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Paper Title

Minutes of the Meeting held on
Wednesday 28 January 2015

Date of Meeting

Wednesday 25 March 2015

Lead Director

Pauline Philip

For Information

Paper Author
Pauline Philip
Indicate the impact of the paper:

To ratify

Financial

Quality/Safety
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Reporting and Date
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Outcomes/External
Assessments
Links to the Risk
Register

Category of Paper

Patient Experience
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To action
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Clinical

Governance

N/A
All objectives
CQC
Monitor
All Board Level Risks rated High Risk (15+)

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

SUMMARY/CURRENT ISSUES AND ACTION
Matters arising to be addressed through the action log.

ACTION REQUIRED
To approve the Minutes.

Public Meeting
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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 28 January 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 Karen Ward, Director of Operations
Ms Marion Collict, Director of Transformation
Mr Ian Allen, Director of Estates
Dr Mark Alexander, Director of Medical Education
Ms Victoria Parsons, Board Secretary
Mrs Anne Sargent, Executive Assistant (minute taker)
3 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. Apologies were recorded from Philippa Graves.

2.

ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED AND ANY
DELARATIONS OF INTEREST?
No items of any other business were raised. Vimal Tiwari declared a non-financial
interest, relating to her recent appointment to NICE.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 26 NOVEMBER 2014
Pg 4, Feedback to Staff – 4th line should read ‘feeling’ (rather than feeing).
Pg 5, Industrial Action – previous day of action should be recorded as 24 November.
Subject to these amendments, the minutes were approved as an accurate record.
Proposed:

Cliff Bygrave Seconded: John Garner
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4.

MATTERS ARISING (ACTION LOG)
The Board noted the actions taken.

5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report, with attention drawn to the following:
Fit & Proper Persons Test – Angela Doak outlined that this strengthens the
employment checks we already have in place. It also applies as a regular check, as
part of appraisal of those already in employment and is linked to the annual
declaration of interests. Cliff Bygrave informed the Board that the Audit Committee is
likely to check on an annual basis that this has been carried out. The CEO added
that the part that has attracted media interest relates to recruitment and we have
ensured that our practice is in keeping with best practice.

AD

The Chairman asked Cliff Bygrave to feed back from a meeting with Non Executive
Directors re the Governors holding Non-Executive Directors to account. Cliff
Bygrave noted that a discussion paper will go to Governors as part of their rule book,
giving them information, guidance and instruction.
The Chairman raised the topic of car parking, noting that although some ongoing
concerns were being expressed, the system seems to be working well. He offered
congratulations to Ian Allen and his team.
6.

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
Winter Pressures – the CEO highlighted the challenges that the Trust was facing,
explaining that the whole hospital has rallied and expressing her thanks to staff.
Five year Forward View – the Trust was working with a number of external partners
and stakeholders to develop two potential initiatives relating to Emergency Care.
The CEO explained that we were awaiting further guidance on both Vanguard and
Health Foundation opportunities to determine if it might be appropriate to submit the
initiatives for support.
Winter Monies – we have written again to LCCG explaining that if the level of spend
continues, the winter monies will not cover the costs. We have agreed with their
CEO that the system resilience group will look at this and that we should work jointly
to try to identify any further monies.
Mediation – David Carter and Andrew Harwood responded to a number of questions
from Cliff Bygrave relating to the process.
Voluntary Services – the Chairman acknowledged the remarkable work of
volunteers.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received and discussed the report.
The following points were noted and discussed:
Pat Reid explained that the increase in incident reporting is in keeping with the
increased numbers of patients over the period. Mark Patten added that with
reference to the rise in influenza, we have done well in terms of vaccination and are

2
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also working with community colleagues, particularly for pregnant women. Pat Reid
continued that it remains a challenge to meet the complaints response time and that
the ongoing focus of the Complaints Board is important. Mark England explained
that the increase in HSMR reflects an annual re-base of the data. Mark Patten
explained that in terms of cardiac arrest rates, we are highlighting to clinical teams
the importance of discussing DNAR with the patient or their family in a timely
manner. Vimal Tiwari asked about one of the serious incidents. Mark Patten
responded that in the incident discussed, situational awareness was a factor and a
tool has been developed to support staff.
David Carter highlighted that the 18 week information contains a summary of fines by
CCGs as requested by the Board. We remain one of the best performers locally and
are planning to take some work from other Trusts. He mentioned that every effort
will be made to reach the stroke target, which we have failed during this busy period.
The Chairman acknowledged that at times, we perform less well because of patient
choice i.e. patients not being able to, or wishing to take up appointments. The CEO
added that we are working with GPs to heighten communications with patients to
ensure they understand the risks that they are taking in deferring treatment.
Finance Report – the Board received the report noting the following:
Andrew Harwood informed the Board that results were reviewed by the FIP
Committee the week prior, noting that all medium sized acute trusts are experiencing
pressures and demands over the winter period. The reported surplus is £29m which
is substantially behind the plan we submitted to Monitor. Management of agency
spend remains a significant challenge. The biggest concern remains a risk that
CCGs will not pay for care that has been provided. Both Luton & Bedfordshire CCGs
are in financial turnaround and continue to apply pressure. Expert determination
may follow our mediation process, which will be lengthy and may challenge our
ability to deliver on the 2015/16 contract. Cliff Bygrave pointed out that whilst we
maintain a liquidity rating of 4, we only have 13 days remaining which is a narrow
margin within which to operate.
Workforce Report – the Board received the report, noting the following:
Allied Health Professional (AHP) turnover remains high, overseas recruitment is
underway with an agency to assist us. Alison Clarke asked if we could be more proactive in gathering reasons for staff leaving, particularly where ‘personal reasons’ are
stated. Angela Doak responded that we are trying to define reasons more clearly.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights as follows, addressing questions at the
end of the report:
Integrated Care – we continue to make progress, there remain significant
challenges in South Bedfordshire in terms of community care and SEPT issues.
Deanery issues – Mark Alexander informed the Board that the Medicine action plan
will go to the Deanery this week.
7 Day Services – there is a significant focus on achieving this.
Patients Medically Fit for Discharge – there has been a tremendous focus on this,
with patients constantly turning over. A meeting is arranged at East & North
Hertfordshire NHS Trust to gain a greater understanding of their approach, as it is
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understood that they are making significant progress.
Proposed Industrial Action – the Board were advised that industrial action on 29
January has been cancelled.
Re-engineering quarterly report – Mark England drew attention to the first ‘super
Saturday’ on 10 January – the first Saturday with planned elective work, which is a
great step forward for the Division. Outpatients will be a major focus in the ReEngineering programme for the next 6 months. The Chairman mentioned that
governors continue to be worried about outpatient clinics. Mark England responded
that we have a rollout plan for partial booking. David Carter added that we are in the
middle of a GP survey which may give us some intelligence as to how we may be
able to streamline these processes.
Car parking – David Carter reported that this is working well, particularly for patients,
although we do have a remaining issue with volunteers, which we are keen to
resolve.
9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the report which was taken as read and no questions were
raised.
Alison Clarke notified the Board that the January meeting was cancelled due to
pressures in the trust.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
The Board received the report, with attention drawn to the following:
Cliff Bygrave noted that the meeting had looked at Divisional budgets and that further
work is being undertaken.
Andrew Harwood noted that FIP had recommended that the Chair/CEO sign the
Monitor quarterly declaration that the Foundation Trust would continue to achieve its
operating targets and its financial risk rating for the next 12 months. The Board
ratified this decision.

11.

CHARITABLE FUNDS COMMITTEE REPORT
The Board received the report and no further points were highlighted.

12.

RISK REGISTER
Victoria Parsons reported Board level risks, noting the following:
A number of financial risks have been added which will have a high degree of
scrutiny. A new risk has been added in terms of access to mental health provision.

13.

BOARD SECRETARY REPORT
The Board received the report and noted the information contained therein.
The Board ratified the use of the seal and policies & procedures noted within the
report.

4
3MinutesBoD280115.docx

Page5of6
OverallPage9of146

Top

ANY OTHER BUSINESS
No further business was raised.
QUESTIONS/COMMENTS FROM THE PUBLIC

1. Clarification was sought re the reference to the ‘Governors holding NEDs to
account’ paper going to the Council ofGovernors. Victoria Parsons clarified that
this would go out with papers for the next Governors meeting. The Chairman
clarified that this will be put to Governors by the lead governor.
2. A comment was made with reference to patient experience and communication
with the Alzheimer’s society in relation to dementia patients, which is good news
and may pave the way for communications with other voluntary organisations.
3. A comment was noted with reference to FOI compliance, that a column would be
useful to indicate how many requests are rejected. Mark England responded
that the proportion would be in the region of 5-10% and we can include that in the
report if it would be useful.
4. Pat Reid responded to a comment on the high proportion of agency nurses on
some escalation wards, explaining that when we open these areas, we always
ensure that we have a mix of permanent and agency staffing.

ME

SUMMARY OF ACTIONS
To be made available after the meeting.
14.

VP

DETAILS OF THE NEXT SCHEDULED MEETING:
Wednesday 25 March 2015, 10.00am, COMET Lecture Hall

15.

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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Paper Title

Action Log from the Previous Meeting

Category of Paper
To action

th

Date of Meeting

Wednesday 26 January 2015

Lead Director

S Linnett

To note
For Information

Paper Author
S Linnett
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

N/A
All strategic Objectives
CQC Assessments
Monitor Quarterly Submissions
All Board Level Risks rated High Risk (15+)

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.

Public Meeting
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BOARD OF DIRECTORS
ACTION LOG arising from meeting held on 26th January 2015
ACTION (INCL ANY REFERENCES)

Date

Responsible REPORT ON PROGRESS OR COMPLETION

Chairman’s Report – Fit and Proper Persons test
Ensure that the Trust is compliant with the CQC guidance

26/1/15

AD

Regulatory guidance was received on the 12th March 2015.
The Trust is compliant through:
 Recruitment processes
 Annual declarations and Appraisals

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.

26/1/15

ME

To be included in the next quarterly report.
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Category of Paper

Paper Title

Chairman’s Report

To action

th

Date of Meeting

Wednesday 25 March 2015

Lead Director

S Linnett
V Parsons, Company Secretary

To note
For Information

Paper Author
Indicate the impact of the paper:
Financial

Quality/Safety

History of
Committee
Reporting and Date

N/A

Links to Strategic
Board Objectives

All

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

Tick

Patient Experience

Equality

To ratify
Clinical

Governance

Monitor
CQC

All

PURPOSE OF THE PAPER/REPORT
To inform the Board of Directors of the Chair activities
SUMMARY/CURRENT ISSUES AND ACTION





Meeting and events for MPs
Governors and the Membership
Non-Executive Appraisals
Induction and Support

ACTION REQUIRED
The Trust Board is asked to note the report.
Public Meeting
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1. Follow up Meetings with the MPs
The current MP’s for Southwest Bedfordshire, Andrew Selous, Luton North, Kelvin Hopkins and
Luton South, Gavin Shuker have been offered follow up meetings from the induction meetings held
in September 2014. These have been arranged to be before purdah begins on the 30th March
2015.

2. Prospective Parliamentary Candidates Meeting
The Trust has offered a meeting for all Prospective Parliamentary Candidates on the 27th March
2015, at 5pm in the COMET Lecture Hall.
This meeting is for all parties and will involve a Trust presentation and an opportunity to ask
questions to the Board of Directors. It will not involve a tour of the hospital and it is a closed
meeting for prospective parliamentary candidates.
The invite has gone to the five key parties (Conservative, Labour, Liberal Democrats, Green and
UKIP) in the following constituencies:
 South West Bedfordshire
 Luton North
 Luton South
 Harpenden and Hitchin
 Mid Bedfordshire
 Hemel Hempstead
 Hertfordshire South West
We hope they will all be Ambassadors for the hospital during the election campaign.

3. Introductions
I have now attended each of the sub-committees of the Board following my attendance at COSQ
on the 11th March 2015 and Audit and Risk Committee on the 18th March 2015.
I have also now met with 30 Governors face to face I had hoped to complete this by the end of
March 2015.
4. Volunteer Patient Feeder
I am now completing my volunteer feeder assessment.
5. Monitor Relationship Visit
As part of the Provider Licence held with Monitor, the Trust must have at least an annual
Relationship Visit. This visit occurred on the 4th February 2015 and was a positive visit that
included a tour of the Emergency Department.
6. Non-Executive Appraisals
The Non-Executive Appraisal process was approved by the Council of Governors on the 25th
February 2015. The programme has initiated and will be completed by mid April 2015 to be
reported to the Council of Governors Remuneration and Nomination Committee.

5ChairsReportMarch20152.d
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7. Membership Drive
To compliment my personal objective to sign 100 new members in 2015, I participated in an
excellent event arranged by Governors, Pam Brown, Malcolm Rainbow and John Harris, supported
by Ros Bailey, Judi Kingham and Gerry Tassell in Hitchin. It was led by Dr Danielle Freedman and
was attended by Peter Lilley MP.

8. Governors
To balance the excellent work done by Cliff and Roger I am determined to ensure that Govenors
better understand the views of their membership. This has started with Ros Bailey and Jim Machon
engaging with the Admin, Clerical and Management Constituency and Pam Vasallo–Todaro with
the Nursing and Midwifery Constituency, all of whom have responded with enthusiasm.
9. Support and Challenges
But above all, I have tried to support Pauline and the Executive Team in facing all the challenges
(and potential opportunities) that the hospital currently faces. I applaud the whole team for the
hospital’s achievements and the diligence and effort with which they address the burdens and
confusion of, in essence, standing out as being excellent in a broken local health economy.

5ChairsReportMarch20152.d
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Agenda item
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Paper Title

Chief Executive’s Report

Date of Meeting

Wednesday 25 March 2015

Lead Director

P Philip

Category of Paper
To action
To note
For Information

Paper Author
P Philip
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

N/A
Objective 3 - Improve Patient Experience
Objective 5 – Implement our New Strategic Plan
Monitor
CQC
650 – Bed Pressures

PURPOSE OF THE PAPER/REPORT
To update the Board on current issues.
SUMMARY/CURRENT ISSUES AND ACTION

The report provides updates on current issues.
ACTION REQUIRED

To note the content of the report.
Public Meeting
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LUTON AND DUNSTABLE HOSPITAL NHS FOUNDATION TRUST
CHIEF EXECUTIVE’S REPORT
MARCH 2015

1.

PATIENT SAFETY RULES

The Board is aware that during 2014 we commenced our patient safety breakfasts.
Each breakfast focuses on two patient safety incidents and the learning that has
occurred as a result of the incidents presented. At our last breakfast in March we
launched the concept of Patient Safety Rules. A rule would be developed where
learning had informed the need for an explicit process change. During 2014 there were
two patient safety incidents that fell into that category. We have also decided that where
possible, we will name the ‘rule’ after the patient involved, providing that the patient or
the patient’s family find this acceptable. We believe that this will help to keep the
learning active within the hospital. Our first two rules are: ‘The Allnutt Rule’ relating to
the removal of picc lines and the ‘Marek Rule’ relating to consultant reviews during
holiday periods.

2.

PATIENT SAFETY – RAISING CONCERNS

Patient Safety has been at the heart of L&D for many years and we have established
numerous initiatives and processes to support staff in delivering harm free care. We
have, however, acknowledged that some of our processes relating to reporting incidents
and near misses can be time consuming and complex, which means that at times, staff
do not speak up and the opportunity to avoid future errors is lost.
I have therefore written to all our staff asking them to tell me (confidentially) if they
believe a patient has suffered harm or if there has been a near miss and they do not feel
confident that the incident is being properly addressed. In writing to staff I pledged to
provide feedback to those who contacted me. To date, I have received 7 concerns
which I am investigating.

3.

FIVE YEAR FORWARD VIEW AND HEALTH FOUNDATION

Our proposal in relation to Emergency Care which was submitted with our health
economy partners to the 5 Year Forward View Programme was not successful.
However, we did receive limited feedback ‘giving us permission’ to proceed with the
work outside the programme. We have yet to hear the outcome of our Health
Foundation bid which focussed on triage in the Emergency Department.
1
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4.

TRANSFORMING QUALITY

We have established a Trust wide ‘Transforming Quality Initiative’ reporting to the
Executive Board. The initiative is not intended to duplicate our formal governance
processes but to support them in ensuring we deliver the highest possible standard of
care. The initiative has three components, a core group consisting of managers/leaders,
a reference group made up of staff who are well positioned to provide ‘reality checks’
and a small group of champions who will spread change and improvement across the
hospital.
The initiative is developing a number of workstreams, including: raising concerns,
communication & engagement, privacy & dignity, engaging junior doctors, estate
improvements etc.

5.

MEDIATION

Following the mediation in respect of the contract with Luton CCG, the Trust has not
been able to reach agreement and plans are now being formulated for expert
determination.
In relation to Bedfordshire CCG, challenges have now been received and the Trust is in
the process of responding to these challenges.

6.

2015/16 OPERATIONAL PLANNING

Annual Report
The FIP Commmittee on 22 April will consider our draft Annual Report (and Accounts)
which will be submitted to Monitor on 29 May and layed before Parliament on 25 June.
Annual Plan
Our draft Annual Plan will be considered by FIP on 13 May and submitted to Monitor on
14 May.

7.

MONITOR Q3

Appended to this report is the Monitor Q3 Letter detailing Monitor’s analysis of the
Trust’s Q3 Performance. The analysis shows the Trust has a Continuity of Services
Risk Rating of 4 and a green rating for Governance.
2
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5 March 2015
Mrs Pauline Philip
Chief Executive
Luton and Dunstable University Hospital NHS
Foundation Trust
Lewsey Road
Luton
Bedfordshire
LU4 0DZ

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

Dear Pauline
Q3 2014/15 monitoring of NHS foundation trusts
Our analysis of your Q3 submissions is now complete. Based on this work, the Trust’s
current ratings are:



Continuity of services risk rating
Governance risk rating

-

4
Green

These ratings will be published on Monitor’s website later in March.
The Trust has been assigned a Green governance risk rating. However we note the
following ongoing risks from our review of the Trust’s Q3 submissions:





CIP under delivery: c. £2.7m of slippage against planned recurrent CIPs;
Reported underlying deficit: the Trust’s current view of its underlying deficit
position is c.£3.9m;
Risk of non payment for over performance: the Trust’s main commissioner is in a
financially challenged position and this may impact debtor recovery; and
Affordability of estates solution: the Trust will need to ensure that any proposed
estates solution is affordable.

A report on the FT sector aggregate performance from Q3 2014/15 is now available on our
website1 which I hope you will find of interest.
We have also issued a press release2 setting out a summary of the key findings across the
FT sector from the Q3 monitoring cycle.
If you have any queries relating to the above, please contact me by telephone on 0203 747
0714 or by email (Nicholas.Beth@Monitor.gov.uk).
1
2

https://www.gov.uk/government/publications/nhs-foundation-trusts-quarterly-performance-report-quarter-3-201415
https://www.gov.uk/government/news/nhs-foundation-trusts-tackle-rising-patient-demand
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Yours sincerely

Nicholas Beth
Senior Regional Manager
cc:

Mr Simon Linnett, Chair
Mr Andrew Harwood, Finance Director
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Agenda item
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Paper Title

Performance Reports

Date of Meeting

25 March 2015
1. Patricia Reid, Chief Nurse / Dr Mark
Patten, Medical Director / David
Carter, Managing Director
2. Andrew Harwood, Director of
Finance
3. Angela Doak, Director of Human
Resources/Jason Rosenblatt, Deputy
Director of Human Resources
As above

Lead Director

Paper Author

Category of Paper

Tick

To action
To note

For Information

To ratify

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

Clinical

Governance

Executive Board 17 March 2015
Finance, Investment and Performance 25 February 2015
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
CQC
Internal Audit
HSE
External Auditors
902 – C Diff
638 – Medical Agency
682 – A&E Target
944 - Non-Achievement of Financial
Target

709 – Statutory Training
669 – Appraisal
785 – ED Ambulance Target
948 - Surgery Financial Position
949 - Medicine Financial Position
950 - DTO Financial Position

PURPOSE OF THE PAPER/REPORT
To give an overview of the quality, activity, compliance and workforce performance of the Trust.
To provide a summary of the financial performance of the Trust
SUMMARY/CURRENT ISSUES AND ACTION
The report gives an update on:
1. Quality & Performance
2. Finance
3. Workforce
ACTION REQUIRED
To note the content of the reports.
Public Meeting
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Quality & Performance Report
March 2015
January / February 2015 data
Medical Director
Chief Nurse
Managing Director
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Patient Safety Thermometer

Safety Thermometer
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Harm Free Care (corporate objective 2 and quality priority 1)
The Trust continues to achieve a high percentage of harm free care.
Pressure Ulcers (corporate objective 2 and quality priority 1) The incidence
of hospital acquired pressure ulcers has reduced to within normal limits
through January and February .
The development of a category 3 pressure ulcer in February is still under
investigation but initial findings are that it was avoidable based
on documentation of all interventions.
A review of category 2 RCAs submitted has highlighted a number of clinical
and environmental factors which require improvement.
1. Additional training for new starters and agency nurses.
2. Improved documentation of skin inspections.
3. Additional training on the appropriate use of pressure relieving aids
(mattresses, cushions, heel protectors).
Of the 7 pressure ulcers reported in February, 3 were on the heel , 2 on the
sacrum and 2 device related. 4 of the pressure ulcers were found to be
unavoidable.
The Tissue Viability Nurse has commenced the implementation of a heel
protection campaign which includes provision of a new heel protection device
(kerrapro), underpinned by ward based education, and a heel risk decision
pathway. This is being rolled out across all divisions in a coordinated manner.
A pilot of a new SSKIN bundle care plan has been completed and the final
version is ready for use across the Trust. This will promote consistency of
intervention when planning care for patients at risk or with existing pressure
damage.
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Patient Falls (incidence):
There were 74 inpatient falls in January of which three were reportable
falls. Of these one was RIDDOR reportable. This was a patient with a hip
replacement who fell and was found to have dislocated the hip joint. It was
not clear if the fall caused the dislocation of the hip or that the hip had
dislocated causing the fall as this had happened previously.

Falls

The other two falls were SI reportable. One fall with patient sustaining a
fractured neck of femur requiring surgical intervention and the second
patient who fell and sustained a skull fracture (no surgical intervention was
required). However, a decision at a panel meeting was to report as an SI.
Investigation for these falls is underway using Root Cause Analysis (RCA).
There were 63 falls in February. Two of these falls were reportable. One
patient sustained a fractured humerus which was treated conservatively
and has been reported as a RIDDOR. The second patient who fell sustained
a spinal injury (#C1 and C2). This patient was palliative and this fall has
been reported as an SI. Both falls are now being investigated.
Completed investigations for patients who fell in December and sustained
injury (SIs) had completed assessments and interventions in place. The
difficulty in accessing additional nurses for one to one care was noted. It
was also noted that these patients were delayed discharges awaiting
ongoing social care.
Weekly falls updates continue and are proving useful in identifying potential
issues. The importance of staff escalating delays in patient reviews/imaging
procedures has been cascaded to both medical and nursing staff with the
updated Post Fall protocol is now in use.
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Use of Urinary Catheters:
January has again seen a decrease of 0.5% in the number of urinary
catheters in situ despite a considerable increase in hospital activity during
the first 3 weeks of the month.
February saw a rise of 2.5% due to an increase in hospital admissions in
the 3 days prior to the collection of the data in the Division of Medicine.
Reasons for increase included fluid balance management, urinary
retention and acute kidney injury.
Of all patients with an indwelling catheter, the percentage of patients
with a catheter in situ for long term usage remains static at 20%.

