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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 30 September 2015
Present:

Mr Simon Linnett, Chairman
Ms Pauline Philip, Chief Executive Officer
Mr David Carter, Managing Director
Mr Jason Rosenblatt, Deputy Director of Human Resources (for Angela Doak)
Mr Andrew Harwood, Director of Finance
Ms Patricia Reid, Chief Nurse
Mr Mark England, Director of Re-Engineering
Dr James Ramsay, Acting Medical 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 Mark Versallion, Non-Executive Director

In attendance:

Mr Ian Allen, Director of Estates
Ms Philippa Graves, Director of IT
Mr Malcolm Griffiths (for agenda item 8)
Dr Nisha Nathwani (for agenda item 8)
Ms Victoria Parsons, Board Secretary
Mrs Anne Sargent, Executive Assistant (minute taker)
5 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 noted from Marion Collict, Angela Doak and Dr
Danielle Freedman.

2.

ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED AND ANY
DELARATIONS OF INTEREST?
No items of any other business were raised. No declarations of interest were made.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 22 JULY 2015
Pg 4, final paragraph of Finance Report should read that ‘debtors are shown as
current assets’ (not fixed assets).
Subject to the above amendment, the minutes were approved as an accurate record.
Proposed:

4.

Jill Robinson Seconded: Mark Versallion

MATTERS ARISING (ACTION LOG)
The Board noted the actions taken.
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5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report as follows:
Feedback from the Annual Members meeting has been very positive. The L&D has
been shortlisted for HSJ Provider of the year. The Board would be considering some
strategic issues in relation to the future of the Trust, in a private meeting.

6.

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
Employment of Agency Staff – the meeting discussed the proposed cap on agency
payments and the implications for the Trust.
HSMR – the CEO highlighted the Trusts concerns in relation to our increased HSMR
and the extensive work that is being done to ensure that there are no underlying
clinical issues.
Serious Incidents - in November our first SI review report will be published, looking
at how we have implemented our learning from SIs during 2014/15.
Changes to Medical Director Role – attention was drawn to the new arrangements,
noting that Danielle Freedman would be a Board member but would delegate certain
responsibilities to the acting Medical Directors. The Board were advised that Mr
Malcolm Griffiths has taken on the role of ‘Responsible Officer’ for the Trust. The
Board acknowledged that the new arrangements would afford us the opportunity to
properly evaluate and decide whether we need more than one Medical Director.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received the report. The following
points were noted and discussed:
Patricia Reid drew attention to the challenge to ensure that junior doctors complete
VTE risk assessments in a timely manner. She explained to the Board that the
reported ‘never event’ did not result in patient harm. She also assured the Board that
learning would be taken forward. In terms of infection control, she reiterated that
every C Diff case is reviewed and that there was absolutely no spread of infection.
The Board were informed that Dementia has been added to the categories reviewed
during PLACE assessments. In terms of the recent annual PLACE assessment,
action plans were being implemented to address the issues identified.
James Ramsay led a discussion on HSMR and the work that is taking place across
the Trust.
Patricia Reid went on to mention that patient experience remains stable, though the
challenge is to ensure a good response rate. The CEO added that we are suffering
from ‘survey fatigue’. The CEO also updated the Board on the work that is taking
place to improve complaint response times.
David Carter noted that although A&E attendances have not increased during the
last 6 months, we still have escalation beds open. The CEO added that the number
of small contingency wards are particularly difficult, however, in November Ward 19B
will be opened. David Carter went on to update the Board on the challenges that we
faced in recent months in relation to Cancer 31 day wait for surgery (breast
symptomatic), 18 Week Backlog and Stroke Care. However, he was able to
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reassure the meeting that our performance is now compliant with the national
standard.
Alison Clarke noted that she would attend the next mortality meeting
Finance Report – the Board received the report noting the following:
Andrew Harwood reported that the Trust continues to operate in exceptionally difficult
times, we plan for a small surplus, but note that income fluctuates according to
operating days in the month, which is reflected in the plan. FIP highlighted that we
are broadly in line with the plan. Agency costs remain a significant concern for us.
FIP focused heavily on risks that are significantly challenging our ability to deliver.
FIP intend to meet twice in Oct to consider short and medium term plans. The CEO
added that we are focussing on high risk areas in terms of agency spend and meet
weekly to go through recruitment and use of staff for the previous week to reduce
agency and increase bank spend.
Workforce Report – the Board received the report, noting the following:
Jason Rosenblatt noted that staff turnover remains an issue. The meeting then
discussed the additional cost of living allowance that staff receive when they work in
inner or outer London and the impact on our recruitment & retention. Jason
Rosenblatt added that Transport for London are also offering discounts for travel.
The Chairman asked if we have a plan in the event that agency rules are changed.
Patricia Reid noted that staff are literally being paid double on agency rates. Jason
Rosenblatt added that we have a drive to encourage staff to work on bank so should
be in a good position to capitalise on this if the rules change. The CEO noted the
importance of providing flexible working options for all staff.
John Garner questioned the slow progress on staff appraisals and Jason Rosenblatt
explained the work being done to improve compliance.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights, addressing questions at the end of the
report:
Revalidation – Malcolm Griffiths noted that our figures show good compliance with
the requirements, benchmarking data is no longer provided but we appear to be
ahead of other Trusts. The CEO explained that Malcolm Griffiths would report
progress to COSQ..
Deanery Issues – Nisha Nathwani updated the Board on the action plan following
the Medicine QPM review and explained that we are hoping that, following the re-visit
in November, we will move to 6 monthly reports (currently we provide monthly
reports). The next O&G visit has been delayed until the new year as they are happy
with how we are progressing.
GMC National Training Survey Summary – Nisha Nathwani assured the Board
that we are moving in the right direction and that recent changes will enable some of
the outliers to improve and be in line with regional and national standards.
Review of CTG Issues In Maternity – the external review has now been completed
and will be shared with the CCG. The majority of the recommendations had already
been identified through our SI process and were already being implemented.
Management of CQUIN – David Carter reiterated that the Trust is working to ensure
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achievement of the milestones, particularly for high resource patients.
Re-Engineering Programme – Mark England noted that self-check-in has been reprofiled and timing has been reviewed. The benefits of E-prescribing are starting to
be seen.
The Chairman noted a recent visit to Outpatients had revealed some patient
transport problems.
David Carter responded that we are starting to see
improvements but the provider is still not meeting the targets in the contract.
9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the report which was taken as read.
Alison Clarke had 2 areas to mention: Mortality, which had already been discussed
and outpatients in terms of improving information. The CEO added that the Jimmy
Saville report was being dealt with through COSQ.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
The Board received the reports, with attention drawn to the following:
Jill Robinson explained the risk assessment undertaken by FIP in relation to the FT
finance position and the discussions regarding short/medium term cash challenges.

11.

AUDIT & RISK COMMITTEE REPORTS
The Board noted the reports presented by the Chair of the Audit & Risk Committee.

12.

CHARITABLE FUNDS COMMITTEE REPORT
The report was received and taken as read, with attention drawn to item 12, the
approval of 4 bids. Thanks had been expressed to Cliff Bygrave for his role as a
NED and as chair of Charitable Funds.

13.

HOSPITAL RE-DEVELOPMENT COMMITTEE REPORT
David Hendry noted that Andrew Harwood had taken the meeting through the OBC.
The Trust is working towards a FBC to be submitted in May 2016 in order to obtain
the funds required to move forward.

14.

RISK REGISTER
Victoria Parsons reported Board level risks, and gave assurance of the governance
controls.
Victoria Parsons identified that each sub committee had reviewed risks assigned to
them. She noted that FIP had re-assessed the risk in relation to CQUIN
achievement for achieving a year end surplus.

15.

BOARD SECRETARY REPORT
The Board noted the report from the Board Secretary.
ANY OTHER BUSINESS
No further business was raised.

4
3MinutesBoD300915.doc

Page5of6
OverallPage9of120

The CEO mentioned the Parliamentary Review where L&D are featured, further
copies will be delivered and distributed to Board members.
QUESTIONS/COMMENTS FROM THE PUBLIC
1. Minutes – it was noted that members of the public should be referred to as nonBoard members.
2. It was noted that the Ambassador magazine comes out in August and February
and will have previous governors mentioned in it. Unfortunately we cannot
remove these before the magazine is mailed with the AMM invitation.
SUMMARY OF ACTIONS
To be made available after the meeting.
16.

VP

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

17.

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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LUTON AND DUNSTABLE HOSPITAL NHS FOUNDATION TRUST
CHIEF EXECUTIVE’S REPORT
NOVEMBER 2015

1.

STAFF OWNERSHIP AND ENGAGEMENT EVENT

As previously discussed, our next staff ownership and engagement week will
commence on Tuesday 15 December. The occasion will give all of us an opportunity to
review progress against the quality priorities agreed during our July event and to refocus where appropriate. Importantly, the week will also give us time to thank all our
staff and volunteers for their tremendous commitment to our patients. The Divisional
summaries, including progress, from the July event are appended to this report.

2.

WINTER PRESSURES

As highlighted in Board reports, the Executive Team are deeply concerned about the
potential impact of winter pressures. Particular concerns include the lack of available
funding to open escalation capacity and the number of patients who are medically fit for
discharge being cared for in acute beds. The Trust has engaged extensively in
dialogue with the CCG and SRG. We have also attended 2 specially convened multi
SRG meetings. We have written to NHS Improvement setting out our concern.

3.

CQC INSPECTION

In recent weeks staff throughout the organisation have been involved in preparing
information requested by the CQC in advance of their January inspection. During the
coming weeks staff will focus on preparing for the visit. Throughout the organisation,
the inspection is being viewed as an opportunity to discuss our strengths and
achievements but also to demonstrate how we identify and turn around areas of weaker
practice.

4.

POSTGRADUATE MEDICINE AND GMC VISIT

I am delighted to inform the Board that following the visit of the School of Postgraduate
Medicine and the General Medical Council on Tuesday 17th November 2015 the Trust
was delighted to receive such positive feedback on the changes implemented over the
past 18 months. Both HEEoE and the GMC were impressed with the turnaround
1
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achieved and the positive feedback they had heard from our trainees. They highlighted
some exemplary practices and have encouraged us to share these more widely across
the East of England.
There are two areas that we need to continue to work on a solution; the first is an
immediate action to ensure trainees are compliant with IG standards and the second is
the need to improve the patient tracking system as a matter of urgency. It was
recognised that interim measures have been put in place for the tracking of patients but
it was felt these were not sustainable. A progress update is required by February 2016.

5.

AGENCY CAP

Monitor and the TDA propose to introduce agency caps on the total amount Trusts can
pay per hour for an agency worker as part of a consultation which closed on Friday 13
November.
The proposed hourly price caps would apply to:



all staff groups employed by NHS trusts and NHS Foundation Trusts: nursing,
medical, all other clinical and other non-clinical staff
all agency staff and bank staff

The objective is to bring agency workers’ pay into line with substantive workers’ pay by
1 April 2016. The price caps proposed will be reduced in 3 stages on:




23 November 2015
1 February 2015
1 April 2016

The introduction of these caps are potentially very advantageous for the Trust.
To ensure consistency of application, the Director of HR is pro-actively working in
partnership with the other Trusts across Beds and Herts. This includes participation in a
mini-tendering process to secure competitive agency rates and there is also work
underway to agree a set of rates and principles regarding escalation and authorisation
of bookings outside of the Framework / or exceeding the cap.
The mini tender was launched on Monday 16th November 2015 with a closing date of
Friday 20th November 2015, which will be followed by a short period of evaluating
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6.

PROPOSED INDUSTRIAL ACTION FOR JUNIOR DOCTORS

The British Medical Association (BMA) intends to hold a ballot for Industrial Action.
Ballot papers were sent to members on Thursday 5th November 2015. The ballot is in
relation to the trade dispute in respect of the proposed terms and conditions of
employment for junior doctors.
The voting in relation to this ballot closes at 5pm on Wednesday 18th November.
The Trade Union must give the Trust at least 7 days’ notice of any action to be taken.
The Trust continues to have an open dialogue with the BMA and is committed to
working with them in order to ensure that any action taken has minimal or no impact on
patient care and service delivery.
Whilst at this stage the outcome of the ballot is unknown, there appears to be an
appetite from the Trade Union and its members to undertake some form of industrial
action in relation to this dispute. Dates for action have been announced and will be as
follows: Tuesday 1st December 2015 (8am to 8am 2nd December) – emergency care
only; Tuesday 8th December and Wednesday 16th December (8am to 5pm) – full walk
out.
Should the BMA members vote in favour of industrial action, then the Trust will look to
agree with the BMA a number of exemption areas within the Trust e.g. A&E.
A working group has been set up to plan for any industrial action and to ensure that
there is minimal disruption caused.
Further updates will be circulated to all relevant staff and stakeholders once the results
of the ballot are understood.

7.

COMMUNITY AWARDS

I am delighted to inform the Board that the following awards have recently been made to
our valued colleagues as part of the Luton & Bedfordshire Community Awards 2015:
Pam Brown
Cliff Bygrave

Exceptional Achievement Award
Lifetime Achievement Award

3
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8.

UCLP TOP TEACHER AWARDS 2014-2015

Following student nominations at UCL, I am pleased to advise the Board that the
following consultants have been singled out for praise by the students and awarded Top
Teacher certificates:
Dr Ritwik Banerjee, Consultant Physician & Endocrinologist
Dr Michael Eisenhut, Consultant Paediatrician
Dr Trevor Hedges, Consultant in Acute Paediatrics
Dr Parthipan Pillai, Consultant in Respiratory Medicine
In addition, Ms Su Gill has received a certificate as a Top Administrator.

4
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Good, Better,
Best 2015
November 2015

Welcome

In June, we held ‘Good, Better, Best’, an event which allowed all of
us to focus on how we could further improve the quality of care
that we provide for our patients. The event was a great success and
I wanted to give you a flavour of the work that has been going on
as a result of the feedback that came out of those sessions and to thank
you again for taking part. There were many great ideas and suggestions,
some of which have already been actioned, some of which are longer
term projects. We are now looking to see what has been happening in
each department since the event, to see how your ideas are being
implemented – in this edition we are looking at Women & Children’s.
Pauline Philip, Chief Executive

Women & Children’s
Maternity
Safer:
You said:
We did:

You said:
We did:

Increase staffing levels in maternity.
Consultant midwife joined the Trust in October 2015. ncreased midwifery staffing levels by 6 wte and one mental health		
midwife. Birthrate plus assessment completed. Safety briefings implemented. Rolling recruitment plan for midwives in 		
place.
Consultant hot weeks
Discussed at Consultant meetings about options of robust cover and hot weeks; general consensus not for hot weeks but 		
other options and from January 2016 two Consultants will cover weekends.

Effective:
You said:
We did:

Enhanced recovery and midwifery led discharges.
This has been implemented for elective caesarean sections and instrumental deliveries.

You said:
We did:

Improve listening.
Maternity Service liaison committee established. Inaugural meeting in June 2015. Staff listening events with management 		
team launched in Oct 2015.

Caring:
You said:
We did:

Space for private/sensitive conversation.
This has been fed into rebuild plans.

You said:
We did:

Develop empathy and listening skills among the workforce.
Developmental workshops commenced in October 2015. Human factors training ongoing.

You said:
We did:

Back to basics.
Basic skill training at study days included.

You said:
We did:

Value for staff.
Raffle held to support two staff members attending Royal College of Midwives conference. Staff Peer recognition to be 		
introduced.

Responsive:
You said:
We did:

Faster discharge of patients from the wards.
Three meetings/discussions with doctors about more robust discharges and ward rounds. Enhanced recovery will
facilitate this further.

Well Led:
You said:
We did:

Improve situational awareness.
Human factors study days Improved handover and safety briefs

You said:
We did:

Flexible & fair rostering.
Health rostering implemented – more transparency.

You said:
We did:

Improved discharge planning:
Process reviewed and revised community discharge pathway implemented.

6CEOReportappendix.pdf

Page1of8
OverallPage16of120

You said:
We did:

Work more closely with GPs:
GP event in November with consultants and more engagement meetings are being planned. Midwifery hub at Leighton
Buzzard: Community midwives now working from the hub.

Gynaecology
Safer

You said:
We did:

Improve flow of Gynae patients from ED.
Gynae assessment bay plans made and submitted to estates. Gynae pathways, Hyperemesis pathways written and
being reviewed. Weekend EPC: this has improved the journey.

Effective:
You said:
We did:

Enable nurses to be able to work within gynaecology.
Nursing staff review completed and business plans for next year submitted.

Responsive:
You said:
We did:

Evening clinics for colposcopy.
Last patient survey was not conclusive. New patient survey launched in Nov 2015 to evaluate if this will be well received
by patients in the catchment area.

Well Led:
You said:
We did:

Try to cover staffing shortfalls.
More one-to one ward meetings and extra supernumerary junior doctor employed to cover sickness.

Neonatal Intensive Care Unit
Safer

You said:
We did:

Better education and training.
Continued focus on education and supporting staff in their training.

Effective:
You said:
We did:

Better communication.
Improve IT provision, two way communication to improve morale and effective management of the service

Caring

You said:
We did:

Listen to parents and involve them on the ward round.
Improved parental space on NICO and put in bid for BLISS support to provide parents with a sitting room in NICU.

Responsive
You said:
We did:

Improve engagement with, and support of, families.
Improve use of BLISS, friends and family feedback system by December 2015. Installed Parent suggestion box in parents’
kitchen and the new bungalow parents accommodation. Plan to create a parent support group with coffee afternoons
on a Wednesday, by mid December.

Well Led
You said:
We did:

Improve knowledge/engagement of trust structure and managers.
Made poster of corporate structure available for staff.

Paediatrics
Safer

You said:
We did:

Improve communication – SBAR, safety briefing, huddles.
SAFE project – further embedding into daily practice with a view to more than 95% compliance with processes by
March 2016.

Effective:
You said:
We did:

Improve skill mix.
HCAs for phlebotomy, out-patient weighing and measuring to be introduced by March 2016.

Caring

You said:
We did:

Spend more quality time with patients/families, to be able to listen to their concerns and provide support.
Senior ward nurse being supernumerary – to facilitate more time to be spent with patients.

Responsive
You said:
We did:

Listen to parents/carers – they know their child best.
‘My daily plan’ to facilitate better communication.

You said:
We did:

Better mental health services for young people.
Explore provision by new provider by December 2015.

Well Led
You said:
We did:

Streamline services to maximum use of services, reduce repetition, improve patient journey.
Improve outpatients with same day tests, one stop clinic by March 2015 and co-locate ED-PAU during 2016/17.
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Good, Better,
Best 2015
November 2015

Welcome

In June, we held ‘Good, Better, Best’, an event which allowed all of
us to focus on how we could further improve the quality of care
that we provide for our patients. The event was a great success and
I wanted to give you a flavour of the work that has been going on
as a result of the feedback that came out of those sessions and to thank
you again for taking part. There were many great ideas and suggestions,
some of which have already been actioned, some of which are longer
term projects. We are now looking to see what has been happening in
each department since the event, to see how your ideas are being
implemented – in this edition we are looking at Surgery.
Pauline Philip, Chief Executive

Surgery
Ophthalmology
You said:
We did:

We need to reduce the DNA rate in the eye theatre
Piloting ways to contact patients before they attend for surgery to ensure that they are still expecting to come and are not 		
feeling unwell. Introducing additional eye pre-assessment clinics to ensure that we have a pool of patients ready to come 		
for surgery if a slot does become vacant.

You said:
We did:

We need to minimise the rescheduling of patient’s outpatient appointments
Looking to introduce partial booking, which means that the final date and time of an appointment isn’t confirmed until
6 weeks before the appointment, at which time we are sure the clinic won’t be cancelled for annual leave or other
reasons. We have appointed a lead for outpatient clinics within the ophthalmology admin team, to centralise leave
bookings and oversee the effective running of clinics.

