general wards and it is recommended that
Paediatrics and the Maternity wards will have supervisory ward manager status.
Implementation of the supervisory ward manager role will improve the skill mix out of
hours to ensure the availability of experienced Band 7 nurses to provide clinical
leadership, advice and technical clinical skills at weekends through an additional
operational rota to support the Matrons (555).

6.

Conclusions
The establishment review has used a comprehensive methodology. The investment of
additional nurse staffing is required principally across the medical Division. This will
enable compliance with the NICE recommended 1:8 nurse: patient ratio during the 24
hr working day.
Although the Trust has had a robust recruitment strategy with some good results, the
current national and local situation remains challenged in recruiting sufficient
Registered nurses resulting in high nurse agency usage. In addition to this, the Trust
has embraced the use of technology with the implementation of ‘e observations’ and ‘e
prescribing’; however, this has created a situation where Agency registered nurses are
not able to undertake observations and administration of medication and as a result are
predominantly working at HCA level. This has made us consider a more flexible
workforce through the investment in the use of Bands 1 – 4. Although the resulting skill
mix is not in line with national guidance, this is monitored closely through measurement
of key quality metrics and outcomes.
Paediatrics and maternity also require investment in line with increased acuity and
dependency.
Leadership will be enhanced through the further roll out of the supervisory ward
manager, responsible for the clinical and managerial leadership of the team. He/she
will be performance managed to deliver a number of clinical and managerial key
performance indicators.
Cover arrangements (non-productive time) will be a minimum of 22% depending upon
Division.
The Divisions have acknowledged the investment required and a phased approach to
implementation has been agreed.
This is the second comprehensive review undertaken across general and Maternity
care areas. A further review will be undertaken during the summer months to allow
comparisons to be made.

8ExecutiveBoardReportJuly

Page25of36
OverallPage74of125

7.

Recommendations
The Board is asked to:








Note the content of the report
Be assured that there is the appropriate level of detail and assessment in reviewing
the staffing across inpatient wards.
Support the strengthening of local leadership models
Support the investment of some additional nurse staffing
To note and support the further on-going work with the Safer Nursing Care Tool
across inpatient areas
To advise the Chief Nurse of any further work required to be undertaken in relation
to the Trusts nurse staffing review.
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Appendix 5
Board action required – please see item one below.

Information Governance (IG)
Report to Trust Board – From June 2014 IG Steering Group (IGSG)
1. IGSG – Terms of Reference
The Board are asked to review and approve the IG Management & Reporting
framework as laid out in its Terms of Reference – see below.
2. IG Toolkit
V13 of the Department of Health Information Governance Toolkit which is managed
by the Health & Social Care Information Centre (HSCIC) has been released. Basic
changes have been made some of the 45 standards which make up the Toolkit.
These include:
 Increased need to report ALL Cyber Security Incidents.
 Recommendations from the Caldicott Two Review 2014 have been linked
to relevant standards.
As in previous years the Trust is contractually required to:
 Achieve and sustain at least level two or above for ALL standards and
 Perform three submissions - Baseline by 31st July 15, Progress by 31st
October 15 & Final by 31st March 2016.
3. IG SIRI – Inappropriate Access
As previously reported, in December 2014 a member of Trust staff inappropriately
accessed the Evolve Health Record of three patients on two separate occasions.
The incident was investigated as an IG Serious Incident Requiring Investigation
(IGSIRI) within the Information Governance framework.
The Disciplinary investigation has come to a conclusion, the outcome of which has
been reported (as required) to the Information Commissioners Office (ICO), who
have decided to take no further action at this time.
4. IG Indicators
4.2
Subject Access Requests (SAR) and Access to Health Records Requests
(AHRR)
SAR’s –legal deadline (under Data Protection Act) is 40 calendar days, NHS deadline is 21 calendar
days.
AHRR’s –legal deadline (Access to Health Records (deceased)) is 21calendar days.
Month

Requests
Received

Fulfilled in 21
days or less
146

SAR’s fulfilled
within > 21 days,
but < 40
2

SAR’s
fulfilled in >
40 days
0

AHHR’s
fulfilled in >
21 days
0

Jan 15

148

Feb 15

147

147

0

0

0

Mar 15

185

179

6

0

0

Apr 15

175

169

6

0

0

May 15

182

175

7

0

0
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4.2

Freedom of Information (FOI) Requests:

Legal deadline under the FOI Act is 20 working days starting with the first working day after the day on
which the request was received.
Month

Number
Number of
of
requests
requests answered within
received
the deadline

Number of
Number of
Number of
% of
requests
requests
requests
requests
answered after answered up answered 6 or
answered
the deadline to 5 days after more days after within the 20
the deadline
the deadline
day deadline

Jan 15

50

38

12

6

6

*Target =
90%
76%

Feb 15

53

43

10

6

4

81%

Mar 15

59

40

19

8

11

68%

Apr 15

52

42

10

1

9

81%

May 15

36

34

2

1

1

94%

*This target is 5% above what the Information Commissioners Office (ICO) set Public Authorities that
continue to breach the requirements of the FOI Act.

Month

FOI Act exemptions applied to withhold
information requested

Number of
exemptions
applied

Jan-15

1 x s41 Information Provided in Confidence

1

Feb-15

2 x s12 Time and Cost Limit
1 x s21 Information Accessible by Other Means
2 x s41 Information Provided in Confidence

5

Mar-15

4 x s12 Time and Cost Limit
1 x s40 Personal Information
3 x s41 Information Provided in Confidence
1 x s43 Commercial Interest

9

Apr-15

3 x s12 Time and Cost Limit
1 x s21 Information Accessible by Other Means
1 x s43 Commercial Interest

5

May-15

2 x s12 Time and Cost Limit
1 x s31 Law Enforcement
1 x s43 Commercial Interest

4
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For Trust Board review and approval

TERMS OF
REFERENCE
FOR

Information Governance
Steering Group
(IGSG)
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1.

Title

Information Governance Steering Group (IGSG)

2.

Accountable to:

For IG Assurance:
 Clinical Safety, Outcomes & Quality
Committee
For IG Performance:
 Trust Board via Executive Board
(See diagrams and table attached below).

3.

How is
accountability
demonstrated?

Reports to the Boards listed above.

4.

Purpose of Group

To support high quality care by promoting effective
and appropriate use of information throughout the
Trust.

5.

Terms of
Reference
Details
5.1 To establish a structure and strategy to ensure implementation of
Information Governance (IG) and monitor its application on behalf
of the Trust.
5.2 To ensure that all information governance leads identified within
the Trust are working effectively.
5.3 To establish information governance priorities within the Trust and
assign responsibility to appropriate individuals and sub groups with
clear actions.
5.4 To develop a framework to ensure that the Trust is achieving
compliance with all relevant statutory requirements and good
practice guidelines.
5.5 To produce an IG report for the Trust outlining key activities
undertaken and future priorities, following the IG Toolkit
submissions in March and July each year and present this to the
Committees and Board noted above.
5.6 To receive assurance from IG Leads with regards to performance
against IG standards and to monitor progress against Information
Governance Toolkit standards.
5.7 To publicise, communicate and feed back the changes and
improvements that have occurred as a result of the audit and
effectiveness requirements.
5.8 All ensure that all leads complete as required the Information
Governance Toolkit.
5.9 To ensure a robust Information Governance training programme is
in place for staff across the Trust.
5.10 To receive reports from – see Reporting Road Map attached.
5.11 To assess risks associated with IG and report risks assessed as
low, medium or high via the risk register process.
5.12 To ensure that an appropriate mechanism is in place to
demonstrate independent assurance of IG standards.
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6.

Membership
 Senior Information Risk Owner (SIRO) & Board IG Lead - Director of
Reengineering & Informatics
 Caldecott Guardian – Medical Director
 Corporate Records Lead – Board Secretary
 Director of IT
 Head of Procurement
 Head of Risk & Governance
 IG & FOI Assistant
 IG Manager - Data Protection Officer & Freedom of Information (FOI)
Lead
 Information Manager
 IT Technical Engineer Specialist Security
 IT Office Systems & E-Learning Manager
 Registration Authority Manager
 Senior Business Partner

7.

Chair of Group

SIRO (Deputy Chair, Caldicott Guardian)

8.

Secretary

IG Manager

9.

Quorum

5 members plus SIRO or Caldicott Guardian

10. Delegated limits

N/A

11. Decision Making

Decisions will me made by the group and recorded in
formal minutes.

12. Frequency of
meetings

Four times per year:
 Dec
 March
 June
 Oct

13. Papers

Agenda items will be agreed by the Chairman and
papers will be distributed approximately one week
before the meeting.

14. Minutes of
Meetings

Formal minutes will be prepared by the Information
Governance Manager.

15. Reports from

As outlined on the IG Reporting, Monitoring & Audit
Roadmap below.

16. Confidentiality

Meetings will be held in private but minutes may be
available under Freedom of Information.
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17. Regulation and
Control

The Committee will be governed by the Standing
Orders and Standing Financial Instructions of the Luton
& Dunstable University Hospital NHS Foundation Trust.