VTE

Venous Thrombo – Embolism (VTE) Risk Assessment: Compliance with
the VTE risk assessment target has remained above 95% for December
and January and has yet to be confirmed for February. It is challenging to
ensure the risk assessments are completed in a timely manner. Changes
to the clerking process have impacted on timely completion. Feeding
back to consultants and ward teams continues. Further engagement of
junior doctors in the audit process continues to help improve compliance
rates.

7.1QualityPerformanceRepor
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Never events and serious incidents

Serious Incident Investigations
Under the Serious Incident Policy, the following incidents are
being investigated:
January
1 Fall with fracture requiring surgical repair
1 Level 4 Information Governance breach
1 Fall with fracture
1 Grade 3 pressure ulcer
1 Fall with fracture requiring surgical repair
February
1 Grade 3 pressure ulcer
Duty of Candour:
The Trust has instigated systems to ensure patients and their
families are made aware of a Serious Incident (SI) that has
happened to them, how the SI will be investigated and how they
will be kept informed and that they have the option of receiving
the final report.
Clinical Incidents
There was a decrease in clinical incidents
reported in December and January,
predominantly due to the reduction in reported
incidents related to staffing and bed capacity.
Two key themes in January and February related
to an increase in medication errors. The
Medication Safety Review Group are reviewing
this trend. A report will be submitted to the
Clinical Operational Board.

7.1QualityPerformanceRepor
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Cleanliness and Hand Hygiene

MRSA and C.Difficile

Infection Control
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Safe

C Diff
MRSA

Apr-14
0
1

May-14
0
0

Jun-14
0
0

Jul-14
0
0

Aug-14
0
0

Sep-14
1
0

Oct-14
2
0

Nov-14
0
1

Dec-14
2
1

Jan-15
0
0

Feb-15
1
1

Hand Hygiene Electronic Monitoring System - A go live date for commencing the hand hygiene monitoring system has been agreed for
13/04/15 and this will coincide with the Trust wide change to the DEB hand hygiene products. The Infection Control Team and Matrons will be
meeting to co-ordinate the implementation programme.
Clostridium difficile - Cases of hospital acquired Clostridium difficile infection remain low. In the last quarter there were 2 cases of C.difficile
infection reported, with the total for the year to date being 6 (compared to 18 for this time period last year). The ribotyping of the samples to
date has not identified any one strain. The target/ceiling for next year is 6 cases.
ICNet NG - The ICNet data system went live at the end of February. The use of ICNet will bring many benefits to the Trust including the ability
to perform real time surveillance of hospital acquired infections and monitor the use of antibiotics in the Trust and community.
Cleanliness Scores - It has been challenging for the Trust to sustain good cleanliness scores for January and February. Key issues have related
to the pressure on domestic staff to provide a service to the additional escalation areas.
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HSMR/SHMI

Fractured Neck of Femur
Winter deaths following #NOF are traditionally higher than at
other points during the year, reflecting patients having
significant respiratory and cardiac problems because of colder
weather and infections. MDT mortality reviews continue for all
#NOF deaths, with lessons learned being used by the project
group to improve the pathway. Recent changes include
consultant anaesthetist cover for all weekend Trauma lists, to
improve quality of care and improvements in the timing of postoperative transfusion, which is now commenced (if required) in
Recovery before the patient is discharged to the ward.

HSMR: Blue
indicates that
mortality is
similar to
others and not
statistically a
negative or
positive outlier.

**HSMRs were rebased from the August 2014 data to reflect improvements
nationally
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Cardiac Arrest Rate

Jan/Feb 2015 – There were 11 cardiac arrests in January and 16
cardiac arrests in February (3 cardiac arrests in February
occurred on one CCU patient). In addition there were a number
of cardiac arrests in theatres and the cardiac catheterisation
laboratory. The Trust’s average cardiac arrest rate for the last 6
months continues to be 1.59 which is lower than the national
average of 1.6.
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Following the root cause analysis investigations a theme that
has been identified is that there is a need to ensure timely ‘end
of life’ discussions to avoid inappropriate cardiopulmonary
resuscitation (CPR).
Update on progress for managing the deteriorating patient:
1. A theme of improvement work is under review to improve
on current DNACPR processes, which includes further
training for senior medical staff in having difficult
discussions.
2. The level of mandatory training for the management of
deteriorating patients for all grades of nurses working with
acute inpatients has been increased.

Page8of17
OverallPage29of1468

Top

Inpatients Net Promoter

Patient Experience

Safe

Effective

Caring

Responsive

The Friends and Family Test results for January 2015 were published by
NHS England in February 2015.
The percentage recommend score for inpatients has stayed the same at
93% for both December 2014 and for January 2015, for Accident and
Emergency there has been a decrease from 95% in December 2014 to 94%
in January 2015. Maternity has seen a decrease from 95% in December
2014 to 94% in January 2015. All areas increased their response rates in
January, Accident and Emergency from 8.2% to 21.3%, inpatients from
24.5% to 33.1% and Maternity for Question 2, experience in labour, from
27.8% to 37.6%. February results will be published later this month.

CQUIN Dementia Carers Survey

The number of Friends and Family tests collected in Children's outpatients
has increased during February. Figures for Outpatients and Day cases will
be reported nationally from 1st April 2015.

7.1QualityPerformanceRepor

Dementia Carers Audit
- A pilot with the Alzheimer’s Society is continuing whereby a support
worker is visiting 2 older people’s wards each week to provide support for
people with dementia and their carers. The aim will be to develop this
service to become involved in multidisciplinary (MDT) meetings and follow
up support with discharge planning.
- The clinical nurse specialist for Dementia continues to receive calls from
carers to resolve community issues. This is being addressed with the CCG
through improving access to crisis support management for older people
with Dementia.
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Complaints

There are 118 formal complaints awaiting a response; 28
of these have passed their target response date.
Medicine saw a substantial improvement in performance;
all the complaints responded to in January and in
February were closed within 35 working days.
Women and Children and DTO continue to face
difficulties and recruitment is underway to secure greater
resources.
The Complaints Board has agreed an immediate interim
recovery process with the Divisions in order to regain
control of the situation whilst consideration is given to a
collaborative/more centralised process that provides the
Divisions with a responsive service that meets patient
expectation and retains the real benefits realised in the
devolved system.
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As part of our Nursing and Midwifery Assurance Framework, a
peer review was conducted in January 2015. This assesses the
clinical areas against the following 5 domains of practice and
ass 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 the feedback was positive and an example of good
practice particularly in paediatrics was the number of staff
accessing high dependency and oncology training to meet the
increasing demand in patients with related conditions. In
addition the unit has increased its open access policy for
children with long term conditions and use of hand held
records. Several patients on wards expressed satisfaction with
their privacy and dignity being maintained and their
involvement in decisions and discharge arrangements.
Areas for improvement are:
•Ensuring equipment is labelled as clean
•Chasing outstanding estates issues
•Disposal of sharps
•Consistency in completion of documentation.
•Updating the information over the patients beds.
All ward areas have action plans in place to address these
issues.
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Risk Register

CQC Self Assessment

CQC
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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%.
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A&E

National Targets

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.
The pressure in recent weeks has been very challenging in line with national trends, with the volume and acuity of attendances requiring
significant additional resources and the opening of escalation areas across the Trust. A&E attendances are continuing to rise with the
rolling average its highest since Christmas.
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Cancer

National Targets

The Trust has met all targets in Quarters 1, 2 and 3 and continues to be among the best performing hospitals against the 62 day
standard. The Trust continues to work to achieve improvement in the more challenged areas.
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National Targets

18 Weeks

Treated Within 18 Weeks

Non admitted

Targets
95%

Apr-13
97.6%

May-13
97.4%

Jun-13
97.8%

Jul-13
97.4%

Aug-13
96.8%

Sep-13
97.0%

Oct-13
96.1%

Nov-13
96.7%

Dec-13
97.1%

Jan-14
97.0%

Feb-14
97.6%

Mar-14
97.8%

Admitted
Incomplete

90%

92.9%

92.6%

90.7%

92.5%

93.6%

95.3%

94.4%

94.5%

95.2%

92.4%

95.5%

94.2%

92%

96.4%

95.9%

97.0%

96.6%

96.2%

95.8%

96.7%

96.8%

96.8%

96.5%

96.5%

96.7%

Non admitted

Targets
95%

Apr-14
97.6%

May-14
97.5%

Jun-14
97.3%

Jul-14
97.2%

Aug-14
97.0%

Sep-14
96.6%

Oct-14
96.6%

Nov-14
95.5%

Dec-14
95.8%

Jan-15
95.1%

Feb-15

Mar-15

Admitted
Incomplete

90%

94.4%

94.6%

93.4%

95.0%

93.4%

94.9%

94.2%

94.8%

94.4%

94.0%

92%

96.9%

96.8%

97.0%

96.9%

97.1%

97.1%

97.1%

96.9%

96.7%

96.6%

Following the sustained reduction over the autumn there has been a deterioration in the in patient backlog since the Christmas
period but has now stabilised at 192.
The non-admitted backlog has continued to fall and now stands at 232.
7.1QualityPerformanceRepor
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Stroke

National Targets
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In November the Trust 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 Trust met the target for patients with high risk TIAs being treated within 24 hours.
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National Targets
Target
Over 6 weeks
% over 6 weeks

<1%

Diagnostic Test Access

Total Waiting

Target
Over 6 weeks
% over 6 weeks

<1%

Total Waiting

Apr-13

Safe

Effective

May-13

Jun-13

Jul-13

Aug-13

Sep-13 Oct-13

Caring

Responsive

Nov-13

Dec-13

Jan-14

Feb-14 Mar-14

47

69

153

220

284

40

24

24

141

164

48

18

1.6

2.1

4.3

6.2

8.6

1.4

0.9

0.9

4.6

5.3

1.7

0.6

2945

3263

3554

3527

3305

2825

2566

2706

3064

3078

2883

2794

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14 Oct-14

Nov-14

Dec-14

Jan-15

26

23

22

28

40

19

19

14

31

35

0.9

0.8

0.7

0.96

1.4

0.6

0.58

0.4

0.8

0.99

2929

2807

3050

2908

2841

3017

3277

3815

3726

3527

Feb-15 Mar-15

The Trust met the diagnostics target for the fifth month in a row.
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Monitor Dashboard

Monitor Compliance
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Note: MRSA is below the de minimus level.
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Agenda Item: 7.2

FINANCE POSITION
MONTH 11
2014/15

7.2FinanceBoardPresentatio
1

Page1of8
OverallPage39of146

Top

Summary Financial Position – Month 11
INCOME & EXPENDITURE ACCOUNT

Fin Year
2014/15
Annual
Plan
£000s

• Surplus of £19k achieved to Month 11

2014/15
• Top Monitor rating for Finance reported
Actual
• Overperformance on income (£5.5m)
YTD
• Pay Overspent – Nursing / Non-Cons Medical
£000s

• Non-pay overspent by £1.1m
• 3 Clinical Divisions substantially behind plan

NHS Clinical Income - Contract
Other Income
Total Income

232,716
19,755
252,471

213,067
23,124
236,191

Consultants
Other Medical
Nurses
S&T
A&C (Including Managers)
Other Pay
Total Pay

29,120
24,795
60,575
18,769
19,955
8,433
161,647

27,046
24,654 • Disputes with
58,340
17,333
18,617 Division £000s
7,673
Surgery
153,663

Drug costs
Clinical supplies and services
Other Costs

21,594
22,658
33,014

20,951
21,030
29,960

Total Non-Pay

77,266

71,941

EBITDA

13,558

10,587

Non Operational

12,558

10,567

1,000

19

Total Operating Surplus/Deficit (-)

7.2FinanceBoardPresentatio
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2 main CCGs ongoing

Medicine
W&C
DTO
Op Serv
Corp Serv
Non-Directorate
Contingency
Non-Recurrent Measures
Trust

Annual
Plan
3,441
-4,706
2,070
1,469
0
0
189
-1,463
0
1,000

Ytd Actual
532
-5,789
2,191
-156
-222
-1,473
898
-1,350
5,388
19
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Bridge from Plan to Surplus
Bridge from Plan to Surplus
Residual Other
CS Settlement NR

£'000
Plan

Surg

Med

W&C

DTO

OS

Other Surplus

2,000
1,000
0
-1,000
-2,000
-3,000
-4,000
-5,000
-6,000

-7,000
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Financial Risk Rating
Capital Servicing

Liquidity

£000s

Current assets
less inventories
Current Assets

40,374
-2,587
37,788

Current Liabilities

-26,664

Working Capital Balance

11,123

Operating Expense

225,604

Liquidity Days

16

Rating

4

Movement required to slip to a 3

-11,123

Revenue available for capital service
Surplus
Dividend
Depreciation
Profit on disposal
Donations
Annual Interest
Total Revenue available for capital service
Annual Debt Service
Annual Interest
Principal Payable
Finance Leases
Dividend
Total Annual Debt Service
Score

£000s

19
2,602
7,337
100
-162
689
10,585

689
153
0
2,602
3,444
3.1

Financial Risk Rating
Surplus movement required to slip to a 3
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CIP Performance
CIP Schemes

Plan Plan M11 Actual

Surgery
Medicine
DTO
W&C
Corporate Services
Operational Services
Divisional Performance
Contingency
Non-recurrent
Total

1,308
2,792
1,848
515
864
232
7,559
-677
687
7,569

1,122
2,488
1,676
473
793
214
6,766
-371
645
7,040

462
1,418
757
422
397
200
3,656
0
3,554
7,210

Variance
M10
-660
-1070
-919
-51
-396
-14
-3,110
371
2,909
170

• Trust £0.2m ahead of CIP plan
• Divisions adrift by £3.1m
• Non-recurrent solutions close slippage gap
• £2m of schemes delayed, but expected to
deliver in 15/16
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Bank & Agency Spend

Agency Spend by Month

11 Month spend on Bank and Agency
£000s
1200

£000s
14,000
12,000

1000

10,000

800

8,000
Agency

6,000

600

Doctors
Other

Bank

400

4,000
2,000

200

0
07/08

08/09

09/10

10/11
Year

11/12

12/13

13/14

14/15

0
13-14
Avrg

M2

M4

M6

M8

M10

M12

• Agency spend reflecting operational pressures, nursing agency main
contributor, Trust facing a real challenge due to significant wage inflation in the
wider health economy
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Agency Spend

Run Rate
Agency £000s
Doctors
Nurses
Clinical Support
Managers
Administrative
Other Staff
Grand Total

Q2
2012/13
1,158
787
481
112
128
30
2,696

Q3
2012/13
1,054
611
389
138
62
43
2,297

Q4
2012/13
776
384
318
134
85
30
1,727

Q1
2013/14
1,202
367
279
98
63
39
2,048

Q2
2013/14
1,492
411
378
39
177
30
2,528

Q3
2013/14
873
826
399
47
101
20
2,266

Q4
2013/14
747
1,193
459
52
74
25
2,551

Q1
2014/15
1,048
1,417
483
59
84
28
3,119

Q2
2014/15
1,004
1,008
462
50
129
4
2,657

Q3
2014/15
1,078
1,026
472
54
85
47
2,762

M10/11
2014/15
669
766
307
35
86
40
1,904

Run Rate
Agency £000s
Medical Division
Surgical Division
DTO Division
Corporate Division
W&C Division
Grand Total

Q2
2012/13
1,315
683
345
271
83
2,696

Q3
2012/13
1,092
571
302
253
78
2,297

Q4
2012/13
1,167
322
180
-70
128
1,727

Q1
2013/14
1,192
375
161
215
103
2,048

Q2
2013/14
1,248
766
207
248
58
2,528

Q3
2013/14
1,226
586
136
266
52
2,266

Q4
2013/14
1,354
749
213
193
42
2,551

Q1
2014/15
1,641
983
262
175
59
3,119

Q2
2014/15
1,314
772
309
187
76
2,657

Q3
2014/15
1,328
850
327
178
78
2,762

M10/11
2014/15
1,075
421
218
155
34
1,904
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Cash Position

Balance

£m

Monitor Plan
60
50
40
30

20
10
0
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Q1

Q2

Q3

Q4

2016

• Cash levels below Monitor plan
• Main driver is non-payment of
overperformance
• Until overperformance received
careful cash management
required to ensure FT able to
meet ongoing liabilities
• Agreement of 15/16 contracts
and related billing arrangements
required to ensure ongoing
liquidity

Year Ending 31st March
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Agenda Item: 7.3

Workforce
March 2015

7.3WorkforceReport.ppt
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Workforce Balanced Scorecard
Febuary 2015 / Month 11

Trust Actual

Women'
and
Children's

Feb-14

Surgery

Diagnostics

Corporate

Trust Actual

Women'
and
Children's

Surgery

Feb-15

Medicine

Diagnostics

Corporate

Trust Actual

Workforce

Trust Target

Jan-15

Medicine

Reporting Period:

Workforce Statistics
Staff in post (Assignment Headcount)

-

3845

614

648

987

861

735

3851

614

649

988

866

734

3692

Budgeted WTE

-

610.2

581.2

999.3

934.8

642.4

3767.9

610.2

581.2

999.3

934.8

642.4

3584.4

Staff in Post (WTE)

-

3767.9
3408

Vacancy Rates (%)

10%

9.55

553.3
9.33

539.3
7.20

895.7
10.37

797.5
14.68

622.2
3.14

3412.8
9.42

538.9
11.69

553.8
4.71

895.3
10.41

803.0
14.10

621.9
3.19

3262.3
8.99

1255.2

25.2

27.6

444.4

380.4

377.7

1255.2

25.2

27.6

444.4

380.4

377.7

1233.62

-

1153.8

38.1

26.8

378.5

344.7

365.7

1160.8

38.3

26.8

380.2

348.5

367.0

1087.0

5%

8.08

N/A

2.58

14.81

9.39

3.19

7.52

N/A

2.58

14.44

8.39

2.85

11.89

-

3892

556

502

1145

720

968

3282

521

378

971

677

734

3221

3.32%

3.68

3.32

2.93

4.17

2.87

5.03

3.43

3.45

2.44

3.91

2.97

4.21

3.53

Estimated Sickness Cost (£)

-

310133

30961

54907

79846

62806

81613

265291

28389

35318

79028

58650

63905

265407

Maternity Absence Rates (%)

-

2.66

1.24

1.96

3.19

2.06

4.52

2.78

1.30

2.11

3.11

2.35

4.71

2.79

Other Absence Rates (%)

-

0.27
11.12

0.25
14.04

0.08
18.33

0.32
11.60

0.20
10.65

0.10
13.91

0.27
12.52

0.04
14.46

0.01
19.33

0.20
11.73

0.02
9.92

0.35
10.99

74

76

61

77

66

70

75

74

62

74

66

64

Nurses and Midwives Budgeted WTE
Nurses and Midwives in Post (WTE)
Nursing Vacancy Rates (%)
Sickness FTE Days Lost
Sickness Rates (%)

Turnover %

10%

0.22
13.46

Appraisal Rate %

90%

71

General and Nurse Recruitment
Vacancies across nursing and Trust-wide continue to reduce as a result of ongoing local and overseas recruitment.
International Recruitment
Overseas recruitment campaigns have to date provided the Trust with high quality healthcare professionals. A further 20 overseas nurses started work at the Trust on Friday 27th February
with a further 8 expected to start during May.
The Division of Diagnostics, Therapeutics and Outpatients (DTO) is planning to recruit Radiographers, Mammographers and Sonographers through an international recruitment campaign
to the Philippines in April.
Recruitment Campaigns
•An Open Day to recruit qualified Nurses was held on Saturday 28th February, which resulted in 9 nurses being offered posts. Another open day is planned for April.
•Representatives from the Trust attended the Ulster University Careers Fair on 5 th March which resulted in significant interest being generated in qualified nurse positions. Arrangements are
underway for interested candidates to visit the hospital in late March to meet staff and undertake interviews and assessments.
•Theatres are currently planning an advertising campaign in Scotland for the recruitment of Operating Department Practitioners (ODP’s). Adverts will appear in March with interviews
planned in Glasgow during April.
•The next HCA Open Day is scheduled for Monday 9th March with monthly campaigns planned thereafter.

Medical and Dental Recruitment
An AAC in Emergency Medicine resulted in one appointment being made. In addition two new Consultants commenced in February (Anesthetics and Cellular Pathology) and two locum
Consultants in O & G.
Three Specialty doctors, one substantive and three Locum Consultants across Oral & Maxillofacial Surgery, Neonates, Occupational Health, Obstetrics & Gynaecology and Dermatology,
are due to start work during March.
In February 17 Junior Doctors join the Trust across a range of specialties (Orthopaedics, Obstetrics & Gynaecology, General Medicine, Anaesthetics, Cardiology, Rheumatology,
7.3WorkforceReport.ppt
Page2of6
Gastroenterology, Oral & Maxillofacial Surgery, Otolaryngology, Ophthalmology and Medical Education) and currently 19 posts are under offer and due to commence in March/April.
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STAFF IN POST WTE BY DIVISION
% Growth Average % % Growth
From April Growth per over last 12
2014
month
months

DIVISION

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Corporate

497.1

501.8

505.3

505.9

506.7

510.1

535.9

538.8

541.1

546.3

553.3

538.9

7.39%

0.76%

8.39%

Diagnostics, Therapeutics and Outpatients

535.1

531.0

527.6

524.6

527.5

534.7

542.0

545.4

551.8

545.3

539.3

553.8

4.29%

0.32%

3.49%

Medicine

867.7

877.2

870.9

868.4

863.1

873.2

871.5

883.1

883.8

894.9

895.7

895.3

2.06%

0.29%

3.18%

Surgery

751.3

770.1

777.6

781.9

783.0

767.4

787.8

801.0

797.4

798.5

797.5

803.0

4.28%

0.63%

6.88%

Women's & Children's

608.7

606.4

609.3

610.1

607.4

601.5

597.4

609.2

623.8

618.8

622.2

621.9

2.55%

0.20%

2.17%

TOTAL

3259.9

3286.5

3290.6

3291.0

3287.7

3286.8

3334.6

3377.5

3398.0

3403.8

3408.1

3412.8

3.84%

0.43%

4.69%

Staff in Post WTE
3500

3400
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3200
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WTE COMMENTARY

This data is based on staff in post excluding bank and honorary staff.
 The Trust’s overall Staff in Post Whole Time Equivalent WTE has increased by 152.9 since 1 st March 2014 an increase of 4.69% which is a result of services
recruiting to their establishment to fill vacancies. The Corporate Division showed the highest increase of 8.39% with growth mainly attributed to Estates Support
Staff (Porters, Domestics, Catering) 47%, Nursing Staff 19% and Admin Staff 22%.
 There are currently 96 band 5 nursing / midwifery vacancies across the Trust. With 64 band 5 currently going through the recruitment process.
By incorporating turnover and staff on maternity leave into these figures this results in a shortfall of 62 WTE band 5 nurses and midwives.


23 band 5’s commenced in post throughout February with a further 21 band 5’s scheduled to commence in March

 We currently have 26 vacancies for band 2 Healthcare Assistants and 20 are going through the recruitment process. Again by incorporating
turnover and maternity leave into these figures this results in a shortfall of 13 HCA’s.

7.3WorkforceReport.ppt
 8 HCA’s commenced in post during February with a further 18 scheduled to start in March.
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TURNOVER

Turnover Rate by Month and Staff Group
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Ancillary

Healthcare
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Registered

Feb-15
Trus t Turnover
Februa ry 15 - 13.91%

Staff Group

Turnover figures do not include Junior Doctors

TURNOVER COMMENTARY
The staff group with the highest rate of turnover are the Allied Health Professionals in particular Radiographers and
Physiotherapists. The action plan for Radiographers is already detailed and an improved outlook in relation to
Physiotherapists will be reported in the next board report.