You said:
We did:

We need to ensure we are managing complex patient pathways with time critical treatments robustly
Our new AMD co-ordinator is well established in her role and is working with a link secretary to ensure resilience and
cross cover. We have a clear process for handling appointments for patients receiving Intravitreal Therapy and have a 		
robust system to ensure that patients are being seen by the target appointment date.

General Surgery
You said:
We did:

We should not employ expensive agency staff instead of using our own staff
The theatres team has worked really hard to recruit additional staff and made really good progress, with the lowest
number of vacancies now for several years

You said:
We did:

We need to improve the way we manage the emergency surgery pathway
3 new consultant posts were approved and final planning for implementation of the new emergency model with clinical 		
teams is in place to support the development of better inpatient cover. The new Urology model of protected hot ward 		
cover every morning was introduced in Sept 2015.

Trauma and Orthopaedics
You said:
We did:

We need to improve waiting times for our outpatients and stop rescheduling.
We have introduced partial booking of outpatient follow-up appointments to avoid the need to reschedule long term
follow ups. By reducing DNAs in clinic, we have more capacity to see patients who need appointments, which will reduce 		
the time that patients wait to be seen by the specialist. As part of the £1.6m investment in the new Orthopaedic Centre, 		
we will be providing new clinic facilities and a much more comfortable patient environment, which will hugely improve
the patient and staff experience.

You said:
We did:

We should decrease the use of locum staff
We have worked hard to streamline the recruitment process for medical staff vacancies, and have tried to advertise a
variety of roles to attract the best possible range of candidates. A fortnightly meeting is held jointly with medical
workforce to ensure that we predicting any gaps and advertising promptly

You said:
We did:

We need to ensure that our patients receive prompt investigation in outpatients
The imaging team has extended the times and numbers of appointments available. We now have a routine wait for MRI 		
of 6 weeks, 5 weeks for ultrasound and 3 weeks for CT. As part of the relocation to the new Orthopaedic Centre, we
are taking the opportunity to improve pathways and identify where patients can be referred for imaging before attending 		
their outpatient to reduce the time taken to reach a diagnosis.

6CEOReportappendix.pdf

Page3of8
OverallPage18of120

ENT, Head and Neck and Audiology
You said:
We did:

We should improve the way that we manage our outpatient clinics
An observational study of the clinics was carried out and work has now started audiologists and members of the ENT
clinical team to change the way we book patients and structure clinics to ensure that the flow through clinic is smooth

You said:
We did:

We need to ensure that gold star reports are robustly communicated
The imaging team have worked with cancer services to establish a robust process for gold star report escalation.

You said:
We did:

We need new equipment to run effective services
Despite the very constrained capital budget, we have been able to support the replacement of the remaining auricles in
Audiology and purchased three naso-endoscopes for use on the ward.

OMFS and orthodontics
You said:
We did:

We need to increase the number of staff to ensure that we can meet demands for our service
An additional consultant post has been approved and a locum appointed. More clinical sessions have been put into
medical timetables to ensure that we have enough routine capacity.

You said:
We did:

There should be reception cover over lunchtime
The outpatient team is currently working to implement a different working structure to support three session days and
ensure overlap and cross-cover at break times.

You said:
We did:

We need support to deliver important service developments such as restorative dentistry
The division is completing work on a business case to provide this service for Herts and Beds.

Cancer Services
You said:
We did:

We need to do more to educate staff in acute oncology and End of Life care
We have appointed an End of Life nurse which will enable us to increase the ward based education and training. The
established programme of AOS and EOL training will continue to roll out across staff to raise awareness and skills.

You said:
We did:

We need less clinical paperwork facilitating more patient time
We have continued to develop admin roles to release CNS time and are looking to use new technology to best support
delivery of care, for example the CNS module on Infoflex.

You said:
We did:

We need to ensure that patients have the shortest possible waits for their clinic appointments
With Mount Vernon Cancer Network, we have resourced additional Oncologist sessions to increase clinic capacity.

Waiting List Office & Pre-op assessment team
You said:
We did:

We need to understand why theatre sessions overrun causing cancelled operations
A programme of root cause analysis has been established to review lists that don’t run according to expected times and
use the learning from these to inform service improvements.

You said:
We did:

Theatre lists should be allocated according to waiting list demand
The annualised theatres timetables for surgeons has enabled us to have more flexibility around which sessions run each
week and match this more closely to pressure on waiting lists.

You said:
We did:

We need to improve the pre-op assessment pathway so that we are assessing patients well in advance of their surgery
To help address shortfalls in staff we allocated a member of staff from the wards to support the team.
The pre-assessment team are reviewing their clinic structure and pathways to see if patients can be triaged into the most
appropriate level of pre-op intervention, to help ensure that there is sufficient capacity to meet demand.

Surgical wards and critical care
You said:
We did:

Using high numbers of agency staff and redeploying staff from base wards is demoralising for our teams
The Trust has worked hard to establish regular recruitment days, run a radio advertising campaign, and has completed a
number of successful recruitment events in Portugal, Northern Ireland and Scotland. We are now recruiting
internationally specifically for experienced nurses in shortage skill areas such as critical care.

You said:
We did:

We could increase incentives for bank staff to reduce agency spend
We have introduced the staff lottery for members of the team supporting us by participating in bank duties.

You said:
We did:

We need to do more to promote duty of candour
The hospital guidance on duty of candour has been published and includes advice and guidance for staff. Links have
been identified in clinical areas and we will continue to roll out training across all staff groups to ensure we are compliant.

Theatres
You said:
We did:

We need to improve the clinician engagement in the WHO surgical checklist
The checklist was comprehensively relaunched in September 2015 and this has been really successful in raising team
awareness and ownership of the surgical safety checks.

You said:
We did:

Patients are waiting too long to transfer to the wards from recovery, putting pressure on the theatres teams
The Trust is investing in new ward accommodation in the ground floor of St Mary’s. This to reduce the current level of
pressure on beds at our busiest times. By continuing to reduce length of stay through initiatives such as enhanced
recovery, we will be able to continue to improve flow though surgical beds.

You said:
We did:

Improving staff awareness of resource management and costs of consumables will encourage better use of equipment.
We have identified more than £100,000 of procurement savings again this year, through consolidation of suppliers and
better ordering. Theatres staff have been trained to analyse lists to improve efficiency and initiatives such as the use of
theatres assistants to prep patients in the anaesthetic room have helped to speed up the flow of patients.
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Good, Better,
Best 2015
November 2015

Welcome

Pauline Philip, Chief Executive

In June, we held ‘Good, Better, Best’, an event which allowed all of
us to focus on how we could further improve the quality of care
that we provide for our patients. The event was a great success and
I wanted to give you a flavour of the work that has been going on
as a result of the feedback that came out of those sessions and to thank
you again for taking part. There were many great ideas and suggestions,
some of which have already been actioned, some of which are longer
term projects. We are now looking to see what has been happening in
each department since the event, to see how your ideas are being
implemented – in this edition we are looking at Diagnostics, Therapeutics
and Outpatients.

Diagnostics, Therapeutics and Outpatients
Histopathology
You said:
We did:

Increase the number of cancer reporting templates used.
An additional template was set up in July and this piece of work is ongoing.

You said:
We did:

Issue electronic results directly after authorisation.
Our new Laboratory Information Management System (LIMS) will achieve this more effectively than the current IT system.
Procurement is in progress and implementation of this complex project will be completed in Q4 2016/17.

You said:
We did:

Ensure rolling replacement of critical equipment to ensure business continuity.
C1 forms completed. Equipment on order.

Breast screening
You said:
We did:
You said:
We did:

Repetitive strain injury is a risk for mammographers, which is why modern imaging equipment includes a
foot pedal. One machine had inadvertently been ordered without the foot pedal.
The foot pedal was purchased and is now in use.
A printed pack was prepared for all women attending for a normal breast screening appointment and if they DNA’d
the pack was discarded. A new pack would then be prepared for a second appointment and in turn discarded if the
patient DNA’d for a second time. This represents a considerable waste of resources.
Packs are now only being printed when the women actually attend the appointment – so a print on demand service.

You said:
We did:

Staff had raised concerns about the number of wasted appointment slots.
An appointment confirmation service via phone and text has been introduced for Luton patients which has now been 		
extended to Stevenage patients.
		
You said:
We did::

Lack of maintenance to ground works and roofline
Groundwork to clear the overgrown planting is complete. Quotes have been sourced by Estates to carry out remedial 		
work to the roofline. Three clinical rooms are to be decorated, and other repairs identified.

Blood Sciences (Haematology & Biochemistry)
You said:
We did:

Need to streamline workflows in the laboratory.
Sample Robotics solution has been installed and went live on 7 September.

You said:
We did:

Training is an on-going provision, need for evidence based training identified.
Evidence based training will begin once Q Pulse has been upgraded in October.

You said:
We did:

IT needs to be upgraded.
The IT replacement project is going at pace, with analyser procurement underway.

Microbiology
We did:
More than two thirds of computers have now been upgraded from Windows2000 pcs to Windows7.
We did:

To increase the range of molecular tests, we have added Hepatitis B viral load to our repertoire.

We did:

Evaluating Biomerieux’s CSF film array system.

We did:

We have rolled out POCT (Point of Care Testing) and testing for RSV (Respiratory Syncitial Virus) on to the 			
paediatric wards.
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Phlebotomy and Anticoagulation
We did:

To help spread the phlebotomy workload throughout the week, and improve waiting times for phlebotomy,
a Saturday Phlebotomy GP Out patients service is being launched in November 2015.

We did:

To improve the waiting times for Paediatric Phlebotomy out patients clinics by providing more Phlebotomy time
– work is underway to achieve this.

We did:

To increase efficiency and keep costs down, we are using NHS supplies equipment where possible.

Clinic clerks/outpatients
You said:
We did:

We need to value staff more
We have launched a scheme to recognise the contribution staff make to the organisation, and to each other.
Staff nominate colleagues who they think have particularly contributed to giving patients a good experience, or who
have gone that extra mile to help a colleague. A certificate is awarded once a month.

You said:
We did:

Staff don’t know the results from Friends and Family survey
The feedback from friends and family is now being fed back to staff on a regular basis and is displayed on the staff
noticeboard in the clinic clerk’s office.

You said:
We did:

Difficulties communicating with patients with hearing impairments
We plan to have hearing loops available in all outpatient areas to ensure hearing impaired patients can use this facility.

You said:
We did:

No/ little communication to patients in Outpatient areas
The information for patients in the clinical areas has been reviewed so as to ensure consistency and the Trust’s Quality
and Safety Information Boards have been adapted for the outpatient area.

Inpatient therapies
You said:
We did:

Lack of space for treating patients and uncertainty over where we will be located in the future.
Worked closely with the Hospital Redevelopment team and investigated suitable in-patient clinical areas, and secured
a Therapy Hub for ongoing location of therapy activity. This has been a tremendous boost to staff morale.

You said:

We have increased caseload and activity over the last year with very complex and acutely unwell patients with no
increase in staffing levels.
A business case, audit and benchmarking of local trusts to support increased staffing with staffing levels already
improved in some areas.

We did:
You said:
We did:

We have 7 day services within some areas of the Trust but not others, leading to an inequitable service for our patients
Business case for safe staffing levels to provide a 7 day service across the Trust.

Outpatient therapies
We did:

We are working to provide therapists with improved working conditions in the community so that they have the
appropriate amount of space in which to treat patients effectively.

We did:

The improved working environment will allow for better mentoring and clinical discussion to support staff development,
as well as patient treatment.

We did:

The relocation of staff has meant that we have been able to look at the skill mix within each clinic and ensure that
there is Band 7 leadership and better supervision of Band 6 and 5 members of staff.

We did:

We have introduced extended hours of work for the benefit of patients but also giving therapists a better work life
balance, with several choosing to work a four day week.

Imaging
We did:

In order to assist with the improved patient flows in Imaging, we are reviewing pathways, booking systems
and processes.

We did:

At present, there is insufficient space within the department and patients sometimes have to wait in corridors.
We are reviewing how best to address this as part of the refurbishment of facilities within Imaging.

We did:

It is sometimes a challenge to get through to wards in order to arrange transporting patients to the Imaging
department. This is being reviewed with nursing colleagues.

Pharmacy
We did:

A business case has been submitted in order to achieve improved levels of medicines reconciliation for patients within the
medicines division.

We did:

Staff felt they should have more time on the wards so we are currently looking at the use of staffing and the skill mix
within pharmacy to release more staff time to ward-based activity, and this will be implemented in October.

We did:

As part of the above, we have looked to improve medicines management at ward level to ensure medicines move with
the patients and medicines no longer required are returned to stock.
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Good, Better,
Best 2015
November 2015

Welcome

In June, we held ‘Good, Better, Best’, an event which allowed all of
us to focus on how we could further improve the quality of care
that we provide for our patients. The event was a great success and
I wanted to give you a flavour of the work that has been going on
as a result of the feedback that came out of those sessions and to thank
you again for taking part. There were many great ideas and suggestions,
some of which have already been actioned, some of which are longer
term projects. We are now looking to see what has been happening in
each department since the event, to see how your ideas are being
implemented – in this edition we are looking at Medicine.
Pauline Philip, Chief Executive

Medicine
Cardiology
Domain:

Safe, Caring

We did:

Implemented an in-house percutaneous coronary intervention training programme for catheter laboratory nurses.

We did:

Reviewed nursing establishment for Cardiac Centre to reflect requirement for longer working day shift pattern to meet 		
service need and to avoid non-rostered late stays.

We did:

Commenced nursing rotation programme between Cath lab and CCU.

We did:

Daily matron quality rounds including Cath lab and the ward. This includes daily review of staffing and skill mix.
Staff moved around trust to support this.

Gastroenterology/Endoscopy
Domain:

Safer, responsive

We did:

Reviewed nursing establishment for endoscopy to reflect safe staffing levels and requirement for additional capacity
including a second Saturday list commencing November 2015.

We
did:
Implementation of daily safety meetings and monthly team meetings..
		
Domain:
Effective, well-led
We did::

Training gap analysis completed, external training opportunities identified, induction mentorship and preceptorship in 		
place.

We did:

Increased nursing staff on nights – currently recruiting.

Dermatology
Domain:

Effective

We did:

Review of clinic templates to avoid overbooking.

We did:

Development of administrative and secretarial role to include patient pathway monitoring and more effective use of
capacity.

Domain:

Responsive

We did:

Air conditioning in clinic room to improve patient and staff experience.

Neurology
We did:

Recruitment of additional MS CNS.

We did:

Working with Alturos in outpatient redesign to improve efficiency, patient and clinician experience including review of 		
Botox clinic pathway, room utilisation, clinic templates.

Respiratory
Domain:

Safer, Effective

We did:

Implementation of partial booking to reduce rescheduling, improve patient experience.

We did:

Working with Alturos in outpatient redesign to improve efficiency, patient and clinician experience including
development of clinic preparation SOP, diagnostic checklist, room utilisation.
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We did:

We did: Successful recruitment to Respiratory Physiology vacancy.

We did:

Increased nursing staff on nights on ward 12 – currently recruiting.

We did:

International recruitment to support ongoing vacancies.

We did:

Needs based care will provide better ward environments.

Genito-urinary medicine
Domain:

Effective, responsive, well-led

We did:

Devised a new service model as part of a successful tender process for a community hub and spoke Integrated Sexual
Health Service, demonstrating improved efficiencies through nurse led clinics, revised diagnostic requesting.

Diabetes and endocrinology
Domain:

Effective

We did:

Capital bid for DIAMOND upgrade successful. C1 form signed off. Training planned.

We did:

Telephone clinic activity now captured on IPM.

Transcription
Domain:

Effective, responsive, well-led

We did:

increased number of staff.

We did:

Allocation to specialities.

We did:

Collaborative working, initiative typing.

Rheumatology
Domain:

Safer, effective

We did:

Implementation of partial booking to reduce rescheduling, improve patient experience.

We did:

Successful business case for transformation of rheumatology services including recruitment of three additional
Consultants to support demand, ensure achieve Best Practice.

Limb fitting and orthotics
Domain:

Safer

We did:

Nurse to attend Diabetic Foot Care Clinic and shadow TVN team to improve knowledge and share good practice at
departmental/MDT meetings. Therapy staff to attend wound management training.

Domain:

Effective

We did:

Therapy staff planning to attend other centres to improve links and communication with referring hospitals.

Domain:

Well led

We did:

Implemented team and audit meetings. Human Factors training as a team planned.

Emergency Medicine
Domain:

Safer

You said:

Increased supervision of junior doctors

We did:

Daily teaching for junior doctors and daily consultant teaching shift.

You said:

Mechanisms for learning from incidents

We
did:
.
You said:

Clinical governance and assurance meeting structure reworked to support learning.

We did:

Over establishment of therapies staff.

Domain:

Effective

You said:

More point of care testing

We did:

Point of care business case approved to expand POCT across the Trust.

You said:

More 7 day services

We did:

7 day steering group established to address 7 day services across the Trust.

Domain:

More caring

You said:

More staff to release time to care

We did:

Business case in development to increase staffing in line with NICE guidance.

Domain:

Responsive

You said:

More needs based care

We did:

Needs based care project group redesigning Trust bed based.

Domain:

Well led

You said:

Improved IT systems

We did:

Trust-wide Lorenzo project to develop end-to-end IT system for the Trust.

More therapists
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Quality & Performance Report
November 2015

September / October 2015 data
Medical Directors
Chief Nurse
Managing Director
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Pressure
Pressure
Ulcers
Ulcers

Patient Safety Thermometer

Safety Thermometer

7.1QualityPerformanceRepor

Safe

Effective

Caring

Responsive

Harm Free Care (corporate objective 2 and quality priority 1)
The Trust continues to achieve a high percentage of harm free care (98.7% in
September and 98.5% in October).
Pressure Ulcers (corporate objective 2 and quality priority 1)
In September and October the incidence of category 2 pressure ulcers has been
consistent at 8, this is a reduction from the summer period. Approximately 75%
of pressure ulcers have been located on the sacrum and buttock areas with 20%
on the heel. A higher than normal incidence has been seen in surgery. All cases
were subject to Root Cause Analysis (RCA) with lessons learnt being shared
across teams.
Key learning outcomes identified:
•Reinforcing the importance of timely rounding.
•Improved communication regarding patients at high risk of pressure ulcers.
This is in relation to patients who have to undergo daily treatment at external
centres and can often spend a long time on a trolley.
Education remains key to the prevention of Pressure Ulcer avoidance. The 26th
November is National 'Pressure Ulcer Awareness day, when the Trust with the
support of the Tissue Viability Society, will be hosting a conference for both
hospital and community staff focussing on wound categorisation, heel damage
and dressings use. Competencies have also been included within all new
starters preceptor packs which covers skin inspection, categorisation, pressure
ulcer theory, documentation and equipment use. The competencies will be
monitored and assessed by the Practice Development Team.
Since May the Tissue Viability Service has reviewed all patients with category 2
and 3 hospital acquired pressure ulcers and category 3 and 4 community
acquired damage. The impact of their increased visibility and educational
support at ward level has played a key role in the reduction of the number of
avoidable ulcers reported by approximately 45%.
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Safety Thermometer

Safe

Effective

Caring

Responsive

Patient Falls (incidence):
September: There were 71 inpatient falls in September.
One patient sustained a fracture to his tibial plateau (shin). This was
investigated internally and it was agreed that it was not possible to
determine where the injury occurred as the patient was not witnessed to
fall. The patient had a history of previous falls and had not complied with
advice given whilst on the ward. The injury was reported to the HSE under
RIDDOR requirements.