18. Lifespan of Group

Standing group with a review of the group every three
years to be approved by the Trust Board.

Amended Terms of Reference Agreed:
June 2015
Review Date
June 2018
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Information Governance Reporting Routes
(As at June 15)

IG Assurance

Trust
Board

IG Performance

Executive Board
Risk & Audit
Committee
(NED Chair)

Clinical
Outcomes, Safety
& Quality
Committee
(NED Chair)
Information Systems
Strategy Board
(Lead for Clinical
Informatics Chair)

Internal Auditors
(PWC)

Clinical
Operational Board
(SIRI Reporting)

Caldicott
Function
(Caldicott Guardian & IG
Manager)
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IG Steering
Group
(SIRO Chair)

Information
Asset
Owners
(Via General
Managers
Meetings)

Health Records
Working Group
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Information Governance Structure
As at June 2015

Information Governance Steering Group
(IGSG)

Chair
IGSG
Chair ofofIGSG

Deputy
Chair
of IGSG
Deputy Chair
of IGSG

Senior Information Risk Owner
(SIRO) & Board IG Lead

Caldicott Guardian
Medical Director

(Director of Reengineering &
Informatics)

*IAO

Lead Manager

(Director of IT)

IG Toolkit Standard Leads
(See list below)

Caldicott Function Meeting
The Caldicott Guardian & IG Manager
meet as issues arise and report when
necessary to the IGSG

Information Governance
Manager
(Data Protection Officer &
Freedom of Information Lead)

Information Asset Owners
(General Managers)

**IAA

Lead Manager

(Director of IT)

Information Asset
Administrators
*IAO = Information Asset Owner
**IAA = Information Asset Administrators
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IG Toolkit Leads:









Head of Risk & Governance
E-Learning Manager
Information Manager
IT Security Specialist Manager
Corporate Records Lead (Board Secretary)
Senior HR Business Partner
Registration Authority Manager (Smart Cards)
Head of Procurement
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IG Reporting, Monitoring & Audit Roadmap

1
2
3
4
5
6
7
8
9
10

External Reporting & Registration Requirements
IG Toolkit Baseline Submission
IG Toolkit Progress Submission
IG Toolkit Final Submission
IG information for inclusion in the Trust Annual Report
Data Protection Registration renewal with ICO
Incident reporting
Internal IG Audit Review
Internal IG Audit Review
Internal IG Audit Review Report > PWC Report to COSQ
Internal Reporting & Monitoring Requirements
Report to Trust Board (via Execs Committee)
Annual IG Report to the Trust Board (via Execs Committee) Including:

March IGSG

February

January

December IGSG

November

October

September IGSG

August

July

June IGSG

Comments

April

Details

May

Line No.

As at June 2015

29th

As appropriate
N, D or J

>Results from Internal IG Audit Review
>Requesting approval to submit IG Toolkit
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

Annual Caldecott Guardian Report to the Board
IGSG Monitoring, Standing Agenda Items & Reports to
Caldecott Guardian Reports
Minutes from Health Records Working Group meetings
Monitoring of gaps & issues identified by IG Internal Audit Review
Information Governance Training Compliance Report from eLearning Manager
IAO & IAA Training Compliance Report from eLearning Manager
IT Security Management Report Report from IT Security Manager
Data Protection Report Report from IG Manager
Freedom of Information Report Report from IG Manager
Registration Authority Report Report from RA Manager
Reports from IG as required by the IG Toolkit requirements
IG Risks - for review
IG Related Risks - for monitoring
Assurance reports from IG Leads
Signed Self Declaration Forms (approved by Manager of IG Lead)
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As appropriate
Until all actions complete

As and when required

As and when requested
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BOARD OF DIRECTORS
Agenda item

Date of Meeting

9
Clinical Outcome, Safety & Quality
Report
22 July 2015

Lead Director

Alison Clarke, NED

Paper Title

Category of Paper
To action
To note
For Information

Paper Author
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

To ratify

Patient Experience

Equality

Clinical

Governance

Clinical Outcome, Safety and Quality Committee on 10 June 2015
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 meeting dated 10 June 2015.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2014/15
 Care Quality Commission self assessment project
 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

1
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
10 June 2015
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 10 June 2015.
2. CQC
CQC Intelligence Monitoring – COSQ received the final version of the CQC Intelligent Monitoring
Report which confirmed an inspection rating of 6 (best performing band). The band reflects the risk
regarding the level of safe, effective, high quality care that patients receive, with band 1 being the
highest risk and band 6 the lowest risk to patients.
Transforming Quality – COSQ were briefed with regard to the engagement events – Good,
Better, Best – taking place the week commencing 29 June. The purpose of the events are to
thank all our staff for their amazing work, update them on the Trust plans for the future
redevelopment, and get them involved in some quality improvement work.
Workstreams in preparation for a CQC inspection are progressing well.
3.

Quality Dashboard

Nursing Dashboard – The Chief Nurse presented the nursing dashboard for May highlighting the
quality metrics, workforce and patient experience indicators for each ward and division. COSQ
discussed pressure ulcers and noted progress to date and the current focus on reducing grade 2
ulcers. Falls were highlighted and it was noted that some clinical wards had more ‘at risk’ patients
making it particularly difficult to cohort particularly those with infections requiring side rooms. The
Chief Nurse confirmed that the bed management team are working closely with nursing staff to
ensure the appropriate allocation of patients to ensure optimum management
4. Clinical Outcome
Medical Education – The Divisional Director for Medical Education was in attendance and gave
an overview of the current position in medical education, noting that the GMC survey has identified
improvements since last year. It was noted that the main concerns were improving and issues
were being addressed. The trainees felt there were some tasks within their role that could be
delegated and therefore the role of the Physician’s Assistant has been created to undertake these
tasks and support the workload of the trainees on the acute medical take. Focus groups have
been established to gain feedback and further work is being undertaken to support the workload of
more senior trainees. Work is ongoing to ensure there is support for trainees involved in
complaints and serious incidents and that learning is shared.
The improvements in the Obstetrics and Gynaecology department were highlighted and COSQ
commended the team.
Clinical Audit – The Clinical Director for Breast Screening was in attendance and updated the
committee on the audit programme for the breast screening service which is closely monitored by
national and regional Quality Assurance organisations. COSQ noted that a number of audit
results are fed into national statistics for the breast screening programme and were assured that
all audits are related to practice and changes are instigated following audit outcomes.
COSQ also received a briefing relating to the uptake of the breast screening programme and
discussed methods to increase numbers, including initiatives to target some communities who do
not have a good history of attending, sometimes for cultural reasons. Leicester, with a similar

2
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population have managed to increase uptake and this is currently being explored to see if there is
any good practice to share.
Integrated Care Project – COSQ were updated with regard to the progress of the integrated care
project, noting that the hospital had gone live with cluster 1. The continuity of care for patients and
demand on our consultants, time by local GPs will be closely monitored.
5. Patient Safety
Jimmy Savile Report – Foundation Trusts have been requested by Monitor to respond to a
“lessons learned” report produced by Kate Lampard QC, drawing on the findings from all the
published investigations following the Savile enquiry. COSQ received and noted the Trust
assessment and action plan.
Open and Honest Care – The Chief Nurse presented a report outlining the Open and Honest
Care programme (NHS England pilot) which aims to provide patient safety (nurse indicator) data to
patients and their families in a consistent, easy to read format, 2 clicks away from an individual
NHS provider organisation’s ‘home’ web page. Discussion took place with regard to participating
in the programme taking into consideration the commitment to publish further metrics. COSQ
were generally supportive but requested further assurance with regard to the detail of further data
required. The issue regarding the ability to withdraw from the programme at any chosen time was
asked. It was agreed to explore this.
6. Patient Experience
Inpatient Survey – The committee received feedback from the inpatient survey which related to
patients who had received care in July 2014. The Trust was not a national outlier in any key area
although there were some areas that needed improvement such as quality of food and cleaning
and delays to discharge. Issues for action were discussed and are being addressed through
various action plans already in existence.
Complaints and Litigation – The Director of Finance made a request to COSQ to review litigation
and trends for the Trust following increases in litigation claims. The committee received a report
detailing the areas with the highest levels of litigation activity. It was acknowledged that this was a
growing national issue and agreed that further intelligence was required regarding the specific
claims so that COSQ could gain assurance that learning was taking place and any themes were
being addressed.
Outpatient Transformation Group – The committee received and noted the Outpatient
Transformation update report. The Managing Director gave a verbal update regarding partial
booking.
7. Serious Incidents and Duty of Candour
COSQ received the serious incident (SI) report, including a briefing on the serious incidents
reported since the last meeting. The new SI process was outlined and COSQ were assured that
staff are being supported through the process. One key change in the process is to ensure more
emphasis on the quality of learning from investigations.
With regard to Duty of Candour, the policy has been finalised and presentations have been made
to a number of forums. Support is being provided for those individuals who are required to
undertake this process. The committee discussed the interpretation of the levels of harm,
highlighting that ‘moderate harm’ is difficult to define and understand.
8. Report from Clinical Operational Board
The minutes of the COB meeting held on 26 May 2015 were received for information. The Medical
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Director highlighted a concern raised with regard to the lack of resource to check and quality
assure point of care tests which was being addressed by the Divisional Director for Pathology.
9. Workforce Update
Statutory Training and Appraisals – The Training and Development Report covering activity to
31 May 2015 was received and progress noted. With regard to conflict resolution training, it was
acknowledged that not all staff groups require the same level of training and a proposal will be
presented to the Health and Safety Committee to revisit the criteria and establish the way the
training is delivered.
Monthly Nursing Workforce - COSQ received the nursing workforce report for May 2015 and
noted the reduced number of ‘red flags’ relating to percentage of agency staff and Registered
Nurse to patient ratios.
10. CQUIN Scheme
The Managing Director reported that the CQUIN scheme for 2015/16 has been agreed and
although more challenging than previous years, quarter one activity is progressing.
11. Communications Strategy
The Managing Director reported that an external review of the communication and fundraising
function had been completed and, as a result, a new structure has been agreed. COSQ were
assured that once resource is in post a social media strategy will be developed.
12. Internal Audit
COSQ received a report from the auditors: ‘2014/15 External assurance on your Quality Report’.
The auditors concluded that nothing has come to their attention that leads them to believe that our
quality report does not comply with the requirements set out in the NHS Foundation Trust Annual
Reporting Manual.
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Finance, Investment & Performance Committees:



24 June 2015
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Progress Clinical and Strategic Developments
Objective 7 – Optimise our Financial Position
Monitor
CQC
Commissioners
Internal Audit
948 - Surgery Financial Position
950 - DTO Financial Position
620 – CIP Targets
945 - EDRMS

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 of the Finance, Investment &
Performance Committees during June 2015
SUMMARY/CURRENT ISSUES AND ACTION
The Reports give an overview of the matters addressed including the following:










Risk register
Guidance/Briefings and Publications
Reporting Timescales
Investment Policy
Finance and Performance Reports
CQUIN
Re-engineering 5 Year Plan and Savings Programme
Hospital Re-development Update
Business cases:- Ward Development, Twin theatres and Edwin Lobo

ACTION REQUIRED
To note the June 2015 Finance, Investment & Performance Committee Report
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Public Meeting

Private Meeting

FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT
TO BOARD OF DIRECTORS
This Report updates the Board of Directors on the matters considered at the 24th June 2015
meeting of the Finance, Investment and Performance (FIP) Committee.
Present: Jill Robinson (Chair), Simon Linnett, Mark Versallion, John Garner, Pauline Philip,
David Carter, Andrew Harwood, Angela Doak, Mark England and Mark Patten.
In Attendance: David Hendry, Matthew Gibbons, Tim Hughes, Ricky Shah plus David
Hartshorne, Melanie Chalk and Cathy Jones for item 7.
1. Apologies for Absence
Clifford Bygrave.
2. Minutes of the Previous Meeting
The minutes of the previous meeting where accepted as a true and accurate record.
3. FIP Action Log and Matters Arising not elsewhere on the Agenda
i) Risk Register
Matters Arising
Risk Register

Action
Review of the Risk Register was
arranged for 17th June

Lead
Victoria Parson, Trust Board
Secretary

This meeting is to be rescheduled for a meeting in August or the following Board Seminar
session.
ii) Business cases
Matters Arising
Business Cases

Action
Discuss setting up a business
case tracking system with the
Trust Board Secretary.

Lead
Pauline Philip, Chief
Executive

A report will be provided at the end of Q2, following the completion of the 2015/16 capital
programme.

2
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iii) Reporting Timescales
Matters Arising
Reporting Timescales

Action
Q1 timetable has been
discussed, with the remainder
of the year to be concluded
once Q1 is completed

Lead
Andrew Harwood, Director
of Finance

Action
Jill Robinson to meet with Ricky
Shah to further refine the policy

Lead
Andrew Harwood, Director
of Finance

iv) Investment Policy
Matters Arising
Investment Policy

A draft of the high level principles to be incorporated in the Investment Policy was
presented for discussion. It was agreed that the policy could be revised further, making it
clear that the main financial indicator for business cases should be Net Present Value. It was
noted that the 5 Year Payback should be included as a measure of risk, where appropriate.
The Trust Board Secretary will be asked to advise on the correct wording for section 2.18.
The Committee Chairman will present the further revised policy to FIP in Q2.
v) Temporary Theatres
Matters Arising
Temporary Theatres

Action
Agreement on source of funding

Lead
Andrew Harwood, Director
of Finance

This was discussed under item 7 (i) – Loan Application.
4. Chairman’s Issues
None noted.
5. Guidance / Briefings Publications
The Director of Finance introduced the guidance publications and described the FT’s
position against the proposed Risk Assessment. The documents were taken as read, with the
Director of Finance opening up to questions from the Committee.
Mr Mark Versallion asked for clarification on the reasoning behind not supporting the
proposed Risk Assessment Framework. The Deputy Director of Finance confirmed that the
“I&E Margin” metric is logical and should be supported. The “Variance from Plan” metric,
however, would have resulted in the L&D (with a small surplus) being rated 3 in 2014/15
whereas a hospital achieving a plan based on a substantial loss would have rated 4. The

3
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“Variance from Capital Plan” would effectively remove the incentive to flexibly manage the
cash position of the Trust.
It was agreed that the Director of Finance would respond accordingly.
Matters Arising
Risk Assessment Framework

Action
FT to respond to Monitor on the
issues with the proposed
changes to the RAF

Lead
Andrew Harwood, Director
of Finance

6. Month 2
i) Finance Report
The Deputy Director of Finance presented the new style Finance Report. The Committee
noted the deficit position at month 2. The Director of Finance confirmed the offer to the
Committee Chairman to review the FT’s balance sheet in order to fully assess the risk the
Trust faces this year, particularly in relation to accruals and provisions. This aside, the
Committee Chairman highlighted that the underlying issue is that Divisional performance
is not where it should be.
The Director of Finance confirmed that contractual issues will be resolved as the year
progresses (with month 1 being reconciled in July). It is anticipated there will be less
uncertainty towards the end of the year.
The Director of Finance highlighted a number of the opportunities the Trust has including
maximising recruitment, providing winter ward facilities more efficiently and reducing
the inpatient waiting list. The Managing Director highlighted that the Trust had set an
ambitious plan based predominantly on improvements in throughput. He stated that he
believed Surgery was working as per the plan but Medicine had more problems still to
overcome. The Chief Executive stated that the biggest issue faced by the Trust is that of
continued reliance on nursing and medical agency staff, but also pointed out that the
month 2 position is driven predominantly from known month 1 information. The Chief
Executive explained that work was now taking place with regard to Band 4 HCAs that was
essential in helping with registered nursing establishments.
The Committee Chairman suggested that it would be useful to plot a forecast trajectory
for reducing the pay overspend that could be included in the monthly finance report. This
was agreed. It was also agreed to bring the CIP reporting slide more to the fore in the
report. The Committee Chairman thanked the Finance team, and the Deputy Director of
Finance in particular, for developing the revised style of report, and thanks were also
offered to the Executive and their teams for the work done in preparing the forecasts.

4
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Matters Arising
Review of provisions and
accruals
Pay forecasts
CIP Reporting

Action
Chairs of FIP and Audit
Committees to review the
constitution of the FTs
provisions and accruals
Finance Report to include a
forecast trajectory based on HR
data
Bring the CIP reporting slide
closer to the beginning of the
report

Lead
Andrew Harwood, Director
of Finance
Angela Doak, Director of HR
& Matthew Gibbons, Deputy
Director of Finance
Matthew Gibbons, Deputy
Director of Finance

The Director of Re-engineering introduced the “Legal Admissibility Review” for
information. The Committee supported the recommendations of the review and the
consequent destruction of the stored paper records that have now been scanned. No
cost implications were noted in the paper.
ii) Monitor Targets – Performance Report
The Managing Director summarised the Trust’s performance against Monitor targets.
Both the ED 4 hour and Cancer target performance continues to be achieved as in
2014/15.
The Trust appears to have one of the lowest 18 week backlogs in the East of England. It
was noted that there is a new target expectation that may assist the Trust in reducing the
backlog further. The contractual issues around this are still to be clarified before the
practicalities are considered further.
The Stroke target continues to present the FT with a challenge. As well as the direct
penalties associated with this, both Buckinghamshire CCG and South Central Ambulance
Service are supportive of moving their stroke activity to the L&D, but the Trust will need
to commit to achieving the targets consistently to deliver this.
Diagnostic targets improved substantially in May and the Managing Director is confident
that this is sustainable.
The ambulance handover targets were discussed. Early indications are that fines will be
incurred but the data capture remains unclear. This will have to form part of the ED
performance report in future months.
Matters Arising
Revised target expectations

Action
Update FIP with contractual
amendments to RTT target

Lead
David Carter, Managing
Director

5

10FIPCommitteeReportJune2

Page5of8
OverallPage94of125

iii) CQUIN Update
The Managing Director stated that the first return for 2015/16 is due to be submitted on
23rd July. There is a high level of confidence that the Trust will meet the Q1 milestones
but it was acknowledged that this would become increasingly difficult in the latter stages
of the year. This is currently being risk assessed. It was agreed that a risk assessment
should come to the next FIP meeting.
Matters Arising
CQUIN Risk Assessment