Turnover by Division

Of the leavers in February - 56% left due to Work/Life Reasons, 29% end of Fixed Term contracts and 7.2% were
retirees.
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Jan-15

Feb-15

Trust Target
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Surgery

Medicine

Diagnostics

Corporate

0

Trust
Actual

Career progression and increased salary were the most commonly listed important factors when applying for a new
role. Career Progression alone was cited as the most popular reason for applying for a job at the Trust (43%).
The main findings for staff leaving were:
•53% of staff referred to working with their team and colleagues when asked what was the most positive aspect of
their job.
•27% of staff referred to poor relationships with management and senior staff as most negative aspect of their job.
•Common themes are now being analysed and taken forward for action by the Recruitment Operational Group
(ROG)

16

Percentage Rate

Significant progress has been made with the Starter and Exit questionnaires and we are starting to receive more
responses from employees (up 35% from the last reporting period). Promotion of the questionnaires continues and it
is expected that the number completed will continue to rise.
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SICKNESS ABSENCE
Bradford Scores >200

Trust Sickness Rate

Sickness by Division

370

350

No of Employees

4.00%

Jan-15

Jan-15

Feb-15

Women'
and
Children's

310

Fe
b15

Ja
n15

290
Dec-14

Trust Target
Absence Rate

Dec-14

Jan-15

Feb-15

Jan-15

Trust Target

Feb-15

Months

Sickness Absence by Staff Group

7.00%

Sickness Absence by Staff Group

330

2.00%

De
c14

Surgery

Medicine

Diagnostics

Corporate

3.00%

Trust
Actual

Percentage Rate
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6.00
5.00
4.00
3.00
2.00
1.00
0.00

6.00%
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Add Prof Scientific and Technic

4.72%

3.78%

2.95%

Additional Clinical Services

4.83%

4.68%

5.14%

Administrative and Clerical

3.61%

3.54%

3.28%

Allied Health Professionals

1.46%

1.80%

1.93%

Estates and Ancillary

5.96%

5.51%

5.45%

Healthcare Scientists

1.03%

0.84%

0.83%

Medical and Dental

1.19%

1.67%

1.85%

Nursing and Midwifery Registered

3.80%

4.22%

3.27%

Trust total

3.55%

3.68%

3.43%

4.00%
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0.00%
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Clerical
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Estates and
Ancillary
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Midwifery
Registered

Current Month Trust Average - 3.43%

SICKNESS ABSENCE COMMENTARY
The in-month sickness rate for February remains above target at 3.43% but shows a decrease when compared to the previous month’s figure of 3.68%.
However, the Trust’s overall average for the previous 12 months ending 28th February 2015 is 3.21%. This is slightly higher than for the same period last
year (3.03%) but remains well below the Trust target of 3.32%.
The increased absence rates are in accordance with seasonal variations observed in previous years.
As reported in the last board report an action plan is in place for Estates and Ancillary Staff to ensure that the absence rates are reduced and do not
increase in the coming months.
Work continues to robustly manage sickness absence and address caseloads across the Trust.
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TRAINING COMPLIANCE BY DIVISION
STATUTORY TRAINING
February 2015

APPRAISALS

INDUCTION
Fire

Infection
Control

Safe Moving

Information
Governance

Safeguarding
Adults

Safeguarding
Children

TRUST TARGET

90%

100%

80%

80%

80%

80%

80%

80%

Corporate

75%

60%

86%

79%

83%

81%

75%

87%

Diagnostics, Therapeutics and Outpatients

74%

83%

93%

92%

92%

89%

89%

89%

Medicine

62%

87%

83%

83%

83%

81%

83%

88%

Surgery

74%

89%

84%

84%

85%

83%

84%

89%

Women's & Children's

66%

100%

85%

86%

86%

85%

83%

93%

TRUST TOTAL

70%

84%

86%

85%

86%

84%

83%

89%

Change from last month

-1%

-7%

0%

0%

1%

0%

0%

0%

Compliance Thresholds

Appraisal

Induction

Stat Training

90 - 100%

95 - 100%

80 - 100%

65 - 89%

75 - 94%

65 - 79%

0 - 64%

0 - 74%

0 - 64%

TRAINING COMMENTARY
Induction
February marked the commencement of the new 2 week Induction programme for Health Care Assistants, with 18 HCA’s completing a
comprehensive programme of training sessions supplemented with time spent on the wards to consolidate skills as they learn. Feedback on the new
programme has been good, with some minor amendments identified to be made for further programmes. As the new programme takes up
considerably more resources in terms of venues and speakers time, the programme runs bi-monthly instead of every month, as agreed by the Nursing
and Midwifery Board in early 2014. We continue to monitor capacity and can review the number of available places per programme as necessary to
ensure that Induction places are open for those clear to start employment.

Statutory Training
Statutory training compliance remains largely unchanged this month, with only one minor increase seen for Manual Handling compliance. By division,
Diagnostics, Therapeutics and Outpatients shows very strong compliance rates across all topics, with the other clinical divisions also maintaining
slowly increasing rates above the 80% threshold.
Appraisals
The Trust-wide compliance figure has fallen by another 1% this month (following a 2% drop last month), with the largest decrease seen among Admin
& Clerical staff. By division, Medicine shows the lowest rates overall, despite showing a 1% increase this month. Departments who have shown
notable increases in compliance this month include Hospital at Home (up 38%), Information (up 25%), Community COPD and Community Diabetes
(both up 33%), Ward 14 (up 28%), Diabetes (up 17%), Catering (up 16%), and Ward 16 (up 15%).
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BOARD OF DIRECTORS
Agenda item

8

Category of Paper

Paper Title

Executive Board Report

Date of Meeting

Wednesday 25 March 2015

Lead Director

P Philip

To action
To note
For Information

Paper Author
Executive Directors
Indicate the impact of the paper:
Financial

Quality/Safety

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

Tick

Patient Experience

To ratify
Equality

Clinical

Governance

th

Executive Board 20 January 2015
All Objectives
CQC
Monitor
Information Governance Toolkit
948 - Surgery Financial Position
949 - Medicine Financial Position
950 - DTO Financial Position
935 - Deanery Interim Visit – Medicine
902 - C Diff

944 - Non-Achievement of Financial
Target
669 - Appraisal
875 - Main analysers
967 - Deanery Interim Visit – O&G

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
Integrated Care
Deanery Issues
7 Day Services Update
Mortality Board
Nursing & Midwifery Staffing
2014 National Staff Survey Summary of Results and Action Plan
NHS Pay Offer 2015/16
Management of CQUIN
Winter & Easter Planning
Patients Medically Fit for Discharge
Hospital Re-Development Progress Report
Outsourcing
Compliance Issues
Re-Engineering Programme (REP)
Information Management & technology
Information Governance Report
Surgical Outcomes at L&D
Sentinel Stroke National Audit Programme: Acute Organisational Audit 2014
New Standards for the Future of Medical Education & Training
National COPD Audit Programme
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- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
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22.
23.
24.
25.
26.

Safer Staffing Performance Indicator Development
End of Life Care – 2 New Reports
Estates & Facilities Update
Communications & Fundraising Update
Policies & Procedures Update

- to note
- to note
- to note
- to note
- to note

ACTION REQUIRED

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


INFECTION CONTROL REPORT
Viral Haemorrhagic Fever (Ebola)

There are some signs that the transmission of Ebola infection in some parts West Africa is
beginning to slow down. UK hospitals continue to be on high alert for individuals returning
from Ebola affected areas. The L&D has developed robust plans to manage “suspect”
cases who may present to the hospital.
The hospital multi-disciplinary group continues its weekly meetings and an action plan is
regularly updated. Mask face fit testing is progressing well with over a thousand staff who
have had the test done. Staff training in the correct use of personal protective equipment
(PPE) is continuing in individual departments.
Senior staff in Maternity have undertaken table top exercise and “practice dry runs”.
Following this very useful exercise a local action plan has been generated. Medical
colleagues in Obstetrics need to actively engage in the process. Processes are now in
place to screen all patients coming into hospital to inquire about a travel history.
The decontamination unit attached to the isolation room in A&E is now fully operational.
The work for a similar facility next to the MLBU is currently stalled.
The Trust multi-disciplinary group is planning further staff meetings on Ebola
preparedness. These meetings have been very well attended by all grades of staff. A
lunchtime Grand round is being arranged in April.


Clostridium Difficile

The Trust has reported 7 hospital acquired cases of C.difficile diarrhoea in the period April
2014 to February 2015. The Trust has been allocated a very challenging ceiling of 6
hospital acquired cases for the next financial year.
20

2014/2015 Cumulative HA Clostridium difficile by month
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Seasonal (winter) Infections

Influenza:
Cases of influenza like illness (ILI) are declining. Of the laboratory confirmed cases the
majority are identified as Influenza A H3 strain. Laboratory reports of other respiratory
viruses like Rhinovirus and Parainfluenza viruses have also increased.

8ExecutiveBoardReportMarch
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Norovirus:
Outbreaks of Norovirus continue to be reported in many hospitals and nursing homes in
the country. At the L&D we have had minimal impact from Norovirus this winter, however
at the time of writing we have one ward closed.


ICNet

The 1st phase of the implementation of ICNet is now complete. All members of the
Infection control team have been trained in the use of the software.

2.

INTEGRATED CARE

One of the key benefits of the current Integrated Care projects which look at the way we
manage and deliver care to the 75+ age group, is the opportunity for the L&D to provide
continuity of care to these patients from one admission to the next. A GP Cluster model
has been adopted across Luton and South Bedfordshire with the alignment of a DME
consultant to each Cluster supporting continuity across primary and secondary care.
Community and Social Care services are also being aligned to each Cluster.
Work in underway to test this model in Luton and we are awaiting confirmation of the “go
live” date for Cluster 1. The aligned DME consultant is currently finalising the Clinical
Guidelines to support the changes required within the hospital. An IT solution is in
progress to ensure the DME consultant is alerted in real time when a Cluster 1 patient
arrives in the Emergency Department or the Emergency Assessment Unit.
It is currently unclear whether the changes to the Community Services provider in Luton
will delay the implementation and/or roll out.

3.

DEANERY ISSUES

Medicine
The Steering group continues to meet weekly with the two subgroups undertaking the
necessary action to improve the education experience for the trainees and redesign of the
acute medicine pathway including the removal of Single Clerking. The Education Director
for Acute Medicine and the Interim Clinical Director provide the leadership for the
subgroups with good representation from the trainees and consultant body.
Regular training opportunities have been introduced and trainees have had the opportunity
to participate in focus groups led by the Associate Medical Director for Human Factors and
the Head of Organisational Development. Feedback has been positive.
Further work is planned to define roles and responsibilities within Acute Medicine and
opportunities to improve team work using Human Factor technique.
The next visit by the Post Graduate School of Acute Medicine is planned for the 14th April
2015. The Steering Group is confident that the significant improvement will continue to be
made and that the Deanery Requirements will be met.

8ExecutiveBoardReportMarch
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Obstetrics & Gynaecology
A visit by the GMC to check on progress found the Trust to be making good progress to
address undermining concerns in the obstetrics and gynaecology unit. They are optimistic
about the changing culture and approach to education and training within the unit, which
has been facilitated by changes to the clinical leadership. They commended the openness
and acknowledgement of previous undermining concerns and found a genuine desire
amongst the senior management team and the new obstetrics and gynaecology Clinical
Directors to make continued and sustainable improvements.
The report also identified a number of areas where further works needs to be undertaken
and an action plan has been agreed. An update will be submitted by the 24 th March 2015.
The next visit of the Post Graduate School of Obstetrics & Gynaecology is expected to
take place on the 26th March 2015.

4.

7 DAY SERVICES UPDATE

Clinical Divisions continue to work towards delivery of 75% of inpatients being seen by a
Consultant within 14 hours of arrival. Women’s services are currently performing very well
and are now achieving 86%, the Medical Division processes are reasonably robust and the
Surgical Division committed to trying additional rounds from February to improve their
performance.
The work to obtain a baseline of 7 day services across the local health and social care
system continues and should be complete by June 2015.

5.

MORTALITY BOARD UPDATE

The Mortality Board continues to oversee the scrutiny of deaths that take place in hospital.
The monthly report from Dr Foster has not identify any alerts or causes for concern
however a number of further audits are in progress as a precautionary measure. These
include syncope and liver disease.
As part of its assurance process the Mortality Board is working with the Divisions to ensure
mortality reviews are undertaken at speciality level and that systems and processes are in
place for reporting and sharing the learning.

6.

NURSING & MIDWIFERY STAFFING

The reports for January and February are attached as Appendix 1 and Appendix 2.

8ExecutiveBoardReportMarch
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7.

2014 NATIONAL STAFF SURVEY SUMMARY OF RESULTS AND
ACTION PLAN

The summary of results and action plan from the 2014 National Staff Survey are attached
as Appendix 3.
The Staff Survey results for 2015 are positive. We maintained an above average staff
engagement score and also demonstrated improvements in four areas. These
improvements reflect the enormous amount of work and focus in the last year in relation to
appraisal and statutory training:
 % of staff appraised in last 12 months
 % of staff having well structured appraisals in last 12 months
 % of staff receiving health and safety training in last 12 months
 % of staff having equality and diversity training in last 12 months
The Trust has also been ranked as the best performing (top 20% of all acute Trusts) in five
key areas:
 % of staff having well structured appraisals in last 12 months
 % of staff receiving job relevant training, learning or development in last 12 months
 % of staff able to contribute towards improvements at work
 Effective Team working
 % of staff reporting good communication between senior management and staff
Whilst we are very pleased with the outcomes within the staff survey there are areas
where further action is required. One finding was placed in the bottom 20% (% of staff
working extra hours). A communication programme of the results is underway and an
action plan is under development to address the areas of poorer performance.

8.

NHS PAY OFFER 2015/16

The NHS trade unions announced that they have accepted the Governments pay offer,
bringing to an end the recent industrial action. This decision was made at a meeting of the
NHS Staff Council, between the health unions and employers. The above decision follows
weeks of balloting in which most staff voted to accept the proposals which include a 1%
consolidated pay rise for all staff up to point 42 (top of Band 8b) which will come into effect
from the 1st April 2015 and some changes to NHS redundancy rules.

9.

MANAGEMENT OF CQUIN

The Trust has submitted the Quarter 3 CQUIN return and was pleased to be able to report
achievement of the 7 day working scheme. The Trust believes it has met all the
milestones for all schemes but the CCG has determined that the timing of one element of
the End of Life CQUIN was outside the required timescales and concluded that this
CQUIN has not been met. The Trust is disputing this conclusion.
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10.

WINTER & EASTER PLANNING

Winter has continued to be challenging for the Trust with higher non elective admissions
driving the need for contingency beds. This has led to higher costs beyond the sum of
funding agreed with the CCG from the winter pressures allocation. The dialogue with
Luton CCG continues to enable us mitigate our additional costs.
NHS England, along with Monitor have written to Trusts and Local Authorities seeking
assurance that System Resilience Groups will continue with winter contingency plans
through the Easter period. They advocate that ‘Breaking the Cycle’ inniatives are
undertaken over seven days between 1st to 15th April, however, as we are achieving the
4 hour target we have decided not to participate. At the core of this inniative is the SAFER
patient flow bundle which is:
S–
A–
F–
E–
R–

Senior review
All patients will have an expected date of discharge
Flow of patients will commence at the earliest opportunity from assessment units to
inpatient wards.
Early discharge – 33% of inpatients should be discharged from base wards by
midday
Review – a weekly systematic review of patients with extended lengths of stay (>14
days) to identify the issues and actions required to facilitate discharge.

The Trust has already made good progress with the majority of items in the bundle
including: Senior review, expected date of discharge, flow of patients from assessment
units and review of patients in hospital greater than 14 days via the long stay board led by
Dr Patten.
We are currently putting Easter plans in place and completing the NHS England checklist
to identify whole system gaps in provision of services. We are also exploring whether
there are funding streams to continue beyond the planned winter period.

11.

PATIENTS MEDICALLY FIT FOR DISCHARGE

There was some deterioration in the number of patients medically ready to leave hospital
in mid-February following the major drive to reduce numbers after Christmas and the New
Year. The peak coincides with the school half term week and may be related to minimum
staffing levels across the whole health and social care sector.
The weekly system wide group continues to take forward a series of actions to reduce the
operating level of medically ready patients. Actions reported in the last Board report have
been completed and the key risk is the loss of community bed capacity once winter
funding ceases on 31st March. We have made contact with East and North Herts to test
our ways of working with another system to see what we can learn in terms of earlier safe
discharge of patients who no longer need to be in hospital.
ACTIONS THAT WE ARE TAKING IN THE CURRENT PERIOD:
1. Organise a visit to look at the Continuing Health Funding process in East and North
Herts which appears shorter than ours to see what advances we can make locally.
2. Add the actual number of days a patient has been medically fit onto our patient
tracking list tool to make the number of days more transparent to the accountable
teams. This will also help with identification of escalation issues.
8ExecutiveBoardReportMarch
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3. Involve the CCGs more actively in escalation; the new Emergency Planning Lead
was excellent on 2nd March when we had a number of delays that he was able to
resolve.
4. Establish a briefing pack over the next two months and start some focussed training
with staff in respect of discharge processes to refresh ways of working and
accelerate improvement.
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Leave Hospital
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12.

HOSPITAL RE-DEVELOPMENT PROGRESS REPORT

The project team is now in place. David Hartshorne has taken up the role of Programme
Director and is being supported by Melanie Chalk who has transferred from her role as
General Manager, Women’s Services. Melanie will be responsible for the management of
the interface with clinical staff during the development of the design. Sarah Wiles remains
available to support the team.
The Trust has now confirmed its capacity requirements to support the brief for the redevelopment project.
A consortium led by AECOM were the successful bidder for the work required to develop
the design to support the preparation of an Outline Business Case. The team commenced
work on 3 February. The masterplan prepared in 2014, and which underpinned the
decision made on 1 October 2014 to proceed with the re-development option, has now
been developed to a point where the areas required to support the brief can be finalised.
Cost planning of the scheme is proceeding in parallel with the design work to support
development of the design within the target cost of £150m.
Initial meetings with the Luton Borough Council planning team have been positive. A key
issue will be to prepare a detailed car parking strategy for the new development. Specialist
consultants will be appointed to support the development of this document.
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Important strategic decisions which will need to be made in the coming period include
resolution of the way forward with the proposed energy centre building, and the location of
the office accommodation.

13.

OUTSOURCING

The project to secure a commercial partner to manage and deliver catering, cleaning and
housekeeping services is progressing to the revised and agreed timetable. The Invitation
to Tender (ITT) documents have been issued to selected contractors. All contractors have
attended site to undertake surveys of existing services and establish the scope of work
required. There is an active dialogue with the contractors with requests for information in
respect of the intent of the specifications and detailed service requirements.
In February, open meetings were held with the affected staff groups to update them with
project progress and to give staff the opportunity to ask questions. There is a regular ongoing dialogue with UNISON.
The project is progressing to the agreed timescale with tenders due to be returned by mid
April.

14.

COMPLIANCE ISSUES

Clinical Biochemistry – the CPA surveillance visit has been completed and the Trust is
currently awaiting the outcome.
.
Breast Cancer Screening – following the positive Quality Assurance Report the Action
Plan is progressing on track.
Radiation Protection IR(ME) Regulations – an inspection was carried out by the L&D
protection committee in conjunction with the Radiation Protection Advisor. The committee
has reported its findings at the Health & Safety Committee and the findings are now being
considered with the aim of resourcing and implementing the recommendations of the
review.
Trauma Network Peer Review - the Trust had a Trauma Network Peer Review on the 2nd
February. One major concern was identified - the distance, and time taken to transfer, to
the CT scanners from the Emergency Department. In response to this concern the Trust is
taking a number of actions including:
1. Improving awareness of front line clinical staff as to which patients should be
managed under TEMPO guidelines and the network and local trauma CT protocols
2. Improving our understanding of the potential delays in the pathway to CT by
carrying out real-time observation of trauma management
3. Carrying out case reviews of patients in the 2013-14 data that appeared to wait
more than 12 hours for CT request and identify root causes for any delay
4. Continuing work with the hospital planning team to ensure that the future location of
the CT scanner is optimised in our site redevelopment plans
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15.

RE-ENGINEERING PROGRAMME (REP)

The Programme has moved its focus from Theatres to Outpatient clinics for 2015. Work
has been continuing on the launch of new models of demand and capacity. These new
approaches enable sensible bookings and waiting list management within specialties. The
roll-out of this new model is accelerating but is not yet ready to launch site-wide due to its
potential impact upon our capacity and subsequent safety risks. Initial results are very
positive in terms of reducing DNA's and improved patient and clinician experience. The
outpatient check-in and flow solution is also currently out to tender, focused on a staged
go-live later this summer. This will keep patients informed about time of appointment and
allow them to manage their time and flow across the site. Patient experience will be more
like visiting an airport where screens allow informed movement from holding areas/cafés to
clinic waiting room, and call into the room to see the clinician.
E-Rostering continues to be rolled out at a rapid pace and has now covered maternity and
moved into Theatres. The Executive has also begun planning for the solution to be rolled
out for Medical staff within the current project. This will extend the benefits of workforce
planning, already proven with other staff groups.

16.

INFORMATION MANAGEMENT & TECHNOLOGY

The roll-out of our electronic prescribing and medicine administration (ePMA) system
continues apace. It is now covering all our DME and Surgical wards. The team are now
preparing for launch into General Medicine, Medical Short Stay and the Emergency
admitting areas. It is vital that the safety benefits of informed administration and
prescription are rolled out quickly and the project is proceeding well, thanks to an excellent
multi-disciplinary team and support across all divisions for a key safety initiative.
Despite delays the new telephony system has been developed and new phones are being
deployed in May. The design of revised emergency messaging, and an increased scale of
contact centre for patients and GP's, will both follow.

17.

INFORMATION GOVERNANCE REPORT

The Information Governance (IG) Report to the Board is attached at Appendix 4.

18.

SURGICAL OUTCOMES AT L&D

The Surgical Division has a robust system in place for monitoring and reporting surgical
outcomes to the COB and the Trust Board. This process hinges around the regular review
of various sources of data. This paper (attached at Appendix 5) summarises the current
position and provides an explanation to the Board of the principles, processes and
challenges that monitoring this data presents. The paper will be presented to the meeting
by the Divisional Director.
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19.

SENTINEL STROKE NATIONAL AUDIT PROGRAMME: ACUTE
ORGANISATIONAL AUDIT 2014

In 2014 the L&D Stroke Service reported the details of 526 stroke patients onto the
regional Clinical Network database. This information is entered following the patient's
discharge from hospital and is then imported to the Sentinel Stroke National Audit
Programme.
Historically local commissioners have preferred to use the Network database as it
produces monthly reports, whereas SSNAP produces quarterly reports. This has
disadvantaged the Trust with regards to the SSNAP reports as the methodology for data
collection is different and penalises Trusts who collect the data following discharge.
Following discussion within the Network, however, it has been decided that from 1st April
2015 SSNAP will be the primary source for both data collection and reporting.
The most recent SSNAP report gave the L&D a Combined Total Key Indicator Score of E.
This is calculated using a weighted average of the 10 'Domains of Care' that SSNAP
measures. This puts the Trust in the bottom 17% of Trusts nationally.
From 1st April 2015 the Trust will move to solely using SSNAP to collect information on
stroke patients which will improve the overall rating of the Trust as data will now be
captured 'live' - i.e. the information relating to a patient's first 72 hours of care will be
inputted within 5 days of admission. This change alone will improve the Trust's audit
compliance by 50% leading to an improvement in our overall score. The Trust has also
invested in additional therapies staff for the Stroke Unit who, once recruited, will allow us
to deliver more multi-disciplinary therapy for stroke patients and improve our SSNAP
rating. Continued focus on the national stroke targets should also lead to an overall
SSNAP rating improvement.