Falls

October: There has been a 29% increase in patient falls this month with 92
falls reported. 2 medical wards accounted for 30% of the total.
3 patients had recurrent falls, one of whom declined assistive technology
support. None of these patients sustained harm from the falls. The Falls
Clinical Nurse Specialist has analysed the datix reports and themes were
identified as falls at night and use of commodes. The Clinical Nurse
Specialist is working with the Ward Manager and Divisional Matron on
improving practice. One patient sustained a fracture to his malleolus
(ankle). This has been reported to the HSE and is undergoing internal
investigation.
National Falls Audit
The RCP Inpatient Falls Audit report was released this month. The report
found that across England and Wales the mean rate of falls per 1000 bed
days was 6.63, the L&D rate was 5.49. Rates of falls resulting in moderate or
severe harm across England and Wales was 0.19, the L&D rate was 0.14.
Key recommendations from the report are currently being reviewed along
with the seven key indicators that were identified as areas indicative of good
practice. These will be used to plan actions for quality improvement in
falls risk reduction and patient safety.
Falls with Harm – Safety Thermometer data
In September there were 2 falls with low harm.
In October there were no harmful falls during the 72 hour collection period.
7.1QualityPerformanceRepor
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VTE

Catheter Acquired UTI

Safety Thermometer
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Safe

Effective

Caring

Responsive

Use of Urinary Catheters:
Prevalence
In September there was a 2% increase in the use of indwelling
catheters which reduced to target levels in October. During data
collection periods there was increased patient activity and acuity in
both medical and DME admissions. The main reasons for catheter
insertion was for accurate fluid balance management and to manage
urinary retention, these were deemed by the Continence Clinical Nurse
Specialist as appropriate.
The Continence Clinical Nurse Specialist continues to work with areas
of high usage to ensure that there is a robust system of reviewing the
need for the catheter on a daily basis.

Venous Thrombo – Embolism (VTE) Risk Assessment:
The VTE compliance with risk assessment target has remained above
95% for August and September. It continues to be challenging to
ensure the risk assessments are completed in a timely manner. Ward
compliance levels are being sent to the senior Divisional teams to
raise awareness and to support improvements. Weekly ward rounds
have been implemented across the Trust to raise awareness amongst
the clinical teams of the patients who have risk assessments
outstanding. This appears to be having a beneficial effect as the
compliance rate for September. It was above 96%.
The electronic Prescribing and Medicines Administration (ePMA)
system has been rolled out into all adult acute ward areas. The
current version of ePMA does not include a VTE module, an upgrade
that is taking place in the spring will include this functionality. In the
meantime the pharmacists are now actively supporting the timely
prescribing of prophylaxis where they identify that a new patient has
not been prescribed any.
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Never events , serious incidents and clinical incidents

Incidents

Safe

Serious Incident Investigations
The following incidents are being investigated:
September
1.A patient suffered a serious bleed and an admission to ITU following ENT
surgery.
2.A woman suffered a ruptured uterus whilst syntocinon was being used to
augment her labour having previously had a caesarean section.
3.An investigation into an unexpected death of an infant who had an
undiagnosed cardiac problem.
4.Investigation into a delay in diagnosis and referral for a patient with a
renal condition due to problems with the biochemistry analyser.
October
1.Investigation into a missed opportunity to treat a gynaecological cancer in
2011.
2.Unexpected death of a 10 month old infant.
Learning points from completed Serious Incident (SI) investigations have
been discussed at Divisional Governance meetings and then presented to
the Executive meeting or the Clinical Operational Board (COB).
Key learning points for the Trust from the SIs reported in October are:
Suicide attempt - patients who have been assessed as a risk of suicide to
have increased monitoring and supervision whilst in the Emergency
Department
Cardiac arrest - To review the overall management of patients in sickle cell
crisis to ensure they receive optimal levels of care. The learning to be
included for the management of the deteriorating patient work.
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Effective

Caring

Responsive

Clinical Incidents
The total number of clinical incidents reported in October
was 622 this is an increase from the 463 clinical incidents
reported in September. This fluctuation is within the
expected statistical norms.
The key themes from incidents in October were:
Medication Errors - There was a decrease of 22% from
September’s reported incidents. The Medication Safety
Review Group reviews medication errors and reports to the
Drugs and Therapeutics Committee with recommendations
to improve medication safety.
Staff shortages – There was an increase from September’s
reported incidents. This was predominantly due to the high
number of ‘specials’ required that were not filled.
Bed escalation (where escalation beds were used) – There
was a 52% decrease from September’s reported incidents.

Duty of Candour The categorisation of harm has been
updated on the Datix incident reporting system. The effect of
this on supporting our duty of candour process is under
review.
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Cleanliness and Hand Hygiene

MRSA and C.Difficile

Infection Control
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Safe

Effective

Caring

Responsive

C.Diff: The sixth case of C.diff (hospital acquired case) was
reported in October.
Norovirus: Currently cases of Norovirus remain low with one
small outbreak reported in September.

Pilot Programme for Electronic Hand Hygiene Monitoring - The
pilot programme of electronic hand hygiene on 4 clinical areas
has shown encouraging results; the ICT is confident that this way
of auditing hand hygiene provides the most accurate and
complete picture. The pilot has shown that where ward level
leadership is committed significant improvements can be made
to HH compliance.
Introduction of Sporicidal wipes – In order to remove possible
barriers to compliance with cleaning and disinfection of
commodes and beds, a planned change over to sporicidal wipes
is starting in DME. The wipes are effective, quick and easy to use
as they just need to be made wet to activate. The Infection
Control Nurses will monitor compliance and identify any training
issues before rolling it out in other areas.
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Mortality

Safe
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SHMI: SHMI for 12 months to March 2015 is 103.16, within expected range. However, following an increase in the Trust HSMR, a Mortality
Summit was held on the 8 October 2015. A representative from Dr Foster was present at the summit to inform the discussion. A number of
possible causes were discussed and a series of actions have been agreed. These are summarised in the Action Plan attachment within the
Executive Board Report. An analysis of the Dr Foster data identified a number of issues relating to coding and actions are being taken to address
these. A process has been put in place for the timely systematic review of all deaths and a review group has been set up to retrospectively review
two areas identified by Dr Foster as outliers within their specialty. The process will be monitored by the Mortality Board.

HSMR/SHMI

It should be noted that the HSMR upwards trend is not in line with the Trust’s other quality indicators which are showing positive trends: hospital
acquired infections, falls, pressure ulcers and the Cardiac Arrest Rate which has decreased by 20% over the last 12 months.

* HSMR now reflects the 56
diagnoses
**Blue indicates that mortality
is similar to others and not
statistically a negative or
positive outlier.

Fractured Neck of Femur (#NOF): A summary of the National Hip Fracture
Database Report for 2014-15 is included in the Executive Board Report. A very low
number of deaths have occurred in the hospital within 30 days of fractured neck of
femur (4 since April 2015). Despite this, HSMR is still creeping up, suggesting some
patients must be dying within 30 days of surgery but after discharge. These are
extremely unlikely to be related to hospital care issues, but are still statistically
counted against the hospital.
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Cardiac Arrest Rate
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Cardiac Arrest Rate

September/October: There continues to be a downward
trajectory in the number of cardiac arrests in the last 6
months. The average cardiac arrest rate in the last 6
months is 0.88 which compares to the cardiac arrest rate of
1.51 in the same period last year.

7.1QualityPerformanceRepor

The Resuscitation team, in conjunction with the relevant
clinical teams, continue to carry out RCAs of cardiac arrests.
The reviews have not highlighted any new themes of
concern. However, we continue to focus on improving our
management of the deteriorating patient pathway. Recent
action includes:
1.Ensuring that each patient has an appropriate monitoring
plan which takes into account the patient’s diagnosis and
current observations, and that this plan is adhered to. The
electronic observation system is used to provide feedback
to the wards on their compliance with this objective.
2.Ensuring that patients, especially those that are
deteriorating, have appropriate ceilings of care set. This
will include the provision of training for senior staff in
having difficult conversations around DNACPR. The
Resuscitation Committee continue to work with UCL
Hospital who are working with key clinicians in our Trust
and are planning to present at the Grand Round in January
which will focus on 'Education of DNACPR'.
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Friends and Family

Patient Experience

Safe

Effective

Caring

Responsive

Friends and family test (FFT) scores are published monthly by NHS England a month in arrears (quarterly for outpatients). The percentages shown
in the charts above relate to patients who would recommend the service to friends and family if they needed similar care or treatment.
Inpatient Friends and Family Score
Since April 2015 the percentage recommend scores for
inpatients has included Day Cases and Paediatric Wards.
The FFT recommend score for inpatients increased from
90% in August to 94% in September. This score was
slightly below the national average inpatient
recommend score of 96%.
The response rates for inpatients decreased slightly
from 21.3% in August to 20.1% in September. This is
below the national average response rate of 25.1%.

Outpatients Friends and Family
Score
Outpatient recommend scores are
now published monthly. The Trust
recommend score increased from
96% in August to 97% in September.
The national average recommend
score for Outpatients is 92%.

Maternity Friends and Family Score
Maternity Question 2 experience in Labour recommend score
increased to 100% in August and decreased slightly to 99% in
September. The score is above the national average recommend score
of 97% for Maternity. Response rates for Maternity decreased from
39% in June to 29% in July with a further decrease of 16.5% in August.
7.1QualityPerformanceRepor
In September there was an increase of response rate to 31.9%.

A&E Friends and Family Score
Since April 2015 the A&E FFT score has
included Paediatric Emergencies. The
A&E recommend scores increased slightly
from 89% in August to 90% in September;
however the score remains above the
national average which is 88%.
Response rates for A&E increased slightly
from 4% in August to 5.1% in September.
The national average for A&E response
rate is 14.1%.

Improving our response rates
To help improve our response rates across the Trust, weekly
updates are sent to wards and departments with their cumulative
responses to date. A presentation was made at the October
meeting to discuss implementing electronic feedback from wards.
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Patient Experience

Safe

Effective

Caring

Responsive

Complaints

Complaints Update
Performance in October has seen DTO and Support close 100%
of their complaints on time with Medicine closing 53% of
complaints in the same period within the 35 day standard.
Surgery and Women’s & Children’s Divisions continue to struggle
to make significant improvements and this has impacted on the
overall Trust compliance. The backlog has been reduced from 31
to 26, the majority being within Surgery and Women &
Children’s. The Complaints Board is due to meet on the 21st
November and has requested a detailed turnaround plan.
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As part of our Nursing and Midwifery Assurance Framework,
the monthly CQC assessments have continued. Throughout
September and October each week the matrons on their Back
to the Floor sessions have been looking at various CQC key
lines of enquiry:
1. Is it safe?
2. Is it effective?
3. Is it caring?
4. Is it responsive to peoples needs
5. Is it well led?
Safety – Matrons have focussed on: information governance;
the absconding patient processes; cleanliness and infection
control process; and medication security and safe
administration. Individual feedback has been given to the
wards, with on-going monitoring undertaken by divisional
matrons.
Themes for improvement:
•Staff knowledge of quality, safety and HR performance.
(Standard quality boards have been purchased)
Responsiveness – Documentation was reviewed.
Themes for improvement:
•Need to further standardise documentation.
•Ensuring completeness of all records.
•Ensuring information from ‘This is Me’ booklet is included in
the documentation (Care Plan).

7.1QualityPerformanceRepor

Risk Register

CQC Self Assessment

CQC

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

National Targets

Safe

The Trust has continued to perform well against the 4-hour ED target.
A&E attendances have reduced since their peak in mid July with a current 30 day rolling average of 236 (compared to a peak of 270) and
several days with below 200 attendances for the first time since February. The continuing high level of admissions and the enormous
challenge of medically fit patients remaining in hospital has resulted in the high level of escalation bed usage.

7.1QualityPerformanceRepor

Page12of18
12
OverallPage36of120

Safe

Effective

Caring

Responsive

Cancer

National Targets

The Trust met all cancer targets for quarter 1 although was not compliant in relation to 31 day or breast symptomatic for June. The
breast symptomatic performance issue continued into quarter 2 with difficulties in July and August, predominantly due to the closure
of the Milton Keynes service. The service has now re-opened and the Trust was able to return to compliance in September.
7.1QualityPerformanceRepor
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Cancer

National Targets

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

National Targets

Safe

The admitted backlog is now rising and stands at 253, partly due to the fact that the new 18 week guidance does not allow any provision to pause
or suspend an RTT waiting time clock under any circumstances. This has had the effect of increasing the number of patients considered as
backlog.
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Stroke

National Targets

The Trust and the CCG have established a Stroke Forum to improve overall performance and the first meeting has been held. A series of
actions are in hand, including validation of the data, appointment of two new consultants and exclusion of the stroke ward with the
intention of improved performance in Quarter 4.

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

National Targets

The Trust failed to meet the target in September with the majority (92) of breaches within the modality of MRI. The Trust brought a
mobile MRI on site in October to assist with dealing with the outpatient backlog.
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Monitor Dashboard

Monitor Compliance

Note: MRSA is below the de minimus level.
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Summary Performance
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Summary Financial Position
Story: Reported surplus £0.5m, non-recurrent £4.8m

• Trust planned surplus to M7 (£0.6m)
• Trust actual surplus to M7 (£0.5m)
• Clinical income behind plan (£2.3m)
• Part offset by unplanned income £0.2m
• Easter monies £0.2m
• Training Income £0.2m
• Research Income £0.2m
• Pay overspent (£3.8m)
• Nurses (£0.9m deteriorated £0.3m in M7)
• Doctor (£2.4m deteriorated £0.5m in M7)
• Non-Pay broadly breakeven
• Non-recurrent (balance sheet) £4.8m
• Non-operational – Depreciation behind plan

Underpinned by non-recurrent
items.
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Significant Commissioner
challenge identified, with no
provision to mitigate
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Medical Staffing

Story: Costs above budget and 14/15 spend
•Cost of medical staffing increasing
in ED, despite anticipated CIPs
phased in from Month 4
• Medical staffing above plan in
Medicine, CIP non-delivery from
Month 4 onwards, slight increase in
budget factored for Month 5
handover, actual costs considerably
higher
• Both NICU & T&O unable to
constrain costs within budget,
although T&O has latterly shown
improvement
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Nurse Agency Cap

Story: Trust in breach of the Monitor agency cap
• Monitor have set ceilings on nursing agency spend based on 2014/15
nursing agency spend rates
• Performance in 2014/15 puts the FT in band F, which is a ceiling of 8%
• Performance in M7 has breached the cap
• Monitor will take “appropriate and proportionate action in the case of noncompliance”
• Employing excessive agency has been deemed to be a patient safety /
regulatory risk

• Cap would have been achieved in Q2
• For Month 7 the effective cap on agency was £383k, which the
Trust breached by £273k
• For 2016/17 the cap reduced to £269k tapering to £134k in
2018/19
7.2FinanceReport.ppt
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Divisions’ Forecast Performance

Story: Delivery of Fast Track Action Plan vital to achieving
surplus position.

• The Month 6 forecast have been adjusted for the impact of the Fast Track Action Plan – Phase II
• Pro-rating of the current performance would leave Medicine (£2.2m) and Surgery (£0.7m) furthest
adrift plan, showing the Divisions that require the greatest step-change to their current performance
• Trading risk is now reflected in forecast
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Run Rate I&E vs Plan
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Cash Position

• Cash levels above Monitor plan
• Settlements from 14/15
received and hence reduction in
receivables (improving cash)
• Contract underperformance
may lead to credit note(s)
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Agenda Item: 7.3

Workforce
November 2015
(Reporting September/October 2015 Data)
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WORKFORCE BALANCED SCORECARD

Reporting Period: September / October 2015

RECRUITMENT COMMENTARY
Nursing Recruitment
•During October, 13 nursing students from Bedfordshire University students due to qualify in March 2016 were offered positions. Nursing representatives attended nursing
career fairs in Glasgow and Belfast and we are actively following up all registered interest. An open day was held on 24th October for band 5 nurses where 7 appointments
were made.
•The Trust attended the Bedfordshire University Careers Fair on 3rd November and went to Porto (Portugal) on the 3rd – 5th November where 15 candidates were
interviewed and offered jobs. . An international trip to India is planned for week commencing 14th November with four nursing representatives travelling to Mumbai to
undertake face to face interviews. The next cohort of 15 Portuguese nurses are due to commence with us on 13th November.
•In October a HCA recruitment campaign resulted in 15 appointments being made, 12 substantive and 3 bank.
Medical Recruitment
•During October 2 AACs were held (O&G and Neonates) with 4 posts offered in O&G. The Neonates post was not recruited to it is going back out to advert in December
2015 with the AAC planned for February 2016. In October new consultants started in Cellular Pathology, Paediatrics (Locum) and a specialty doctor in O&G commenced ,
along with 16 Junior Doctors – 9 in Surgery, 6 Medicine and 1 in O&G.
•6 Senior Medical and Dental staff are expected to commence with the Trust during November and December – 3 Consultants and 1 Locum Consultant in O&G, 1 Specialty
Doctor in Orthogeriatrics and 1 Specialty Doctor in O&G. 12 Junior Doctors are expected to commence in November and December – 9 in Medicine and 3 Surgery.
•4 AAC’s have been confirmed for November and December in the following specialties: Stroke, Neurology, Acute Medicine and Radiology (MSK).
Trust Representatives will be attending a medical recruitment event at Excel in London during November in an attempt to widen our target audience and ensure forward
7.3WorkforceReport.ppt
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planning
for any 2016 vacancies, thus cementing our contacts and presence as an employer of choice.
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STAFF IN POST WTE BY DIVISION

WTE COMMENTARY
This data is based on staff in post excluding bank and honorary staff.
§The Trust’s overall Staff in Post (SIP) by Whole Time Equivalent (WTE) has
increased by 163.2 since November 2014 an increase of 4.80%, which is a
result of services recruiting to their establishment to fill vacancies.
§The Corporate staff group is showing the highest increase, which is mainly
due to the recruitment of Portering, Domestic and Catering Staff. Over the past
12 months, we have recruited a total of 57 employees in the areas being
outsourced to Cofely on 7th November.
§There are currently 140 band 5 nursing / midwifery vacancies across the
Trust. With 97 band 5 nurses currently going through the recruitment process,
of which 27 nurses are expected to commence in November.
§ 24 band 5’s commenced in post during October.
§With continued ad-hoc recruitment, bi-monthly open days and European and
International campaigns taking place vacancies.
§ Currently there are 36 vacancies for band 2 Healthcare Assistants and 43
going through the recruitment process. 18 HCA’s commenced in post during
October and 16 are due to start in November.