Action
Bring the CQUIN full year risk
assessment to July FIP

Lead
David Carter, Managing
Director

7. Hospital Re-development
i) Loan application
The Director of Finance referred to the tabled email from Nick Rose (of the ITFF). This
outlined why the ITFF has not yet been able to reach a decision on the Trust’s initial
funding request, making specific reference to the pressures the centre is contending with
in 2015/16.
Matters Arising
Loan Application

Action
Request copy of the paper
submitted to the ITFF Board

Lead
Andrew Harwood, Director
of Finance

ii) Outline Business Case / Full Business Case Approval Process
The Director of Finance described the OBC/FBC process. This included being clear on
what the Trust’s relationship managers would be particularly interested in CIPs, the fact
that Monitor would become engaged at the FBC stage and that the FBC would take 6 or 7
weeks to review.
iii) Update
The Trust Redevelopment Programme Director described in outline the procurement
process that is underway for the redevelopment, including the economies of various
different options that are being considered.
iv) Business Cases
The Redevelopment Programme Director was joined by the Deputy Programme Director
and General Manager for Surgery to present the business cases for ward expansion, the
twin theatres development and Edwin Lobo. The office block case was deferred to July
FIP.
After some discussion it was agreed that all three business cases should proceed for the
first stage of the ward expansion, for replacing the existing rented vanguard theatres
6
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with a new twin theatre complex and for the Orthopaedic Centre (Travelodge)
development (subject to the points below). It was acknowledged that this agreement was
made at the risk of the loan application not succeeding which would put the Trust’s
capital programme under significant pressure.
The Committee Chairman requested that the Redevelopment Programme Director
present to the next FIP a statement that explains the financial rationale for the
undertaking the ward expansion.
It was also agreed that the Surgical Division would re-visit the proposed revenue costs of
running the Orthopaedic Centre with the expectation that either the costs could be
reduced, and/or income generated by their relocation would be accounted for. The
General Manager of Surgery will write an addendum paper for presentation to the next
FIP that details the wider financial benefits of this case.
Matters Arising
Ward Expansion
Orthopaedic Centre

Action
To write a briefing on the
financial rationale for the ward
expansion.
An addendum paper is required
that details the wider financial
benefits of the development.

Lead
David Hartshorne,
Redevelopment Programme
Director
Cathy Jones, General
Manager for Surgery

8. 5 Year Plan
i) Five Year Model Presentation
The Director of Finance presented a brief updated summary of the current view of the
next 5 years. It was acknowledged that Monitor are planning on presenting an updated
set of national assumptions in July. The revised income assumptions include the premise
that the national tariff will be adjusted up by 0.4% to account for the £8bn funding
commitment from the Government. It was agreed that the Director of Finance would
meet separately with the Committee Chairman to discuss the other underlying
assumptions (particularly the housing growth).
Matters Arising
Monitor 5 Year Assumptions
Five Year Model

Action
To present Monitor’s
assumptions to FIP
Arrange to meet with
Committee Chair (and other
NEDs as appropriate) to clarify
underlying growth assumptions
once the Monitor assumptions
have been reviewed.

Lead
Andrew Harwood, Director
of Finance
Andrew Harwood, Director
of Finance
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ii) Re-engineering Savings Programme
The Director of Re-engineering presented the 5 year savings programme, noting that
there will be a focus on procurement during Q2.
The Director of Finance suggested that the financial benefits of the GP marketing
workstream appeared very high. The Managing Director requested that more
information is provided on historic activity growth, together with an assessment of the
growth that would be required to deliver this significant contribution.
It was also suggested that it would be beneficial to work on the savings that would accrue
from improving length of stay through improved discharge processes and the Needs
Based Care and Integrated Care projects. It was agreed that the Director of Reengineering would present on this at the next FIP meeting.
Matters Arising
Re-engineering Savings
Programme

Procurement Review

Action
To update the savings plan for
the 5 year period, with renewed
focus on LOS, NBC & Integrated
Care and to identify the
activities that will drive the
savings
Focus on procurement savings
to be presented to FIP in Q2

Lead
Mark England, Director of
Re-engineering

Andrew Harwood, Director
of Finance

The Lord Carter Review on Operational Productivity was noted.
9. Lorenzo Update
The Director of Re-engineering presented the options for replacing the Trust’s Patient
Administration System, and outlined the short term cost implications of proceeding with
a Lorenzo implementation. It was agreed that the Lorenzo option was the preferred
choice in the longer term, although it was recognised that the immediate financial
pressures would be less than ideal. The Committee agreed to proceed with the Lorenzo
Investment Case recognising the longer term financial benefits. The additional capital
expenditure required was agreed with the Director of Re-engineering to provide
assurance around how the FT would access an anticipated £3.1m of central funding.
Matters Arising
Lorenzo Funding

Action
To provide assurance on
accessing the £3.1m central
funding pot

Lead
Mark England, Director of
Re-engineering

10. Date & Time of Next Meeting
15th July 2015 at 2pm, HQ Meeting Room.
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Audit and Risk Committee Report for 20 May 15
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 - ISA 260 Audit Highlights Memorandum/ Management Representation, assurance on
Quality and Progress Report with Technical Update
Internal Audit – Draft I.A. Report 2014/15, Progress Report on CIP, Activity Reporting and Assurance
Mapping Progress Report
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
Private discussion with Auditors

ACTION REQUIRED
To note the 20 May 2015 Audit and Risk Committee Report
Public Meeting
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REPORT of 20 MAY 2015 AUDIT and RISK COMMITTEE MEETING

Please find attached the Report from the 20 May 2015 Audit and Risk Committee.
For governance and auditing purposes:

The Committee members Present were:
Clifford Bygrave, Alison Clarke, John Garner, David Hendry, Jill Robinson,
Mark Versallion



In attendance were:
Paul Foreman and Lynne Yallop (PwC – Internal Audit), Fleur Nieboer
(KPMG – External Audit), Andrew Harwood, Jenny Pigott, and Victoria
Parsons.



Apologies were received by:
Vimal Tiwari and Mark Patten



Conflicts of Interest & Changes:
John Garner informed the committee of his role as Chair of Photodynamic
Therapy.



The minutes/report of the previous meeting held on 18 March 2015 were
approved as an accurate record.



Date of Next Meeting – 2 September 2015 at 10.00am in HQ Meeting Room.

RECOMMENDATION
The Board is asked to note this Report.

ANDREW HARWOOD
Director of Finance
July 2015

1
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AUDIT and RISK COMMITTEE REPORT TO BOARD OF DIRECTORS
1. Introduction
This report updates the Board of Directors on the matters considered at the meeting of the
Audit and Risk Committee on 20 May 2015.
The Board of Directors is asked to note the content of the Audit and Risk Committee Report.
2.

Minutes of Last Meeting – 18 March 2015

The minutes of the meeting on 18 March 2015 were approved.
3.

Update on Matters Raised at Previous Committee Meeting

Internal Audit 2014/15 CIP Assignment Terms of Reference – Paul Foreman confirmed the
scope of the assignment had been reviewed and agreed.
Internal Audit 2015/16 Plan Risk Mapping – see agenda item 6.2.2
Counter Fraud 2015/16 Workplan – superseded by correspondence from Baker Tilly, see
agenda item 7.2
Conflict of Interest Policy – followed up under agenda item 11.2
Scheme of Delegation – meeting has been held, see agenda item 11.5
The Audit and Risk Committee noted the update.
4. KPMG External Audit
ISA 260 Audit Highlights Memorandum/ Management Representation: KPMG confirmed
the outcome of the Accounts and Use of Resources Audit. The majority of the work had
been completed and they expected to issue an unqualified accounts opinion and a clean
opinion on Use of Resources.1 The risks identified during the planning stage of the audit had
been re-assessed during the audit and the auditors were satisfied with the mitigating
controls. A management representation is required in respect of the valuation of tangible
fixed assets.
External Assurance on the Quality Report: A clean opinion is also expected to be issued in
respect of the Quality Accounts. It was noted that the Trust’s systems/ processes for
capturing the data provided audit trails and therefore the ability to audit the performance
indicators which had not been the case within other NHS organisations.
Progress Report & Technical Update: The Committee asked for assurance that appropriate
plans and capability are in place and details have been provided to the Department of
Health’s Senior Information Risk Owner (SIRO) in respect of the Trust’s IT Security linked
with recent internal audit work in this area.