20.

NEW STANDARDS FOR THE FUTURE OF MEDICAL EDUCATION &
TRAINING

The GMC are currently reviewing and consulting widely on their standards for
undergraduate and postgraduate medical education.
They wish to ensure their standards are more consistent and coherent across the
continuum of undergraduate and postgraduate medical education and training to improve
quality, and reflect the characteristics of a good learning environment and culture. They
will be looking at medical schools, postgraduate deaneries and local education and
training boards, and local education providers such as ourselves. From the hospital’s
perspective the issue that the standards may influence a requirement to remove trainees
where the working environment, if service pressures impact on the delivery of training and
supervision required by the curriculum, needs to remain high on our agenda.
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21.

NATIONAL COPD AUDIT PROGRAMME

The national COPD Audit findings identified that the Luton & Dunstable University Hospital
NHS Foundation Trust performs strongly compared to national peers. Our weekend
discharge rate is typically higher, our length of stay is shorter and we discharge more
patients to early supportive discharge schemes, fewer of our patients are managed by
general physicians and we achieve a significantly greater respiratory specialist input into
the care of these patients. However, compared to national average, fewer COPD patients
are managed in a designated respiratory ward at the L&D, a project looking at needs
based care will address this issue.

22.

SAFER STAFFING PERFORMANCE INDICATOR DEVELOPMENT

The Board will be aware of a range of actions that the Trust has implemented in order to
demonstrate we are delivering safe and effective care. The ‘Hard Truths’ initiative requires
Trusts to publish details monthly of planned and actual staffing on a shift- by-shift basis at
ward level. NICE have also published guidance for acute adult care and endorsed staffing
models.
A further requirement will be for the publication of ‘safer staffing performance
indicators’. These indicators will provide an overall RAG rating for Trusts and will support
the patient safety information already published on NHS Choices. This in turn will provide
comparable information for Trusts to use and for patients and service users to enable them
to make an informed choice of care provider. It will also be used by the regulatory bodies
as part of their Trust assurance process.
The indicators that will make up the initial composite measure will include:
 Staff sickness rate (taken from ESR)
 The proportion of mandatory training (taken from national staff survey)
 Completion of Performance Development Review (PDR) in the last year (taken from
national staff survey)
 Staff views on staffing (taken from national staff survey)
 Patients views on staffing (taken from the national patient survey)
Initial safer staffing performance data have been circulated to Trusts and will be published
on NHS Choices late Spring. The L&D are within the expected range.

23.

END OF LIFE CARE – 2 NEW REPORTS

Good quality end-of-life care is recognised as an essential component of modern health
care service. In recent years a number of initiatives have been put in place to look at how
we might improve the care provided at the end of life, and national indicators have been
developed with the aim of helping us understand current care and supporting people’s
choices about where to die. A major point of interest has been in helping to develop
services that support people’s preference to be cared for and die at home rather than in
hospital.
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Two reports have been published recently on end of life care; The House of Commons
Health Committee report on End of Life Care, published on 15th March 2015, and
Exploring the Cost of Care at the End of Life, a Nuffield Trust report commissioned by
Marie Curie. Both reports provide the whole Health and Social Care system with a number
of challenges and recommendations.
According to the Cicely Saunders Institute which conducts research into palliative care,
approximately 53% of deaths occur in NHS hospitals, with around 21% occurring at home,
18% in care homes, 5% in hospices and 3% elsewhere. This is despite the fact that twothirds of people say they would prefer to die at home and 29% say they would prefer to die
in a hospice.
The Nuffield Trust has carried out several studies examining the care received at the end
of life from a number of perspectives. In this most recent report, they explore the costs of
end-of-life care across different care sectors, drawing on information obtained from a
range of available sources, including prior analyses undertaken at the Nuffield Trust,
published literature and Marie Curie Cancer Care data.
The Trust will review both reports in detail and work with clinicians and other stakeholders
to implement the recommendations.
http://www.publications.parliament.uk/pa/cm201415/cmselect/cmhealth/805/805.pdf
http://www.nuffieldtrust.org.uk/media-centre/press-releases/further-evidence-cost-end-lifecare-outside-hospital-%E2%80%93-new-nuffield-trust

24.

ESTATES & FACILITIES UPDATE

Estates Developments
Since the last report, Ophthalmology Phase II has been completed and second phase of
corridor refurbishment works has commenced.
The design of the new One Stop Urology Clinic has been approved and is due to be
released to the market for pricing.
Car Parking
The final phase of the car parking strategy went live on 19th January and has made a
significant improvement to visitor car parking; this is borne out by the reduction in
complaints received from visitors.
Sustainability
The Trust has approved the upgrade to existing heating plant to improve energy efficiency.
The work is due to be carried out in April. Once complete, the on-going savings achieved
in gas consumption will repay the investment of £25,000.00 in less than 12 months.
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PLACE
The annual PLACE inspection took place Tuesday 24th February. The exercise was well
supported by Governors, Non Executive Directors and staff. The results of the inspection
are being collated and will be presented to a future meeting of the PLACE committee.

25.

COMMUNICATIONS & FUNDRAISING UPDATE

Press and Media Interest
The Communications Department maintain a file on all media coverage.
Visits
On 9 February 2015 Professor Cathy Warwick (President of the Royal College of
Midwives) visited the Maternity Unit to meet midwives and senior staff. On 16 February
2015 Valerie Morton (Non Executive Director of The East of England Ambulance Trust)
met with senior A&E staff as part of a fact finding tour.
Breast screening campaign
The bus advertising campaign to encourage take up of breast screening by Asian women
finished at the end of January 2015. The second phase focuses on radio coverage on
Inspire FM until the end of March 2015. The radio campaign includes daily adverts,
broadcasts and interviews.
Social Media
More departments are enquiring about creating Apps (including stroke services, HR,
pathology and GP liaison). We are working with a company who produce them to
negotiate better prices. The anit-microbial guide works well and medical emergency
guidelines will be launching soon.

Fundraising
Donations for January 2015 totalled £12,131 and included:



£2,000 for the Children’s teen project from Mayo Association.
£3,000 for Macmillan Unit/ Chemotherapy Unit in memory of a patient.

Donations for February totalled £8,469 and included:



£1,405 for NICU from an event run in memory of a teen who wanted to be a NICU nurse.
£1,258 from Ward 15 who organised a Halloween raffle to raise money for their ward.

26.

POLICIES & PROCEDURES UPDATE

The Policy Approval Group approved the following policies:
Conflict of Interest (see Board Secretary Report)
Anti-Bribery (see Board Secretary Report)
HDU Operational Policy
Travel and Expenses Policy
The Policy Approval Group agreed an amendment to:
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DBS Policy
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Appendix 1

Monthly Report of Nursing & Midwifery Staffing Levels
January 2015
Purpose
This paper 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 (these nurses are not reflected in the fill
rate). All ward areas display their planned and actual staffing numbers daily within their clinical
areas.
Planned versus Actual Staffing
During January, the Trust continued to experience extraordinarily high levels of patient activity
which meant that the Trust needed to open up to 46 additional escalation beds in five areas.
Towards the end of the month two areas were able to be closed for periods of time. The opening of
escalation beds required additional staffing which impacted on the overall fill rate in some clinical
areas as staff had to be moved at short notice to manage these areas. The increased usage of
agency nurses for the escalation areas reduced the availability of nurses for the older peoples’
wards resulting in a lower fill rate. In maternity fill rates although improved from previous months,
fluctuated with midwives being moved to cover areas of peak activity.
The data presented works on the assumption that bed occupancy is always at 100%. There are
times however, when staffing can be temporarily reduced in line with reduced numbers of occupied
beds. In areas such as NICU, cot capacity is reduced when staff are not available.
Where the fill rate was above 100%, this reflects the increase in patient care needs, for example
where a patient may need 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.
The number of day shifts where the Registered Nurse to patient ratio was greater than 1:8
predominately occurred within our Directorate of Medicine for the Elderly. Although baseline
establishments are set to achieve this standard, vacancy levels and the non-availability of bank
and agency Registered Nurses meant that on some occasions, where available Care Support
Workers were employed to fill gaps.
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Overall the Trust delivered a 94.5% fill rate for the month (see Appendix 1 for the monthly fill rate).
Standard

Flag occurrences

No of shifts where more than 50% of RN on duty are 1% (n=2)
agency
No of day shifts when RN to patient ratio is greater than 8% (n=59)
1:8
Vacancies and Recruitment Activity

Band
Band 7
Band 6
Band 5
Band 4
Band 3

Vacancies as of
1st January
1.17
22.36
106.99
2.73
2.62

Numbers
Working Notice
0.00
1.00
23.47
0.00
1.00

Numbers Going
through Recruit
0.00
4.00
91.80
0.00
0.00

Band 2
Total

33.15
169.02

4.77
30.24

33.00
128.80

Real Vacancies as
of 1st January
1.17
19.36
51.35 *
2.73
3.62
16.33
94.56

There is a noted increase in band 5 vacancies and a decrease in band 6 vacancies since the
previous Board report. Proactive bi monthly recruitments campaigns are planned in addition to
innovative marketing including radio, bus and website advertising.
Summary
The significant staffing challenges have continued during the month of January with actions being
taken to ensure that our clinical areas have remained safe.

Patricia Reid - Chief Nurse
January 2015
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Appendix 2

Monthly Report of Nursing & Midwifery Staffing Levels
February 2015
Purpose
This monthly report aims to provide the committee 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 (these nurses are not reflected in
the fill rate). All ward areas display their planned and actual staffing numbers daily within
their clinical areas.
Planned versus Actual Staffing
February experienced a 2% reduction in the fill rate as the Trust continued to experience
extraordinarily high levels of patient activity requiring up to 46 additional escalation beds
across five areas. The opening of escalation beds required additional staffing which
impacted on the overall fill rate in some clinical areas as staff had to be moved at short notice
to manage these areas. The increased use of agency nurses for escalation areas impacted
on 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 February 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%, this reflected the increase in patient care needs, for
example where a patient needed 1:1 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.
There was an increase in the number of ‘red flags’ for February. Although agency use was
high, regular agency nurses have had additional training in Wardware (electronic
observations) and e-prescribing and this has improved the quality of skills available on shift.
Trust staff are always redeployed to escalation areas as they are familiar with all Trust
processes.
Overall the Trust delivered a 92% fill rate for February (see Appendix 1 for the monthly fill
rate)
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Standard

Flag occurrences

No shifts where more than 50% of RN on duty are agency 3% (n=16)
(nights)
No day shifts when RN to patient ratio is greater than 1:8
12% (n=72)
Vacancies and Recruitment Activity

Band
Band 7
Band 6
Band 5
Band 4
Band 3

Vacancies as of
1st February
2.23
14.89
101.10
0.32
10.73

Numbers
Working Notice
2.00
1.00
26.60
0.00
0.00

Numbers Going
through Recruit
0.00
2.00
85.00
0.00
0.00

Real Vacancies as
of 1st February
4.23
13.89
42.70
0.32
10.73

Band 2
Total

26.61
155.88

4.00
33.60

25.51
112.51

5.10
76.97

*Some areas have over recruited staff which has affected the number of real
vacancies shown. High vacancy levels are held in Theatres, NICU, Outpatients, and
Stroke Services.
There is a noted increase in band 5 vacancies since the previous board report. Proactive bimonthly recruitment campaigns are planned, alternating between trained and untrained
posts. Innovative advertising approaches have been implemented including radio and bus
and website advertising.
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
February 2015
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Appendix 3

2014 NATIONAL STAFF SURVEY SUMMARY OF RESULTS AND ACTION PLAN
1.

Introduction
The eleventh National Staff Survey was undertaken between September and
December 2014. All Trusts are required to participate in the survey using a
random sample of staff and the data from which is used by the CQC for the
Benchmark Reports across all NHS Acute Trusts. For the seventh year, the
survey report has been structured around four of the seven pledges to staff in
the NHS Constitution, which was published in March 2013, plus three
additional themes.


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



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



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



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



Additional theme : staff satisfaction



Additional theme : Equality and diversity



Additional theme : Patient experience measures

This year the Trust opted to survey all staff (for the last 2 years we had opted
for a sample survey of 850 staff). Questionnaires were distributed by a mixed
mode of electronically via work email or in paper format. Completed
questionnaires were sent directly to the Trusts independent survey contractor,
Quality Health, for analysis by age, staff groups and work and demographic
profile.
This report gives a high level overview of the survey findings. A summary
report of the complete results is available on the Trust intranet.
The survey report provides vital feedback from staff about working in the Trust.
As in previous years, there are two types of key finding:
- Percentage scores, i.e., percentage of staff giving a particular response to
one, or a series of survey questions.
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- Scale summary scores, calculated by converting staff responses to
particular questions into scores. For each of these summary scores, the
minimum score is always 1 and the maximum score is 5.

2.

Response Rates
2014 National
NHS Staff Survey
Trust
35%
* Acute Trusts

National
Average*
42%

2013 National
NHS Staff Survey
Trust

National
Average*
50%

53%

Trust
Improvement/
Deterioration

18% deterioration

The official sample size for our trust was 3608. 1207 completed questionnaires were
returned. 6 members of staff returned their questionnaires without filling them in. A
group of 151 staff were excluded from the official sample as ineligible. E.g. having left
the Trust or on long term sick leave.
There was an 8% decrease in the response rate, which whilst obviously much lower
than last year’s final response rate is in line with the overall trend across all NHS
Trusts nationally (not just those using Quality Health). Quality health had stated that
they believed the decline in response rates could be attributable to the introduction of
the Staff Friends and Family test where in a majority of cases, all staff will already
have been surveyed on two separate occasions prior to the national survey.

3.

Staff Engagement

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

Overall Staff
Engagement
KF 22
Staff ability to
contribute towards
improvements at
work
KF 24
Staff
recommendation
of the Trust as a
place to work or
receive treatment
KF 25
Staff motivation at
work
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2014 National
2013 National
NHS Staff
NHS Staff
Change
Survey
Survey
since 2013
Survey
Trust National Trust National
Average
Average
3.79
3.74
3.90
3.74
Decrease
(worse
than)
74%
68%
75%
68%
No
significant
change

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

3.70

3.67

3.81

3.68

Decrease
(worse
than)

Average

3.90

3.86

4.04

3.86

Decrease
(worse
than)

Above
(better than)
average
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4.

Key Findings

A summary of the key findings from the 2014 National NHS Staff Survey are outlined
in the following sections:

4.1

Top Ranking Scores

Top 5
Ranking
Scores

2014 National
NHS Staff
Survey
Trust

KF 8
% of staff
having well
structured
appraisals in
last 12 months
KF 6
% of staff
receiving job
relevant
training,
learning or
development in
last 12 months
KF 22
% of staff able
to contribute
towards
improvements
at work
KF 4
Effective Team
working
KF 21
% of staff
reporting good
communication
between senior
management
and staff
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2013 National
NHS Staff
Survey

Change
since 2013
survey

Ranking,
compared to
all acute
Trusts

National Trust National
Average
Average

47%

38%

38%

38%

Increase
(better than)

Highest
(best) 20%

84%

81%

86%

81%

Decrease
(worse than)

Highest
(best) 20%

Highest
(best) 20%

74%

68%

75%

68%

No
significant
change

3.82

3.74

3.88

3.74

Decrease
(worse than)

Highest
(best) 20%

34%.

30%

39%

29%

Decrease
(worse than)

Highest
(best) 20%
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4.2

Bottom Ranking Scores

2014 National
NHS Staff
Survey

Bottom 5
Ranking
Scores

Trust
KF 5
% of staff
working extra
hours***
KF 17
% of staff
experiencing
physical
violence from
staff in last 12
months
KF 28
% of staff
experiencing
discrimination
at work in last
12 months
KF 16
% of staff
experiencing
physical
violence from
patients,
relatives or the
public in the
last 12 months
KF19
% of staff
experiencing
harassment,
bullying or
abuse from
staff in last 12
months

77%

2013 National
NHS Staff
Survey

Change
since 2013
survey

Ranking,
compared to
all acute
Trusts

National Trust National
Average
Average
71%

76%

70%

No
significant
change

Highest
(worst) 20%

3%

3%

2%

2%

No
significant
change

13%

11%

15%

11%

No
significant
change

Above (
worse than)
average

16%

14%

18%

15%

No
significant
change

Above (
worse than)
average

24%

No
significant
change

Average

24%

23%

25%

Above (
worse than)
average

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

National

L&D

42%

38%

45%

47%
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6 – 10 hours
per week
11 or more
hours

4.3

9%

10%

4%

5%

Where Staff Experience has improved (largest changes since 2013)

Improvements

2014 National
NHS Staff
Survey

2013 National
NHS Staff
Survey

Change
since 2013
survey

Ranking,
compared to
all acute
Trusts

Trust National Trust National
Average
Average
KF 7
% of staff
appraised in last
12 months
KF 8
% of staff having
well structured
appraisals in last
12 months
KF 10
% of staff
receiving health
and safety
training in last 12
months
KF 26
% of staff having
equality and
diversity training
in last 12 months

88%

47%

79%

68%

85%

38%

77%

63%

74%

38%

68%

55%

84%

Increase
(better
than)

Above (better
than) average

38%

Increase
(better
than)

Highest
(best) 20%

76%

Increase
(better
than)

Average

60%

Increase
(better
than)

Above (better
than) average

4.4 Where Staff Experience has deteriorated (largest changes since 2013)

Deteriorated

2014 National
NHS Staff
Survey

2013 National
NHS Staff
Survey

Change
Ranking,
since 2013 compared to
survey
all acute
Trusts

Trust National Trust National
Average
Average
KF 25.
Staff motivation
at work
KF 3
Work pressure
felt by staff
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3.90

3.86

4.04

3.86

Decrease
(worse
than)

3.08

3.07

2.98

3.06

Increase
(worse
than)

Above (better
than)
average
Average
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KF 24 Staff
recommendation
of the trust as a
place to work or
receive
treatment

3.70

3.67

3.82

3.68

Decrease
(worse
than)

Average

Of the total 29 reported key findings there are 27 that can be compared to 2013 and
those are as follows:




No real statistical change = 20
Improvements
= 4
Deteriorated
= 3

5. Next Steps
The results will be analysed further to identify areas for improvement and hot spots,
to target for action, in particular:


Discuss the results at the Staff Involvement Group meeting and agree the
appropriate action which will include:
- Concentrating on some successes – with an aim to continue and improve
on these;
- Agree actions for areas where the results are in the bottom 20% of Acute
Trusts, and specifically the Trusts bottom five ranking scores.
- Members of the Staff Involvement Group conducting walkabouts to give
staff an opportunity to learn more about what we are doing in response to
the Survey results.
- A static display of the results/recommendation will be available in areas
where there is evidence of a high staff footfall.
- A mini portable display will also be available which members of the Staff
Involvement Group can take to Divisional meetings etc.



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



Town Hall type feedback sessions will be held for all Divisions during April
2015.



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



The results will be available on the Intranet and an Everyone e-mail sent with
a link to the results



Awareness days planned where relevant managers/staff/external
representatives will provide more information in relation to work that is being
done to address some of the areas where improvements could be made, for
instance staff experiencing physical violence from staff in the last 12 months.
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Appendix 4

Information Governance Steering Group (IGSG) Report to Trust Board
March 2015

The Board are asked to:
 Approve the Final Submission of IG Toolkit V12 - See points 1 & 2.

1. IG Audit Review
Price WaterHouse Coopers (PWC) conducted the IG Audit Review in January 2015. This
Audit Review identified 4 risks, one low and three medium. The medium risks are as follows:
Risk/Finding 1:
No information has been provided to substantiate the current level of compliance for
completion of the Trust–wide mandatory training for Information Asset Owner (IAO’s) and
Administrators (IAA’s). This same issue was highlighted in the prior year. We understand
that there is no formal process to monitor these compliance levels.
Action to address: This issue has been discussed at General Managers meeting. Philippa
Graves, Director of IT will be delivering IAO Training at GM’s meeting end March 2015.
From then on training completed will be recorded on ESR and % figures reported to each
IGSG.
Finding/Risk 2:
There is no formal process of review for the majority of submitted information within the
Toolkit.
Action to address: This audit review only looks at seven of the 45 IG Toolkit standards.
An alternative approach is being looked at to ensure highest risk standards (IT Security &
Data Protection) are reviewed (by an external IG Professional) in addition to the seven
reviewed by PWC auditors each year.
Finding/Risk 3:
Based on our review of a sample of areas from the Toolkit, evidence supporting IG Toolkit
compliance is not as comprehensive and up to date as it could be.

No.

Subject

307 SIRO’s role and ownership of
risks
323 Protection of ALL information
assets
404 A Multi-professional audit of
clinical records

Have actions been/will actions be
completed prior to final Toolkit
submission on 31st March 2014?
See action for Finding/Risk 1 above.
Asset Register has been updated, but
there are delays in completing Risk
Assessments.
Yes

All other standards were agreed at level 2 or above. With recommendations for
improvement noted for some.

2. Submission of IG Toolkit
Preparation is underway for the final submission of IG Toolkit V12. The Board are asked to
approve this submission which must take place by 31st March 2015.
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IG Toolkit Standard Leads have reported that they are at level 2 or 3 for each of their Toolkit
Standards – see table below.
Assurance with regards to the levels being reported by IG Toolkit Standard Leads has been
provided. In preparation for this submission, the manager of each IG Toolkit Standard Lead
was required to sign one of the following statements:
I have reviewed the evidence being provided for each IG Toolkit standard and feel
that it meets the requirements of the level/s being reported
OR
I have not reviewed the evidence but am happy with the assurance provided by the
individual noted that the evidence provided meets the requirements of the level/s
being reported:

The following four standards are being reported as level 2, but with known risks:


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



308 – Data Mapping and Transfer of Data:
Risk - This standard requires Data Flow Maps to be reviewed annually.
These are reviewed on a rolling basis with flows of high risk data or high volume of
data taking priority; this means that all flows are NOT reviewed annually.



307 - SIRO’s role and ownership of risks:
Risk - As noted in point one above.



323 - Protection of ALL information assets:
Risk - As noted in point one above.
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Appendix 5

SURGICAL OUTCOMES AT THE L&D:
Patient Related Outcome Measures
Patient Reported Outcome Measures (PROMs) are essentially a way to quantify the reported change in a patient’s general health status
following an operation, and can be viewed as a way of assessing “value for money” that the healthcare system derives from these procedures.
There are currently 4 operations that are covered by the PROMs scheme, but this is likely to increase over time. HSCIC (Health & Social Care
Information Centre) collect data from patients undergoing hip or knee replacements, groin hernia repairs and varicose vein operations. These
have been chosen because they represent a significant proportion of the nation’s operative budget, and are conditions for which changes in
policy could result in significant alterations to the total cost of healthcare in this country. They are also conditions where a better understanding of
the benefits (or otherwise) of surgery on patients’ lives and wellbeing could have a major influence on future funding policy for these procedures.