Medical Staffing
§Medical Workforce have over-established Junior Doctor posts in Medicine and
Emergency Medicine (to avoid costly locums) in agreement with Finance and
the Division.
§Locum spend is reducing as the overseas recruitment in respiratory and
emergency medicine starts to commence. (these have been hotspots for
recruitment)

§We are currently running HCA monthly recruitment campaigns along with
targeted campaigns for specific areas and it is anticipated that vacancies for
Healthcare Assistants will continue to decline.
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TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover is 14.95% for the year ending 31st October 2015 which is slightly higher
than the average East of England turnover rate of 13.73%
Significant progress has been made with the analysis of starter and leaver questionnaires. For the
months of August and September, there were 109 Starters and 105 Leavers (not including Junior
Doctors). Of these 44% of Starters and 36% of Leavers responded to the questionnaires.
Top three reasons why staff apply for a role at the Trust were: career progression - 52%, work/life
balance - 27% and career change -10%. 96% were happy with communication during the recruitment
process and 94% felt supported by line managers during their first few weeks at the Trust.
The top four reasons for leaving were: retirement – 25%, relocation – 19%, education/training –
14% and lack of progression – 11%. Responses to what was least liked about their roles included,
lack of staff, workload, pressure/stress and lack of support from manager. Common themes on what
the Trust could do to retain staff were recruit more staff and for management to listen to staff more.
This information will be presented at divisional board meetings in order to address these reasons and
will also link with the national staff survey results.
On a positive note 70% indicated that they would consider returning to the Trust.
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* Turnover figures above do not include Junior Doctors

SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
Monthly figures for September 2015 (3.51%) show an increase compared to August 2015 (3.32%). The Trust’s overall average for the previous 12 months ending 31st
September 2015 is 3.21%. This is higher than for the same period last year (3.09%) but remains well below the Trust target of 3.32%.
Sickness Absence Management project continues to be a successful initiative where significant gains have been made against a backdrop of an increase in Trust
headcount of around 500 since the project commenced. A steady state absence rate is being maintained that compares extremely favourably with the rest of NHS
England and in particular Acute Trusts.
Revised metrics are being put in place to continue the progress that has been made which will have a positive impact on absence levels with earlier intervention to
address absence and provide support to staff.
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TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY
Induction
Despite very large numbers of attendees, heavily weighted towards clinical staff, all 87 attendees completed the full programme of sessions relevant to their job role.
Attendees included 24 HCA’s, 25 nurses and 38 clinical staff.
Statutory Training
The end of October position for statutory training again saw minor fluctuations in individual topic compliances.
Bookings for all classroom based statutory training sessions for 2016 are now being taken, with managers being asked to ensure staff members with lapsed
compliances are booked onto the earliest dates available.
Appraisals
The Trust-wide compliance figure shows an increase of 1% month, with all divisions either holding steady or increasing compliance by 1-2%. Managers for twelve
areas with particularly large decreases in compliance were contacted in October to request action plans for improvement. Of these areas, six have improved their
compliance this month by more than 15%, three have shown small increases, but have plans in place to address the situation further throughout November. The
remaining three areas (General Management, Ward 16 and Delivery Suite) have shown no change or continued decreases in compliance.
Despite very high levels of activity across the Trust, there are some areas managing to retain high compliance levels. These include Gynaecology (98%), Cancer
Services (93%), Critical Care (83%), Imaging (85%) and Theatres (91%).
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PURPOSE OF THE PAPER/REPORT

To update the Board on items discussed / presented / approved by the Executive
Board in readiness for Board awareness or approval.
SUMMARY/CURRENT ISSUES AND ACTION

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Infection Control Report
Deanery Issues
Serious Incident Review
HSMR and Mortality Analysis August 2014 – July 2015
High Dependency Unit Update
Complaints
Integrated Care
Nursing & Midwifery Staffing
Research & Development Annual Academic Report
Information Governance Quarterly Report
National Hip Fracture Database Report
Patient Safety Alert – Naloxone
Management of CQUIN
Compliance Issues
Re-Engineering Programme
Estates & Facilities Update
Communications & Fundraising Update
Policies & Procedures Update
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- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
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- to note
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- to note
- to note
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ACTION REQUIRED

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


INFECTION CONTROL REPORT
Clostridium Difficile
So far this year, six cases of hospital acquired Clostridium difficile infection have
been reported (April to date). The Infection control team has introduced many
measures to monitor the appropriate testing and management of patients with
Clostridium difficile infection. It is likely that the ceiling of six cases set for this year
will be breached.
7
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Viral Haemorrhagic Fever (Ebola)
As the current Ebola outbreak in West Africa is brought under control the threat of
imported infections is decreasing. It is however important to maintain vigilance
regarding the threat of VHF. There are other possible viruses that can cause
sporadic infections (VHF) in endemic areas of the world. A travel history is
therefore essential in the management of febrile patients.
The Trust will continue to provide training for front line staff to manage suspect
cases safely. Mask face fit testing is continuing to be offered to staff and the
Infection Control team will review and update guidance as necessary.
Recent information about the persistence and occasional relapse of the Ebola
virus in survivors of this infection has also caused alarm in the medical fraternity.
Guidance on management of survivors of Ebola fever is undergoing review in light
of new information.



Isolation of Patients with Multi-drug Resistant Organisms
In recent years there has been a significant increase in the numbers of patient
admitted to the hospital with infection or colonisation with multi-drug resistant
organisms. In the past MRSA colonised patients used to be the predominant
group of patient requiring isolation. In recent years, multi-drug resistant gram
negative bacteria (E.coli, Klebsiella etc.) have added considerably to the burden.
The isolation capacity is therefore sometimes challenged. The ICT monitors the
isolation requirement daily and helps bed management in prioritising patients for
isolation rooms (see below). It is anticipated that the immediate development of
new ward areas will result in some increase in our ability to isolate / cohort nurse
patients.
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Respiratory Syncytial Virus (RSV)
The RSV season has begun and the numbers of children with RSV being seen in
paediatrics is going up. The Trust offers point of care testing (POCT) which allows
the rapid identification of patients and those requiring admission to be segregated
from other in-patients.



Influenza
The numbers of seasonal influenza cases reported locally and regionally remain
low. Occupational Health department is offering free immunisation for all staff. The
uptake for front line staff is low, however, the Trust has robust measures in place
to increase numbers. Staff in all specialities are being encouraged to take up the
offer of vaccination. Vaccinations protect the individual and prevent them from
being a source of infection to patients and other colleagues.



Norovirus
Currently cases of Norovirus remain low in the Trust in recent months.

2.

DEANERY ISSUES

Medicine
The most recent Action Plan update was submitted to the Deanery on the 31st of
October demonstrating good progress against the requirements and
recommendations. The Trust will host a joint visit of the Eastern Deanery and the
GMC on the 17th November 2015 where further assessment of our progress will take
place. The Trust will receive verbal feedback at the end of the day followed by a
formal written response.
8ExecutiveBoardReportNovem
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Obstetrics & Gynecology
The Obstetrics & Gynaecology Transformation team submitted a progress report to
the Deanery on the 31st October 2015 and we await formal feedback. Good progress
has been made and the senior leadership continue to work with the medical and
nursing teams to embed the changes. A further visit from Deanery to assess
progress within Obstetrics and Gynaecology is expected early in the new year.

3.

SERIOUS INCIDENT REVIEW

A review of all Serious Incidents for the year 2014-15 was undertaken, the key focus
was to scrutinise all actions and the subsequent learning. Falls and pressure ulcers
formed a large number of these incidents and following a thorough review of the
evidence by a team of nurses, it was evident that improvement to practice had been
achieved.
The sections of the report on falls and pressure ulcers is attached as Appendix 1,
the full report will be distributed to all staff during the Xmas Staff Ownership week.

4.

HSMR and MORTAILITY ANALYSIS AUG 2014 – JULY 2015

SHMI for 12 months to March 2015 is 103.16, within expected range. HSMR for 12
months to August 2015 is 110.08 significantly higher than expected. Importantly, this
trend is not in line with the Trust’s other quality indicators which are showing positive
trends: hospital acquired infections, falls, pressure ulcers, and harm free care. Our
Cardiac Arrest rate has shown a decrease of 20% over the past 12 months.
The Trust Mortality Board raised concerns regarding the deterioration in HSMR, and
as a consequence a Mortality Summit was held on 8th October 2015. Chaired by a
Medical Director, this was attended by all senior stakeholders, and considered more
detailed statistical analysis. The working hypothesis, agreed by the Mortality Board,
is that there may be clinical issues, as well as coding issues, within the identified
diagnoses driving the increase in mortality. On that basis the Mortality Board has
extended current mortality reviews into all areas of concern, and the Chief Medical
Advisor has initiated a systematic review of in-hospital deaths for the past 6 months
using a validated Mortality Review Tool. There will also be a prospective review of all
deaths using this tool in future.
Importantly, the Dr Foster analysis presented to the Mortality Summit raised
documentation and recording issues, including the lack of a clear consistent trend in
our alerting symptom and diagnosis codes over the last 12 months, and the clear
drop in our coding of palliative care compared to the national rates. These issues
may have made a significant contribution to the increase in HSMR, and are covered
in the detailed report in Appendix 2.

5.

HIGH DEPENDENCY UNIT UPDATE
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A review is being initiated to ensure that we have optimal processes and systems in
place to support the prompt admission to the HDU unit of level 2 patients requiring
high dependency care, and to review how best to facilitate discharge of ward ready
patients. The Surgical Division have completed an analysis of the options for bed
configuration in the HDU and have identified that a '12 plus 1' model will optimise the
nursing ratios for patients, in turn mitigating the impact of the current vacancy factor
on the unit. A refresh of the admission pathway is being carried out to ensure that
there are no avoidable barriers to entry for patients who need HDU level care, and
that the medical model of care is optimised to best support this group of patients.

6.

COMPLAINTS

Performance in October has seen DTO close 100% of their complaints on time with
Medicine closing 53% of complaints in the same period within the 35 day standard.
Surgery and Women’s & Children continue to struggle to make significant
improvements and this has impacted on the overall Trust compliance. The backlog
has been reduced from 31 to 26. The Complaints Board is due to meet on the 21st
November and has requested a detailed turnaround plan.

7.

INTEGRATED CARE

The Trust continues to develop and drive forward its role in the implementation of an
integrated care model for elderly patients in Luton and South Bedfordshire that
focuses on delivering a more coordinated approach to care. The principal aims are to
prevent patients deteriorating to the point of needing acute hospital admission
through the involvement of secondary care early in the course of a patients’ illness
while still in the community with as much consultant-level input in the management of
a patient as needed to avert admission. Central to these aims is continuity of care,
with one consultant geriatrician aligned to each cluster of GP practices so that an
elderly patient is predominantly managed by a single consultant where possible.
Changes in working practice previously introduced and that have subsequently
progressed include:







The MDT coordinators have now been appointed for all the Luton clusters, and
most fully established for Cluster 1.
The aligned consultant carries a dedicated mobile phone and is available for
discussion and advice throughout the working day.
The “Hot Clinic”, offering same or next working day outpatient appointments, has
grown in activity with patients being directed there through GP referral or as early
follow up after expedited discharge.
Domiciliary visits, also offered for the same or next working day, are increasingly
popular, their usefulness being especially evident for patients in nursing or
residential homes. On a small number of occasions joint visits by the aligned
consultant and the GP have been conducted; this has been a useful process that
is expected to grow.
For the majority of the GP practices, attendance of the aligned consultant at their
monthly multidisciplinary meetings is now routine. These meetings, at which the
high risk patients are discussed, afford an important opportunity for GPs and other
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community-based healthcare staff to discuss patients with specific issues that
may benefit from consultant or secondary care input in the community.
The aligned consultant is notified of all elderly patients referred by Cluster 1 GPs
through the GP liaison service. There has been a notable reduction in referrals
coming through this pathway, likely consequent upon the availability of services
mentioned above.

Plans to go live with the other Clusters have been aligned with the Needs Based
Care work that is currently being developed within the Medical Division.

8.

NURSING & MIDWIFERY STAFFING

The reports for September and October are attached as Appendix 3 and Appendix
4 respectively.

9.

RESEARCH & DEVELOPMENT ANNUAL ACADEMIC REPORT

The Research & Development Department complies on behalf of the Trust an Annual
Academic Report. An Academic Report Proforma is sent via email to all researchers
who have received R & D approval to undertake research studies at the Trust plus
many other Trust Groups i.e. Divisional Director, Clinical Directors, Department
Heads, General Managers, Training and Development Department, etc. [full list
contained in the Academic Report]. The groupings are requested to complete in
respect of themselves and filter the details to their department members for
submission of either individual or Directorate reports. We are aware that the Report
is not complete in as much as it does not cover all the academic activity being
undertaken within the Trust. However, we are only able to record the responses we
receive upon completion and return of the Proforma.
The Annual Academic Report for 2014/15 is available on the Trust’s website, intranet
and via the R & D Department.

10.

INFORMATION GOVERNANCE QUARTERLY REPORT

The Information Governance Quarterly Report to the Board of Directors is attached
as Appendix 5.

11.

NATIONAL HIP FRACTURE DATABASE REPORT

NHFD Report Sept 2015
The National Hip Fracture Database produced its 6th annual report, looking at
patients admitted in 2014. Key highlights for the L&D are the continued improvement
in our length of stay and pressure damage, above average performance for Best
Practice tariff, and our very much improved mortality rate, which has now crossed the
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national average plot, indicating accelerated improvement compared to the continued
improvement in the national position.
Areas for improvement remain around timeliness of admission to a dedicated #NOF
bed, (difficult against a background of seemingly ever-increasing daily bed
pressures), and access to a laminar flow Trauma theatre, which will be addressed by
the delivery and commissioning of two additional laminar flow theatres in early 2016,
adjacent to theatres A-D, and a re-organisation of theatre allocations to better meet
clinical needs.
The full report can be accessed at
http://www.nhfd.co.uk/nhfd/nhfd2015reportPR1.pdf.

12.

PATIENT SAFETY ALERT - NALOXONE

Following an initial Warning Alert in November 2014 (Risk of distress and death from
inappropriate doses of naloxone in patients on long term opioid/opiate treatment), this
alert provides linked resources to support all providers to ensure that local protocols
and training related to the use of naloxone reflects best practice. We are charged
with :





bringing this alert to the attention of those with responsibility for local training,
procedures and protocols for naloxone use
using the resources to review, and if necessary update local training,
procedures and protocols for naloxone use
commence implementation, and audit compliance, considering all aspects
including teamwork, human factors and cultural
sharing locally developed resources and learning via the Medication Safety
Officers network, or by emailing England.medication-safety@nhs.net

This alert will be cascaded to all clinical staff via Janet Mason. Pharmacy will be
asked to review current policies relating to naloxone, and to update them in line with
current guidance. Once updated, staff will need to be notified of the changes, and an
audit of naloxone use against the new protocols will need to be arranged. All actions
to be completed by 26/4/2016 – to be monitored through Clinical Outcome Board.

13.

MANAGEMENT OF CQUIN

The Trust has submitted the Q2 return and received the CCGs initial response. This
requested further information in relation to the Sepsis and Dementia CQUIN. Despite
an ongoing dialogue with the CCG, the panel has now decided to declare the Trust to
be non- compliant with the Q1 milestone for reducing emergency admissions,
reducing mental health re-attendances and high resource patients. The Trust has
therefore written to the CCG setting out its intention to dispute the findings under the
conditions of the contract.
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14.

COMPLIANCE ISSUES

There are no compliance issues to report this month.

15.

RE-ENGINEERING PROGRAMME (REP)

Lorenzo Unified Electronic Patient Record
The Trust continues to explore the opportunity to invest in Lorenzo Regional Care, a
unified electronic patient record and administration system. The Trust has
successfully moved through the approval process gateways over the summer. The
Internal Business Case for deployment of Lorenzo is almost complete, and subject to
internal agreement, the bid for funding will shortly be submitted to NHS England. As
previously reported this funding is significant, and the Trust has decided that this will
form a critical element of our Re-Engineering Programme. There continues to be
considerable activity designing and evaluating the solution, and specifying any
change request required for implementation.
Outpatient Re-Engineering (OP REP)
The work within Outpatients continues. The roll-out of partial booking progresses
with a key decision around the investment required to create an organisational
structure to support implementation which is being considered by the Executive
alongside a plan to optimise and streamline the support Outpatients provides to
Divisions. The project to improve efficiency of patient and clinical flows within the
actual outpatient clinic session has begun implementing small scale changes within
Neurology, Respiratory and Trauma and Orthopaedics. The implementation of
changes is being trialled to assess impact, and optimise the clinic experience for
patients and clinicians, but also maximising flow and throughput

16.

ESTATES & FACILITIES UPDATE

Outsourcing Update
The Trust’s new partnership with an external facilities provider has commenced with
the formal contract being signed in November. The first point of note is the rebranding of the company and forms part of global re-branding strategy for all the
companies operated by the parent company. The emphasis has been very much on
business as normal with 235 staff transferring to the new service partner under a
TUPE agreement.
The new service commenced on 1st November 2015 with the introduction of the new
patient food catering solution. Deliveries from new food suppliers were received on
Friday ahead of the weekend in anticipation of the Sunday go live date with menus
updated to include a new range of food choices. Patients experienced the new hot
food offering on Sunday.
The new provider, and their meal supplier, had a large presence on site during the
first weekend to make sure all went smoothly. So far, the issues have been
relatively minor, and have been addressed as they came to light.
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The Chiltern Restaurant also underwent a small makeover at the same time, with the
reintroduction of a fresh salad bar, new tills and some signage. The main makeover
will come in early January, but subtle changes can be expected every week from now
on with greater food choices on offer and new pieces of catering equipment.
On Sunday 8th November 2015, the provider took over the management of domestics
and housekeepers.
The first full week of service will see the transferred staff receiving inductions into the
company and receiving refresher training.
In the build up to service transfer and post transfer, the Trust’s project team have
been meeting daily with the provider team to oversee service continuity is being
maintained and issues as they arise are quickly addressed.
In the coming weeks the Trust can expect to see new cleaning equipment arriving on
site and staff being changed to new uniforms.
Estates
The programme of works to improve the environment of the retained estate continues
on site in November with the replacement of floor coverings in a number of the main
corridors and lift lobbies. At the same time, the decoration programme will begin to
gather pace with lift lobbies, corridors and a number of wards all receiving attention.
Other works scheduled to take place will include: Further phases of new energy efficient lighting
 Replacement of damaged ceiling tiles
 New suspended ceiling in the upper corridors by COMET
Sterile Services
Orders have been placed for 2 new instrument washers as part of a programme of
investment for updating one of the key support services for the operating theatres.
The machines are highly specialised pieces of equipment made to order and
expected to be delivered in February 2016.

17.

COMMUNICATIONS & FUNDRAISING UPDATE

Team update
A new Fundraising Manager took up her role on 22 October. She has considerable
fundraising experience, although is new to NHS. She will be helping raise funds to
support current projects as well as site redevelopment projects.
Press and Media Interest
There were 21 media enquiries in September / October. The Communications
Department maintains a file on all media coverage.
Communications
Twitter - Our twitter account is now much more active, tweeting on average a couple
of times a day. Our number of followers is starting to increase (now at 810) as a
result of the increased activity. In the last month we have used Twitter to respond to
complaints, run all our proactive news stories, publicise events, join in with national
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campaigns (e.g. NHS England winter planning, Stoptober), work with our community
partners, and highlight our fundraising activities.
Internal communications – Work has begun on planning the Good, Better, Best
staff Christmas event. The feedback newsletters from each division from the summer
event will be published in early November. Weekly staff briefings are held on a
Thursday lunchtime and a summary briefing document is sent out to all staff after the
event.
Hospital redevelopment - Patient communication is being developed with the site
redevelopment team and the Orthopaedic Centre project team to prepare for the
move over to the Travelodge on 16 November. Open drop in sessions for staff are
held regularly and monthly Site Redevelopment Newsletters are distributed to all
staff.
Business development - Following a meeting with the Business Development team
we are awaiting details of their strategy so that we can align our community
engagement event planning and proactive media work.
Website  The website continues to undergo updates of information, including consultant
profiles and a page for site redevelopment.
 A dedicated FT membership button for the homepage is being developed.
Fundraising
Funds raised to date are £60,000 more than the same time last year. Upcoming
events include a Charity Quiz night on 19 November, Light up a Life Christmas Tree
light switch on 2 December and a Dance-a-thon on 22 November.
Donations for September 2015 totalled £25,020 and included:
 £5897 towards the NICU Appeal, a large percentage of this came from 2 different
charity golf days run by NICU parents.
 Just giving has brought in £7732, including gift aid.
 £4500 donated from a local organisation for the Dementia care projects
 £5000 toward prostate cancer probe from the Karen Keating Foundation
Donations for October 2015 totalled £ 14,553
 Over £5000 for the NICU appeal which included £1350 from a NICU
grandfather.
 £2500 donated to Urology from a patient.
 Over £1000 from cake sales, gruff sales and Supermarket collections.

18.