1

Supplementary Note: Opinion received 28 May 2015 (in advance of deadline)

11AuditandRiskCommitteeRe

Page3of6
OverallPage100of125

The Audit and Risk Committee noted the reports and requested assurance in respect of
the Trust’s plans and capability for IT Security.
5. Annual Report & Accounts
Andrew Harwood confirmed the Trust was well placed to meet Monitor’s 29 May deadline
for submission of the audited accounts.2
The Audit and Risk Committee noted the update.
6. PricewaterhouseCoopers Internal Audit
Draft Internal Audit Annual Report 2014/15: Subject to outstanding assignments (CIPs, IT
Review, A&E Waiting Times) the draft opinion is – ‘there is some risk that management’s
objectives may not be fully achieved. Improvements are required in those areas to enhance
the adequacy and / or effectiveness if governance, risk management and control.’
The CIP review completion is subject to re-arranging a meeting with the Chief Executive. The
Committee requested that the outcome of this review be reported to FIP rather than wait
until the next Audit & Risk Committee.
Activity Reporting: This report was classified as high risk mainly due to an identified risk
concerning chargeable activity in Outpatients. The Committee requested that the
recommendation action deadlines be brought-forward with a follow up as a priority in June
to be escalated via COSQ if there is any residual risk. David Carter to attend the next Audit &
Risk Committee to confirm implementation of the recommendations.
Assurance Mapping: An exercise had been completed to produce a detailed assurance map
with the assistance of the Board Secretary. This exercise identified three areas within the
Trust’s governance structures which are not directly reported to any of the key assurance
boards/ committees – Patient Lead Assessment of the Care Environment (PLACE), Health &
Safety Management Report and Divisional Performance Reports. This exercise will inform
the development of terms of reference for the individual boards and committees.
The Audit and Risk Committee noted the update and requested assurance over the risks
identified in respect of the A&E Waiting Times and Activity Reporting reviews.
7. Baker Tilly Counter Fraud
Annual Report: The Annual report was taken as read.
Resignation of Counter Fraud Provider: The Director of Finance had received notification of
the resignation of the existing Counter Fraud Provider with effect from 30 June 2015. The
Director of Finance explained that following receipt of the letter he had spoken to David
Foley who stated that the contract was not viable for Baker Tilly.
They will continue to undertake reactive work until 30 September, and complete the
outstanding element of the 14/15 plan and the self-review toolkit.
2

Supplementary Note: Audited Accounts submitted to Monitor on 29 May.
3

11AuditandRiskCommitteeRe

Page4of6
OverallPage101of125

The Trust is liaising with procurement to determine options for providing this service for
2015/16.
The Audit and Risk Committee noted the report and resignation letter and the interim
arrangements for the provision of this service.
8. COSQ Update
Alison Clarke informed the Committee of work currently being undertaken by COSQ. All
divisions have submitted their clinical audit programmes. An initial review has identified too
many low risk audits for the resources available. An external review has been commissioned
of Clinical Audit.
The Audit and Risk Committee noted the update.
9. Board Secretary Report to the Audit & Risk Committee
Assurance Framework: There is one continuing red rated risk for integrated care which is not
progressing as quickly as expected.
Risk Register: There are 15 risks with a score of over 20 and the details of these risks are
provided in the paper. 11 of these are financial risks assigned to FIP.
Provider licence Compliance: The Board Secretary presented a paper on the evidence,
controls and assurance the Trust has in place against each section of the Provider Licence.
This demonstrates that the Trust has robust reporting in place for compliance reporting for
Continuity of Services and governance concerns.
A specific point was raised about integrated care given the red rated risk in the assurance
framework. The Trust’s compliance in this area has been reviewed by lead officers and they
are satisfied we meet this requirement.
The Audit and Risk Committee noted the reports.
10. Draft Annual Audit & Risk Committee Report to Board
The Draft Annual Audit & Risk Committee Report was presented for comment. The
Committee asked that the report include the resignation of the Counter Fraud Provider and
link to the disclosure in the Trust’s Annual Report of the Committee’s activities.
The Audit & Risk Committee approved the report subject to the minor changes.
11. Compliance Policy Review – Standing Orders, SFIs and Scheme of Delegation
11.1 Declaration of Interests (Board & Governors): Board Secretary briefed the Committee in
respect of this agenda item including the fit & proper persons new requirements.
Communications are to be sent out to high risk groups within the Trust to remind them of
the need to inform the Board Secretary of interests that have an actual or perceived conflict
with their responsibilities within the Trust.
4
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11.2 Register of Hospitality: No items of concern. However, it was noted that the register
contained fewer disclosures than previous years. The communication to the high risk groups
will also re-iterate the requirements around declarations of hospitality.
11.3 Schedule of Losses & Special Payments: No items of concern.
11.4 Waiver Report October 2014 to March 2015: No items of concern.
11.5 Scheme of Delegation: A separate meeting to discuss this in detail had been held and
amendments had been made. David Hendry confirmed he was happy with these
amendments with the amendments but highlighted a gap in respect of the capital plan
approval processes where the resources available and the capital investment required do
not align (as is the case for 2015/16). Subject to this being resolved the Scheme of
Delegation is to go to the Board for final sign off.
11.6 Procurement Update – changes in public sector procurement rules: The Committee
received an update from procurement. The key change is the requirement to advertise via
Contract Finder all tenders and requirements in excess of £25k. There is also an obligation to
retain an audit trail for all such requirements. The Trust does not currently have a system or
processes in place to do this. The procurement team are taking steps to mitigate these risks.
This paper will also be reported to FIP.
The Audit and Risk Committee noted the reports, the updated version of the Scheme of
Delegation and the next steps.
12. Any Other Business
It was noted that this was Cliff Bygrave’s last committee meeting. The Committee expresses
their thanks for Cliff’s outstanding commitment and involvement with this Committee.
13. Date of Next Meeting
The next meeting is to be held Wednesday 2 September at 10.00am in the HQ Meeting
Room.
14. (Officers to Exit) Private Discussion with the Auditors
The Audit Committee members had a private meeting with the Foundation Trust.

5

11AuditandRiskCommitteeRe

Page6of6
OverallPage103of125

BOARD OF DIRECTORS
Agenda item

12

Category of Paper

Paper Title

Risk Register

Date of Meeting

22nd

Lead Director

All Directors

To action

July 2015

To note
For Information

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

Quality/Safety

Patient Experience

Equality

To ratify
Clinical

Governance

History of
Committee
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Executive Board 14th July 2015
Clinical Outcome, Safety and Quality Committee 10th June 2015

Links to Strategic
Board Objectives

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

Links to
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Outcomes/External
Assessments
Links to the Risk
Register

Tick

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

12RRJuly2015.doc

Private Meeting
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Risk Register Governance
The are 35 (was 38 in March 2015) Board Level Risks on the Risk Register. 34% are currently high
risk (15+). There has been a reduction in the number of Board Level Risks due to increasing
controls being put in place.
% high risk April 2013 - July 2015
70
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July
Sep
Nov
Jan
Mar
May
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0

All the Board Level risks are up to date with an action plan.
Board of Directors Review
The Board reviewed the risks on the 27th May 2015.
Risk ref
945
947
948
950
617
650
830
944
953
954
988
604
669
885
903
968
994
861

Risk Description
CCG Contract Verification
CCGs payment of monthly contract
Surgical Division financial targets
DTO Division financial targets
Telephony technology
Bed Pressures
Building Management
Non achievement of finance target
Procurement waivers
EDRMS
Pharmacy
Ward environment
Appraisal
EBME Support
Integrated care
Use of cardiac centre as
contingency
C Diff
Pathnet

Agreed conclusion
To be reworded
Closed
To be reworded with Divisions
To be reworded with Divisions
Maintain risk
Maintain risk
Review
To be reworded
To be reviewed by next FIP
Closed
Reduce risk
Reduce risk
Maintain risk
Progress risk
Maintain risk
Review all escalation areas
Maintain risk
Review risk

Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 10th June 2015.
Risk ref
650
885

Risk Description
Bed pressures
Inadequate EBME support

12RRJuly2015.doc

Agreed conclusion
Maintain risk
Risk to be reviewed
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Risk ref
968
994
776
813
921
542
943

Risk Description
Use of cardiac centre

Agreed conclusion
Maintain risk noting planned increase in
controls
C.Diff target
Maintain risk
Paeds ED being used for adult Maintain risk noting planned increase in
inpatients
controls
Hospital acquired pressure ulcers
Maintain risk
Streaming process from ED to Risk to be reviewed
urgent GP clinic
Negative pressure facilities
Subject to annual review
Ebola
Risk to be reviewed

Executive Board Review
The Executive Board reviewed all Board Level Risks on the 14th July 2015
Risk ref
638
815
785
921
965
944
620
903
979

Risk Description
Medical Agency
Nursing Agency
ED Ambulance Target
Streaming from ED to UGPC
Access to mental health
Impact of non achievement of the
finance target
Not meeting CIP targets
Integrated Care
POCT

Agreed conclusion
Maintain risk with a view to increasing
Maintain risk with a view to increasing
Maintain the risk
Maintain the risk
Maintain the risk
Maintain the risk
Maintain the risk
Maintain the risk
Maintain the risk noting the increasing controls

Risk Review
New risks were reviewed between 21st April and 6th July 2015
7 risks were approved for the risk register none at Board Level.
15 risks were closed, 5 at Board level:
 947 CCG's payment of monthly contract
 950 DTO achievement of financial targets
 954 Overspend of EDRMS project
 993 Impact of 7 day service provision on pharmacy (repeated risk)
 95114/15 finance one off gains
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BOARD OF DIRECTORS
Agenda item
13
Paper Title
Board Secretary Report
Date of Meeting
22nd July 2015
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 structure and
processes.