The conditions:

Hip and knee replacements are generally indicated for severe arthritis (osteoarthritis or rheumatoid arthritis), which is limiting a patients’ ability to
function, usually because of pain and physical restriction. Loss of mobility adversely affects patients’ mood, and their quality of life. Joint
replacement offers them the opportunity to reduce their pain, improve their mobility and function, and therefore enjoy a better quality of life.
Groin (or inguinal) hernias, are a relatively common cause of functional restriction in men of working age, and hence contribute to a significant
and reversible cause of working days lost. Again, pain and limitation of mobility can result in low mood, and loss of earnings can have a
significant impact on individuals’ lives. Inguinal hernia repair is a relatively straightforward procedure, which should return most individuals to full
functionality again.
Varicose veins are veins that have become enlarged and twisted, causing the valves within them (which normally prevent backward flow of
blood) to fail. Complications include pain, swelling, and skin changes (varicose eczema)ultimately leading to leg ulceration, which has become a
significant burden to the health economy as the population continues to survive longer into old age. Early operation on some patients can prevent
complications, but the surgery can no longer be performed on the NHS purely for cosmetic reasons, and surgeons have to make sure that
patients fit the criteria for surgery before proceeding.
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The scoring systems used by PROMs:

EQ-5D is a tool to measure health outcome. It covers domains of mobility, self-care, usual activities, pain/discomfort and anxiety/depression.
Each dimension has 3 levels: no problems, some problems and extreme problems.
Patients receive one questionnaire to complete before their surgery, and a follow-up questionnaire. For inguinal hernia and varicose vein
patients, this follow-up questionnaire is sent out three months post-operatively, and for hip and knee replacements, it is sent out six months postoperatively. The data is the collated and analysed by HSCIC before six-monthly reports are released. Because of the lead time involved in
collecting data, the data set is always at least 1 year old by the time it is in the public domain, so it acts as a barometer of performance a year
ago, rather than real-time or current performance, and this needs to be borne in mind when evaluating the data.
EQ-VAS is a 20cm visual analogue score where patients are asked to mark the point on the line between “Best imaginable” and “Worst
imaginable” which represents how they feel about their overall health.
Procedure-specific scoring systems exist for all except inguinal hernias. Hip functionality is assessed using the Oxford Hip Score, and knee
replacements use the Oxford Knee Score. For Varicose veins, the Aberdeen Varicose Vein Score is used. These scores reflect the direct surgical
outcome of the procedure as perceived by the patient, and are probably the most relevant and reliable markers of true surgical outcome.


The L&D Results:

The L&D has flagged as an outlier for EQ-5D and Oxford hip score for Primary Hip Replacements for finalised data for 2012-13 and provisional
data for 2013-14. Our EQ-VAS score for both sets of data sits very close to the national average, which makes the data somewhat difficult to
interpret because the message is not consistent across all three domains.
From our 2013-14 data, the following summaries can be drawn:
EQ-5D
Primary Hip
Primary Knee
Varicose Vein
Groin Hernia

Improved
L&D
93 (88.6%)
87 (82.1%)

Improved
National
89.3%
81.4%

No Change
L&D
2 (1.9%)
8 (7.5%)

No Change
National
5.4%
9.5%

Worse
L&D
10 (9.5%)
11 (10.4%)

Worse
National
5.3%
9.1%

64 (50.8%)

50.6%

39 (31.0%)

31.6%

23 (18.3%)

17.8%
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VAS
Primary Hip
Primary Knee
Varicose Vein
Groin Hernia
Specific scores

Improved
L&D
72 (64.9%)
57 (53.3%)

Improved
National
65.1%
55.1%

No Change
L&D
14 (12.6%)
18 (16.8%)

No Change
National
10.8%
13.1%

Worse
L&D
25 (22.5%)
32 (29.9%)

Worse
National
24.2%
31.9%

50 (39.4%)

37.3%

27 (21.3%)

18.5%

50 (39.4%)

44.2%

Improved
L&D
108 (95.6%)
102 (90.3%)

Improved
National
97.2%
93.8%

No Change
L&D
0 (0%)
2 (1.8%)

No Change
National
0.5%
1.1%

Worse
L&D
5 (4.4%)
9 (8%)

Worse
National
2.3%
5.0%

Oxford Hip
Oxford Knee
Aberdeen
Varicose Vein
Groin Hernia
N/A
N/A
N/A
N/A
N/A
N/A
(Note – the number of varicose vein procedures undertaken at the L&D is not sufficient to draw any statistically meaningful data from the returns)


Data Interpretation:

To summarise the data, 10 out of 105 patients experienced a worsening of their EQ-5D scores for primary hip replacement compared to a
predicted 5.5 patients if we were performing at the national average. For the Oxford Hip Score, 5 patients out of 113 reported a decreased score
following surgery, compared to a predicted 2.6 patients if we were performing at the national average.
Clearly, being identified as an outlier in national performance data is never a good position to be in, and the number of patients with adverse
outcomes is small, but this does not detract from the fact that we need to be looking at why our performance falls behind that of neighbouring
Trusts. Interestingly, the majority of the patients experiencing these worse outcomes seem to originate from the Luton CCG cohort of patients we
treat. Patient-level data is proving very difficult to access through the HSCIC website, and we are currently in discussion with them about how we
can access this, to allow us to look and see whether there are common demographic or surgeon-specific issues which might be explaining the
differences in outcomes for our local population. Mr Sundararajan, one of our hip and knee specialists, has agreed to look at this issue on behalf
of the Orthopaedic department, and we will share the results of his investigation as soon as they are available.
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I am in the process of creating a summary PDF document to show the L&D performance against national figures, neighbouring Trusts and
patients from individual CCG’s, and I will forward this to our Chief Executive as soon as it is completed. I am happy to answer questions I can
about to this extremely complex data relating to clinical outcome to the best of my ability, but I hope you can see how complex the data is, and
how difficult it is to dissect to gain any useful intelligence.

The National Joint Registry:
Every hospital that carries out joint replacement surgery is required to submit data to the National Joint Registry, which has been established
since April 2003. As well as basic demographic patient details, the Registry also records details of the implants used, and this has been used to
identify patients for recall if an implant is withdrawn, as was the case for all metal-on-metal prostheses two years ago.
All revision surgeries are also notified to the NJR, and in this way, surgeon-specific revision rates at 1, 3 and 5 years after primary replacement
can be calculated. The Registry also looks mortality rates, allowing Hospital Standardised Mortality Ratios to be calculated for hip and knee
replacements separately.
This year’s report covers data submitted between April 2013 and March 2014. The table below summarises the Results for the Luton &
Dunstable Hospital, with national averages in brackets below each entry.
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Compliance (1)
Consent Rate

Primary Hip
Replacement
70.18%

Primary Knee
Replacement
77.54%

92.22%
(92.86%)
98.63%
(94.00%)

Linkabiliity (2)
1 year revision
rate
3 year revision
rate
5 year revision
rate
HSMR (3)

Combined total

0.53%
(0.75%)
0.95%
(1.6%)
1.52%
(2.62%)
1.1

0.17%
(0.47%)
0.99%
(1.8%)
1.1%
(2.59%)
1.8

Notes:
1. Compliance is the percentage of joint replacements carried out on patients registered to the L&D whose details subsequently are submitted to the NJR.
Therefore, the score will be reduced where patients refuse for their data to be submitted, or where joint replacement work is outsourced to other
hospitals who have not completed NJR submissions. In 2013-14, a small amount of joint replacement work was outsourced to the private sector, which
has contributed to the low score in this section. There was also a delay in submitting some NJR data towards the end of the year. In 2012/13, we
achieved 94.49%, and are achieving a similar standard of data submission this year.
2. Linkability is the percentage of NJR submissions which include the patient’s NHS number. The benchmark standard is 95%, which we clearly exceed.
3. HSMR: The data appears to suggest that we have an excess of deaths compared to the national average in 2013-14. Looking at surgeon-specific data
for this financial year (2014-15) suggests that for hips, our HSMR is very close to 1, and for knees, it is exactly 1, which means that as we move
towards greater sub-specialisation (ie more of our lower limb joint replacements being performed by lower limb specialists), our mortality rate and
outcomes are improving.

One interesting point to note is that technically, in terms of early revision rates, our lower limb surgeons are performing significantly better than
the national average, with lower early revision rates, but when we look at the PROMs data, our hip replacement patients are less satisfied with
the outcome of their surgery than seems to be the case across the rest of the country. It could be that there is an element of failing to set
appropriate or realistic pre-operative expectations for our patients, or that the information is being given but not understood, and this is one area
that the orthopaedic team have been asked to investigate.
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Dr Foster Mortality and Length of Stay Data:
We monitor mortality rates as an organisation at many different levels. Each Division has a Risk and Governance structure reporting into its
Divisional Board, and the three clinical Divisions all review Dr Foster data on a monthly basis, looking for procedural or diagnostic codes where
outcome and length of stay are deteriorating or better than the rest of the country. This is where the HSMR and SHMI data is derived from,
following detailed and very complex statistical analysis of Hospital Episode Statistics (HES data), which every Trust has an obligation to submit,
and on which payments due from CCG’s are calculated.
The Dr Foster website offers the opportunity to map progress or deterioration of these performance indicators over time (a CUSUM plot), and
provides confidence limits to flag either positive or negative outlier status. It was this tool which first flagged our issue with #NOF, and it has been
used to track our progress over the past three years. Divisional reports to COB each month highlight new positive or negative performance flags,
allowing a closer look to be taken at areas causing concern before they trigger notifications of outlier status in national reports. For example, in
our February report from the Surgical Division, no new red flags were identified in relation to mortality. A red flag in the Length of Stay (LoS)
categories of joint dislocations related to Trauma, Knee arthroscopy, bunion surgery and primary tendon repair have been flagged to the
Orthopaedic Clinical Director for investigation, as a prolonged LoS increases the cost to the Trust, and reduces the net income from each case,
and can also be associated with worse outcomes for patients. It is also important to note that we do also report green flags, which indicate that
our performance is significantly better than others. In February, this was the case for length of stay relating to dental extractions, maxilla-facial
procedures, and #NOF!
One recent mortality red flag was detected relating to “Rest of Arteries and Veins”. Investigation with the Dr Foster team revealed that the reason
for this was that any patient who had a central line inserted during their hospital stay would have been allocated to this diagnostic group. As a
result, the group contained a disproportionately high number of extremely sick patients, where an excess mortality could easily be predicted.
There will be a piece of work to review the notes of the individual patients to ascertain whether there was any shortfall in the standards of care
these patient received.
In addition to these Divisional data reviews, The L&D also has:



regular Mortality and Morbidity reviews as part of the Rolling Clinical Governance Half Day sessions
a #NOF Mortality review Group, which has reviewed every single death following admission with a #NOF for the past two years, and provides
recommendations to the #NOF project group about areas of the pathway which might need to be reviewed to improve outcome
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Dr Michael Carter, an anaesthetist with significant experience in patient safety at the L&D, who contributes audits and notes reviews to the hospital
Mortality Review Board
A system for reviewing every cardiac arrest within the Trust, to identify any learning that can be drawn from case note reviews and discussions with the
clinicians and teams involved in caring for that patient
Grand Round provides a forum for case discussion to a mixed audience, to maximise learning from adverse events
Patient Safety breakfasts, where clinicians meet before the start of the working day to review Serious Untoward Incidents, and to ensure that all
appropriate learning from them is disseminated across the Trust.

Returns to Theatre
The Division are provided with a weekly list of hospital numbers which appear on a theatre list more than once in a 30 day period. Some of these
are for clearly justifiable reasons (eg serial wound debridements following bites, a cystoscopy that requires intra-vesical therapy and a repeat
check cystoscopy 2 weeks later). But others are because of complications (eg breast lump removal, followed by return to theatre for evacuation
of a wound haematoma, or a tonsillectomy that returns because of a post-operative bleed. The list is manually checked, and any cases where the
return are clinically valid, are removed, leaving a number of cases that return to theatre each week because of post-operative complications.
These are tracked both in absolute number, and in relation to the number of operations carried out each week, to provide the Division with
assurance that we do not have an issue with surgical complications requiring a return to theatre. The graphs below demonstrate our performance
over the past two years.
With regard to absolute numbers, we have seen a 41% reduction in the number clinically relevant returns to theatre post-operatively, and there
has been a 43% reduction in the percentage of cases returning to theatre. These figures indicate that over the past 2 years, our theatres have
continued to improve the safety of the care they are providing, as evidenced by a falling return to theatre rate.
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These graphs clearly demonstrate that over the two year period, our number and percentage of returns to theatre are falling, and the variability in
our performance is reducing, indicating an improving performance with respect to this outcome metric.
Another interesting statistic to come out of this piece of work has been the demonstration that since the introduction of the new theatre timetable,
and the use of ATOM scheduling, although our total number of cases per week remains fairly static, the variability of our performance has
significantly improved. This means that future performance can be much more accurately modelled, and in the future, we hope to be able to
refine this model to use actual minutes of operating performed, rather than cases completed, because this will give a truer picture of theatre
productivity over time, by removing the element of case-mix variability.
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Deaths and Cardiac Arrests:
Data derived from the Data Warehouse is used to track the cardiac arrest rate and death rate within the Surgical Division. This is reported
monthly to the Divisional Risk and Governance Board, which feeds into the Divisional Board.
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The peak in deaths seen in December just exceeded the 2 standard deviation confidence limit, but a review of 10 of the 19 sets of notes on
Evolve has shown no obvious causative or consistent factors. Additional historical data is being sought to see whether this is traditionally a high
month for deaths, or whether this was just an isolated occurrence.

Other Sources of Surgical Outcome Data:
The Trust surgeons submit data to three additional national databases, namely the National Bowel Cancer Audit (NBOCAP), the National Head
and Neck Cancer Audit, and the National Bariatric Registry. Summaries of these annual reports will be submitted to Divisional Board for review
as they are published, and reviewed through the Clinical Outcomes Board.
This paper aims to give a brief insight into the work that goes on every day within the Surgical Division to provide assurance to the Trust that
outcomes and performance metrics are being closely monitored, and acted on in a timely fashion, to deliver “Clinical Excellence, Quality and
Safety” to our patients. Where outcomes and results are positive, these are acknowledged with the teams. Where there is room for improvement,
managers work with teams to improve processes and pathways, and track progress towards agreed improvement goals.
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
11 February 2015 and 11 March 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 11 February and 11 March 2015.
2. CQC
CCG CQC Star Reviews - Two comprehensive reports were received by the committee following
visits from Luton CCG to the Paediatric and Maternity departments. Both reports were very
positive with no key issues raised. It was noted that action plans relating to the visits will be
monitored through the Divisional and nursing quality performance monitoring meetings.
CQC Mock Assessments - The Chief Nurse highlighted feedback following a review from external
peer assessors on 23 January 2015. Estate and equipment issues were identified particularly
within Outpatients as areas requiring improvement. It was noted that Maternity services were
particularly busy that day impacting on the ability of the assessors to engage with staff and
undertake a thorough review.
3x3 Walkabouts – Reports were received following walkabouts to the fracture clinic and the
diabetes centre. Good feedback was received regarding both services. Staff concern regarding
the future movement of the fracture clinic was raised. It was agreed that staff would be fully
informed as soon as any firm decisions were made.
3.

Quality Dashboard

Nursing Dashboard – The Chief Nurse presented the nursing dashboard highlighting the quality
metrics, workforce and patient experience indicators for each ward and division. Infection control,
pressure ulcers and falls metrics were noted to be improving. COSQ discussed the increase in
medication errors, notably prescribing errors. This has become an increasing issue and was
potentially linked to the re-profiling of Pharmacist hours within clinical areas. Assurance was
provided in that the Clinical Operational Board (COB) are monitoring the pharmacy resource and
service. Challenges were highlighted with regard to recruitment and retention, and a discussion
took place with regard to possible incentives.
4. Clinical Outcome Priorities 2014/15
Mortality Board update – Prior to each mortality board, a review is undertaken from Dr Foster
and diagnostics groups are selected for further analysis and review if they appear as an outlier.
These cases are not raised as alerts and often relate to very small numbers of patients within that
diagnostic group which skews the data. The mortality board have reviewed death by day of
admission and are able to demonstrate that there is nothing of significance identified. The
importance of sharing information from these meetings with the wider organisation was discussed.
It was noted that there will be a form of open messaging across the Trust giving feedback from the
mortality board findings.
Medical Education – The Director of Transformation provided some feedback regarding progress
on the two medical education issues. Obstetrics and Gynaecology was very positive with real
progress being maintained. With regard to the Medicine trainees, it was noted that major changes
have been undertaken to the clerking process to ensure that the junior doctors experience a better
learning experience and environment on the acute take. It was noted how challenging this has
been due to the high activity, and the impact of moving away from single clerking has, on
occasions, led to delays in the clerking of GP referred patients. This is closely monitored on a day
to day basis.
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Fracture Clinic – COSQ were informed that improvements had been recognised and sustained in
the fracture clinic. However, as already mentioned, the committee challenged the delay in plans
for relocation and staff not being kept informed.
Clinical Audit – The Divisional Directors from Medicine and DTO were in attendance to update
the committee on their audit programme for 2014/15 and plans for 2015/16 and to provide
assurance on the governance arrangements for sharing and learning from audit. As well as
national audits, both Divisions demonstrated evidence of a high level of activity of local audits,
although it was acknowledged that resource is very limited and often audits are undertaken in an
individual’s own time. The two Divisions gave assurance that governance was robust and results
of audits are cascaded appropriately. Also, outcomes from serious incidents are fed back into
audit plans. The committee considered, however, that there remains a challenge to link and
cascade audits across other Divisions. Discussion took place with regard to a number of
incomplete audits which are commenced by junior doctors.
Readmission within 30 days – COSQ received information relating to 30 day emergency
readmissions and were assured that readmissions are not increasing. A further report will be
provided giving more detail regarding the specific clinical conditions that appear to have been
related to patients being readmitted.
Ward Moves – A paper on ward moves was discussed. This was previously highlighted as a
concern as it was recognised that moving wards disrupts patient care, leads to an additional
handover of care between Consultants and has the potential to increase length of stay. It was
noted, however, that the majority of moves are for clinical reasons such as patients needing a
critical care bed or stepping down from critical care or requiring an isolation bed on the infection
control ward.
Integrated Care Project – COSQ were updated with regard to the progress of the integrated care
project, noting that there has been slow progress in South Beds. However, Luton is due to go live
imminently with cluster one and a steering group is working through pathways and looking at the
issue of continuity of care that is fundamental to the delivery of the model.
5. Patient Safety Priorities 2014/15
Safety Thermometer – The Chief Nurse presented reports in February and March which were
taken as read. The sustained high percentage of harm free care was noted.
Infection Control – The quarterly report on infection prevention and control was received and it
was noted that the Trust had one of the lowest national rates for C.Difficile infection. Post infection
review of MRSA bacteraemia cases has shown that age related fragility of the skin may be a
significant risk factor in colonisation leading to bacteraemia. The Infection Control team is
considering the value of implementing decontamination treatment for high risk cases irrespective
of colonisation status.
6. Patient Experience Priorities 2014/15
Patient Experience Report – The patient experience report for quarter 3 was received and taken
as read. The Chief Nurse noted the challenge to increase the response rate and the resource
required to achieve this.
Patient and Public Participation Group – The committee received and approved the terms of
reference for the Patient and Public Participation Group. It was recognised that this group was
able to listen to patient stories but could not act on individual complaints. The Chairman eluded to
a sample of complaints he had reviewed and challenged the length of time some of these had
taken for a response. The Director of Transformation reported that there had been a significant
improvement in January and February, particularly within the Division of Medicine.
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7. Serious Incidents
COSQ received the serious incident reports and the Chief Nurse reported the challenges
experienced with regard to the timeliness of completing investigation reports. The committee were
assured that SIs were properly investigated and external expertise sought when required.
However, the Trust is working to redevelop the SI pathway to ensure a more timely response.
With regard to outstanding actions from SIs, COB is working with the Divisions to ensure that
learning and implementation of any changes to practice is fully recommended.
8. Report from Clinical Operational Board
The minutes of the COB meetings held on 25 January 2015 and 24 February 2015 were received.
The Medical Director highlighted two areas of concern. The first related to the recording of
patients under the wrong consultant on iPM and the actions to address this. The second issue
related to the re-profiling of pharmacy resource to cover 7 day support. This would be closely
monitored through future COB meetings.
9. Workforce Update
Statutory Training and Appraisals – The Training and Development Reports covering activity to
31 January 2015 and 28 February 2015 were received and progress noted. It was noted that the
percentage compliance for conflict resolution training was inaccurate as not all staff groups were
required to undertake the same level of training. The denominator required adjustment and this
would be taken forward. A review of the whole process for Conflict Resolution training is being
undertaken and this will include delivery and timings of sessions. An external expert has been
invited to come to the Trust at the end of March and deliver a presentation on what training is
available and who it should be delivered to.
Monthly Nursing Workforce - COSQ received the nursing workforce reports for January and
February 2015. The Chief Nurse reported ongoing challenges but that recruitment days had and
continue to take place supported by an on-going recruitment campaign, which includes radio
advertising.
10. CQUIN Scheme
A progress report was received on achievement of CQUIN targets. COSQ were informed that the
Trust has challenged the failure of part of the End of Life CQUIN but that all other milestones were
achieved for quarter 3. The 2015/16 scheme has not yet been finalised but notification has been
received that the national targets will represent 50% of the funding.
11. Maternity Services
The Chief Nurse presented a summary report following an external review of maternity staffing and
discussed the recommendations, much of which have already been implemented.
12. Medicine Division Restructure
COSQ requested clarity with regard to clinical governance under the new structure. It was
confirmed that the job description for Clinical Chair has been finalised and this post will be the coordinating link for clinical governance. The committee expressed the importance of ensuring that
patient safety and quality for our patients is foremost.
13. Quality Account
The Board Secretary reminded COSQ that the Quality Account will be reporting on achievements
against objectives for 2014/15 and invited COSQ to identify priorities for improvement in 2015/16.

4
9COSQReportFebandMar15.d

Page4of4
OverallPage95of146

Top

BOARD OF DIRECTORS
Agenda item

Category of Paper

10

Finance, Investment & Performance
Committee
25 March 2015
Date of Meeting
Andrew Harwood – Director of
Lead Director
Finance
Clifford Bygrave – Chair of Committee
Paper Author
Indicate the impact of the paper:
Paper Title

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

Tick

To action
To note
For Information
To ratify

Equality

Clinical

Governance

Finance, Investment & Performance Committees:



25 February 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
949 - Medicine Financial Position
950 - DTO Financial Position
620 – CIP Targets
945 - EDRMS

944 - Non-Achievement of Financial
Target
945 – CCG verification processes
947 – CCG Contract
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
SUMMARY/CURRENT ISSUES AND ACTION
The Reports give an overview of the matters addressed including the following:










Lorenzo Computer System
2015/16 Finance Strategy – Divisional, Operational and Corporate
CQUIN
Finance & Performance Month 10
Tariff Arrangements
5 Year Re-engineering Plan
Hospital Re-development Programme Board Budget
Ophthalmology Expansion Business Case
Risk Register

ACTION REQUIRED
To note the February 2015 Finance, Investment & Performance Committee Reports
Public Meeting

Private Meeting
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT
TO BOARD OF DIRECTORS
This Report updates the Board of Directors on the matters considered at the 25th February
2015 meeting of the Finance, Investment and Performance (FIP) Committee.