POLICIES & PROCEDURES UPDATE

The Policy Approval Group approved the following policies during October &
November:
M10
M7
P07
C25
M14
H08

Missing patients Policy
Medicines Management And Optimisation
Policy for Policies
Policy and Procedure for the Management of CAS Alerts
Parental leave policy (MAPPS)
Health Records (clinical records)
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S07
I03
M14
A11
M06
D09
I02
C20
D05
C07
L01
E04
A10

Safeguarding children policy
Infection Control Manual
Maternity, Adoption and Parental Leave Policy
Asbestos Policy
Medical Gas Pipeline
Decontamination Policy
Induction Policy
COSHH
Display screen equipment
Guidelines for the Communication of Significant News with Patients and their
Families
Guidelines for Support of Carers of Patients with a Learning Disability.
Equalities and Human Rights Policy
Appraisal policy – Senior Medical & Dental staff

The Policy Approval Group approved minor amendments to the following policies:
C18
C15
S15
R15
H02
M11

Consent Policy extended for 1 year whilst waiting for new Directives
Compliments, Concerns & Complaints Policy extend for 6 months to January
2016 whilst waiting for new Directives
Health Surveillance of Employees exposed to skin sensitisers policy
Radiation Safety Policy
Health and Safety Policy
Major Incident Policy
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Appendix 1

Review of Serious Incidents
April 14-March 15
Sheran Oke – Deputy Chief Nurse with information from Sandra
Cowley Falls CNS and Jacqui Warner Tissue Viability Nurse
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Falls with Harm
Between April 8th 2014 and February 2nd 2015, 13 Serious Incidents were reported as a
result of patient falls. Following RCA investigations, recommendations were made to
improve practice.
All incidents were investigated using Root Cause Analysis (RCA) which
highlighted the following actions to improve practice. These actions were reviewed
in October 2015 by the Falls CNS and by the Matrons auditing practices in their
areas as part of ‘Back to the Floor Friday. ‘
Since February 2nd 2015 there have been 4 reported Serious Incidents due to patient falls
Breakdown of incidents by ward
Ward 3 Ward 5 Ward
12
1
1
2
Identified Action
Compliance with policy
relating to use of
alarms and sensors

Ward
14
1



Implementation of
policy in relation to
bed rails
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Ward
16
4

Ward
18
1

Ward
21
1

Ward
23
1

CCU
1

Evidence as at October 2015
A new Inpatient Falls policy has been drafted which is
due for ratification in November 2015. The new policy
contains guidance on use of falls sensors alarms.
The policy will also contain the safe use of bedrails with
adult patients.
This will be completed by end of November 2015.
Quarterly audits will be undertaken by the Falls CNS and
Matrons to ensure compliance with policy.
A supportive rolling training programme is in place led
by the sensor suppliers (Turun UK), along with
classroom and ward based training from the Falls CNS.
This year 40 staff have attended classroom training
sessions, the Falls CNS has provided training at five
Ward staff meetings and Turun rep has carried out four
Trust visits for ward based intervention.
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Refresher training
where appropriate

Learning from
incidents to be shared

Lying and Standing
BPs—importance of
both when appropriate

Essential Care rounds
to reduce falls risk.
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There is a Falls Management update on the annual
statutory training programme attended by all Nurses
 Falls management forms part of Induction,
preceptorship and overseas nurses training programme
 “Falls Aware” training sessions for both qualified and
HCA staff is included in Trust Training and Development
programme
 The Falls CNS attends Ward “staff training days” and
also attends safety briefings and provide opportunistic
training on wards if training update is needed.
 A monthly e-mail to Falls Champions, highlighting
specific issues as needed also including “focus topic” to
share with ward staff. Falls Champions meetings are
held every 3 months.
 Training for junior doctors on post falls management has
been recommended to the Medical Education leads by
Dr Mylvaganam on behalf of the Trust Falls Steering
group – Date to commence to be confirmed
 Local level: Ward Managers and Matrons share reports
with ward staff and are discussed at team meetings
 Divisional level: Reports are presented by Ward
Sister/Matron at Divisional Governance meetings
 Corporate Level: Reports discussed at Clinical Assurance
meetings and Quality boards
 It is recognised that these should be routinely checked if
patients are assessed as high risk. This an element of
Falls Management plan. Compliance with this element
has improved on Ward 3 where it was identified as an
improvement action following a serious incident fall.
(demonstrated by local audit)
 The Falls CNS is to carry out a Trust baseline audit in
November 2015 and report findings to Ward Managers
and Divisional Matrons. If training needs identified this
will be addressed at ward level with support of Falls
CNS.
 The importance of essential care rounding in falls
prevention is highlighted at all Falls training activities.
The regular provision of essential care to patients
reduces restlessness and agitation. It will also reduce
potential for dehydration which can lead to
hypotension and increase falls risk.
 Collaborative working between Falls, Dementia,
Continence and TVN has ensured that this message is
reiterated at planned and opportunistic training
sessions
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Staffing Issues





Post falls policy to
include the need for
Prompt diagnostics



Falls risk
assessment to be
included in
handover





Falls risk
assessment to be
included in
rounding




Delayed discharges
to be minimised



Falls risk
assessment to be
documented
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An annual staffing review, led by the Chief Nurse is
undertaken and adjustments if required to
establishments are made accordingly.
All inpatient wards collect their required and actual
staffing needs per shift which is reported to the Board.
Up to three times daily meetings take place, led by the
Chief Nurse or her Deputy to review daily staffing
requirements. Staff are moved to maintain patient
safety across the site.
The post falls policy does indicate the requirement for a
prompt diagnosis and that the patient is reviewed
within 1 hour of a fall. This is reviewed as part of the
post falls review meeting with any incidences where this
does not occur are raised to the consultant and is
reported via the Falls Management Steering Group.
An audit of ward handovers at ‘Back To The Floor Friday’
(BTFF)F showed that the outcome falls risk assessment
was included in the shift handover with the nursing
team, using the information to ensure that the correct
preventative measures are in place.
In instances where the patient had just been admitted
to the ward the handover was used to remind staff of
the need for this to be completed during the shift.
Evidence that patients who were deemed at risk of falls
were discussed as part of the shift safety huddle.
See above.
An audit of BTFF demonstrated that patients were asked
at least every two hours as part of essential rounding,
whether they were comfortable. This interaction was
also found to be an opportunity to ensure that patients
who were at risk of falls were comfortable and the
chances of them walking unassisted were minimised.
Wards have a dedicated Discharge Officers whose focus
is to ensure that discharges occur in a timely, safe
manner. Delayed discharges are monitored
A BTFF audit across nine wards demonstrated that falls
audits were being undertaken as part of the admission
process and required care plans was in place.
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Hospital Acquired Pressure Ulcers Category 3
Between April 8th 2014 and March 2015, 12 Serious Incidents were reported as a result
of patients developing a pressure ulcer (Category 3) whilst in our care. Following RCA
investigations recommendations were made to improve practice.
All incidents were investigated using Root Cause Analysis (RCA) which
highlighted the following actions to improve practice, these actions were reviewed
in October 2015 by the Tissue Viability CNS and by the Matrons auditing practices
in their areas as part of ‘Back to the Floor Friday (BTFF). ‘
Since April 2015 there have been xx reported category 3 pressure ulcers which have
been reported as Serious Incidents
Breakdown of incidents by ward
Ward
Ward
Ward
Ward
10
11
12
10 &11
1
1
1
1

Identified Action
Regular teaching
sessions for nursing
staff

Renewed emphasis on
documentation

Greater dialogue
between wards and
tissue viability nurse



Ward
18
2

Winter
Ward
2

NICU
1

Evidence as at October 2015
Weekly statutory training includes a session on skin safety,
session also included in monthly Trust induction. HCA induction,
new starters and overseas induction, SSKIN monthly training day
and meeting for link nurses and interested others, bed side
training on ad hoc basis as required.
Revamp of adult pressure ulcer care plans completed and rolled
out through: stat training, New starters preceptorship 2.5 hour
training, dialogue with wards and matrons and SSKIN champions
and stop the pressure group.



New nursing care plan developed included updated section on
pressure ulcer risk assessment and pressure ulcer care planning.



Evaluation and pilot of new paediatric pressure ulcer risk
assessment and care plan underway prior to documentation
group approval Completion of the pilot 19th October,



Increased Tissue Viability establishment allowed for increased
visibility and extended working hours to provide support /
education for night shift.
Ward based training provided as required or when need
identified.
SSKIN champions’ network established to feedback important
messages, TVNs validate and provide bed side training on cat 2
and above pressure ulcers.
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Ward
16
2





Pressure ulcer
collaborative

Ward
15
1



Collaborative completed, wards continue to attend Stop the
pressure meeting
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Monitoring compliance
with SSkin bundle





Greater dialogue with
nutritional link nurses





Removal of dressing
on admission




Briefing of diagnostic
dept with regard
pressure area risk






Completion of SSKIN audit is completed weekly, where wards
have high incidence or as part of the collaborative.
SSKIN audit completed as part of CQC documentation review.
Agreement to roll out new SSkin compliance questions as part
of the Nursing Quality Performance audit performed monthly
(Meridan) aim for December 2015
TVN works with Nutrition CNS to ensure continuity in education
around nutrition related to pressure ulcers.
Nutrition nurses invited to participate and contribute to the
SSKin champion’s network.
Involvement from the dietetic dept. in the development of new
pressure ulcer policy
Robust link nurse support from ED and regular training in the
department delivered by the SSkin champion to ensure that all
dressings are removed on admission to enable a pressure ulcer
skin inspection to be performed.
Messages emphasised in all pressure ulcer training.
TVN has provided training to imaging team on pressure area risk
and preventive measures – e.g. mattresses and
movement/position changes.
For general imaging patients: patients are brought to the
department by porters. Ward staff advise whether bed or
wheelchair is most suitable. If on a bed/nimbus there are extra
plug sockets which have been installed to ensure inflation of
mattresses.
Interventional patients: visited by nursing staff before procedure
who undertake full assessment, Day case patients kept on hi
spec foam mattress trolleys for duration. Unless CT/Fluoroscopy
inpatients are kept on their bed. Imaging tables have foam pads
and gel pads are used for bony prominences. Moved on table as
late as possible and back onto beds ASAP.
.
Alternatives sought and trialled. New masks purchased. No new
Cat 3 PU for the last year due to CPAP mask.

NCPAP trial



ED use of repose



Further repose ordered. Matron Jagdeo currently evaluating the
process of ward retrieval following patient transfer. Aim for
decision end Nov

Briefing of agency
staff to report skin
breakdown



Included in the induction conversation when agency nurse
undertakes supernumerary Trust shifts and at ward level when
orientated to ward for the first time by the Nurse in Charge.
Evidenced by reviewing agency orientation sheets held on
wards.
Highlighted at daily safety huddles attended by all ward nurses
in duty
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Appendix 2

Luton & Dunstable University Hospital

Mortality
Analysis
latest (H)SMR data July 2015

Tim Prouse
Associate Director of Business Intelligence
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Summary Data

Latest value
Period covered

SHMI

(H)SMR

Crude Mortality
Rate*

103.2

SMR 112.90
HSMR 110.80
Aug 2014 – Jul 2015

123.3

Apr 2014 – Mar 2015

Nov 2014 - Oct 2015

*Deaths per 10,000 discharges and deaths

Coverage
Data in this report covers the period up to July 2015 for (H)SMRs and to March 2015 for SHMI. Data
for crude mortality rates are much more timely so the local data to October 2015 is available.
Three different methods of measuring mortality are looked at:
Crude mortality rates
Standardised Mortality Ratios (HSMR and SMR)
Summary Hospital-level Mortality Indicator (SHMI)
Summary Hospital-level Mortality Indicator (SHMI)
Definitions
SHMI was introduced in October 2011 as a result of the recommendations of the HSMR Steering
Group established by Sir Bruce Keogh following the Mid Staffordshire NHS Foundation Trust Inquiry
as an improved measure of mortality.
The report recognised that SHMI should not be used in isolation, but rather with “companion”
indicators and other supporting information. This is very much the approach taken in this report,
which examines all three common measures of mortality seeking to achieve a balanced view.
The SHMI shows the ratio of the observed number of deaths to the expected number of deaths for a
provider. The observed number of deaths is the total number of patient admissions to the hospital
which resulted in a death either in-hospital or within the 30 days following discharge from the hospital.
Its main difference from HSMRs is the inclusion of these deaths outside hospital.
It excludes still births and day cases, but is based on all diagnosis groups (rather than the 80% most
common ones used in HSMRs). It does not use procedures in its calculation and is not adjusted for
palliative care.
The expected number of deaths is calculated from a risk-adjusted model with a patient case-mix of
age, gender, admission method, year index, Charlson Comorbidity Index and diagnosis grouping.
Like HSMRs the diagnosis it uses is the primary diagnosis of the first episode, other than where this
diagnosis is a sign or symptom code, whereupon it takes the primary diagnosis of the second
consultant episode. This is irrespective of how many episodes there are in a spell (the spell being
from admission to discharge). The stated reason for using these early diagnoses is to classify deaths
“based on the condition the patient is admitted with”.
Latest Results
Although produced by HSCIC the SHMI is included in the data produced by Dr Foster. Their latest
SHMI data set is to September 2014, showing the SHMI value to have remained virtually unchanged
at about 102 since 2012. (Although the national average for SHMI is actually set at 1, for ease of
comparison this report has adopted the Dr Foster convention of the national average being 100, with
all values scaled accordingly. So a SHMI of 102 was originally displayed as 1.02)

8ExecutiveBoardReportNovem

Page20of46
OverallPage76of120

The HSCIC data is more current than that in Dr Foster and shows the SHMI to remain at 102 in
December 2014 and rise marginally to 103 in March 2015.
Analysis of SHMI by Quarter : Source HSCIC

Period
Financial Year 2010/11
July 2010 to June 2011
Oct 2010 to Sept 2011
Jan 2011 to Dec 2011
April 2011 to Mar 2012
July 2011 to June 2012
Oct 2011 to Sept 2012
Jan 2012 to Dec 2012
April 2012 to Mar 2013

Spells
55080
55697
55941
56799
57731
58922
60025
60639
60614

SHMI
109.71
109.20
107.69
108.32
105.28
102.47
102.78
103.35
102.12

July 2012 to June 2013
Oct 2012 to Sept 2013
Jan 2013 to Dec 2013
April 2013 to Mar 2014
July 2013 to June 2014
Oct 2013 to Sept 2014
Jan 2014 to Dec 2014
April 2014 to Mar 2015

60402
60609
61113
62009

102.80
102.12
100.46
102.14
63253
64009
64602
65348

102.43
102.15
102.10
103.16

HSCIC categorises Trusts into one of three bands:
Where the Trust’s SHMI is “higher than expected”
Where the Trust’s SHMI is “as expected”
Where the Trust’s SHMI is “lower than expected”.
For the latest SHMI data the Trust remains in the “as expected” band.
The impact of palliative care on SHMI will appear later in this report.
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Crude Mortality Rates
The crude mortality rate is simply the total number of deaths and stillbirths per 1000 (or 10,000 if
required) discharges, including deaths.
Crude death rates for the hospital are monitored on a monthly basis within a few days of the end of the
month.

On average there are approximately 100 inpatient deaths a month. The table below shows that for the
first 10 months of 2015 the crude death rate is marginally lower than for 2014 and has reduced by
30% since 2007.

Year

Deaths

2015
2014
2013
2012
2011
2010
2009
2008
2007

1,025
1,161
1,139
1,191
1,101
1,165
1,237
1,250
1,208

Crude death
rate
12.2
12.3
12.7
13.8
13.7
15.1
16.4
17.2
17.6

This average rate for the year masks an unusual pattern over the last 12 months, which is better
shown in the chart below which compares the number of deaths month by month in the last year with
the average deaths in each of those months for the previous 9 years.
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This shows that in each of the 6 months from December 2014 to May 2015 the latest number of
deaths actually exceeded the average figure. For January and April 2015 there were significantly
more deaths than average. January 2015 saw the second highest number of deaths for any month in
the last 10 years and April 2015 saw the highest deaths in April in the decade. Both were therefore
very unusual months. Given the 30% reduction over the decade the expected pattern would be for
the latest year’s months to be a little lower than the average, although with fluctuations, rather as seen
in the period from June – October.
Overall, the actual number of deaths in 2015 is likely to be slightly greater than in 2014 but as the total
admissions has also increased, the crude death rate will be close to or even lower than that for last
year.
Standardised Mortality Ratios (HSMR and SMR)
Most of the rest of this report explores mortality using SMRs.
Hospital Standardised Mortality Ratio (HSMR) is a measure specifically restricted to the top 56
diagnosis groups. These cover about 80% of hospital deaths but only about 35% of hospital
admissions.
Standardised Mortality Ratios (SMRs) which are used most in this report, cover all conditions and all
hospital inpatient deaths.
Both HSMR and SMR standardise to take account of a number of variables as detailed below.
They are calculations used to monitor death rates in a trust, with mathematical standardisation being
done to adjust for any differences in factors such as casemix, age, gender or social deprivation.
The ratio is of observed to expected deaths (multiplied conventionally by 100). Thus if mortality levels
are higher in the Trust than would be expected, the (H)SMR will be greater than 100. The value of 100
is not a mean average but rather an index indicating that the ‘observed’ numbers are equal to the
‘expected’ numbers (in the same way that the Retail Price Index works).
The (H)SMR is a method of comparing mortality levels in different years, or for different subpopulations in the same year.
Dr Foster and the Dr Foster Unit at Imperial College London now regularly recalculate the expected
values and the risk estimates. If this were not done the general improvement in mortality across the
country would mean that in any comparisons over time, the national value would itself fall well below
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100. Convention and practicality mean that the national figure is pegged at 100, but to do so requires
that the whole set of data is regularly rebased. At this point all historic data is refreshed.
In previous reports the Trust has focussed mainly on its (H)SMRs.
This emphasis is changed in this report in the light of the guidance that SHMI is the most helpful single
indicator and was introduced to improve upon the (H)SMR.
Hospital Standardised Mortality Ratios
The HSMR for the 12 months ending in July 2015 was 110.80. This was nearly 11% higher than the
national average and is statistically significantly high. The indicator is based on 1033 deaths and
28,763 admissions in the year. 1033 deaths represented 82% of all deaths,
whereas the 28,763 admissions made up just under 30% of all admissions in the year.
HSMR Trends by month
Month by month it is clear that the HSMR peaked in January 2015 and again in April 2015.
The latest available month, being July 2015, showed an HSMR of 90.