SUMMARY/CURRENT ISSUES AND ACTION




Governor Elections
Membership Strategy Update
Terms of Reference review

ACTION REQUIRED
Board are asked to:
o Note the report
o Ratify the Terms of Reference for the Board Sub-Committees
Public Meeting

Private Meeting

1
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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)
2. Members
The next Medical Lecture is in October 2015 and is on End of Life Care.
The Annual Members Meeting is on the 24th September 2015.
The next Ambassador newsletter will be issued in August 2015.
3. Terms of Reference for Board Ratification (appendix 1-4)
The following Sub-committees of the Board have reviewed their Terms of Reference and request
that they are ratified by the Board of Directors:
Hospital Redevelopment Programme Board – Approved 14th January 2015
Audit and Risk Committee – Approved 18th March 2015
Clinical Outcome, Safety and Quality Committee – Approved 15th April 2015
Charitable Funds Committee – Approved 17th July 2015

2
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TERMS OF REFERENCE
HOSPITAL REDEVELOPMENT PROGRAMME BOARD
Status:

Sub-committee of the Board of Directors

Chair:

Chairman

Membership:

Chief Executive
Non-Executive Director x 2
Director of Re-engineering
Managing Director
Director of Finance
Chief Nurse
Director of Estates and FM
Programme Director
Medical Director

In Attendance:

Governors x 2
Members of the Programme Team (by invite)
Professional Advisors (by invite)

Meeting Frequency:

Monthly

Meeting Management:

Agenda to be agreed by the Chair and agenda and papers to be
circulated 5 days before the meeting, unless by exception and
agreed with Chair of meeting in advance.

Extent of Delegation:

The Programme Board is a formal sub-committee of the FT Board
of Directors and complies with the Standing Orders and the
Scheme of Delegation.

Authority and Chairs
Action:

The Committee is authorised by the Board to investigate any
activity within its terms of reference. It is authorised to seek
information it requires from any employee and all employees are
directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board to obtain outside legal
or other professional advice and secure the attendance of
outsiders with relevant experience and expertise if it considers
this necessary.
The Chairman, as Chair of the Hospital Redevelopment
Programme Board is, on an exceptional needs basis, granted
delegated authority to make decisions on time critical issues
arising between planned meetings of the Programme Board.
Whenever such powers are exercised a full report explaining why
such a necessity arose and exactly what action was taken, is to
be made to the next quorate Programme Board.

13Appendix1HospitalRedeve
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Quorum:

50% of membership, to include 2 Non-Executives

Accountability:

The Chair of the Hospital Redevelopment Programme Board,
along with the Programme Director will maintain a direct link from
the Programme Board to the FT Board of Directors providing a
report and assurance of the effectiveness of the Programme
Management delivered by the Trust.
The Programme Director will report to the Chief Executive and
report progress to the formal Executive and FIP meetings on a
monthly basis and to any other formal Committee as required
The Lead Governor will ensure the Council of Governors are kept
fully appraised of the programme’s progress and that
opportunities for Governor participation are fully utilised.

Reporting:

The minutes of the Hospital Redevelopment Programme Board
meetings shall be formally recorded and submitted to the Board of
Directors.
A report shall be made following each Hospital Redevelopment
Programme Board meeting to the next Board of Directors meeting
on issues which need to be considered by the Board of Directors.
The report shall give details of the action or improvement that is
needed for the Board of Directors to approve.

Objectives:

1. To oversee:
a. the development of the Pre-approval Business Case
for the Re-development of the Hospital within the
defined parameters of time, cost and to the required
quality and specification.
2. To review and quality assure:
a. the Pre-approval Business Case on behalf of the
Board of Directors.
3. To ensure:
a. the cost implications of the redevelopment proposals
are fully set out within robust financial plans and that
the programme remain within the Trust’s overall
affordability.
b. the development meets the highest possible standards
of design in respect of clinical use, patient and staff
environment and architectural merit.
4. To receive:
a. reports on existing and planned expenditure from the
Project Director.
5. To receive assurance:
a. that effective project management systems and
resources are in place to deliver the programme
successfully,
b. that there is an effective risk management system in
place and receive regular reports on the risks and
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issues,
c. that suitable mechanisms are in place to minimise the
disruptive effects of the programme on the smooth
running of the Trust, its staff, patients and visitors.
6. To approve and monitor ongoing progress of:
a. the overall Project Plan which will include:
i. Objectives
ii. Key Milestones and Delivery Programme
iii. Resource Plan
iv. Process and performance monitoring
arrangements and key deliverables
b. the recommendations submitted to the committee.
c. the Communications Strategy so as to ensure all
stakeholders, such as patients, staff, public,
Governor’s and partner organisations, are kept
informed and involved throughout the process.
d. the appointment of all external project advisors and
contractors.
e. all project documentation prior to submission to the FT
Board of Directors.
f. all procurement documentation as required.
Programme Board
Members
Responsibilities:

1. Individual members are expected to act as champions of the
Redevelopment Programme within the Trust and wider health
community. Members are empowered to discuss the
Programme with interested Parties outside of the meeting,
subject to any confidential information shared at the
Programme Board.
2. To set targets and agree control systems to ensure delivery of
the stated objectives of the Hospital Redevelopment
Programme, in particular by agreeing the following at
commencement of the Programme:
a. The initial schedule of Projects forming the Hospital
Redevelopment Programme
b. Agreeing Project Management structures for each
Project within the Hospital Redevelopment Programme
c. Agree Resource Plans and budgets for all Projects
forming the Hospital Redevelopment Programme.
Once a Project resource plan is agreed the Project
Team shall have authority to commit resources in line
with the individual elements of those resource plans.
Reports on resource commitment will be made at each
Hospital Redevelopment Programme Board meeting by
the Programme Director.
d. Agree the key expected benefits and required
deliverables for each Project within the Hospital
Redevelopment Programme
e. Agree the dependency “map” for the Hospital
Redevelopment Programme
f. Agree responsibilities and objectives for Programme
Director
g. Agree an initial Project prioritisation
3. To establish and maintain links with other bodies such as local
CCGs, Local Council, Ambulance Service and other Trusts,
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Social Services etc where Services are affected by or
potentially impacted the Hospital Redevelopment Programme
or a constituent Project.
Workplan:

Each meeting:
o Highlight reports from each project
o Key project and financial milestones and progress review
o Risk register related to hospital redevelopment and items for
escalation
Every four months
o Review against the Trust Objectives related to hospital
redevelopment
Annually
o Review of the Terms of Reference

Agreed on 14th January 2015
Board ratification on the 22nd July 2015
To be reviewed by the end of January 2016

13Appendix1HospitalRedeve

4

Page4of4
OverallPage112of125

TERMS OF REFERENCE
AUDIT AND RISK COMMITTEE
Status:

Sub-committee of the Board of Directors

Chair:

Non-Executive Director
The Chairman of the Board of Directors will appoint the Chair of
the Audit & Risk Committee

Membership:

The Committee shall be restricted to Non-Executive Directors.
The Committee will comprise of all Non-Executive Directors.

In Attendance:

Head of Internal Audit
Director of Finance
Financial Controller
Board Secretary
Clinical Representative (Medical Director)
A representative of the External Auditors
A representative of Counter Fraud
Chairman (invite only)
The Chief Executive invited to attend (at least annually) to discuss
with the Audit & Risk Committee the process for assurance that
supports the Annual Governance Statement.
Other Executive Directors or managers may be invited to attend
as necessary.

Meeting Frequency:

Meetings shall be held not less than 4 times a year.
The External Auditor or Head of Internal Audit may request a
meeting if they consider that one is necessary.
At least once a year the Committee may wish to meet with the
External and Internal Auditors without any Executive Board
members present.

Meeting Management:

Agenda to be agreed by the Chair and agenda and papers to be
circulated 5 days before the meeting, unless by exception and
agreed with Chair of meeting in advance.

Extent of Delegation:

The Audit and Risk Committee is a formal sub-committee of the
FT Board of Directors and complies with the Standing Orders and
the Scheme of Delegation.

Authority and Chairs
Action:

The Committee is authorised by the Board to investigate any
activity within its terms of reference. It is authorised to seek
information it requires from any employee and all employees are
directed to co-operate with any request made by the Committee.
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The Committee is authorised by the Board to obtain outside legal
or other professional advice and secure the attendance of
outsiders with relevant experience and expertise if it considers
this necessary.
The Non-Executive Chair, as Chair of Audit and Risk is, on an
exceptional needs basis, granted delegated authority to make
decisions on time critical issues arising between planned
meetings of Audit and Risk. Whenever such powers are
exercised a full report explaining why such a necessity arose and
exactly what action was taken, is to be made to the next quorate
meeting.
Quorum:

3 members.
In the absence of the Chair of the Audit & Risk Committee the
Non-Executive Directors will nominate a replacement.

Accountability:

The Committee is authorised by the Board to investigate any
activity within its terms of reference. It is authorised to seek
information it requires from any employee and all employees are
directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board to obtain outside legal
or other professional advice and secure the attendance of
outsiders with relevant experience and expertise if it considers
this necessary.