1. Apologies for Absence
None
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) Department of Health IT Bid
The Director of Re-engineering confirmed that the DH had reallocated funding from
IT bids to winter pressures so the Trust would not be receiving any IT funding this
year.
ii) Contract Challenges
The Chief Executive confirmed that communications between the FT and the CCGs
were ongoing.
iii) CQUIN
The Committee Chairman asked whether the FT was still anticipating attaining the
target CQUIN value for 2014/15. The Managing Director reported that there was
ongoing dialogue but he was confident that previously reported CQUIN would be
delivered.
iv) Lorenzo Computer System
The Director of Re-engineering requested that there be a formal update on this item
to the next FIP. It was reported that the FT had submitted to HSCIC the prequalification application. This was being considered for approval on the 26/02/15. It
was confirmed that all of the Trusts that had completed the pre-qualification
process, and proceeded to develop an investment case, have thus far been
successful in receiving central funding, and reclaimed their initial costs. Late the
night before the FIP meeting, the Trust had received confirmation of the costs of
Lorenzo in Years 7 - 10. This initial draft figure was £690k per year and seems, on first
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analysis, to provide considerable benefits to the Trust. There will be an update to the
next FIP meeting.
4. Chairman’s Issues
None noted.
STRATEGIC ISSUES
5. Strategy 2015/16
i) 2015/16 Finance Strategy – Scene Setting
The Committee Chairman outlined the context for the Divisional presentations with
reference to the circulated scene setting paper. It was noted that, due to the uncertainty
surrounding the 2015/16 tariff, the deadline for full draft submissions has been extended
from 27 February to early-mid April and the timetable for phase 3 of the 2015/16 budget
setting process would be revised accordingly.
ii) Medicine Division
The delegation for the Division of Medicine included Dr James Ramsay (Divisional Director),
Denis Mellon (Divisional General Manager for Medicine) and Iain Pickles (General Manager
for Acute and Emergency Medicine) who were accompanied by Tim Hughes (Head of
Finance for Medicine). The Divisional team presented the revised position including a
summary of changes and risks.
The Medicine Division team were thanked for their time and attendance.
iii) DTO Division
The presentation outlining how the 2015/16 target would be met was delivered by Dr Simon
Allen (Divisional Director) and Louise Young (General Manager for DTO) who were
accompanied by Jordan Cato (Finance Manager for DTO and Women’s & Children’s).
The DTO Division team were thanked for their time and attendance.
iv) Surgical Division
The presentation, that included a full assessment of the level of risk and reward associated
with next year’s plan, was delivered by Dr Robin White (Divisional Director) and Cathy Jones
(General Manager for Surgery) who were accompanied by Ricky Shah (Finance Manager for
Surgery).
The Surgical Division team were thanked for their time and attendance.
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v) Women’s & Children’s Division
The presentation outlining the 2015/16 plans and target was delivered by Dr Beryl Adler
(Divisional Director) and Melanie Chalk (General Manager for Obstetrics & Gynaecology)
who were accompanied by Jordan Cato (Finance Manager for DTO and Women’s &
Children’s).
The Women’s & Children’s Division team were thanked for their time and attendance.
vi) Operational & Corporate Services
The Director of Finance asked that the papers presented for Operational and Corporate
Services be taken as read with the recognition that both areas would be subject further
refinement as part of phase 3 of the budget setting process.
vii) Tariff Arrangements
There was some discussion on confirming the target positions for each of the Divisions as
part of phase 3. It was noted that without knowing the full extent of the revised tariff
arrangements for 2015/16 there would likely be some rebasing of the Divisional targets
before they could be finally agreed.
The Trust Chairman reiterated his expectation that the targets be both stretching and
achievable, with the more that is contributed by the Divisions the more they should be
enabled to invest.
Following this discussion, and recognising that the Monitor deadlines had slipped, it was
agreed to move the March FIP to early April with final targets to be ratified at that meeting.
CURRENT PERFORMANCE ISSUES
6. Q3 Results
i) Finance Report Month 10
The Deputy Director of Finance presented the Month 10 finance report and reported the
£0.013m surplus, providing some context with reference to the financial performance at
other local Trusts.
The finance report was duly noted.
ii) Monitor Target Performance Month 10
The Managing Director presented the Performance report for January.
The report was duly noted.
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iii) CQUIN
The CQUIN position is the subject of an on-going dialogue with the CCG.
The Managing Director stated that for 2015/16 the CQUIN is still under discussion.
iv) CCG Contract Dispute 2014/15
The Director of Finance gave a verbal update.
7. Efficiency
i) 5 Year Re-engineering Plan
The Director of Re-engineering presented the 2016/17 to 2019/20 re-engineering plan.
The Director of Finance asked whether the plan should be assessed from the perspective
of a potential lender (in the context of funding the site re-development), and whether
the lender would be willing to support the Trust on the back of this plan. It was
acknowledged that further work would be required if support was to be forthcoming but
the planned expansion of the re-engineering team would help with this.
ii) Re-engineering Highlights Report
The Director of Re-engineering presented the Re-engineering report.
iii) Re-engineering Resource
The Director of Re-engineering presented the case for expanding the re-engineering
team. It was acknowledged that whilst an investment of this sort presented a substantial
financial risk, it was a risk that had to be taken in order to move the planning forward.
It was agreed to a total investment of £241k in expanding the re-engineering resource
with suitable mitigations in place to disinvest should the appropriate return not be
forthcoming.
8. Hospital Redevelopment Programme Board Budget
The Trust Chairman presented the paper on behalf of the Redevelopment Programme
Board. The Committee agreed to a £1.25m Programme Budget to deliver the outline
business case for redevelopment by the end of July 2015.
9. Business Cases
i) Ophthalmology Expansion
The Managing Director presented, on behalf of the Director of Estates and Facilities, the
paper describing the costs and progress with the Ophthalmology expansion. It was noted
that the project had been completed earlier in the month at a cost of £248k.
5
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10. Risk Register
It was agreed to take the Risk Register to a future Board Seminar for review and
updating.
11. Any Other Business
None noted.
12. Date & Time of Next Meeting
8th April 2015 at 1.30pm, HQ Meeting Room.
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Audit and Risk Committee 4 February 2015
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 Committees.

SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:








External Audit - Progress Report and Technical Update
Internal Audit - Progress Report and Audit Programme 2015/16
Board Secretary Report
Assurance from Sub Committee - Clinical Outcomes Safety & Quality Committee
Accounting Timetable 2014/15
Compliance Policy Review – Standing Orders, Standing Financial Instructions & Scheme of Delegation
Review of Terms of Reference

ACTION REQUIRED
To note the 4 February 2015 Audit and Risk Committee Report
Public Meeting
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REPORT of 4 FEBRUARY 2015 AUDIT and RISK COMMITTEE MEETING

Please find attached the Report from the 4 February 2015 Audit and Risk Committee.
For governance and auditing purposes:

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



In attendance were:
Paul Foreman and Claire Peacock (PwC – Internal Audit), Fleur Nieboer and
Antony Smith (KPMG – External Audit), Mark Patten, Andrew Harwood, Tim
Hughes, and Victoria Parsons.



Apologies were received by:
Jill Robinson



The minutes/report of the previous meeting held on 29 October 2014 were
approved as an accurate record.



Date of Next Meeting – 18 March 2015 at 10.00am in HQ Meeting Room.

RECOMMENDATION
The Board is asked to note this Report.

ANDREW HARWOOD
Director of Finance
March 2015
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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 4 February 2015.
The Board of Directors is asked to note the content of the Audit and Risk Committee Report.
2. Minutes of Last Meeting – 29 October 2014
The minutes of the meeting on 29 October 2014 were approved.
3. Update on Matters Raised at Previous Committee Meeting
Audit Contracts: - External Auditors: The proposal to extend the existing appointment of
KPMG as the external auditors for 2 further years was approved at the 17 December Council
of Governors.
Charitable Funds Report:
To be circulated prior to the meeting 18 March (Action); it has
been agreed with the Director of Finance and there are no material issues.
The Audit and Risk Committee noted the updates.
4. KPMG
Progress Report & Technical Update: KPMG presented their Progress Report, taking the
report as read and confirming that since the last Audit & Risk Committee the development
of the 2014/15 audit plan has been discussed with the Director of Finance.
The Committee members were asked to note the technical update that highlights key
regulatory developments and policy announcements. These include the three main political
parties’ key pledges on the NHS and a quarterly report on the performance of the NHS
Foundation Trust sector for the 6 months to 30 September 2014.
The Committee were specifically asked to note the NHS efficiency saving targets for 2015/16
given the Trust’s financial position in 2014/15 and how critical the targets are to the Trust’s
future outlook. Attention was also drawn to Monitor’s aim of ensuring the rules around
choice and competition are followed. Some discussion followed.
Draft External Audit Plan 2014/15: The scope of the work proposed for 2014/15 and
KPMG’s responsibilities were share. Discussion included consideration of the audit risks, ISA
260 and the level of materiality (ISA 700). The indicative level of materiality was noted at
£5m.Details of the associated audit fees were reviewed and accepted. The declaration of
the auditor’s independence was accepted and understood.
The Audit and Risk Committee noted the reports.
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5. Internal Audit
Progress Report: It was confirmed that final reports had now been issued on all reviews
carried over from 2013/14.
It was confirmed that last year’s annual report had now been updated accordingly with no
change of opinion.
For 2014/15 final reports have also been issued on:



Key Financial Systems – low risk
Information Governance Toolkit – medium risk

With regards to Information Governance it was agreed that the Director of Re-engineering
(as SIRO) should report back to the Audit and Risk Committee on improving compliance with
level 2 in the toolkit (relating to training) (Action).
Audit Programme 2015/16: There was a brief discussion on the proposals to include in the
2015/16 audit programme, and it was agreed that the full plan would be presented to the
next Committee meeting. Risks that were considered included the site re-development,
preparation for the CQC visit, outsourcing and the Divisional structure. It was agreed to
submit ideas by the middle of February.
6. Board Secretary Report to the Audit & Risk Committee
The report was taken as read with the Board Secretary drawing attention to the two risks
flagged as red: “CCGs verification processes identifying reasons for not paying” and “Key
partners with the health system are unable to deliver their role within Integrated Care”.
The Audit and Risk Committee noted the report.
7. COSQ Update
Alison Clarke informed the Committee of work currently being undertaken by COSQ. All
Internal Audit items have been completed with the majority of Divisional items also being
complete. Planning for 2015/16 has started and it was noted that the Medical Director and
Chief Nurse should be responsible for medical and nursing audits respectively.
The Audit and Risk Committee noted the update.
8. Review of Terms of Reference & Workplan
This item was deferred to next meeting (Action).
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9. Accounting Timetable 2014/15
The Director of Finance asked that the Monitor letter outlining the timetable for the
2014/15 accounts was noted.
The Audit and Risk Committee noted the letter.
10. Compliance Policy Review – Standing Orders, SFIs and Scheme of Delegation
Review and acceptance of the Trust’s Standing Orders, SFIs and Scheme of Delegation are all
required. In depth discussion was held on the revised Scheme of Delegation, with views on
the Standing Orders and SFIs requested to be fed back to the Director of Finance.
Review of the Scheme of Delegation: The Managing Director presented the revised
documentation, drawing attention to the underpinning philosophy that was now written
into the Scheme. Following discussion the Audit and Risk Committee agreed to convene a
separate meeting to discuss this in more depth. (Action)
11. Any Other Business
The Medical Director confirmed that doctors’ appraisals were in line with targets.
12. Date of Next Meeting
The next meeting is Wednesday 18 March at 10.00am in the HQ Meeting Room.
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Executive Board 18 March 2015
Clinical Outcome, Safety and Quality Committee 11th February 2015 and
11th March 2015
Finance, Investment and Performance Committee 25th February 2015
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Implement our New Strategic Plan
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
Monitor – Trust Governance Framework
CQC – All regulations and outcomes
MHRA
All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT

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


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

ACTION REQUIRED

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

12RRMarch2015.doc

Private Meeting
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Risk Register Governance
The are 47 (was 45 in January 2015) Board Level Risks on the Risk Register was 57% are
currently high risk (15+).

% high risk April 2013 - March 2015
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All the Board Level risks are up to date with an action plan.
Board of Directors Review
Following the last Board in January 2015 the Board of Directors reviewed and updated the risks.
It was reported that a number of high risks related to Finance had been included and requested the
FIP review the risks. Following FIP in February 2015 it was agreed to complete a focussed review
of risk at the Board Seminar in April 2015.
Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 11th February and the 11th March 2015.
Risk ref
650

Risk Description
Bed pressures

935
885

Deanery visit – Medicine
EBME review

411

Midwifery staffing

779
967
921
847

Electronic patient record
Deanery visit - O&G
ED Streaming
Medical cover out of hours

Agreed conclusion
Maintain the riks – escalation areas are still
open
Maintain the risk
Maintain the risk and note progress with the
actions
Maintain the risk - Birthrate plus review has
commenced and new guidance was issued in
March 2015.
Maintain the risk
Reduce the risk due to the increasing controls
Maintain the risk
Close the risk as the controls have been
achieved.

COSQ agreed the escalation of pharmacy services identified through the Clinical Operational
Board.

12RRMarch2015.doc
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Executive Board Review
The Executive Board reviewed all Board Level Risks on the 17th March 2015
Risk ref
650
935
875

Risk Description
Bed Pressures
Deanery Visit – Medicine
Main Analyser

903
968

Integrated Care
Use of cardiac centre as escalation

617

Telephony

Agreed conclusion
Maintain the risk
Maintain the risk and note the good progress
Maintain the risk and note the implementation
date of the end of March 2015
Maintain the risk
Maintain the risk and requested a review of
likelihood
Maintain risk

Executive Board agreed to assess the Pharmacy Service risk and escalate the use of Paediatric
ED as an escalation area to a Board Level Risk.
Risk Review Group
The Risk Review Group (RRG) reviewed risks on the 19th and 26th January, 2nd, 16th and 23rd
February and 2nd March 2015.
11 risks were approved for the risk register one was at Board Level which were:
 968 – Use of Cardiac Centre as escalation (high)
3 risks were closed, none at Board level

12RRMarch2015.doc
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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
Chair and Non-Executive Directors
Constitutional amendments
Policies and Procedures

ACTION REQUIRED
Board are asked to:
o Note the report
o Approve the Constitutional amendments proposed in Appendix 1
o Ratify the Policies and Procedures

Public Meeting

Private Meeting

1
13aBoardSecretaryReportMar

Page1of2
OverallPage110of146

Top

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 on the 30th April 2015 and will be on Elderly Care.
3. Non-Executive Directors and Chair
A programme of Appraisals for the Chair and Non-Executive Directors commenced at the
beginning of March 2015.

4. Constitutional Amendments
The Council of Governors ratified the proposed changes to the Constitution at their meeting on the
25th February 2015. In line with the Constitution, the Board of Directors are requested to approve
the amendments to the Constitution. The changes are detailed in Appendix 1.

5. Policies and Procedures
The following policies were approved by the Policy Approval Group and require ratification by the
Board of Directors:
o Anti-Bribery (Appendix 2)
o Conflict of Interest (Appendix 3)
The Standing Orders and Standing Financial Instructions were approved by the Audit and Risk
Committee at their meeting in March 2015.
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Appendix 1
Constitution Amendments
The Governors Constitutional Working Group (CWG) met on the 14th January 2015.
The Council of Governors approved the amendments on the 25th February 2015.
Section
1.5

1.5
5.1

6.3

6.4

6.5

12.4.4

12.3

12.8
12.14.3

12.17.6

12.18

Current
means the three areas specified in Annex 1
which are (1) Luton; (2) South Bedfordshire;
and (3) Bedfordshire and Hertfordshire.
Primary Care Trust.
The Foundation Trust may do anything which
appears to it to be necessary or desirable for
the purposes of or in connection with its
functions.

Amendment
Amendment to Bedfordshire, Hertfordshire
and Luton.

Co-operation with Health bodies
In exercising its functions the Foundation
Trust shall co-operate with Health Authorities,
Special Health Authorities, Primary Care
Trusts, NHS Trusts and NHS Foundation
Trusts.
Respect for rights of people
In conducting its affairs, the Foundation Trust
shall respect the rights of members of the
community it serves, its employees and
people dealing with the Trust as set out in the
Charter of Fundamental Rights of the
European Union.
Openness
In conducting its affairs, the Foundation Trust
shall have regard to the need to provide
information to members and conduct its
affairs in an open and accessible way.
two Local Authority Governors, one to be
appointed by each of Luton Unitary Council
and Central Bedfordshire Council Unitary
Authority.
Public Governors are to be elected by
members of their public constituency, and
Staff Governors are to be elected by
members of their class of the staff
constituency. Each class/constituency may
elect any of their number to be a Governor in
accordance with the provisions of this
constitution.
It is the Directors who decide which voting
method is to be used.
may not hold office for more than nine
consecutive years, and shall not be eligible
for re-election if they have already held office
for more than six consecutive years.
Eligibility to be a Governor – cannot if:
they have been adjudged bankrupt or their
estate has been sequestrated and in either
case they have not been discharged.
1. A person holding office as a Governor
shall immediately cease to do so if:
2. they resign by notice in writing to the
Secretary.

Amend to ‘In exercising its functions the
Foundation Trust shall co-operate with all
appropriate health and social care bodies’.

Change to Clinical Commissioning Group.
The Foundation Trust may do any lawful
thing which appears to it to be necessary or
desirable for the purposes of or in connection
with its functions.

Add NHS Constitution to the end.

Add NHS Constitution to the end.

Add It also could be that LA Appointed
Governors may have a conflict.

Add reference to the Election Rules.

Add CoG to also agree.
Add at the end: “but will be eligible if at least
1 year has elapsed since they last held office.

Add they have been disqualified from being a
Director of a Company or a Trustee of a
Charity under the Companies Act 2006
and/or the Charities Act 2006.
Strengthen the termination of office
conditions:
Miss 2 consecutive meetings - formal letter
Miss 3 consecutive meetings – Review
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Section

12.22.1

12.22.3

13

Current
3. they fail to attend three consecutive
meetings of the Council of Governors,
unless the other Governors are satisfied
that:
4. the absences were due to reasonable
causes;
and
5. they will be able to start attending
meetings of the Council of Governors
again within such a period as the other
Governors consider reasonable.
6. It is a requirement for Governors to
attend Council of Governor (COG)
meetings; COG seminars COG and
Board of Directors meetings and Stock
take Governor Induction and required
Training and Development. If appointed
onto the COG Sub-Committees, COG
Working Groups and Hospital Groups.
7. This will be reported through the Board
Secretary report to each Council of
Governors.
In year elections will only be held if the
vacancy rates exceed the minimum levels
(see 12.23 on the next page).

Amendment
meeting with Chairman, Lead Governor and
Board Secretary
Miss 4 consecutive meetings – Termination
of office

If the vacancy arises within a year of the
election, to invite the next highest polling
candidate for that seat at the most recent
election, who is willing to take office, to fill the
seat until the end of the original term. If they
are not willing, the seat can remain vacant
until the next election as long as the vacancy
rate does not exceed the minimum levels
(see 12.23) when a three-year term will be
offered.

Amend to if a vacancy arises within a year
following election.

25

Board of Directors - There is no mention of
being able to hold meetings in private (Part 2)
The Secretary is to send to the Independent
Regulator a list of persons who were first
elected or appointed as Governors and
Directors.
Dispute resolution procedures.

New

N/A

15.3

Appointed Governors to follow the same
process
Remove point 6
Add Governors need to attend 6/12 meetings
and seminars of which 4 should be meetings.
If this is not achieved, this will be subject to a
review meeting with the Chairman, Lead
Governor and Board Secretary and could
lead to a recommendation for the termination
of office.

Delete “on the next page”.

1. invite the next highest polling candidate for
that seat at the most recent election, who is
willing to take office, to fill the seat until the
end of the original term.
2. If the vacancy arises over a year following
election, or the candidate offered the seat on
(1) above, the seat can remain vacant until
the next election so long as the vacancy rate
does not exceed the minimum levels.
Add clause.
Remove clause – no longer required.

Remove reference to Strategic Health
Authority.
Add reference to the Senior Independent
Director and reference to the Vice Chair.
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1.

INTRODUCTION

1.1

This document sets out Luton and Dunstable University Hospital NHS Foundation
Trust’s (the Trust) policy and advice to employees in dealing with bribery or
suspected bribery. This policy details the arrangements made in the Trust for such
concerns to be raised by employees or members of the public.

1.2

The Bribery Act 2010 introduces a new, clearer regime for tackling bribery that will
apply to all businesses based or operating in the UK. The Act covers the offering and
receiving of a bribe, directly or indirectly, whether or not it involves a public official, in
the UK or abroad. There are offences by individuals (and an offence for corporate
bodies and partnerships); the penalties for non-compliance are serious.

1.3

Bribery is a criminal offence for both individuals and commercial organisations and
can be punished with imprisonment of up to 10 years or unlimited fines. The Trust’s
reputation would be considerably damaged should any employee be convicted of an
offence of bribery, and subsequent enforcement action will be time-consuming and
hinder the Trust from focussing on its core business and service delivery.

1.4

This policy applies to all of the Trust’s employees including contracted and bank
employees, contractors, directors, non-executive directors, volunteers and vendors
and/or any other parties who have a business relationship with the Trust. The policy
will be brought to the attention of all employees and form part of the induction
process for all new staff. It is incumbent on all of the above to report any concerns
they may have concerning bribery.

1.5

This document sets out the Trust’s policy for dealing with all allegations of detected
or suspected bribery offences.

2.

SCOPE

2.1

This policy relates to all forms of bribery and is intended to provide direction and help
to employees who may identify suspected bribery. The overall aims of this policy are
to:
 improve the knowledge and understanding of everyone in the Trust, irrespective
of their position, about the risk of bribery within the organisation and its
unacceptability
 assist in promoting a climate of openness and a culture and environment where
staff feel able to raise concerns sensibly and responsibly
 set out the Trust’s responsibilities in terms of the deterrence, prevention,
detection and investigation of bribery
 ensure the appropriate sanctions are considered following an investigation,
which may include any or all of the following:
- criminal prosecution
- civil prosecution
internal/external disciplinary action (including professional/regulatory
bodies)

2.2

In implementing this policy, managers must ensure that all staff are treated fairly and
within the provisions and spirit of the Trust’s Equality & Diversity Policy. Special
attention should be paid to ensuring the policy is understood where there may be
barriers to understanding caused by the individual’s circumstances, where the
individual’s literacy or use of English is weak, or where the individual has little
experience of working life.
3
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3.

PUBLIC SERVICE VALUES

3.1

High standards of corporate and personal conduct, based on the recognition that
patients come first, have been a requirement throughout the NHS since its inception.
The three fundamental public service values are:
Accountability
Everything done by those who work in the Trust must be able
to stand the tests of parliamentary scrutiny, public judgements
on property and professional codes of conduct.
Probity
Absolute honesty and integrity should be exercised in dealing
with patients, assets, employees, suppliers and customers.
Openness
The Trust’s actions should be sufficiently public and
transparent to promote confidence between the Trust and its
patients, our employees and the public.
In addition, all those who work for or are in contract with the Trust should exercise
the following when undertaking their duties:
Selflessness
…should take decisions solely in terms of the public interest.
They should not do so in order to gain financial or other
material benefits for themselves, their family or their friends.
Integrity
…should not place themselves under any financial or other
obligation to outside individuals or organisations that might
influence them in the performance of their official duties.
Objectivity
… should, in carrying out public business, (including making
public appointments , awarding contracts, or recommending
individuals for rewards and benefits), make choices on
merit.
Accountability
…are accountable for their decisions and actions to the
public and must submit themselves to whatever scrutiny is
appropriate to their office.
Openness
…should be as open as possible about all the decisions and
actions that they take. They should give reasons for their
decisions and restrict information only when the wider public
interest demands
Honesty
…have a duty to declare any private interests relating to
their public duties and to take steps to resolve any conflicts
arising in a way that protects the public interest.
Leadership
…should promote and support these principles by
leadership and example.