Month

Spells Actual
Deaths

ALL

28763

Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15

2175
2337
2384
2306
2648
2551
2315
2546
2377
2327
2473
2324

Expected
Deaths

1033 932.3457642
59
84
96
74
103
128
85
93
95
77
74
65

68.6185379
77.49113464
81.75676727
69.45033264
94.51399994
100.9056091
78.46685791
83.23314667
69.04386139
68.39103699
68.32432556
72.15013123

HSMR
110.80

85.98
108.40
117.42
106.55
108.98
126.85

108.33
111.73
137.59

112.59
108.31
90.09

Low

High

104.14 117.76
65.45
86.46
95.11
83.66
88.95
105.83
86.52
90.18
111.32
88.85
85.04
69.53

110.91
134.21
143.39
133.77
132.17
150.83
133.95
136.88
168.20
140.72
135.97
114.83

SMR Trends
The latest data for SMRs based on all deaths is for the period up to and including July 2015.
This indicator covers all 1262 deaths in the last 12 months and is drawn from 96,574 admissions.
The following table shows the SMR trends at Luton & Dunstable for the last 10 years.
These are based on all diagnoses and reflect the latest recalculations of SMRs. As a result mortality
rates for past years look worse than they did at the time because they are being compared not against
the national situation at the time but what the national death rates are now. The advantage of
showing the data in this way is that it is possible to measure real change in mortality rates
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Financial Spells Actual Expected SMR
Low
High
Year
Deaths Deaths
ALL
805937 12644
12166 103.93 102.13 105.76
2005/06
2006/07
2007/08
2008/09
2009/10
2010/11
2011/12
2012/13
2013/14
2014/15
2015/16
(4
months)

64552
60833
69036
73357
75708
78184
80271
85988
90076
94427
33505

1248
1068
1275
1311
1258
1249
1172
1260
1162
1242
399

93.87
1329
88.74 99.23
92.77
1151
87.29 98.51
1270 100.43 94.99 106.09
1285 102.00 96.55 107.67
1165 107.97 102.09 114.11
1127 110.80 104.73 117.11
1104 106.14 100.15 112.40
1171 107.64 101.77 113.75
1081 107.49 101.4 113.86
1143 108.68 102.72 114.89
339 117.72 106.45 129.86

Although the annual trend chart above is helpful in giving data for full financial years, the last few
months are only for part of a year. The trend chart following adjusts for this giving full
12-month periods (each ending in July) since 2005/06.
Full year trend August to July of each year

Trend
Aug-July

2005/06
2006/07
2007/08
2008/09
2009/10
2010/11
2011/12
2012/13
2013/14
2014/15

Spells Actual Expected SMR
Deaths Deaths
64712
61084
70868
74523
75819
78622
82662
87216
91938
96574

1229
1101
1266
1295
1259
1239
1168
1265
1170
1262

1306
1160
1258
1268
1151
1102
1129
1167
1098
1118

94.13
94.92
100.65
102.12
109.34
112.39
103.45
108.44
106.53
112.90

Low

High

88.94
89.4
95.18
96.64
103.39
106.21
97.60
102.55
100.51
106.76

99.55
100.7
106.35
107.84
115.55
118.82
109.55
115.59
112.81
119.31

With no distortion for seasonality or for part years, the very latest SMR is 112.90.
This is statistically higher than would be expected given the Trust’s age, sex, deprivation and casemix
factors and is almost 13% higher than the national average. As seen below the SMR has deteriorated
over time.
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Monthly Trends
The trend of the last 13 months from July 2014 to July 2015 is also revealing.
Three months show a statistically significantly high SMR. Two of the three are January and April 2015
which also had an unusually high number of total deaths.
(Note that because the SMR is a rate and is standardised such a correlation will not inevitably occur)

Month
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15

Spells Actual Expected SMR
Deaths Deaths
8255
7187
7838
8109
7612
8190
8237
7489
8407
7977
8306
8559
8663
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92
73
103
112
86
119
150
108
112
123
108
90
78

93
80
93
97
83
112
118
94
100
85
84
82
87

98.47
90.79
110.2
115.04
103.84
106.28

Low

79.38
71.16
89.94
94.72
83.05
88.04
127.09 107.57
114.89 94.24
111.49 91.79
144.99 120.50
128.16 105.13
109.20 87.81
89.21 70.52

High
120.76
114.16
133.65
138.42
128.24
127.18
149.14
138.71
134.15
173.00
154.74
134.23
111.35
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The chart above also shows a reduction in the SMR for the last three successive months. There is not
yet enough data to draw a firm conclusion from this.
Comparisons of the different mortality indicators since June 2011
SHMI was first published in 2011. The chart below plots changes every 3 months, showing for each
indicator and for each quarter a rolling 12 months value to adjust for seasonality.
The differences are striking. (Note that the latest data is different for each measure).
Crude mortality has been on a general downward trajectory.
SHMI has remained largely steady close to the national average (and “as expected”)
HSMR has been on an upward trajectory particularly with a sharp spike in the last few quarters. All
three of these indicators use all deaths that have taken place in contrast to HSMRs
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Other hospital indicators of patient safety, such as for cardiac arrests, reinforce the suggestion that the
Trust is performing well, making the sharp increase in the SMR stand out as unexpected.
Nevertheless the Trust is concerned to understand better why there is an increase in the HSMR and
SMR indicators and a number of options have been pursued, including the use of specialists from Dr
Foster to explore the data more fully. This has resulted in a review of a number of clinical processes
including an initiative to set up a Consultant-led review process of all deaths within 2-3 weeks of them
occurring and the presentation of these reviews at Divisional/Directorate meetings.
The Trust has also been keen to understand whether the data itself may in any way be flawed. Two
possible issues have emerged. The first relates to multi-episode spells and the second to palliative
care.
Multiple consultant episodes within one hospital spell.
The use of diagnoses from the first (or sometimes second) episode of a multi-consultant spell can
result in less comprehensive diagnoses being used. The model of care for acute medicine and elderly
medicine results in multiple consultant episodes for emergency admissions, particularly at the very
beginning of a patient’s stay. In these initial episodes the diagnosis is more likely to be a symptom –
such as chest pain – rather than a full diagnosis, or to be a somewhat general and vague diagnosis
such as syncope, because investigations are still being done to determine the true diagnosis.
Although both (H)SMRs and SHMI specifically choose to use the initial diagnosis as an indicator of
what the patient was admitted with (rather than using the final diagnosis such as pneumonia which
may merely describe the actual cause of death), this system falls down where a diagnosis has not
been reached in the very first episode. Where the clinical pathway has a number of short early
episodes, both SHMI and (H)SMR measures are still being based on a provisional diagnosis rather
than a true diagnosis describing the condition that the patient was admitted with.
Analysis by Dr Foster has confirmed that for over 75 year-old medical patients Luton and Dunstable
Hospital does indeed have fewer single episode spells than expected.
Palliative care coding
The second problem relates to the coding of palliative care.
HSMRs but not SHMI are affected by the number of cases coded as having specialist palliative care.
This is because the indicator is a measure of risk and if a patient is receiving palliative care there is a
recognition that the risk of dying is higher. Accordingly more specialist palliative care patients for a
hospital tend to reduce the (H)SMR.
The Trust now believes that it has been under-recording specialist palliative care. Some of the
increase in the (H)SMR is likely to be as a result of this under-recording.
The following data shows the differences between the Trust’s recording of specialist palliative care and
the national average. There is clearly a marked difference.
Deaths coded for specialist palliative care

Period
Jan 2013 to Dec 2013
April 2013 to Mar 2014
July 2013 to June 2014
Oct 2013 to Sept 2014
Jan 2014 to Dec 2014
April 2014 to Mar 2015

Trust
13.3%
13.7%
14.7%
15.7%
15.8%
15.7%

National Average
22.0%
23.6%
24.6%
25.3%
25.7%
25.7%

Although a coding review undertaken several years ago to look at palliative care coding did not find
evidence of missed coding, when this was very recently repeated some problems have been
discovered. For September 2015 this has led to an additional 8 deaths that should have received the
specialist palliative care code. (These have now been corrected). Now that these problems have
been rectified and processes reviewed to prevent a recurrence, it is likely that the Trust’s proportion of
coded palliative care cases will increase, bringing it more in line with the national average. This in
itself is likely to reduce the (H)SMR but not SHMI. The extent of this change is not yet clear and the
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Trust is extremely careful not to presume that its high (H)SMR can all be explained away by the
under-coding of palliative care.
The standard SHMI does not adjust for palliative care. However another SHMI indicator is produced
which does make this adjustment. The difference between SHMI with palliative care included and
without it, is about 3.5%.
Until revised data starts to appear (September’s deaths will be available in December),any correction
in the (H)SMR through better coding of palliative care can only be guessed at and although the option
has been explored, Dr Foster themselves have been unable to calculate the impact for the Trust in
advance.
The particular issues resulting in the under-coding have been addressed and new processes and
checks adopted to ensure full coding coverage of these specialist cases in the future.
Further analysis of SMRs
The potential data problems may help to explain some of the increase in SMRs but whilst these issues
are being addressed the Trust also needs to review the actual SMR data, even though there may be
some distortion to it from the two known recording problems.
SMRs by diagnostic group on discharge (death)
The table below analyses SMRs by diagnostic group, showing only those that have an SMR high
enough for Dr Foster to highlight in the year ending July 2015.
The following table shows those conditions having SMRs high and outside expected confidence limits.
Four months ago there were 9 diagnoses flagged as being extreme.
Five of these are no longer showing in this latest data, the four persisting being:
Other upper respiratory disease
10 deaths in 12 months
Syncope
7 deaths in 12 months
Acute and unspecified renal failure
32 deaths in 12 months and
Other perinatal conditions
30 deaths in 12 months.

SMR by diagnosis group August 2014 to July 2015
Spells Actual
Deaths
Diagnosis group
ALL
96574
1262
Abdominal pain
2110
8
Nonspecific chest pain
Other upper respiratory disease
Other perinatal conditions
GU symptoms & ill-defined conditions
Epilepsy, convulsions
Headache, including migraine
Superficial injury, contusion
Syncope
Fever of unknown origin
Fluid and electrolyte disorders
Diabetes mellitus without complication
Acute and unspecified renal failure
Other congenital anomalies
Other psychoses
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2030
1186
950
852
599
506
480
475
209
201
165
158
156
145

6
10
30
5
8
2
13
7
3
17
5
32
5
7

Expected
Deaths

SMR

Low

High

1118
2

112.90
322.85

106.8
139.0

119.31
636.18

2
4
15
1
3
0
6
2
0
10
1
21
1
3

365.73
243.50
204.84
500.20
253.39
1077.00
208.40
301.23
726.79
176.71
346.34
149.20
739.56
274.43

133.6
116.6
138.2
161.20
109.10
121.0
110.9
120.7
146.1
102.9
111.6
102.0
238.3
109.9

796.06
447.84
292.43
1167.3
499.3
3888.3
356.39
620.67
2123.5
282.95
808.23
210.64
1725.9
565.46
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The following diagnosis has an exceptionally low SMR

Diagnosis group
Acute myocardial infarction

Spells

Actual
Deaths

Expected
Deaths

458

30

45

SMR
66.22

Low

High

44.67

94.54

SMR by procedure group
In the same way SMRs by procedure group are shown, again only highlighting those areas where the
SMR is high and outside expected limits in the year to July 2015.
All but the first two have appeared in previous reports these new ones being:
Excision of colon and/or rectum
9 deaths
Invalid, method and site codes
146 deaths
(This is still being investigated but appears to be a catch-all group of patients not having had
procedures in the generally accepted sense).
Care should always be taken when interpreting SMRs for procedures. In many cases the
procedures shown are fairly minor.
In many of the cases shown in the table below, it is more helpful to analyse the mortality by
the condition(s) of the patients rather than by any procedure that was carried out on them. For
example many patients with many different conditions receive some form of external
resuscitation – ( cardioversion, defibrillation or other resuscitation). The resuscitation
procedure itself is unlikely to be either the primary cause of death or descriptive of the reason
for admission.
.

Spells
Procedure group
ALL
Excision of colon and/or rectum
Invalid, method and site codes
Therapeutic transluminal operations
on vein
Rest of Arteries and veins
(diagnostic/minor)
Rest of Respiratory
(diagnostic/minor)
Urethral catheterisation of bladder
External resuscitation

Actual Expected
Deaths Deaths

SMR

Low

High

96574

1262

1118 112.90 106.76 119.31

210
2339

9
146

4 231.47 105.62 439.44
97 150.09 126.73 176.51

133

30

9 337.53 227.68 481.86

63

10

2 420.64 201.38 773.62

480
759
136

58
48
34

19 298.6 226.73 386.02
33 143.45 105.76 190.2
7 498.74 345.33 696.96

The following procedure groups show particularly low mortality.

Procedure group
Therapeutic endoscopic
procedures on biliary tract
Rest of Miscellaneous operations

Spell
s

Actual
Death
s

Expecte
d
Deaths

SM
R

Low

216

1

6 17.75

0.23

2803

7

28 24.61

9.86

High

98.7
4
50.7
1

Conclusions
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The emphasis of this report has deliberately been to start with the SHMI data since this is now being
cited as the most reliable single indicator of mortality. The Trust nevertheless fully recognises that
SHMI should not be used in isolation of other indicators.
The Trust also recognises that 2015 has been an unusual year with two strikingly high months in terms
of numbers of deaths – although this has evened itself out in later months.
Both the monthly HSMR and SMR have shown particular spikes coinciding with some of these peaks
in actual numbers of deaths and overall there has been a general and accelerating upward trend in
these mortality ratios. The HSMR covering about 80% of deaths is now showing as statistically
significant at 11% above the national average and the all conditions’ SMR is 13% above the national
average.
SHMI by contrast has remained steady, low and “as expected” – although the latest data is only to
March 2015.
Both SHMI and (H)SMR use the convention of diagnosis on admission and the Trust believes that this
at times has a distorting effect on its (H)SMR rankings.
There has also been found to be an under-coding of specialist palliative care which affects the
(H)SMR but not SHMI. It is likely, that now this has been rectified it will bring down the (H)SMR to
some extent.
However the Trust is very concerned that these known problems are not used to explain away or mask
any potential problems that are not yet fully understood. Accordingly new measures have already
been adopted to review all deaths to seek to understand better what other factors may be contributing
to mortality and whether any deaths can be avoided.
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Appendix 3
MONTHLY REPORT TO THE BOARD OF DIRECTORS ON NURSING AND
MIDWIFERY STAFFING LEVELS
September 2015
At Luton and Dunstable University Hospital NHS Foundation Trust we aim to provide
safe, high quality care to our patients and our staffing levels are continually assessed
to ensure we meet this aim.
For most wards, there will be a difference between the planned and actual staffing
hours. In some cases, departments will have used more hours than they planned to
use and in other cases they will have used less hours than they planned. The
reasons for using more staff hours than planned could include needing to open and
staff additional beds, or needing to care for patients who are either more unwell or
who have greater care needs than those patients usually cared for on that ward. The
reasons for using less staff hours than planned could include using fewer beds than
planned, or caring for patients who are less unwell or with fewer care needs than
those patients usually cared for on that ward. The planned staffing level is based on
optimal staffing levels and where actual staff is below this on a shift, the Trust has a
number of mechanisms led by the Chief Nurse and her Deputy to ensure the staffing
on that shift remains at a safe and appropriate level.
Key Points:


Overall the actual fill rate for shifts for Registered Nurses was 93.6% which is
a small increase of 0.4 % from last month and for other care staff against
planned levels was 94.7% which was 3.0% decrease from last month. In
September the overall fill rate was 94.4%



This report details those areas where there was a variance of greater than
15% between actual fill rates and planned staffing levels. The reasons for the
variance are given and any actions that were taken are detailed.

The average fill rate for the Trust in September 2015 was as follows:
Day

Night

% Average fill
rate RN

% Average fill
rate HCA

91.1%

96.2%

% Average % Average fill
rate HCA
fill
rate RN
97%
93.2%

Where the percentage fill rate for care staff is higher than the percentage of trained
can be associated to the introduction of the Band 4, Assistant Practitioner role within
the Department of Medical Elderly (DME) and the Surgical Assessment Unit /Ward
21. The role of Assistant Practitioner is being positively received areas where a
higher level of non-registered nursing support can now be provided to our nursing
teams and to ensure that our high level of patient care is sustained, with this in mind
the Trust is seeking to further develop the role and recruit Assistant Practitioners to
other clinical areas that are experiencing a shortage of registered nurses.
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Red Flags
We continue to collect data on red flags, strict controls continue to ensure that
agency use is minimised. Some agency staff who work with us on a “regular basis”,
are trained in ward ware (electronic observations) and e prescribing, this improves
the quality of skills available on shift. Trust staff are always redeployed to escalation
areas as they are familiar with all Trust processes. There has been an increase in the
number of flags where the nurse patient ratio is greater than 1:8, one of the actions
taken to mitigate this is the use of the band 4 role highlighted above.
Standard (Red Flags)
Flag occurrences
No shifts where 50% or more RNs on duty are
3
agency (nights)
No day shifts when RN to patient ratio is greater than 101
1:8
Staffing Management
There are three operational staffing meetings each day chaired by the Operational
Matron/Chief Nurse or Deputy Chief Nurse. Matrons from each Division discuss the staffing
shortfalls and move staff accordingly to meet the peaks of demand and shortfalls. A decision
to use agency nursing staff is only made once all options have been explored. Additional
shifts required (i.e. specialling) and unfilled shift hours are recorded. Each Matron provides
the risk rating for staffing (red/amber/green) for their Division. A Trust wide risk rating is
then determined and this information is provided to the twice daily bed meetings to provide a
workforce status for the organisation. Weekly meetings are in place with the Matrons to
review the utilisation of staff and expenditure per ward.
Vacancies and Recruitment Activity
Although the recruitment activity of both Registered Nurses and Health Care
Assistants has increased significantly over the past few months with bimonthly Band
5 and monthly HCA recruitment events our vacancies have increased or have
remained static. This could be caused by a number of reasons including changes to
Ward/clinical establishments, the rise in the movement of the nursing workforce, and
those applicants withdrawing from the recruitment process.
Thirty three band 5 registered nurses joined the Trust during September; with a
further twenty two due to start in October. The Trust also continues to support and
encourage our student nurses to work at the Trust once they have graduated; the
Deputy Chief Nurse has already initiated dialogue with the nurses affected
Activity around recruiting Band 5 registered nurses continues to be paramount with
representatives of the Trust attending events in Glasgow and Belfast. We have
further European recruitment campaigns planned to Portugal during November 2015
and January 2016. The next Registered Nurse Open Day in late October will be
hosted by the Medical Division where the highest numbers of Registered Nursing
vacancies are held.
We have now secured a partner to undertake a long haul recruitment campaign to India and
the Philippines; we intend that this will take place during November. The Trust is aware of the
current challenges in obtaining Certificates of Sponsorships via the Home Office and is
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working alongside other Trusts and partners to seek a decision that Nursing and Midwifery be
added to the ‘shortage occupation list.’
There has also been an escalation in the recruitment of Band 2 Health Care Assistants
(HCAs). This focus has finally generated a substantial volume of new recruits with 60
permanent posts commenced since 1st June; a further 37 with job offers. The new streamlined
process for student nurses to join the Bank as HCAs has proved successful with 6
commencing post since the middle of August and an additional 7 going through recruitment.
Our aim is to over recruit into the role of Health Care Assistant to provide support for the
ward teams while our registered nurse vacancies remain high. The Trust continues to look at
ways to promote the Trust by using active social media,
such as the use of Facebook; advertising events on Heart Radio and poster campaigns
including the production of five sixty second videos to promote various aspects of working at
the Trust.

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

Vacancies as
of 1st
September
4.58
19.51
156.06
2.00
1.27
36.35
219.77

Numbers
Working
Notice
2.57
0.48
17.00
0.00
0.00
13.00
33.05

Numbers
Going
through
Recruit
2.00
4.00
120.30
0.00
0.00
27.00
153.30

Real Vacancies
as of 1st
September
5.15
15.99
52.76
2.00
1.27
22.35
99.52

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

Appendices:


Unify upload (Appendix a)

Sheran Oke
Deputy Chief Nurse
October 2015
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Appendix a

WARDS

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

Day

Night

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill rateCare staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

Average fill rateCare staff
(%)

99.01%

100.00%

101.46%

-

100.55%

100.00%

101.91%

-

Ward 14 Elderly Care

77.84%

113.96%

100.00%

92.04%

Ward 15 Elderly Care

75.79%

108.99%

100.00%

93.22%

Ward 16 Elderly Care

81.05%

108.26%

104.44%

98.11%

Ward 17 Stroke

83.24%

97.57%

94.67%

107.78%

Ward 18 Infection

81.03%

86.08%

97.78%

99.21%

Ward 10 Medicine
Ward 11 Medicine
Ward 12 Medicine

89.68%
90.11%
92.85%

94.45%
92.78%
96.85%

102.50%
96.70%
98.89%

100.00%
98.33%
102.17%

Coronary Care (CCU)

79.89%

110.20%

101.11%

95.83%

98.04%

93.76%

100.00%

98.39%

Ward 5
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Review by Matron/Ward where 15% or more of
nursing hours did not meet agreed staffing
levels (Highlighted in red)

Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in Sept figures
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in Sept figures
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in Sept figures
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in Sept figures
The percentage of HCAs would of offset the
shortfall in registered staff had the Bank
requests for 1:1 specials been filled during
September.