Reporting:

The minutes of Audit and Risk Committee meetings shall be
formally recorded.
A report shall be made following each Audit and Risk Committee
meeting to the next Board of Directors meeting on issues which
need to be considered by the Board of Directors. The report shall
give details of the action or improvement that is needed for the
Board of Directors to approve.
The Chair of the Audit and Risk Committee will make a report to
the Council of Governors annually, and an annual report will
made to the Board on the work of the Audit and Risk Committee
in support of its objectives.

Objectives:

Final
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1. Governance, Risk Management and Internal Control - The
Committee shall review the establishment and maintenance of an
effective system of integrated governance, internal control and
risk management, across the whole of the organisation’s activities
(both clinical and non-clinical) that supports the achievement of
the organisation’s objectives. In particular, the Committee will
review:
 The policies and processes for preparing the Assurance
Framework including review of the quality of the evidence for
assurance provided by Internal and External Audit,
management and other sources.
 All risk and control related disclosure statements, together
with any accompanying Head of Internal Audit statement,
external audit opinion or other appropriate independent
assurances, prior to endorsement by the Board.
 The underlying assurance processes that indicate the degree
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of achievement of the corporate objectives, the effectiveness
of the management of principal risks (including risk &
resilience review procedures and reports) and the
appropriateness of the above disclosure statements.
The findings of other significant assurance functions, both
internal and external to the organisation, and consider the
implications for the governance of the organisation. This will
include a review of the work of other committees, including the
Clinical Outcome, Safety & Quality Committee, and the work
on risk of the Executive Board which can provide relevant
assurance.
The policies and processes for ensuring that there is
compliance with the Terms of Authorisation agreed with
Monitor, and other relevant regulatory, legal and code of
conduct requirements.
The operational effectiveness of financial policies, systems
and services and the financial control environment throughout
the Trust, including compliance with Standing Orders and
Standing Financial Instructions.
Review the policies and procedures for all work related to
fraud and anti-bribery as set out in Secretary of State
Directions and as required by the Directorate of Counter
Fraud Services/ NHS Protect, and the operation of Trust
policies for Freedom of Speech (“whistle blowing”).
To monitor, on behalf of the Board, the Assurance
Framework.

2. Financial Reporting - Review the Annual Report and Financial
Statements before submission to the Board, focusing particularly
on:
 Changes in, and compliance with, accounting policies and
practices.
 Unadjusted miss-statements in the financial statements.
 Major judgmental areas.
 Significant adjustments resulting from the audit.
 Compliance with accounting standards.
 The wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the
Committee.
 The Committee should also ensure that the systems for
financial reporting to the Board, including those of budgetary
control, are subject to review as to completeness and
accuracy of the information provided to the Board.
 To examine the circumstances when Standing Orders are
waived.
 To review schedules of losses and compensation payments
and make recommendations to the Board.
 Review proposed changes to Standing Orders, Standing
Financial Instructions and Scheme of Delegation.
 Compliance with legal requirements.
 Monitor formal announcements relating to the Trust’s financial
performance.
 Review conflict of interests and the hospitality register on an
annual basis.
 To review all equivalent matters relating to the Charitable
Funds.
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3. Internal Audit - The Committee will:
 Appoint an appropriate internal audit provider, agree the fee
and as appropriate, the termination of the contract.
 Review and approve the internal audit strategy, operational
plan, and programme of work, ensuring that this is consistent
with the audit needs of the organisation as identified in the
Assurance Framework.
 Annually assess and review the performance of internal audit
to ensure that an effective service is provided.
 Consider the major findings of internal audit investigations and
management’s response, and ensure co-ordination between
the Internal and External Auditors.
 Ensure that internal audit function is adequately resourced
and has appropriate standing within the organisation.
4. External Audit - The Committee will:
 Make recommendations to the Council of Governors in
relation to the appointment, re-appointment, and removal of
the external auditor and approve the remuneration and terms
of engagement of the external auditor.
 Discuss with the external auditor, before the audit
commences, the nature and scope of the audit, and ensure
co-ordination, as appropriate, with other external auditors in
the local health economy;
 Review all external audit reports, including agreement of the
annual audit letter before submission to the Board, and any
work carried outside the annual audit plan, together with the
appropriateness of management responses.
 Annually assess the auditor’s work, performance, and fees to
ensure work is of a sufficiently high standard and the fees are
reasonable.
 Review the auditor’s independence and objectivity and
effectiveness taking into account relevant UK professional and
regulatory requirements.
 Develop and implement policy on the engagement of the
external auditor to supply non-audit services, taking into
account relevant ethical guidance regarding the provision of
non-audit services by the external audit firm.
5. Counter Fraud - The Committee will:
 Appoint an appropriate counter fraud provider, agree the fee
and as appropriate, the termination of the contract.
 Review the annual counter fraud programme and ensure that
it is adequately resourced.
 Receive periodic reports of progress in investigations
undertaken and an annual report of work undertaken.
 Review policies and procedures for all work relating to fraud
and anti-bribery (including the bribery act).
 Review the arrangements by which staff may raise, in
confidence, concerns about possible improprieties in matters
of financial reporting and control, clinical quality, patient safety
or other matters ensuring that arrangements are in place for
the proportionate and independent investigation of such
matters.
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Programme Board
Members
Responsibilities:

1. Individual members are expected to act as champions of Audit
and Risk within the Trust and wider health community.
Members are empowered to discuss issues with interested
Parties outside of the meeting, subject to any confidential
information shared.
2. To set targets and agree control systems to ensure delivery of
the stated objectives.
3. To establish and maintain links with other bodies such as local
CCGs, Local Council, Ambulance Service and other Trusts,
Social Services etc where Services are affected by or
potentially impacted by the actions agreed.

Workplan:

Each meeting:
o Update report from External Auditor
o Update report from Head of Internal Audit
o Update report from Director of Finance to cover matters
arising
o Updated report from Clinical Outcome, Safety & Quality
Sub Committee, and the Executive Board
o Risk Register and Assurance Framework review
o Note of business of other committees by exception
Twice a year:
o Report from Local Counter Fraud Service
o Review of Financial Control
o Waivers
Annually:
o External Audit plan for next year
o Internal Audit plan for next year
o Counter Fraud plan for next year
o Final Accounts and ISA 260
o Terms of Authorisation
o Annual Governance Statement
o Head of Internal Audit’s opinion on internal controls &
Annual Report.
o External Auditor’s audit opinion, audit certificate and
findings from the audit
o Review of External Auditor’s work and fees
o Counter Fraud Annual Report
o Review of governance aspects not covered above.
o Losses and special payments
o Conflict of interest/ hospitality register (including
Sponsorship)
o Fit and Proper Persons declarations

Agreed on 18th March 2015
Board ratification on the 22nd July 2015
To be reviewed by end March 2016
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Audit Committee Work Plan

March
Reports/ Recommendations from Sub Committees &
Assurance Processes:
 Assurance Framework
 Risk Management
 CQC Regulation & Registration
 Information governance
 Sub Committees – Clinical Outcome, Safety & Quality

Committee, Executive Board

Compliance with Standing Orders, SFIs & Scheme of
Delegation & the Financial Control Environment:
 Waivers
 Losses and special payments
 Conflict of interest/ hospitality register (incl
Sponsorship)
 Fit and Proper Persons declarations
 Review of Financial Control
 Terms of Authorisation
Internal Audit:
 Consider the appointment, audit fee and termination
of the contract
 Performance monitoring
 Strategic plan
 Progress reports & update on recommendations
 Annual internal audit opinion/ report
External Audit:
 Recommend to the Council of Governors the
appointment, reappointment and removal of the
external auditor
 Performance Monitoring
 Annual Audit Fee
 Progress reports
 Report to those charged with Governance
 Annual Management Letter
 Charitable Fund Reporting
Financial Reporting:
 Review changes to Accounting Policies
 Review Annual Report & Accounts
 Review Statement of Internal Control
Counter Fraud:
 Approval of annual work plan
 Progress report including specific investigations
 Annual report
 Review of policies & procedures relating to fraud and
anti-bribery
Required by Terms of Reference:
 Reporting to the Council of Governors**
 Review of terms of reference
 Private discussion with internal and external audit
 Approval of Audit Committee work plan
 Annual Audit Committee Assessment**
Annual report to the Board

May

Sept

Jan




























*

*

*




*





*
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*
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*
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*

*

*

*

*


*

*
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* as and when required.
** Report on assurance/ Annual Audit Committee Report to be produced for AMM / Council of Governors
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TERMS OF REFERENCE
CLINICAL OUTCOME SAFETY AND QUALITY (COSQ)
Status:

Sub-committee of the Board of Directors

Chair:

Non-Executive Director

Membership:

Non-Executive Director x 3 (which includes the Committee Chair)
Chief Executive
Managing Director
Chief Nurse
Medical Director
Director of Human Resources
Director of Transformation
Head of Quality
Board Secretary

In Attendance:

Divisional Representation (by invite)

Meeting Frequency:

Monthly

Meeting Management:

Agenda to be agreed by the Chair and agenda and papers to be
circulated 5 days before the meeting, unless by exception and
agreed with Chair of meeting in advance.