4.

ROLES & RESPONSIBILITIES

4.1

THE BOARD

4.1.1 The Board has a duty to ensure that it provides a secure environment in which to
work, and one where people are confident to raise concerns without worrying that it
will reflect badly on them. This extends to ensuring that staff feel protected when
carrying out their official duties and are not placed in a vulnerable position. If staff
have concerns about any procedures or processes that they are asked to be involved
in, the Trust has a duty to ensure that those concerns are listened to and addressed.
4.1.2 The Board and/or the Senior Compliance officer will be liable to be called to account
for failing to prevent bribery. The Trust therefore has a duty to ensure employees
4
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receive adequate training and support in order to carry out their responsibilities.
Therefore, the Chief Executive and Director of Finance will monitor and ensure
compliance with this policy.
4.2

EMPLOYEES

4.2.1

For the purposes of this policy, ‘Employees’ include the Trust staff, Board, Executive
and Non-Executive Members (including Co-Opted Members) Contractors and
Honorary Members to the Board.

4.2.2

Non-Executive Directors and staff at all levels will lead by example in acting with the
utmost integrity and ensuring adherence to all relevant regulations, policies and
procedures.

4.2.3

Employees must act in accordance with the Trust’s Disciplinary Policy and
Procedures, Commercial Sponsorship and Conflict of Interests Policy which include
guidance on the receipt of gifts or hospitality.

4.2.4

Employees who are involved in receiving offers of sponsorship, funding or gifts from
outside agencies also should comply with their own professional codes of practice.
Professional staff must also make themselves aware of their own professional body
codes of conduct e.g. Nursing and Midwifery Council, General Medical Council,
professional, legal, accounting and other bodies.

4.3

MANAGERS

4.3.1

Line managers at all levels have a responsibility to ensure that an adequate system
of internal control exists within their areas of responsibility and that controls operate
effectively. The responsibility for the prevention and detection of bribery therefore
primarily rests with managers but requires the co-operation of all employees.

4.3.2 As part of that responsibility, line managers need to:

Inform staff of the Trust’s Disciplinary Policy and Procedures, Conflict of
Interest Policy covering Gifts and Hospitality, Counter Fraud Policy and AntiBribery Policy as part of their induction process, paying particular attention to
the need for accurate completion of personal records and forms.

Ensure that all employees for whom they are accountable are made aware of
the requirements of the policy.

Assess the types of risk involved in the operations for which they are
responsible.

Ensure that adequate control measures are put in place to minimise the risks.
This must include clear roles and responsibilities, supervisory checks, staff
rotation (particularly in key posts), separation of duties wherever possible so
that control of a key function is not invested in one individual, and regular
reviews, reconciliations and test checks to ensure that control measures
continue to operate effectively.

Identify sensitive/at-risk posts. The Trust risk assessment has identified the
following departments as higher risk – the risk assessment is in appendix B;
o IT
o Finance
o Procurement
o Estates
o Medical Consultants
5
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From April 2015, the following processes will be implemented based on the
risk assessment:
Score
9+
<9




Action
Reminder sent about the policy and the
request for declarations
Reminder sent about the policy and the
request for declarations

How often
Annual
Every three years
through the policy
review

Ensure that controls are being complied with such as attendance at training
and compliance with policies.
Contribute to their Director’s assessment of the risks and controls within their
business area, which feed into the Trust and the Department of Health
Accounting Officer’s overall statements of accountability and internal control.

4.3.3

All instances of actual or suspected bribery, which come to the attention of a
manager, must be reported immediately. It is appreciated that some employees will
initially raise concerns with their manager, however, in such cases managers must
not attempt to investigate the allegation themselves, and they have the clear
responsibility to refer the concerns to the Senior Compliance Office and/or the Local
Counter Fraud Specialist as soon as possible.

4.4

LOCAL COUNTER FRAUD SPECIALIST (LCFS)

4.4.1

The Directions to NHS Bodies on Counter Fraud Measures 2004 require the Trust to
appoint and nominate an LCFS. The LCFS’s role is to ensure that all cases of actual
or suspected bribery are notified to the Director of Finance and reported accordingly.

4.4.2

The LCFS and the Director of Finance, in conjunction with the NHS Protect, will
decide who will conduct the investigation and when/if referral to the police is required.
Cases, where possible bribery is involved, will be investigated by NHS Protect
themselves (though the LCFS may assist); if NHS Protect deem appropriate, the
investigation will be undertaken by the Trust’s own LCFS directly.

4.4.3

The LCFS will regularly report to the Director of Finance on the progress of the
investigation of actual or suspected bribery and when/if referral to the police is
required.

4.4.4

The LCFS will:

Ensure that the Director of Finance is kept appraised of all referrals/cases.

Investigate cases of bribery in line with point 4.4.2 above.

In consultation with the Director of Finance and NHS Protect, will report any
case to the Police as agreed.

Report any case and the outcome of the investigation to NHS Protect and
Director of Finance, and provide required reports to NHS Protect.

Ensure that other relevant parties are informed where necessary e.g. Human
Resources will be informed where an employee is a suspect.

Ensure that the Trust incident and losses reporting systems are followed.

Ensure that any system weaknesses identified as part of the investigation are
followed up with management or Internal Audit.

4.4.5

The LCFS, in consultation with the Director of Finance, will review the strategic
objectives contained within the assurance framework to determine any potential
6
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bribery risks. Where risks are identified these will be included on the Trust’s risk
register so the risk can be proactively addressed.
4.5

SENIOR COMPLIANCE OFFICER

4.5.1

The Trust has appointed the Managing Director who will be responsible for
implementing the Anti-Bribery Policy and these guidelines, providing guidance and
training, monitoring compliance and sanctioning violation of the policy. The Managing
Director will review annually the suitability, adequacy and effectiveness of the Trust’s
anti-bribery arrangements and implement improvements as and when appropriate.

4.5.2

The Managing Director directly reports to the Chief Executive. Once a year, the
Managing Director reports the results of the reviews to the Board.

4.5.3

Any incident or suspicion that comes to attention of the Senior Compliance Officer
will be passed immediately to the LCFS.

4.6

DIRECTOR OF FINANCE

4.6.1

The Director of Finance, in conjunction with the Chief Executive, monitors and
ensures compliance with Secretary of State Directions regarding fraud.

4.6.2

The Director of Finance, in consultation with NHS Protect and the LCFS, will decide
whether there is sufficient cause to conduct an investigation, and whether the Police
and/or External Audit need to be informed.

4.6.3

The Director of Finance or the LCFS will consult and take advice from the Head of
Human Resources (HR) if a member of staff is to be interviewed or disciplined. The
Director of Finance or LCFS will not conduct a disciplinary investigation, but the
employee may be the subject of a separate investigation by HR.

4.6.4

The Director of Finance will, depending on the outcome of investigations (whether on
an interim/ongoing or a concluding basis) and/or the potential significance of
suspicions that have been raised, inform the Chair of the Trust and the Chair of the
Audit Committee of cases, as may be deemed appropriate or necessary.

4.7

INTERNAL AND EXTERNAL AUDIT

4.7.1

Any incident or suspicion that comes to Internal or External Audit’s attention will be
passed immediately to the LCFS.

4.8

HUMAN RESOURCES

4.8.1

HR will liaise closely with Managers and the LCFS, from the outset, where an
employee is suspected of being involved in bribery in accordance with agreed liaison
protocols. HR are responsible for ensuring the appropriate use of the Trust’s
Disciplinary Policy and Procedure. The HR Department shall advise those involved in
the investigation in matters of employment law and in other procedural matters, such
as disciplinary and complaints procedures. Close liaison between the LCFS and HR
will be essential to ensure that any parallel sanctions (i.e. criminal and disciplinary)
are applied effectively and in a coordinated manner.

4.8.2

HR will take steps at the recruitment stage to establish, as far as possible, the
previous record of potential employees as well as the veracity of required
7
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qualifications and memberships of professional bodies, in terms of their propriety and
integrity. In this regard, temporary and fixed term contract employees are treated in
the same manner as permanent employees.
4.8.3

New joiners will be bound by a contractual obligation in the employment contracts not
to engage in bribery as defined in the Anti-Bribery Policy.

4.9

INFORMATION MANAGEMENT & TECHNOLOGY

4.9.1

The Head of IT Security (or equivalent) will contact the LCFS immediately in all cases
where there is suspicion that IT is being used for bribery purposes. This includes
inappropriate internet/intranet, e-mail, telephones and PDA’s. HR will be informed if
there is a suspicion that an employee is involved.

4.10

PROCUREMENT

4.10.1 Procurement practices will be conducted in a fair and transparent manner and not
deal with contractors or suppliers known or reasonably suspected to be paying
bribes. Before engaging contractors and suppliers, the Trust will undertake properly
documented due diligence. Unless prospective contractors and suppliers have
effective anti-bribery programmes in place, the Trust will contractually require them to
comply with the Anti-Bribery Policy. Agreements with contractors and suppliers shall,
at all times, provide for the necessary contractual mechanisms to enforce compliance
with the anti-bribery arrangements. The Trust will monitor performance and, in case
of non-compliance, require the correction of deficiencies, apply sanctions, or
eventually terminate the agreement.
5.

TRUST POLICY

5.1

POLICY

5.1.1 All employees have a personal responsibility to protect The Trust from bribery.
5.1.2 The Trust is committed to maintaining an honest, open and well-intentioned
atmosphere within the Trust, so as to best fulfil the objectives of the organisation and
of the NHS. It is, therefore, also committed to the elimination of any possibility of
bribery within the Trust, to ensure the rigorous investigation of any such allegations
and to taking appropriate action against wrong doers, including possible criminal
prosecution.
5.1.3 Off-the-book accounts and false or deceptive booking entries are strictly prohibited. All
gifts, payments or any other contribution made under the Anti-Bribery Policy and these
guidelines, whether in cash or in kind, shall be documented, regularly reviewed, and
properly accounted for. Record retention and archival policy must be consistent with
the Department of Health’s accounting standards, tax and other applicable laws and
regulations.
5.1.4 The Trust will ensure that it procures goods and services ethically and transparently
with the quality, price and value for money determining the successful
supplier/contractor and not by receiving (or offering) improper benefits. The Trust will
not engage in any form of bribery, neither in the UK nor abroad. The Trust and all
employees, independent of their grade and position, shall at all times comply with the
Bribery Act 2010 and with this policy.
8
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5.1.5 Trust employees will not request or receive a bribe from anybody, nor imply that such
an act might be considered. This means that you will not agree to receive or accept a
financial or other advantage from a former, current or future client, business partner,
contractor or supplier or any other person as an incentive or reward to perform
improperly your duty.
5.1.6 The offering or paying of a bribe to any person by a Trust employee is absolutely
prohibited. This means that you will not offer, promise, reward in any way or give a
financial or other advantage to any person in order to induce that person to perform
his/her function or duty improperly. It does not matter whether the other person is a UK
or foreign public official, political candidate, party official, private individual, private or
public sector employee or any other person (including creating the appearance of an
effort to improperly influence another person).
5.1.7 The Trust may, in certain circumstances, be held responsible for acts of bribery
committed by intermediaries acting on its behalf such as subsidiaries, clients, business
partners, contractors, suppliers, agents, advisors, consultants or other third parties.
The use of intermediaries for the purpose of committing acts of bribery is prohibited.
5.1.8 All intermediaries shall be selected with care, and all agreements with intermediaries
shall be concluded under terms that are in line with this policy. The Trust will
contractually require its agents and other intermediaries to comply with the AntiBribery Policy and to keep proper books and records available for inspection by the
Trust’s auditors or investigating authorities. Agreements with agents and other
intermediaries shall at all times provide for the necessary contractual mechanisms to
enforce compliance with the anti-bribery regime. The Trust will monitor performance
and, in case of non-compliance, require the correction of deficiencies, apply sanctions,
or eventually terminate the agreement even if this may result in a loss of business.
5.1.9 All employees should be aware that bribery will normally, dependant upon the
circumstances of the case, be regarded as gross misconduct thus warranting
summary dismissal without previous warnings. However, no such action will be taken
before a proper investigation and a disciplinary hearing have taken place. Such
actions may be in addition to the possibility of criminal prosecution.
5.2

FACILITATION PAYMENTS

5.2.1 Facilitation payments are small payments made to secure or expedite the performance
of a routine action by a government official or agency (e.g. issuing licenses or
permits, installation of a telephone line, processing goods through customs, etc.) to
which the payer (or the company) has legal or other entitlement.
5.2.3 Facilitation payments are prohibited under the Bribery Act like any other form of bribe.
They shall not be given by Trust employees in the UK or any other country.
5.3

GIFTS AND HOSPITALITY

5.3.1

Courtesy gifts and hospitality must not be given or received in return for services
provided or to obtain or retain business but shall be handled openly and
unconditionally as a gesture of esteem and goodwill only. Gifts and hospitality shall
always be of symbolic value, appropriate and proportionate in the circumstances, and
consistent with local customs and practices. They shall not be made in cash. Please
refer to the Trust’s Conflict of Interest Policy covering Gifts and Hospitality for further
guidance.
9
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5.3

POLITICAL & CHARITABLE CONTRIBUTIONS

5.3.1 The Trust does not make any contributions to politicians, political parties or election
campaigns.
5.3.2 As a responsible organisation the Trust may make charitable donations. However,
these donations shall not be provided to any organisation upon suggestion of any
person of the public or private sector in order to induce that person to perform
improperly the function or duty which he or she is expected to perform in good faith,
impartially or in a position of trust or to reward that person for the improper
performance of such function or activities.
5.3.3 Any donations and contributions must be ethical and transparent. The recipient’s
identity and planned use of the donation must be clear, and the reason and purpose
for the donation must be justifiable and documented. All charitable donations are
audited annually and the total amount donated is publicly disclosed within the annual
report.
5.3.4 Donations to individuals and for-profit organisations and donations paid to private
accounts are incompatible with the Trust’s ethical standards and are prohibited.
5.4

SPONSORSHIP

5.4.1 Sponsorship means any contribution in money or in kind by the Trust towards an
event organised by a third party in return for the opportunity to raise the Trust’s
profile. All sponsorship contributions must be transparent, pursuant to a written
agreement, for legitimate business purposes, and proportionate to the consideration
offered by the event host. They may not be made towards events organised by
individuals or organisations that have goals incompatible with the Trust’s ethical
standards which could damage the Trust’s reputation. All reported sponsorships are
reviewed annually by the Audit and Risk Committee and available to be disclosed
within the annual report.
5.4.2

Where commercial sponsorship is used to fund Trust training events, training
materials and general meetings, the sponsorship must be transparent, pursuant to a
written agreement, for legitimate business purposes, and proportionate to the
occasion. Where meetings are sponsored by external sources, these details must be
disclosed in the papers relating to the meeting and in any published
minutes/proceedings.

5.4.3 Where sponsorship links to the development of guidelines and advice, this should be
carried out in consultation with the Senior Compliance Officer in conjunction with the
appropriate Trust working group independent of the sponsors. While it is recognised
that consultation with the industry may be necessary when developing a guideline,
the overall decision on what is included should lie with the Trust Working Group.
6.

DEFINITIONS

6.1

Definition for bribery:
Bribery - “Inducement for an action which is illegal, unethical or a breach of trust.
Inducements can take the form of gifts, loans, fees, rewards or other advantages
whether monetary or otherwise”. Appendix A is a summary of the Bribery Act 2010.
10
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6.2

The Trust has procedures in place that reduce the likelihood of bribery occurring.
These include Standing Orders, Standing Financial Instructions, documented
procedures, a system of internal control (including Internal and External Audit) and a
system of risk assessment. In addition, the Trust seeks to ensure that a
comprehensive anti-bribery culture exists throughout the organisation via the
appointment of a dedicated Senior Compliance Officer and Local Counter Fraud
Specialist (LCFS).

7.

RAISING CONCERNS

7.1

The Trust wishes to encourage anyone having reasonable suspicions of bribery to
report them. The Trust’s policy, which will be rigorously enforced, is that no
individual will suffer any detrimental treatment as a result of reporting reasonably
held suspicions. The Public Interest Disclosure Act 1998 came into force in July
1999 and gives statutory protection, within defined parameters, to staff who make
disclosures about a range of subjects, including bribery, which they believe to be
happening within the Trust employing them. Within this context, ‘reasonably held’
means suspicions other than those which are raised maliciously and are
subsequently found to be groundless.

7.2

Any unfounded or malicious allegations will be subject to a full investigation and
appropriate disciplinary action.

7.3

The Trust expects anyone having reasonable suspicions of bribery to report them to
the Senior Compliance Officer and/or Local Counter Fraud Specialist who will then
ensure that procedures are followed. Concerns can also be raised through the Trust’s
Raising Concerns About Workplace Practice (Whistleblower) Policy.

8.

EXTERNAL COMMUNICATIONS
Individuals (be they employees, agency staff, locums, contractors or suppliers) must
not communicate with any member of the press, media or another third party about a
suspected act of bribery as this may seriously damage the investigation and any
subsequent actions to be taken. Anyone who wishes to raise such issues should
discuss the matter with either the Director of Finance or the Chief Executive.

9.

TRAINING
The Trust will provide anti-bribery training to all relevant employees on a regular
basis to make them aware of the Anti-Bribery Policy and guidelines, in particular of
possible types of bribery, the risks of engaging in bribery activity, and how employees
may report suspicion of bribery.
A risk assessment of high risk areas will be carried out and training provided.

10.

MONITORING EFFECTIVENESS OF POLICY.

10.1 Compliance with the Anti-Bribery Policy and guidelines will be monitored as outlined
below

11

13cA07-LDHAnti-BriberyPol

Page11of17
OverallPage124of146

Top

What is the
standard/audit
criteria

Time frame/
Format /how
often

How/Method

Review of
Declarations of
Interest

Annual

Report to the Audit
and Risk Committee

11.

Reviewed and
action plan
development by
who/which group
Audit and Risk
Committee

Action Plans
monitored by
and how often
Board
Secretary
Annually and
as required

ADDITIONAL INFORMATION
Any abuse or non-compliance with this policy or procedures will be subject to a full
investigation and appropriate disciplinary action.
This policy will be subject to regular review.
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Appendix A

Offences under the Bribery Act 2010
The following business practices constitute criminal offences under the Bribery Act
2010 and are therefore prohibited:
Offences of bribing another person
Case 1 is where an employee offers, promises or gives a financial or other
advantage to another person and intends the advantage (i) to induce that or another
person to perform improperly a relevant function or activity, or (ii) to reward that or
another person for the improper performance of such a function or activity.
Case 2 is where an employee offers, promises or gives a financial or other
advantage to another person and knows or believes that the acceptance of the
advantage would itself constitute the improper performance of a relevant function or
activity by that person.
The bribery must relate to (i) a function of a public nature, (ii) an activity connected
with a business, (iii) an activity performed in the course of a person’s employment, or
(iv) an activity performed by or on behalf of a body of persons (whether corporate or
unincorporate). The person performing the function or activity must be expected to
perform it in good faith, impartially or in a position of trust. It does not matter whether
the function or activity is performed inside or outside the UK, whether the other
person(s) involved is/are in the public or private sector and whether the advantage is
offered, promised or given directly by the employee or through a third party, e.g. an
agent or other intermediary.
Offences relating to being bribed
Case 3 is where an employee requests, agrees to receive or accepts a financial or
other advantage intending that, in consequence, a relevant function or activity should
be performed improperly (whether by him-/herself or another person).
Case 4 is where an employee requests, agrees to receive or accepts a financial or
other advantage, and the request, agreement or acceptance itself constitutes the
improper performance by him/herself of a relevant function or activity.
Case 5 is where an employee requests, agrees to receive or accepts a financial or
other advantage as a reward for the improper performance (whether by him-/herself
or another person) of a relevant function or activity.
Case 6 is where, in anticipation of or in consequence of an employee requesting,
agreeing to receive or accepting a financial or other advantage, a relevant function or
activity is performed improperly (i) by that employee, or (ii) by another person at
his/her request or with his/her assent or acquiescence.
Again, the bribery must relate to (i) a function of a public nature, (ii) an activity
connected with a business, (iii) an activity performed in the course of a person’s
employment, or (iv) an activity performed by or on behalf of a body of persons
(whether corporate or unincorporate). The person performing the function or activity
must be expected to perform it in good faith, impartially or in a position of trust.
It does not matter whether the function or activity is performed inside or outside the
UK, whether the other person(s) involved is/are in the public or private sector,
whether the employee requests, agrees to receive or accepts the advantage directly
or through a third party, e.g. an agent or other intermediary, and whether the
advantage is for the benefit of a employee or another person.
In Cases 4 to 6, it does not matter whether the employee knows or believes that the
performance of the function or activity is improper.
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Bribery of foreign public officials
Case 7 is where an employee bribes a foreign public official and intends (i) to
influence that official in his/her capacity as a foreign public official and (ii) to obtain or
retain a business or an advantage in the conduct of business. A foreign public official
is someone who holds a legislative, administrative or judicial position of any kind or
exercises a public function of a country outside the UK, or is an official or agent of a
public international organisation.
The following paragraph will apply if any part of the organisation is considered as a
‘commercial’ one.
Failure of commercial organisations to prevent bribery (applicable only to
corporates and partnerships - included for information)
A corporate or partnership is guilty of a corporate bribery offence if an employee,
agent, subsidiary or any other person acting on its behalf bribes another person
intending to obtain or retain business or an advantage in the conduct of business for
the corporate or partnership For a definition of bribery, please refer to Cases 1, 2 and
7 above.
It should be the policy of a corporate or partnership not to tolerate any bribery on its
behalf, even if this might result in a loss of business for it. Criminal liability must be
prevented at all times.