CCU used a Band 4 Assistant Practitioner
where there were shortfalls in registered staff.
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Rehabilitation
Ward 3 Acute
Emergency Medicine
Accident and
Emergency
Emergency Admission
Unit (EAU)
Ward 4 Acute
Emergency Medicine
Paediatric Assessment
Unit (PAU)
Ward 24 Paediatrics
Ward 25 Paediatrics
Neonatal Intensive Care
Unit (NICU)
Ward 20 Surgery

100.00%

90.00%

78.02%

148.72%

83.31%

69.47%

94.12%

93.33%

95.27%

91.11%

95.58%

106.35%

101.59%

100.00%

104.17%

98.41%

97.49%

100.00%

98.10%

100.00%

99.54%
99.46%

100.00%
97.83%

98.84%
97.44%

98.08%
101.48%

95.61%

85.51%

100.24%

63.64%

93.53%

101.81%

98.89%

100.00%

Ward 21 Surgery

94.67%

98.07%

84.17%

128.33%

Ward 22 Surgery
Ward 23 Surgery
Cobham Clinic (Private)

95.90%
88.00%
97.70%

99.50%
104.96%
112.77%

101.11%
95.56%
100.00%

101.09%
110.00%
106.45%

Ward 32 Maternity

82.63%

92.78%

93.58%

90.81%

Ward 33 Maternity

90.32%

81.44%

93.82%

84.63%

Delivery Suite Maternity

82.14%

60.46%

89.31%

88.95%

Ward 34 Gynaecology

96.75%

100.51%

90.00%

96.97%
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The 3rd Trained nurse on nights was risked
assessed and replaced by a HCA which is
reflected in these figures.
Current HCA vacancies, requests were not
filled by Bank staff. A risk assessment was
performed on the nights where there were
HCA gaps and one patient area was closed
earlier to concentrate staff and mitigate the risk
to patient care.

The shortfall of HCAs at night in NICU is offset
by a higher percentage of trained staff
On Ward 21 the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers; this is demonstrated in Sept figures.

In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
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Total
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91.1%

96.2%

97%

93.2%
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Appendix 4

MONTHLY REPORT TO THE BOARD OF DIRECTORS ON NURSING AND
MIDWIFERY STAFFING LEVELS
October 2015
At Luton and Dunstable University Hospital NHS Foundation Trust we aim to provide
safe, high quality care to our patients and our staffing levels are continually assessed
to ensure we meet this aim.
For most wards, there will be a difference between the planned and actual staffing
hours. In some cases, departments will have used more hours than they planned to
use and in other cases they will have used less hours than they planned. The
reasons for using more staff hours than planned could include needing to open and
staff additional beds, or needing to care for patients who are either more unwell or
who have greater care needs than those patients usually cared for on that ward. The
reasons for using less staff hours than planned could include caring for patients who
are less unwell or with fewer care needs than those patients usually cared for on that
ward. The planned staffing level is based on optimal staffing levels and where actual
staff is below this on a shift, the Trust has a number of mechanisms led by the Chief
Nurse and her Deputy to ensure the staffing on that shift remains at a safe and
appropriate level.
Key Points:




Overall the actual fill rate for shifts for Registered Nurses was 92.6% which is a
decrease of 1% from last month and for other care staff against planned levels was
98.5% which was 1% increase from last month. In October the overall fill rate was
93.46%.
This report details those areas where there was a variance of greater than 15%
between actual fill rates and planned staffing levels. The reasons for the variance are
given and any actions that were taken are detailed.

The average fill rate for the Trust in October 2015 was as follows:
Day

Night

% Average fill
rate RN

% Average fill
rate HCA

89.6%

96.0%

% Average
fill
rate RN
95.6%

% Average fill
rate HCA
95.6%

Where the percentage fill rate for Care staff is higher than the percentage of trained
can be associated with the introduction of the Band 4, Assistant Practitioner role
within the Department of Medical Elderly (DME), CCU and the Surgical Assessment
Unit (Ward 21). This role of the Assistant Practitioner is aimed to provide a higher
level of support for our qualified staff and maintain the high standard of patient care.
The post of Assistant Practitioner has proven very successful in providing support for
our nursing teams and ensuring that our high level of patient care is sustained; with
this in mind the Trust is seeking to further develop the role and recruit Band 4s to
other clinical areas experiencing a shortage of registered nurses.
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Red Flags
We continue to collect data on red flags, strict controls continue to ensure that
agency use is minimised. Some agency staff who work with us on a “regular basis”
are trained in ward ware (electronic observations) and e prescribing; this improves
the quality of skills available on shift. Trust staff are always redeployed to escalation
areas as they are familiar with all Trust processes. There has been an increase in the
number of day shifts when the RN to patient ratio is greater than 1:8, in these cases
we have employed a band 4 into a RN shift.
Standard (Red Flags)
Flag occurrences
No shifts where 50% or more of RNs on duty are
7
agency (nights)
No day shifts when RN to patient ratio is greater than 123 (mitigation Band 4s)
1:8
Staffing Management:
There are three operational staffing meetings each day chaired by the operational
matron/Chief Nurse or Deputy Chief Nurse. Matrons from each Division discuss the
staffing
shortfalls and move staff accordingly to meet the peaks of demand and shortfalls. A
decision
to use agency nursing staff is only made once all options have been explored.
Additional
shifts required (i.e. specialling) and unfilled shift hours are recorded. Each Matron
provides
the risk rating for staffing (red/amber/green) for their Division. A Trust wide risk rating
is then determined and this information is provided to the twice daily bed meetings to
provide a workforce status for the organisation.
Weekly meetings occur with the matrons to review the utilisation of staff and
expenditure per ward.
Vacancies and Recruitment Activity
30 Band 5 registered nurses commenced in post during October with a further 31 due
to start in November and 7 with start dates throughout December and January. An
additional 85 applicants are going through the recruitment process.
Bimonthly Band 5 recruitment events continue; the event held on the 24th October;
led by the Medicine Division saw 7 RNs offered permanent positions.
Activity around recruiting Band 5 registered nurses continues to be paramount and
representatives of the Trust attended the following:




Skills4Nurses Event Glasgow - 22nd October
Queens University Belfast - 28th October
Careers Fair at Bedfordshire University - 3rd November

Following the successful European recruit in August, the Trust revisited Portugal on
the 3rd of November. The number of applicants was far fewer than before but 14
were interviewed with 12 posts offered and the plan is to return to Porto on the 26th
to 28th January and then bimonthly throughout 2016.
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The non-European campaign planned for India is scheduled for November to depart
on the 14th returning on the 20th November. A further campaign to the Philippines is
planned for early 2016.
Of the March 2016 cohort of newly qualified nurses, 19 were invited to attend their
drug calculation assessment on the 22nd October, of these, 15 student nurses
attended and 13 have now been appointed to the Trust.
The HCA vacancies are steadily falling and with nineteen applicants commencing
Induction on the 2nd November and a further twenty nine going through the
recruitment process; this should enable us to fill most of our current vacancies. This
is dependent on factors including, staff leavers, applicants withdrawing from the
recruitment process and those applicants who are unable to work the required shift
patterns and transfer from permanent to Bank positions.
Many HCA applicants require more flexible working and are unable to fulfil the
requirements of a permanent position, this may be due to a number of factors
including child care and further education. When this is the case the individuals are
offered bank positions.
The next recruitment day for HCAs is planned for the 7th December.
TRUST VACANCIES

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

Vacancies as
of 1st October
4.15
20.38
140.90
7.68
0.73
36.73
210.57

Numbers
Working
Notice
3.00
3.35
15.22
0.00
0.00
2.00
23.57

Numbers
Going through
Recruit
0.00
3.00
97.80
0.00
0.00
43.00
143.80

Real Vacancies as
of 1st October
7.15
20.73
58.32
7.68
0.73
-4.27
90.34

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

Appendices:


Variance report by ward/department (Appendix b)
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Appendix b

Day

Night

WARDS

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill rateCare staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

Average fill rateCare staff
(%)

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

93.70%
91.30%

100.00%
106.45%

97.03%
94.30%

NA
NA

Ward 19a

99.33%

68.75%

98.39%

77.42%

Ward 14 Elderly Care

71.46%

125.07%

98.92%

89.83%

Ward 15 Elderly Care
Ward 16 Elderly Care
Ward 17 Stroke

71.19%
73.87%
76.30%

118.23%
124.26%
123.11%

101.08%
97.85%
89.68%

95.93%
96.77%
111.83%

Ward 18 Infection

82.29%

81.58%

100.00%

101.61%

Ward 10 Medicine

94.15%

88.44%

106.45%

67.74%

Ward 11 Medicine
Ward 12 Medicine

94.80%
91.33%

86.85%
91.52%

102.15%
98.98%

93.50%
88.60%

Coronary Care (CCU)

89.85%

82.41%

96.77%

100.00%

Ward 5 Rehabilitation

97.05%

97.00%

100.00%

91.09%

Ward 3 Acute Emergency
Medicine

96.55%

92.47%

77.08%

160.00%
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Review by Matron/Ward where 15% or more of
nursing hours did not meet agreed staffing
levels (Highlighted in red)

The HCAs on both the Day and Night shifts
were moved to cover Ward Staff shortfalls
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in August
figures for Wards 14,15, 16,17

The percentage of HCAs would have offset the
shortfall in registered staff had the Bank
requests for 1:1 specials been filled during
September.
Ward 10 had requested HCAs 1:1 for night
duty which were not filled but in part were filled
with RNs which is reflected in the figures.
Shortfall in HCAs for the Day shift, risked
assessed to ensure patient safety was not
compromised.
The 3rd Trained nurse on nights was risked
assessed and replaced by a HCA which is
reflected in these figures.
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Accident and Emergency
Emergency Admission Unit
(EAU)
Ward 4 Acute Emergency
Medicine
Paediatric Assessment Unit
(PAU)
Ward 24 Paediatrics

86.88%

95.14%

97.56%

106.45%

93.47%

101.08%

97.86%

106.45%

80.65%

116.13%

83.23%

125.81%

99.21%

93.52%

100.00%

100.00%

96.87%

100.00%

98.99%

96.30%

Ward 25 Paediatrics

99.12%

99.27%

98.40%

102.24%

Ward 22 a

87.52%

84.29%

98.39%

90.32%

96.51%

77.28%

98.13%

56.45%

99.56%

97.88%

89.90%

91.43%

Neonatal Intensive Care Unit
(NICU)
Ward 20 Surgery
Ward 21 Surgery

94.61%

102.26%

86.29%

124.19%

Ward 22 Surgery
Ward 23 Surgery
Cobham Clinic (Private)

100.61%
89.45%
94.14%

93.11%
108.76%
110.18%

100.00%
101.08%
101.61%

100.00%
116.13%
93.55%

Ward 32 Maternity

84.09%

97.10%

93.49%

87.49%

Ward 33 Maternity

86.66%

60.96%

83.91%

74.31%

Delivery Suite Maternity

83.58%

63.60%

91.26%

75.87%

Ward 34 Gynaecology
Total

97.82%

97.56%

95.70%

96.77%

89.6%

96.0%

95.6%

95.6%
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HCAs were booked to cover the shortfall in
trained nurses for both the Day and Night shift.

The HCA for days was moved to cover Ward
shortfalls
The shortfall of HCAs at night in NICU is offset
by a higher percentage of trained staff
On Ward 21 the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers; this is demonstrated in August
figures.

In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
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Appendix 5
Owner: Mark England – Director of Reengineering & SIRO
Author: Gaynor Flynn – IG Manager

Information Governance (IG)
Report to Trust Board
1. IG Toolkit – Annual Audit Review
Several discussions have taken place at previous Information Governance Steering
Group (IGSG) meetings with regards to the Annual Audit Review of evidence for the
IG Toolkit. The complexity and risks around the legal context means the IGSG has
chosen to deploy some expert opinion on the Trust’s controls to provide further
assurance to the Board. This is to ensure evidence is reviewed with knowledge of the
following:
a) The Legal Framework (including the Data Protection Act (DPA))
b) Background knowledge with regards to the purpose of each IG Toolkit
standard, and the risks that any non copmpliance with an element of a
standard would bring in relation to the DPA
c) IG requirements within the NHS, and how they allign with the DPA
This year’s IG External Audit Review will begin on Tuesday 22nd December 2015,
and will be will be conducted by an specialist IG Consultancy with a vast amount of
knowledge with regards to points a, b and c above.
As with all previous audit reviews eight of the 45 IG Toolkit standards will be
reviewed and the Trust will be provided with a written report of their findings and any
recommendations for improvement. As in previous years IG Toolkit Standard Leads,
and their line managers, will be required to sign a Self Declaration for each of their IG
Toolkit Standards prior to the final submission of IG Tookkt V13 in March 16.
2. Cyber Security
The incident of the Spam emails received by the Trust on 8th October 2015 has been
reported (in line with Health & Socal Care Information Centre (HSCIC) guidance, as a
level 2 Cyber Incident.
Unlike level 2 IG Incidents (which are automaticaly received by our Commissioners,
the Information Commissioners Office, HSCIC and the Department of Health (DOH)),
the reporting of a level 2 Cyber Security incident only goes to the HSCIC and the
Department of Health.
Emails were received by members of staff informing them that their passwords were
due to expire, and they should click on a link to renew their accounts, or that their
mailbox was full and to click on the link to increase their storage. Some staff did this,
and then entered their Trust ID's and Passwords. Their email accounts then sent a
mutation of the email to all their internal and external contacts. Other staff then acted
on this mutated email causing the virus to spread. The incident was controlled using
anti-virus software, quarantine and proactive communication. The lessons learnt
were the need for increased staff awareness to identify phishing or spam emails, and
to delete them. IT have also increased technical controls, and communicated with the
wider NHS to ensure threats are shared and understood.
3. Lorenzo
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To ensure safe deployment of the new Lorenzo ePR solution, one of the Work
Streams for the project is “IG & Role Based Access Cards ( RBAC) ”. Early input has
enabled IG issues and concerns to be discussed and looked into as and when they
arise. There are several functionalities within the Lorenzo system that will help to
ensure patient confidentiality, monitoring of access to patient information, and
identification of the cause of some IG breaches (eg printing to the wrong printer, or
sharing of Smart Cards). However, each functionality will need to be assessed to
ensure they do not impact on the business needs of the Trust.
A Privacy Impact Assessment is being populated as and when information becomes
available and questions are answered. It will be added to throughout the project to
ensure patient information is not put at risk. This will be reviwed by the IGSG
including the Senior Information Risk Owner and Caldecott Guardian.
4. Information Sharing for Integrated Care
The Trust is hosting the above training session/wokshop on Monday 30th Novermber
2015 and have invited IG Managers and Caldicott Guardians from the local health
economy including:
 Luton Clicnical Commissioning Group (CCG)
 Beds CCG
 Luton Borough Council
 Central Beds Council
 South Essex Partnership Tust (SEPT)
 East London Foundation Trust (ELFT)
 Cambridge Community Services
Many organisation are working towards integrated care models, but the decisions
around sharing patient information are complicated by complex and sometimes
contradictiory guidance. So the purpose of the session is to ensure that going
forward each organisation is making decissions based on informed and confirmed
knowledge. There will be a focus on the new Caldecott prinicple of sharing where in
the patient’s interest.
This session will be hosted by an external IG consultancy with expertise in the
Information Sharing domain.
5. IG Indicators (as reported to the October 15 IGSG)
5.1
Subject Access Requests (SAR) and Access to Health Records Requests
(AHRR)
SAR’s –legal deadline (under Data Protection Act) is 40 calendar days, NHS deadline
is 21 calendar days.
AHRR’s –legal deadline (Access to Health Records (deceased)) is 21calendar days.
Month

Number of
Requests
Received

Number of
Request
fulfilled
within 21
days

Number of
Requests
fulfilled in
>21 days,
but < 40

Number of
Requests
fulfilled in
> 40 days

Number of
deceased
requests
fulfilled in
> 21 days

January
February
March

148
147
185

146
147
179

0
0
6

0
0
0

0
0
0
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April
May
June
July
August

175
182
203
194
174
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169
175
192
180
170

6
7
10
14
4

0
0
1
0
0

0
0
0
0
0
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5.2

Freedom of Information (FOI) Requests:

Exemption

S12 Time and Cost Limit
S21 Information Accessible by
Other Means
S31 Law Enforcement
S36 Prejudice effect conduct of
public affairs
S40 Personal Information
S41 Information Provided in
Confidence
S43 Commercial Interest

Number of times exemption
used between Jan 15 & Aug
15
16
3
1
1
3
6
3

Legal deadline under the FOI Act is 20 working days starting with the first working
day after the day on which the request was received.
Freedom of Information (FOI) Requests
Legal deadline under the FOI Act is 20 working days starting with the first workind day after the day on
which the request was received.
Number of
requests
received

Number of
requests
answered within
legal deadline

Number of
requests
answered
beyond the
legal deadline

50
53
59
52
36
42
58
48

38
43
40
42
34
30
37
31

12
10
19
10
2
12
21
17

Month

Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15

Number of
Number of
% of requests
requests
requests
answered
answered up answered 6 or
within the
to 5 days
more days
legal deadline
beyond the
beyond the
legal
legal deadline
deadline

6
6
8
1
1
3
1
8

6
4
11
9
1
9
20
9

76%
81%
68%
81%
94%
71%
64%
65%

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

Date of Meeting

9
Clinical Outcome, Safety & Quality
Report
14 October and 11 November 2015

Lead Director

Alison Clarke, NED

Paper Title

Category of Paper
To action
To note
For Information

Paper Author
Indicate the impact of the paper:
Financial

Quality/Safety

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

Tick

To ratify

Patient Experience

Equality

Clinical

Governance

Clinical Outcome, Safety and Quality Committee on 14 October and 11
November 2015.
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
CQC
Internal Audit
HSE
All clinical board level risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the findings and approval of the Clinical Outcome, Safety & Quality
committee meetings dated 14 October and 11 November 2015.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2015/16
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.

Public Meeting

Private Meeting

1
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
14 October and 11 November 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 14 October and 11 November 2015.
2. Clinical Governance and Quality Review
COSQ received a report at the October meeting following a Clinical Governance and Quality
review undertaken between April and June 2015. It was noted that actions relating to clinical
audit, NICE implementation and interventional procedures have been accepted and are being
taken forward, led by the Chief Medical Adviser. The action plan will be monitored and progress
reported to COSQ.
Discussion took place with regard to the current clinical governance structure across the Divisions
and how COSQ and the Board can be assured that our clinical governance is fit for purpose as the
Divisional structures go through a change process. COSQ noted that the function of a number of
committees are being reviewed.
It has also been recognised that it is imperative that clinical governance leads have the
appropriate expertise. COSQ approved all recommendations within the report.
COSQ asked that Divisions were invited to re-attend future meetings to update on progress with
clinical audit.
Further discussion took place at the November COSQ meeting regarding assurance of the revised
governance structures in line with the Divisional changes and a number of actions were agreed:
 It was acknowledged that a review is taking place of the Clinical Operational Board and the
clinical governance committees reporting to COB, with a view to reinstating the Risk
Management Committee.
 The Clinical Governance and Quality review recommendations will be monitored through
COSQ.
 Clinical leads to be invited to attend COSQ meetings commencing with the Clinical Chair
for Medicine to give assurance on the clinical governance processes in the Medicine
Division.
 Terms of reference to be agreed for an audit reviewing litigation claims and emerging
themes relating to complaints, SIs etc.
Monitor Quality Governance Framework Self Assessment - COSQ received and reviewed the
Monitor Quality Governance Framework Self Assessment and requested that the Executive Team
review and amend as further evidence is available.
3. CQC
Transforming Quality – The Project Plan for the CQC inspection in January was shared with the
committee.
3x3 Report – A 3x3 walkabout had been undertaken in ENT and Orthopaedics and COSQ noted
that feedback is being reviewed by the Business Managers in Surgery.
4.