Extent of Delegation:

COSQ is a formal sub-committee of the FT Board of Directors and
complies with the Standing Orders and the Scheme of Delegation.

Authority and Chairs
Action:

The Committee is authorised by the Board to investigate any
activity within its terms of reference. It is authorised to seek
information it requires from any employee and all employees are
directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board to obtain outside legal
or other professional advice and secure the attendance of
outsiders with relevant experience and expertise if it considers
this necessary.
The Non-Executive Chair, as Chair of COSQ is, on an exceptional
needs basis, granted delegated authority to make decisions on
time critical issues arising between planned meetings of COSQ.
Whenever such powers are exercised a full report explaining why
such a necessity arose and exactly what action was taken, is to
be made to the next quorate COSQ meeting.

Quorum:
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Accountability:

The Chair of the COSQ, along with the Medical Director and Chief
Nurse will maintain a direct link from COSQ to the FT Board of
Directors providing a report and assurance of the effectiveness of
clinical quality delivered by the Trust.
The Medical Director and Chief Nurse will report to the Chief
Executive and report progress to the formal Executive and Clinical
Operational Board meetings on a monthly basis and to any other
formal Committee as required.

Reporting:

The minutes of COSQ meetings shall be formally recorded and
submitted to the Board of Directors.
A report shall be made following each COSQ meeting to the next
Board of Directors meeting on issues which need to be
considered by the Board of Directors. The report shall give details
of the action or improvement that is needed for the Board of
Directors to approve.
Provide a quarterly report and update to the Audit and Risk
Committee.

Objectives:

1. To oversee:
a. the promotion of a culture of openness and
organisational learning from incidents, complaints and
patient feedback within the trust
2. To review and quality assure:
a. on all aspects of quality and risk and ensure that Trust
policies reflect latest guidance and legislation
b. on behalf of the Board of Directors, the Trust
compliance in relation to Health & Safety act.
c. on behalf of the Board of Directors the Trust’s
compliance with the Health Act 2006 on reducing
HCAI’s
3. To ensure:
a. that strategic priorities are focused on those which
best support delivery of Trust objectives in relation to
quality and patient safety.
b. compliance with contractual quality obligations
4. To receive:
a. information on trends & themes from claims, incident
reporting and complaints and to initiate measures to
reduce risk. Where appropriate, to ensure that
identified risks are considered and included in risk
registers
b. a report from the Clinical Operational Board
triangulating claims, complaints and incidents into a
CLIP report.
c. reports on progress & oversee the outcome of
improvement plans arising from CQC reviews or
investigations, on behalf of the Board of Directors or
Chief Executive
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5. To receive assurance:
a. from the Clinical Operational Board in accordance with
the Quality Framework.
b. on performance in relation to Trust wide patient safety
projects.
c. from the Clinical Operational Board that reports from
Divisions using a quality & safety KPI data set are
used to in order to identify areas of good and poor
performance & inform future planning and service
delivery.
d. that decisions of NICE, NCEPOD, NSF’s and other
national groups are implemented.
e. that feedback from patients, users and other
stakeholders is used to inform policy and practice.
f. on the implementation and annual review of the Trust’s
Risk Management Strategy.
g. that the Trust is safeguarding adults and children.
h. on behalf of the Board of Directors, the Trust’s
compliance in all CQC outcomes
6. To approve and monitor ongoing progress of:
a. The Quality Account objectives
Programme Board
Members
Responsibilities:

1. Individual members are expected to act as champions of
COSQ within the Trust and wider health community.
Members are empowered to discuss quality issues with
interested Parties outside of the meeting, subject to any
confidential information shared.
2. To set targets and agree control systems to ensure delivery of
the stated objectives of the Quality Account.
3. To establish and maintain links with other bodies such as local
CCGs, Local Council, Ambulance Service and other Trusts,
Social Services etc where Services are affected by or
potentially impacted by the actions agreed at COSQ.

Workplan:

Each meeting:
o Risk Register
o CQC Clinical Area Self Assessments
o CQUIN Monitoring
o Training and Education Report (including Appraisal and
Statutory Training)
o Serious Incident (SI) Reporting (SI's and Action Plans)
o Quality Account Priorities
Quarterly
o Monitoring Board with commissioners
o Infection Control Report
o Mortality Report
o Patient Experience Report
Every four months
o Review against the Trust Objectives related to hospital
redevelopment
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Annually
o Quality Framework Review
o External Audit - Quality Account
o Staff survey
o Children’s Safeguarding
o Adult Safeguarding
o Cancer Peer Review
o Research and Development
o Review of the Terms of Reference
As required
o CQC Intelligent Monitoring Report
o CQC Inspections
o Internal Audits
o Deanery Report
o External Reports
Agreed on 15th April 2015
Board ratification on the 22nd July 2015
To be reviewed by end April 2016
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TERMS OF REFERENCE
CHARITABLE FUNDS COMMITTEE
Status:

Sub-committee of the Board of Directors

Chair:

Board Nominated Chair
If the Board Nominated Chair is unavailable, the meeting will be
chaired by a Non-Executive Director.

Membership:

All voting members of the Board of Directors
Independent Chair

In Attendance:

Head of Financial Control
Board Secretary
Head of Communications and Fundraising
Representative from Investment Advisors

Meeting Frequency:

Meetings shall be held not less than 4 times a year.

Meeting Management:

Agenda to be agreed by the Chair and agenda and papers to be
circulated 5 days before the meeting, unless by exception and
agreed with Chair of meeting in advance.

Extent of Delegation:

The Charitable Funds Committee is a formal sub-committee of the
FT Board of Directors and complies with the Standing Orders and
the Scheme of Delegation.

Authority and Chairs
Action:

The Board Nominated Chair is, on an exceptional needs basis,
granted delegated authority to make decisions on time critical
issues arising between planned meetings of the Charitable Fund
up to a threshold of £25k. Whenever such powers are exercised
a full report explaining why such a necessity arose and exactly
what action was taken, is to be made to the next quorate meeting.

Quorum:

3 Non Executive Directors and 2 Executive Directors

Accountability:

The Committee is authorised by the Board to investigate any
activity within its terms of reference. It is authorised to seek
information it requires from any employee and all employees are
directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board to obtain outside legal
or other professional advice and secure the attendance of
outsiders with relevant experience and expertise if it considers
this necessary.

Reporting:

The minutes of the Charitable Funds Committee meetings shall
be formally recorded.
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A report shall be made following each Charitable Funds
Committee meeting to the next Board of Directors meeting on
issues which need to be considered by the Board of Directors.
The report shall give details of the action or improvement that is
needed for the Board of Directors to approve.
Objectives:

The committee will ensure effective internal control including the
management of the Charitable Trust’s activities in accordance
with laws and regulations, and the establishment and
maintenance of controls designed to give reasonable assurance
that assets are safeguarded, waste and inefficiency avoided,
reliable information produced and that value for money is
continuously sought.












Members
Responsibilities:

To manage the affairs of the charitable funds within the terms
of the declaration of Trust and appropriate legislation and
ensure statutory compliance with the Charity Commission
regulations - including annual reporting to the Charity
Commission.
To act on behalf of the Trust in satisfying the duties and
responsibilities of trustees in managing the funds.
To ensure funding decisions are appropriate, consistent with
the hospital’s objectives and provide added value and benefit
to the patients and staff of the Trust, above those afforded by
the Exchequer funds.
To approve the Annual Report and Accounts.
To set investment objectives to be followed by the investment
fund manager and monitor the investment performance of the
funds.
To review and monitor the activities of the Charity and receive
regular reports on the performance of charitable fundraising
activities.
To ensure the implementation and adherence to appropriate,
procedures and policies which ensure that accounting
systems are robust, donations received and coded as
instructed and that all expenditure is reasonable and clinically
and ethically appropriate.
The Committee may invite specialists to provide information or
advice as required.
To respond to the recommendations made in papers
submitted to the Committee.

1. Individual members are expected to act as champions of the
Charitable Fund within the Trust and wider health community.
Members are empowered to discuss issues with interested
Parties outside of the meeting, subject to any confidential
information shared.
2. Individual members are expected to act in the interests of the
Charitable Trust not necessarily in the interests of the Board.
3. To set targets and agree control systems to ensure delivery of
the stated objectives.
4. To establish and maintain links with other bodies such as local
CCGs, Local Council, Ambulance Service and other Trusts,
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Social Services etc where Services are affected by or
potentially impacted by the actions agreed.
Workplan:

Each meeting:
o Update report from Investment Advisors
o Update report from Fundraising Team
o Submitted bids to the Charitable Funds Committee
o General Fund report including review of successful bids
implementation
Annually:
o Annual Report & Accounts
o External Audit report
o Overview of the Activities for the year
o Dormant Fund Review
o Terms of Reference Review
Luton and Dunstable Hospital NHS Foundation Trust
Registered Charity: 1058704

Agreed on 17th July 2015
Board ratification on the 22nd July 2015
To be reviewed by end July 2016
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