14
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Appendix B

Bribery Risk Assessment for Training
Job Role
Financial Accountants
Directors / NEDS
Estates and Facilities Managers and teams
Finance Managers and teams
Procurement Managers and team
IT and IT Managers
Clinical Director (Medical)
Divisional Director (Medical)
Consultant (Medical)
Pharmacist
Resuscitation Officer (Non NMC)
Physiotherapists
Occupational Therapists
Stock Controllers
Clinical Engineering Administrator
Heads of Department
Health and Safety Leads
Radiographer
Maintenance Craftsperson
Speciality Registrar
Matron
Nurse Manager
Senior Nurse
Specialist Nurse
Operating Department Practitioner
Lead Pathology Technicians
Ward Clerk
Librarian
PA's
Dietitians
Engineer
Painter/Decorator
Pharmacy Technician
Nursing Assistant Practitioners
Imaging assistant
Admin Assistant Secretary
Waiting list office
Litigation
Risk Management/Quality
Medical Secretaries
Porter
FY1, FY2
CT1, CT2
Midwife
Nurse

Likelihood
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
2
3
3
2
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2

Consequence
4
4
4
4
4
4
4
4
4
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
2
3
2
2
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

Risk
Level
12
12
12
12
12
12
12
12
12
9
9
9
9
9
9
9
9
9
9
9
9
9
9
9
6
6
6
6
6
6
6
6
4
4
4
4
4
4
4
4
4
4
4
4
4
15
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Job Role
Cook
Dental Nurse/Technician
Healthcare Science Assistant (Pathology)
Information Department Analysis
Clinical Coders
Chairman / NED’s
Admin Assistant Receptionist
Fundraising
Housekeeper
Chaplain
Health Care Assistant
Apprentice

Likelihood
3
2
1
2
2
2
1
1
2
1
1
1

Consequence
1
1
2
1
1
1
2
2
1
1
1
1

Risk
Level
3
2
2
2
2
2
2
2
2
1
1
1

Likelihood
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
2
3
3

Consequence
4
4
4
4
4
4
4
4
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
2
3
2
2

Risk
Level
12
12
12
12
12
12
12
12
9
9
9
9
9
9
9
9
9
9
9
9
9
9
9
9
9
6
6
6
6

Bribery Risk Assessment for Declarations
Job Role
Directors
Estates and Facilities Managers and teams
Finance Managers and teams
Procurement Managers and team
IT and IT Managers
Clinical Director (Medical)
Divisional Director (Medical)
Consultant (Medical)
Pharmacist
Resuscitation Officer (Non NMC)
Physiotherapists
Occupational Therapists
Stock Controllers
Clinical Engineering Administrator
Heads of Department
Health and Safety Leads
Radiographer
Maintenance Craftsperson
Speciality Registrar
Matron
Nurse Manager
Senior Nurse
Specialist Nurse
Staff able to raise requisitions
Staff able to approve requisitions
Operating Department Practitioner
Lead Pathology Technicians
Ward Clerk
Librarian
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Job Role
PA's
Dietitians
Engineer
Painter/Decorator
Financial Accountants
Pharmacy Technician
Nursing Assistant Practitioners
Imaging assistant
Admin Assistant Secretary
Waiting list office
Litigation
Risk Management/Quality
Medical Secretaries
Porter
FY1, FY2
CT1, CT2
Midwife
Nurse
Cook
Dental Nurse/Technician
Healthcare Science Assistant (Pathology)
Information Department Analysis
Clinical Coders
Chairman / NED’s
Admin Assistant Receptionist
Fundraising
Housekeeper
Chaplain
Health Care Assistant
Apprentice

Likelihood
2
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
3
2
1
2
2
2
1
1
2
1
1
1

Consequence
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
2
1
1
1
2
2
1
1
1
1

Risk
Level
6
6
6
6
4
4
4
4
4
4
4
4
4
4
4
4
4
4
3
2
2
2
2
2
2
2
2
1
1
1
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1.

Introduction

The Luton and Dunstable University Hospital NHS Foundation Trust is responsible for
ensuring that services provided for patients meet the highest standards and is also
responsible for ensuring that staff do not use their official position for personal gain or to
benefit their family or friends.
2.

Principles

2.1

Conflict of Interest and Declaration of Interest
Individual Trust employees have a personal responsibility for their conduct and
are expected to anticipate and declare any potential conflicts of interest. Further
details of this are contained in the Trust’s Standing Financial Instructions and
Standing Orders.
Staff are not allowed to further their private interests in the course of their NHS
duties. Medical and Dental staff may undertake private practice, providing that
they meet their NHS contracts (see point section 4.4 below).
Annually the Board of Directors and Council of Governors complete a conflict of
Interest submission returned to the Board Secretary and logged.
In line with the Bribery Act 2010 Risk Assessment (see Anti-Bribery Policy),
annually, those risk assessed as 12+ will be subject to an annual required
declaration.
Any other conflicts identified need to be made known to the Board Secretary
using the form in Appendix B.

2.2

Bribery
The Bribery Act 2010, which repeals all existing corruption legislation, has
introduced the offences of offering and or receiving a bribe. It also places specific
responsibility on organisations to have in place sufficient and adequate
procedures to prevent bribery and corruption taking place. Under the Act,
Bribery is defined as “Inducement for an action which is illegal, unethical or a
breach of trust. Inducements can take the form of gifts, loans, fees, rewards or
other privileges". Corruption is broadly defined as the offering or the acceptance
of inducements, gifts or favours, payments or benefit in kind which may influence
the improper action of any person; corruption does not always result in a loss.
The corrupt person may not benefit directly from their deeds; however, they may
be unreasonably using their position to give an advantage to another. To
demonstrate that the organisation has sufficient and adequate procedures in
place and to demonstrate openness and transparency all staff are required to
comply with the requirements of the this Policy. For a more detailed explanation,
please see the Anti-Bribery Policy. Should members of staff wish to report any
concerns or allegations they should contact their Local Counter Fraud Specialist.
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2.3

Casual Gifts and Hospitality
Casual gifts offered by contractors or “others” (including for example
Pharmaceutical Companies) should be politely but firmly declined. Articles of low
intrinsic value such as diaries and calendars, e.g. at Christmas time, or small
tokens of gratitude from patients or their relatives need not necessarily be
declined. In cases of doubt, staff should either consult their line manager for
authorisation or politely decline acceptance. Under no circumstances should
monetary gifts of cash be accepted.
Modest hospitality provided it is normal and reasonable (not exceeding the
threshold currently £25.00) may be accepted e.g. lunches in the course of
working visits are acceptable, it should however be similar to the scale of
hospitality which the NHS as an employer would be likely to offer.
The PA to the Chief Executive maintains a record of gifts/hospitality received by
staff on behalf of the Board Secretary. Any gift with a value exceeding the
threshold £25.00 must be declared by the employee promptly (within 2 weeks of
receipt) in writing for inclusion in the register.
Under no circumstances should any gift or hospitality be accepted where it would
be in breach of an individual’s professional code of conduct.

2.4

Sponsorship
The Trust may enter into commercial sponsorship arrangements to raise
additional income, however the Trust should avoid entering into arrangements
with organisations that are perceived as being in conflict with health, for example
tobacco companies. In all cases the Trust, members of staff and independent
contractors should use Trust arrangements to publicly declare sponsorship or
any commercial relationship linked to the supply of goods or services and be
prepared to be held to account for it. Full guidance on sponsorship can be found
in the document “Commercial Sponsorship: Ethical Standards for the NHS” which
is on the Department of Health website at:
http://www.dh.gov.uk/assetRoot/04/07/60/78/04076078.pdf.
The Board Secretary maintains a record of sponsorship. Sponsorship is reported
to the Board Secretary via appendix B.

2.4

Fit and Proper Persons
From 1st November 2014, all Executive Directors, Non-Executive Directors and
Director equivalent posts (including contracted Directors) are subject to the Fit
and Proper Persons Regulations. To this end, on appointment (see Recruitment
Policy) and annually, the Board Secretary ensures a declaration is signed and
reported to the Audit and Risk Committee annually.
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3.

Who Does the Policy Apply To?

The policy applies to all grades and levels of employees including the Board in their
capacity as Charitable Fund Trustees.

4.

What Are My Responsibilities Under This Policy?

4.1

All employees must declare to the Trust, all private interests, hospitality and
sponsorship which could result in personal gain, as a consequence of their
position. Interests which might appear to be in conflict should also be declared.

4.2

Declaration of interest, in line with NHS Employers, must be made at the time of
application for employment or when the interest is discovered.

4.3

Employees who subsequently obtain a private interest, which could potentially
result in personal gain as a consequence of their position, must declare the
interest to the Board Secretary of the Trust as soon as it is reasonably
practicable.

4.4

Medical and Dental staff must ensure that their private practice does not prevent
them from meeting their job plan and/or job description obligations.

4.5

To sign and return the forms requested as required.

5.

What Will Be the Process Following This?

5.1

The Trust maintains an up-to-date Register of Declared Interests by employees.
This Register is countersigned by the Board Secretary annually.

5.2

Access to the Register of Declared Interest is available to staff and members of
the public on request subject to the Freedom of Information Policy.

5.3

Recruitment literature (Staff Handbooks and Contracts of Employment) will make
reference to this policy.

5.4

Annual interviews will be instigated to ensure adequate safeguards are in place.

5.5

Examples of interests that require declaration are:-

a.

All private interests which could potentially result in personal gain as a
consequence of an employee’s position

b.

Any interest which might be in conflict. (Membership of political parties and
professional trade bodies are not regarded as “interests” for the purpose of this
document). There are two key issues – patient referral and purchasing.
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Examples are as follows:1.

Medical and Dental staff with contracts of employment or service in private
medical practice or with a nursing or residential home, or companies
involved with medical equipment.

2.

Consultancy or lecturing or research projects with a healthcare
organisation or training programmes paid for by an organisation with
business interests within the Trust.

3.

Office holder of a public, voluntary, commercial association or organisation
related to healthcare.

4.

Second contract of employment.

5.

Ownership in a nursing home where employee is involved in accreditation
activities.

6. Receipt of hospitality or gifts from suppliers or potential suppliers of goods or
services to the Trust.
7. Decision making by the Charitable Funds Trustees where they have a conflict
of loyalty arising from their role and responsibilities as executive directors.1
An employee is deemed to have an interest if he/she is, or has an intention to become,
an owner of, partner in, or employee of a company or other body providing private
nursing/rest home care, or has any other direct pecuniary interest in such a company or
body. In the case of married persons, or persons living together in the same household,
the interest of one spouse or member of the household shall be deemed to be an
interest of the other.
Work done in the NHS paid time or using NHS premises, facilities or materials, for
which the Trust does not invoice the beneficiary the full cost, including VAT.

6.

How Do I Declare An Interest?

6.1

For interests and sponsorship - A member of staff declares an interest by writing
to the Board Secretary, as soon as they are aware that they have a duty to
declare the interest. Appendix B should be used to make the declaration.

1

With the latter the conflict should be raised at the Charitable Funds Committee, considered by the
Committee, formally agree whether or not this precludes the individual from decision making in the
specific instance and note this in the minutes.
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i)

The name, department and grade of the member of staff declaring the
interest.

ii)

The nature of the interest, e.g. the fact that their spouse has been
appointed as a Sales Representative to a company doing business with
the Hospital.

iii)

An indication to the Board Secretary as to how long the interest may
apply. In the example quoted above, the employee should state that this
should be until further notice. If their spouse is transferred to another
territory or another area, then they should write to the Board Secretary
stating that the interest no longer applies.

iv)

If the interest is of a temporary nature. An example of this would be where
the spouse or relative may be in a firm undertaking building work at the
Hospital, this should be stated in the letter, e.g. “a member of my family
works for a company that is currently tendering for a building project within
the Hospital”.

Once the letter has been received by the Board Secretary, its receipt will be
acknowledged and the contents placed on the Register of Interest.
6.2

For Gifts and Hospitality – call or e-mail the PA to the Chief Executive who will
log the information.

7.

What Are The Implications and What Action Might The Trust Take If I
Declare An Interest?

7.1

The interest must be assessed for significance by the Board Secretary. One of
three decisions may arise as a result of this assessment:

a)

It may be that it is of no significance, as the employee does not refer or influence
patient referrals or purchase goods or services. The employee may be advised
that whilst in their present post, there is no need to register the interest. However,
it is prudent to complete a declaration that will be filed and kept by the Board
Secretary. This will be evidence that the employee has acted in good faith and
has received the formal advice of the Board Secretary.

b)

That the interest is of some significance and the employee’s responsibilities
should be adjusted to include his/her participation in assessment, referral or
purchasing procedures. This interest will be registered, together with the action
that has been taken to ensure that neither the Trust or the employee is
compromised. Where such action is taken there will be no adverse effect of the
member of staff’s grade or contract of employment. A revised job description will,
however, be issued by the appropriate manager.
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c)

The interest is of major significance because the employee has a critical role in
assessment and referral of patients or purchasing for most of their normal
working hours. This may mean that:

i)

if practical the employee’s job will be changed, so that there is no conflict of
interest.

ii)

it may be that the employee cannot continue with their employment in that
position within the Trust. Where this is the case, the employee’s contract will be
terminated with appropriate notice. The employee retains the right of appeal
against such a decision, as per the Trust’s disciplinary procedure. This type of
action, if it is necessary, will be determined on an individual basis and the
member of staff will be kept fully informed of any developments.

8.

Communication

8.1

This policy will be available to all staff and managers via the Trust’s intranet.

8.2

This policy will be actively promoted and distributed to contractors and agencies
who provide staff to the Trust.

8.3

The Trust’s position on the conflicts of interest will be publicised through Trust
wide communication channels as deemed appropriate.

8.4

Monitoring data and other feedback relating to this policy will be regularly
distributed to the relevant channels in appropriate formats.

9.

Monitoring Compliance and Standards

What is the
standard/audit
criteria

Time frame/
Format /how
often

How/Method

Reviewed and
action plan
development by
who/which group

Action Plans
monitored by
and how often

Review of
Declarations of
Interest

Annual

Report to the Audit and
Risk Committee

Audit and Risk
Committee

Board Secretary
Annually and as
required

Review of gifts and
hospitality

Annual

Report to the Audit and
Risk Committee

Audit and Risk
Committee

Board Secretary
Annually and as
required

Review of
Sponsorship

Annual

Report to the Audit and
Risk Committee

Audit and Risk
Committee

Review of Fit and
Proper Persons
Declarations

Annual

Report to the Audit and
Risk Committee

Audit and Risk
Committee

Board Secretary
Annually and as
required
Board Secretary
Annually and as
required
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10. References and further reading
Department of Health NHS Income Generation Best Practice 2006
Department of Health Ethical Standards for the NHS 2000
NHS Identity Website for more information
http://www.nhsidentity.nhs.uk/tools-and-resources/communicationspartnerships/sponsorship-and-advertising
Regulation 5: Fit and Proper Persons: directors and Regulation 20: Duty of Candour –
Guidance for NHS Bodies November 2014 - CQC
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APPENDIX A
BOARD MEMBERS
DECLARATION OF INTERESTS & REGISTER OF INTERESTS
1.

This appendix gives guidance on the Trust’s requirement for the declaration of
board members’ interests and the maintenance of a Register of Interests.

2.

The requirements contained in regulations governing the declaration of chairmen
and board members’ pecuniary interests in the course of conducting NHS
business, remain in force.

Declaration of Interests
3.

All existing board members must declare interests which are relevant and
material to the Luton and Dunstable University Hospital NHS Foundation Trust
and update annually. Any new board members appointed will declare their
interests on appointment.

4.

Interests which should be regarded as “relevant and material” are:
a.

directorships, including non-executive directorships held in private
companies or Private Limited Companies (PLCs) (with the exception of
dormant companies);

b.

ownership or part-ownership of private companies, businesses or
consultancies likely or possibly seeking to do business with the NHS;

c.

majority or controlling shareholdings in organisations likely or possibly
seeking to do business with the NHS;

d.

a position of authority in a charity or voluntary body in the field of health
and social care;

e.

any connection with a voluntary or other body contracting for NHS
services.

If board members have any doubt about the relevance of an interest, this should
be discussed with the chairman.
5.

When such interests are declared, they should be recorded in the board minutes.
The minutes containing information about the interests of board members, should
be drawn to the attention of the Trust’s internal and external auditors. Any
changes should also be declared within four weeks of the change occurring and
recorded in board minutes.
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6.

Board members’ directorships of companies likely or possibly seeking to do
business with the NHS should be published in the Trust’s Annual Report. The
information should be kept up to date for inclusion in subsequent Annual
Reports.

7.

If a conflict of interest is established during the course of a board meeting, the
board member concerned should withdraw from the meeting and play no part in
the relevant discussion or decision.

8.

The requirements under section 5.5 (b) of the main Policy apply equally to board
members.

Register of Interests
9.

The Luton and Dunstable University Hospital NHS Foundation Trust will maintain
a formal Register of Interests. The Register is publicly available, on request.
Requests should be submitted to the Chief Executive in the Trust Offices.

10.

The Register will include details of all directorships and other relevant and
material interests that have been declared by both executive and non-executive
board members, as defined in section 4. The Register will be reviewed annually.
Any changes to members’ interests during the preceding twelve months will be
incorporated.

11.

The Luton and Dunstable University Hospital NHS Foundation Trust will take
reasonable steps to bring the existence of the Register to the attention of the
local population and to publicise arrangements for viewing it.

Fit and Proper Persons Test
12.

New fundamental standard regulations – the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014 come into force for all providers on 1 April 2015, subject to
Parliamentary process and approval.

13.

Within the new regulations, the fit and proper person requirements for directors came into
force on the 1st November 2014.

14.

On appointment and annually, the Board Secretary will ensure that the Executive and
Non-Executive Directors complete the Fit and Proper Persons Declaration (Appendix C).
A report will be compiled with the Register of Interests and reported to the Audit and
Risk Committee Annually.
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APPENDIX B
DECLARATION OF INTERESTS/SPONSORSHIP REPORT FORM
Name: ..................................................................................................................
Department: ........................................................................................................
Position: ..............................................................................................................
Grade:..................................................................................................................
Please list in the boxes details of each area of interest to declare:
Nature of the interest/Sponsorship (please indicate
which it is)

How long will the
interest apply?

Signed: .................................................................. .. Date: ..............................................
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APPENDIX C

Pre-employment and Annual Declaration for Executive Director, NonExecutive Director and Director-Equivalent Posts
LUTON AND DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST (“the Trust”)
“FIT AND PROPER PERSON” DECLARATION
1.

It is a condition of employment that those holding director and director-equivalent posts provide
confirmation in writing, on appointment and thereafter on demand, of their fitness to hold such
posts. Your post has been designated as being such a post. Fitness to hold such a post is
determined in a number of ways, including (but not exclusively) by the Trust’s provider licence,
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2008 (“the Regulated
Activities Regulations”) and the Trust’s constitution.

2.

By signing the declaration below, you are confirming that you do not fall within the definition of an
“unfit person” or any other criteria set out below, and that you are not aware of any pending
proceedings or matters which may call such a declaration into question.

Provider licence
3.

Condition G4(2) of Luton and Dunstable University Hospital NHS Foundation Trust’s Provider
Licence (“the Licence”) provides that the Licensee shall not appoint as a director any person who
is an unfit person, except with the approval in writing of Monitor.

4.

Licence Condition G4(3) requires the Licensee to ensure that its contracts of service with its
directors contain a provision permitting summary termination in the event of a director being or
becoming an unfit person. The Licence also requires the Licensee to enforce that provision
promptly upon discovering any director to be an unfit person, except with the approval in writing
of Monitor.

5.

An “unfit person” is defined at condition G4(5) of the Licence as:
(a)

an individual:
(i)

who has been adjudged bankrupt or whose estate has been sequestrated and (in
either case) has not been discharged; or

(ii)

who has made a composition or arrangement with, or granted a trust deed for,
his/her creditors and has not been discharged in respect of it; or

(iii)

who within the preceding five years has been convicted in the British Islands of
any offence and a sentence of imprisonment (whether suspended or not) for a
period of not less than three months (without the option of a fine) was imposed
on him/her; or

(iv)

who is subject to an unexpired disqualification order made under the Company
Directors’ Disqualification Act 1986; or
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(b)

a body corporate, or a body corporate with a parent body corporate:
(i)

where one or more of the Directors of the body corporate or of its parent body
corporate is an unfit person under the provisions of sub-paragraph (a) of this
paragraph, or

(ii)

in relation to which a voluntary arrangement is proposed under section 1 of the
Insolvency Act 1986, or

(iii)

which has a receiver (including an administrative receiver within the meaning of
section 29(2) of the 1986 Act) appointed for the whole or any material part of its
assets or undertaking, or

(iv)

which has an administrator appointed to manage its affairs, business and
property in accordance with Schedule B1 to the 1986 Act, or

(v)

which passes any resolution for winding up, or

(vi)

which becomes subject to an order of a Court for winding up.

Regulated Activities Regulations
6.

Regulation 5 of the Regulated Activities Regulations states that the Trust must not appoint or
have in place an individual as a director, or performing the functions of or equivalent or similar to
the functions of, such a director, if they do not satisfy all the requirements set out in paragraph 3
of that Regulation.

7.

The requirements of paragraph 3 of Regulation 5 of the Regulated Activities Regulations are that:

8.
are:

(a)

the individual is of good character;

(b)

the individual has the qualifications, competence, skills and experience which are
necessary for the relevant office or position or the work for which they are employed;

(c)

the individual is able by reason of their health, after reasonable adjustments are made, of
properly performing tasks which are intrinsic to the office or position for which they are
appointed or to the work for which they are employed;

(d)

the individual has not been responsible for, privy to, contributed to or facilitated any
serious misconduct or mismanagement (whether unlawful or not) in the course of
carrying on a regulated activity or providing a service elsewhere which, if provided in
England, would be a regulated activity; and

(e)

none of the grounds of unfitness specified in Part 1 of Schedule 4 apply to the individual.

The grounds of unfitness specified in Part 1 of Schedule 4 to the Regulated Activities Regulations

(a)

the person is an undischarged bankrupt or a person whose estate has had sequestration
awarded in respect of it and who has not been discharged;

(b)

the person is the subject of a bankruptcy restrictions order or an interim bankruptcy
restrictions order or an order to like effect made in Scotland or Northern Ireland;

(c)

the person is a person to whom a moratorium period under a debt relief order applies
under Part VIIA (debt relief orders) of the Insolvency Act 1986;

Conflict of Interest and Declaration of Interest Policy

13dConflictofInterestPolic

Page 14 of 16

Page14of16
OverallPage144of146

Top

(d)

the person has made a composition or arrangement with, or granted a trust deed for,
creditors and not been discharged in respect of it;

(e)

the person is included in the children’s barred list or the adults’ barred list maintained
under section 2 of the Safeguarding Vulnerable Groups Act 2006, or in any
corresponding list maintained under an equivalent enactment in force in Scotland or
Northern Ireland;

(f)

the person is prohibited from holding the relevant office or position, or in the case of an
individual for carrying on the regulated activity, by or under any enactment.

Trust’s constitution
9.

The Trust’s constitution places a number of restrictions on an individual’s ability to become or
continue as a director. A person may not become or continue as a director of the Trust if:
(a)

they are a member of the Council of Governors, or a governor or director of another
health service body;

(b)

they are a member of the Foundation Trust’s Patients’ Forum;

(c)

they are the spouse, partner, parent or child of a member of the Board of Directors of the
Foundation Trust;

(d)

they are a member of a Scrutiny Committee covering health matters of a local authority in
the Trust’s catchment area.

(e)

they have been adjudged bankrupt or their estate has been sequestrated and in either
case they have not been discharged;

(f)

they have made a composition or arrangement with, or granted a Trust deed for, their
creditors and have not been discharged in respect of it;

(g)

they have within the preceding five years been convicted in the British Islands of any
offence, and a sentence of imprisonment (whether suspended or not) for a period of three
months or more (without the option of a fine) was imposed;

(h)

they are the subject of a disqualification order made under the Company Directors
Disqualification Act 1986;

(i)

in the case of a non-executive Director, they are no longer a member of one of the public
constituencies (with the Exception of the Chair);

(j)

they are a person whose tenure of office as a Chair or as a member or Director of a
health service body has been terminated on the grounds that their appointment is not in
the interests of the health service, for non attendance at meetings, or for non-disclosure
of a pecuniary interest;

(k)

they have had their name removed, by a direction under section 46 of the 1977 Act from
any list prepared under Part II of that Act, and have not subsequently had their name
included on such a list;

(l)

they have within the preceding two years been dismissed, otherwise than by reason of
redundancy, from any paid employment with a health service body;
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(m)

in the case of a non-executive Director they have refused without reasonable cause to
fulfil any training requirement established by the Board of Directors; or

(n)

they have refused to sign and deliver to the Secretary a statement in the form required by
the Board of Directors confirming acceptance of the code of conduct for Directors.

I acknowledge the extracts from the provider licence, Regulated Activities Regulations and the Trust’s
constitution above. I confirm that I do not fit within the definition of an “unfit person” as listed above and
that there are no other grounds under which I would be ineligible to continue in post. I undertake to notify
the Trust immediately if I no longer satisfy the criteria to be a “fit and proper person” or other grounds
under which I would be ineligible to continue in post come to my attention.

Name: ____________________________

Signed: _________________________________

Position:____________________________

Date:

__________________________________
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