Quality Dashboard

Nursing Dashboard – The Chief Nurse presented the nursing dashboards (September and
October data) highlighting the quality metrics, workforce and patient experience indicators for each

2
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ward and division.
Open and Honest Care – COSQ received and noted the Open and Honest Care reports for
September and October which highlighted patient safety, experience and improvement data.
5. Clinical Outcome
Mortality – The Director of Transformation reported on the work taking place in relation to HSMR.
A mortality summit was held on 8 October 2015, at which a representative from Dr Foster was
present. One of the key themes emerging was with regard to coding and it was agreed to work on
the new guidance of coding with clinicians to ensure that we are capturing the Palliative Care code
correctly. It was noted that the Trust coding for Palliative Care was significantly lower than the
national average. It was also agreed to undertake a further review of deaths, although
performance and quality indicators suggest that there is no systemic problem.
Subsequently, a presentation on our current HSMR was given at the Board Seminar on 4
November 2015 and COSQ received the action plan resulting from Board discussions. The
committee was advised that the plan is in place for a timely systematic review of deaths and
retrospective audits with feedback to Acting Medical Directors expected by 1 December 2015.
Both processes will be reported and monitored through the Mortality Board.
Integrated Care – COSQ received a report updating on progress to date with the integrated care
project. The relationship between Cluster 1 (the Larkside Cluster) and its aligned consultant
geriatrician has now been firmly established, albeit with links with some GP practices. Next steps
include: integrating the Trust’s Needs-Based Care project; further growth and development of the
changes of services already established, such as hot clinics, domiciliary visits or telephone advice,
to avert hospital admission; and develop the further services available through the MDT coordinators, including emergency packages of care and “step-up” care home beds for patients not
coping at home but who do not have acute medical conditions warranting admission to hospital.
Evidence of admission avoidance is not yet available and the committee noted that there is still
much work required to achieve the reduction of beds as anticipated in the plans for hospital
redevelopment.
6. Patient Safety
Safeguarding Adults – The Adult Safeguarding Lead Nurse, was in attendance and presented an
overview of activity in 2014/15 and discussed the key themes and issues for the Trust. The
committee were very positive about the innovative model of training for dementia and suggested
that a virtual dementia tour be included in a Board Seminar.
COSQ discussed the implications with regard to temporary staff gaining a clear understanding of
of safeguarding. Further training is planned for bank staff.
Safeguarding Children - The Annual Report for Safeguarding Children was received for
information. The committee questioned how the safeguarding process is audited and evidenced.
The Chief Nurse noted that there is a regular DNA audit to ensure that GPs, Health Visitors etc
can follow up any referral. Audits of compliance from Serious Case Reviews are also reviewed to
ensure actions are being completed. A quarterly report is presented to both Luton and Beds
Safeguarding Boards, and there are multi disciplinary and multi agency safeguarding action plans
in place. LDH also has its own Safeguarding Board.
Hospital Acquired Thrombosis (HAT) Report - The committee received a report giving feedback
and analysis of investigations into hospital acquired thrombosis during the period January to
March 2015. This report was for information and had been discussed at the Clinical Operational
Board.

3
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Sign Up to Safety – A summary update on our ‘Sign Up to Safety’ campaign was received by the
committee, giving an overview of the campaign and the L&D’s improvement plan.
7. Patient Experience
Outpatient Transformation – The General Manager for Outpatients was in attendance in
October. The action plan following feedback from a recent 3x3 walkabout was received by COSQ
and plans for improvement were highlighted including: ensuring all bank staff are trained and up to
date with regard to safeguarding; pursuing discussions with the CCG to improve the patient
transport situation; supporting the Matron to manage a high level of sickness in nursing in
outpatients; Matron holding weekly Monday morning team meetings to support and communicate
to staff.
COSQ received a RAG rated report showing data covering quality and patient experience. It was
noted that this information is shared with the Divisions. The committee discussed some of the key
indicators including clinics starting and finishing late, and the high turnover in administration staff (it
was noted that the plan for self check-in predicated that a reduced number of staff were required,
therefore staff were on temporary contracts).
Insufficient resource for bleeding outpatients was identified. It was noted that all HCAs are
required to undertake phlebotomy training but this needs to be expedited. The Chief Nurse is
addressing this issue with the Matron for Outpatients.
Litigation – COSQ received and noted a Legal Services Report. The committee discussed how
this information could be taken forward to review whether there were any themes with clinical
practice, consultants etc. It was noted however that a large number of cases went back many
years. It was agreed that PwC be asked to undertake a review to look at improving our processes
for linking complaints, SIs, litigation, mortality, and learning from the recommendation.
Complaints – The Director of Transformation presented a paper, and gave assurance that
improvements will become evident in Medicine and Women’s and Children’s Divisions due to
improved resource and changes in process. There is still a challenge in Surgery which should
improve when a band 7 part time support commences. The new Divisional structure will provide
more detail and input by specialty and once a balanced scorecard is in place, it will be useful to
have complaints broken down by specialty. Accountability for responding to complaints will be with
the Clinical Director.
Patient Experience Quarterly Report - The Patient Experience Quarterly report was received
and noted. The Head of Quality and Patient Experience reported that some of the Friends and
Family rates have dropped slightly. However, 90% of those responding are recommending the
L&D with only 2% not recommending. Low response rate is reported for Emergency Department,
Paeds ED and EAU. However, the recommend score is above average. It was noted that
Maternity have 100% recommend score and Outpatients is showing a steady increase month on
month.
Paediatric Patient Survey update - COSQ received the action plan following the Paediatric
Inpatient Survey and noted the improvements particularly around communication. A small team
from the CCG visited and walked the pathway and feedback was very positive. Key themes
emerged regarding clutter and the environment, but work is in hand to relocate the kitchen. COSQ
requested an exception report on any action outstanding for January.
Summary of Patient and Public Involvement Event – A report was received summarising the
feedback from the patient and public involvement event held in July. COSQ discussed engaging
the public from the surrounding areas and ensuring that feedback has been shared with those
members of the public who attended the event.
Equality, Diversity and Human Rights Committee - COSQ discussed the Equality, Diversity and
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Human Rights Strategy and asked that this is developed to clearly outline how clinical outcomes
are effected by equality and diversity issues, and how the action plan is being implemented and
monitored. The Policy was approved.
8. Serious Incidents and Duty of Candour
The committee received a summary of the serious incidents reported in September and October.
COSQ were informed that the new Head of Risk and Governance commences in post on 1
December 2015.
Maternity SI Review - The Chair of COSQ asked for assurance that actions are in place following
the review of maternity SIs. All actions form part of the progress against the maternity
improvement plan. The Chief Nurse outlined the key areas for improvement. Senior midwives
have suggested that they rotate part time in a risk management role to support the work and to
gain personal learning.
9. Report from Clinical Operational Board
The minutes of the August and September Clinical Operational Board meetings were received for
information. Future COB minutes will identify key quality issues for COSQ at the end of the
minutes. The September minutes recorded some delays in completing the actions on the SI action
log, COSQ were assured that this was being progressed with the Divisions.
10. Workforce Update
Statutory Training and Appraisals – The Training and Development Report covering activity to
30 September 2015 was received and progress noted. The Director of HR reported that It is
anticipated that the low statutory training compliance was due to the holiday season and will
improve by next month. Appraisal compliance was discussed.
Monthly Nursing Workforce - The committee noted the monthly nursing workforce report for
September 2015. Recruitment continues but numbers remain static. The Chief Nurse reported
that there have been two significant communications from the government:
 Review of criteria stated in the Francis Report with regard to staffing at 1:8 on wards.
Consideration needs to be given to other professionals who work on the wards ie
therapists.
 An announcement through Monitor to impose a cap on pay for agency staff, with the plan
that by 1 April 2016 the cost of agency staff will be the same as a permanent nurse at
Agenda for Change rates.
It was outlined that we have issues/delays with overseas (international) recruitment due to national
difficulties in granting Certificates of Sponsorship (COS) to new recruits (particularly nurses). In
particular our immediate concern is in respect of some NICU nurses who have been recruited from
the Philippines and for whom we are awaiting COS approval. This situation is having an impact on
all Trusts.
11. Deanery Reports
COSQ received the Trust Action Plans for Medicine and Obs and Gynae which are submitted to
the Deanery.
Obs and Gynae – Assurance was given that there are no major concerns and improvements are
continuing.
Medicine – The committee was informed that the Deanery are due to visit the following week.
Registrar workload was one area of concern and some changes have been made to the rota to
provide more support and a diary exercise is being analysed. Evidence from focus groups is that
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relationships have improved.
12. Risk Register
The risks assigned to COSQ which were due for review were discussed and updated.
13. Papers Received for Information:



Minutes Nursing and Midwifery Board, September and October
Falls Annual Report
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BOARD OF DIRECTORS
Agenda item
Paper Title
Date of Meeting
Lead Director

11

Category of Paper

Charitable Funds Committee Report
to Board of Directors
25 November 2015
Andrew Harwood – Director of
Finance

Paper Author
Andrew Harwood
Indicate the impact of the paper:
Financial
Quality/Safety
Patient Experience

History of
Committee
Reporting and Date

To action
To note
For Information
To ratify
Equality

Clinical

Governance

Charitable Funds Committee 28 October2015

Links to Strategic
Board Objectives

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

Links to
Regulations/
Outcomes/External
Assessments

Links to Monitor in relation to Trust Governance Framework

Links to the Risk
Register

Tick

N/A

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









Chairman’s updates
Cheviot Investments Update
Dormant Fund Update
Fundraising Update
Key changes to the Terms of Reference
Plans for a review of the Charitable Fund
Charitable Fund Annual Report 14/15
Bid for review

ACTION REQUIRED
To note the 28 October 2015 Charitable Funds Committee Report.
Public Meeting

11ReportfromtheCharitable
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REPORT of 28 OCTOBER 2015 CHARITABLE FUNDS COMMITTEE MEETING

Please find attached the Report from the 28 October 2015 Charitable Funds Committee.
For governance and auditing purposes:

The Committee members Present were:
Clifford Bygrave, Alison Clarke, John Garner, David Hendry, Jill Robinson, Pauline
Philip, David Carter, Andrew Harwood, Mark England, Angela Doak



In attendance were:
Jenny Pigott



Apologies were received by:
Danielle Freedman, Mark Versallion and Vimal Tiwari



Conflicts of Interest & Changes:
None identified.



The minutes/report of the previous meeting held on 15 July 2015 were approved as an
accurate record.



Date of Next Meeting – TBC

RECOMMENDATION
The Board is asked to note this Report.
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Report from the Charitable Funds Committee
Introduction
This report updates the Board of Directors on the matters considered at the Charitable Funds Committee
on 28 October 2015.
The Board of Directors is asked to note the content of the Charitable Funds Committee Report.
CC268 Chairman’s Announcements
The Chair informed the Committee of three matters that had arisen and been dealt with since the last
meeting: Approval for a request for funding for Midwife Bereavement Training - £4,200
 Confirmation that the previous bid to fund 50% of an additional Chaplain post was for 3 years
 Approval for a request for funding of wheelchairs - £18,015
CC270 Minutes of Last Meeting – 15 July 2015
The minutes of the meeting on – 15 July 2015 were approved.
CC271 Matters Arising
The Chair confirmed that the Annual Report and Accounts had been finalised, an unqualified audit opinion
obtained and the documents had been submitted to the Charities Commission.
CC272 Feedback from Board Meeting
The Board submitted requests for funding of disposable curtains (£120,000), and Bioquel pods (£45,000) on
the basis that these were improvements upon standard infection control practices required to be provided
by the NHS. These requests were approved.
CC273 Engagement Event Final Costs – paper not received
CC274 Bids
The Committee received 3 bids which were approved as follows:(1) Engagement Follow Up Event – agreed to a maximum value £36,000
(2) 50% Funding of Ethical & Law Masters – agreed (value £3,200)
(3) Site Redevelopment Enabling Scheme Equipping Costs – approved with the exception of the
provision of wifi in the Orthopaedic Hub. (Children’s Interactive Wall Art £800, Chairs for
waiting area (£8,700), TV for waiting area (£1,000), Bedside Chairs (£4,200), Patient Bedside
lockers (£4,200), TV staff room (£600), Dementia Interactive Artwork/ Tip Tree Boxes (£720)
CC275 Dementia Designated Charitable Fund Creation – the Committee agreed to a request to create a
Dementia Designated Fund.
CC276 Any other Business – The Chair requested a review of the Reserves Policy be on the agenda of the
next meeting.
Date of next meeting
To be confirmed.
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BOARD OF DIRECTORS
Agenda item

12

Category of Paper

Paper Title

Hospital Redevelopment report

Date of Meeting

25 November 2015

Lead Director

Pauline Philipp, Chief Executive

To action
To note
For Information

Paper Author
David Hartshorne
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

Redevelopment Programme Board, 14 October 2015
Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan
Monitor
HSE
CQC
All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project
SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The Board approved the Outline Business Case and the increase in the redevelopment
programme budget to support the next stage of the design at the meeting held on 28th October.
The Redevelopment team have now mobilised and are progressing with the stage 4 design.
The enabling works are in hand. The Orthopaedic centre will be open to patients, and the first
phase of the new ward in St Marys will be completed, by the end of November. The Temporary
Theatre units have been delivered and fit out work is in progress.
Planning for service diversions and demolition to enable construction of the new office block has
started.
ACTION REQUIRED
The Board is requested to note the report.
Public Meeting

Private Meeting
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REDEVELOPMENT PROGRAMME BOARD REPORT
11 November 2015
TO BOARD OF DIRECTORS

1. Introduction
This Report updates the Board of Directors on the progress of the Redevelopment Programme.
2. Redevelopment Programme Board, 14 October
The Programme Board met on 14 October. The meeting was chaired by Simon Linnett, Trust
Chair. The meeting considered the following issues:
a. The final draft of the Outline Business Case. There was a discussion around the
assumptions used in developing the OBC, and the impact that the scheme would have
on the financial position of the Trust. The meeting concluded that the OBC could,
subject to clarification on some comments raised at the meeting, be passed on the FIP
and the Trust Board for approval.
b. The progress on the enabling schemes being funded by the £19.9m loan from the ITFF.
A paper was tabled which detailed the status of the works. The work at the Orthopaedic
centre and the Temporary Theatres is on programme and within budget. Work on
delivering the first ward in St Marys is £600k over budget as a consequence of the
need to deliver the Day Unit, a new Therapies centre and the costs submitted by the
PFI contractor to support approval of the works.
A decision is required on whether to proceed with a 4,000 sqm office block, the
maximum size deliverable, or to restrict the size to 2,500 sqm to meet the budget
constraint. An amended business case will be submitted to FIP.
3. FIP & Trust Board, 28 October
The OBC was tabled at the FIP and Trust Board meetings held on 28 October. The OBC was
approved for submission to the Trust Board by FIP, and subsequently approved by the Trust
Board.
The Board agreed to an increase in the budget for the Redevelopment Programme for FY 15/16
from £1.51m to £4.0m.
4. FBC programme
The Redevelopment team have now mobilised. A start-up meeting has been held and a Project
Initiation Document will be issued.
A risk workshop was held on 10 November. This will generate a combined risk register to include
both Trust risks and Redevelopment Programme risks. This will be circulated on a monthly basis.
The first round of User group meetings for the Services Block have taken place. This will inform a
further update of the layout drawings.
A full review of the assumptions within the OBC will take place before Christmas. This sensitivity
analysis will align the Finance Case to the remainder of the OBC.
Cost review meetings have been established.
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5. Enabling works
1. Orthopaedic centre. This has now been inspected by the CQC. First patients are expected
w/c 23 November.
2. Temporary theatres. These are on schedule for completion on 18 January.
3. Ward refurbishment. Delivery of the first phase of St Marys has slipped by a week to 30
November. This has been driven by delivery dates for the bed head units and difficulties
with establishing the new drainage runs required. The full ward will complete on schedule
on 21 December.
Design work on wards 10, 11 & 12 is in progress.
4. Office block. The Preferred Supply Chain Partner has submitted Guaranteed Maximum
Prices for the 2,500 sqm scheme deliverable within the agreed budget and for the 4,000
sqm scheme which maximises the opportunity on the site. A paper to support an
application for a budget increase of £2m to support the development of the larger office
building will go to FIP on 17 November Work has now started on planning for the service
diversions and for the demolition required.
6.

Main scheme

The Planning Application is expected to be determined at the Planning Committee meeting on 2
December. There have, however, been objections raised on the traffic management proposals. We
have agreed to remove the proposed access from the Farringdon Fields car park on to Lime
Avenue. The current point of concern is the proposed new junction on Dunstable Road to provide
direct access on to the site from the Luton direction. The traffic analysis provided with the
application is supported by the Council’s traffic engineers.
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BOARD OF DIRECTORS
Agenda item

13

Category of Paper

Paper Title

Risk Register

Date of Meeting

25th

Lead Director

All Directors

To action

November 2015

To note
For Information

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

Quality/Safety

History of
Committee
Reporting and Date

Links to Strategic
Board Objectives

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

Tick

Patient Experience

Equality

To ratify
Clinical

Governance

Clinical Outcome, Safety and Quality Committee 11th November 2015
Executive Board 18th November 2015
Finance, Investment and Performance 21st October 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
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Private Meeting
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Risk Register Governance
The are 33 Board Level Risks on the Risk Register. 33% are currently high risk (15+). There has
been a significant amount of activity on the risk register and there are two new high risks that have
been noted.
% high risk April 2013 - November 2015
70
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Jul
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Mar
May
Jul
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May
July
Sep
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May
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Sep
Nov

0

All the Board Level risks are up to date with an action plan.
Board of Directors Review
The Board reviewed the risks on the 30th September 2015.
Risk ref
994

Risk Description
C Diff Target
Liquidity
HSMR

Agreed conclusion
Amend responsibility
To be added to the register
To be added to the register

Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 9th September 2015.
Risk ref

Risk Description

650
968
994
776
813
921
988
1018

Bed Pressures
Use of cardiac centre
C.Diff Target
Paeds ED
Pressure ulcers
Streaming
Pharmacy 7 day staffing
HSMR

Agreed conclusion
Reduce risk
Maintain risk
Maintain risk - request review
Maintain risk
Review with a view to reducing the risk
Maintain risk
Maintain risk – request review
New risk

Executive Board Review
The Executive Board reviewed all Board Level Risks on the 22nd September 2015
Risk ref
944
903
650
994

Risk Description
Not meeting finance targets
Integrated care
Bed Pressures
C Diff threshold

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk

Review risks associated with the change in 18 week guidance and the impact on the Trust target.
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Finance, Investment and Performance Review
FIP reviewed the amended risks on the 21st October 2015.
Risk ref
944

Risk Description
Not meeting finance targets

Agreed conclusion
Approved the increased risk and liquidity

FIP agreed that the risks identified through the Monitor Q2 return were already reflected in the
Trust Risk Register.
Risk Review
New risks were reviewed between 18th September and 17th November 2015
34 risks were approved for the risk register one at Board Level.
1018 - HSMR
37 risks were closed, one at Board level:
953 – Procurement waivers
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BOARD OF DIRECTORS
Agenda item
14
Paper Title
Board Secretary Report
Date of Meeting
25th November 2015
Lead Director
Chief Executive
Paper Author
Victoria Parsons – Board Secretary
Indicate the impact of the paper:
Financial

Quality/Safety

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

Patient Experience

Equality

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

Tick

Governance

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

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

SUMMARY/CURRENT ISSUES AND ACTION





Council of Governors
Membership Strategy Update
Use of the Trust Seal
Policies and Procedures

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

Private Meeting
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1. Council of Governors
There are currently three vacancies on the Council of Governors
1) University of Bedfordshire (actively seeking a replacement)
2) Bedfordshire CCG
3) Hertfordshire Valley CCG (Trust has never had a representative)
Roger Turner was re-elected as the lead governor for a further 2 years.
2. Members
The next Ambassador newsletter will be issued in February 2016.
3. Use of the Trust Seal
Date used
6th November 2015

Seal
number
112

Subject
o

Cofely Ltd

Supporting information
Facilities Management Contract

4. Policies and Procedures
Two policies were approved at the Policy Approval Group that are on the list for requiring Board
Ratification.
Policy
C03 – Compliments, Complaints and Concerns
Policy
H02 – Health and Safety Policy

Board Action
None required.
The document was not amended and reapproved for 6 months pending new guidance
and divisional changes
None required.
There were no amendments to the policy for the
Board to ratify.
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