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

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

ACTION REQUIRED
To approve the Minutes.
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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 26 November 2014
Present:

Mr Simon Linnett, Chairman
Ms Pauline Philip, Chief Executive Officer
Mr David Carter, Managing Director
Ms Angela Doak, Director of Human Resources
Mr Andrew Harwood, Director of Finance
Ms Patricia Reid, Chief Nurse
Dr Mark Patten, Medical Director
Mr Mark England, Director of Re-Engineering
Mr Cliff Bygrave, Non-Executive Director
Ms Alison Clarke, Non-Executive Director
Mr John Garner, Non-Executive Director
Mr Jagtar Singh, Non-Executive Director
Dr Vimal Tiwari, Non-Executive Director
Mr David Hendry, Non-Executive Director

In attendance:

Ms Karen Ward, Director of Operations
Ms Marion Collict, Director of Transformation
Mr Ian Allen, Director of Estates
Ms Victoria Parsons, Board Secretary
Mrs Jane Payne, Executive Assistant (minute taker)
8 members of the public including governors

1.

CHAIRMAN’S WELCOME & NOTE OF APOLOGIES
The Chairman opened the meeting, welcoming governors & members of the public.
With the exception of public & governors, papers would be assumed to have been
read. Questions would be taken at the end of the meeting, other than points of
clarity. Actions would be summarised by the Board Secretary at the end of the
meeting. The audience were reminded that this was a meeting in public, as opposed
to a public meeting. Apologies were recorded from Mark Versallion, Jill Robinson.

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 MEETINGS HELD ON:
WEDNESDAY 24 SEPTEMBER 2014
WEDNESDAY 1 OCTOBER 2014 (SPECIAL MEETING)
The minutes were approved as an accurate record.
Proposed: Clifford Bygrave

4.

Seconded: Alison Clarke

MATTERS ARISING (ACTION LOG)
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The Board noted the actions taken.
The Executive Team recognised that there is variation within Divisions with regard to
the management of Clinical Audit. This item will be discussed at COSQ in December
and reported back to the next Board of Directors meeting.

MP/AD

Ian Allen confirmed that concerns raised at the previous meeting regarding signage
have been addressed.
5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report, with attention drawn to the following:
Re-Development of L&D – the Chairman proposed that the Hospital ReDevelopment Board should no longer report to the Finance, Investment and
Performance Committee (FIP). Instead it will report directly to the Board of Directors
as a formal sub-committee. The Board of Directors approved this recommendation.
Proposed: David Hendry; Seconded: Clifford Bygrave.
Non-Executive Directors – the Chairman confirmed the appointment of three NonExecutive Directors (NEDs): David Hendry, Jill Robinson, and Mark Versallion, and
noted their responsibilities. Jagtar Singh (retiring as a NED at the end of December)
highlighted further responsibilities to be assigned, including chair of the organ donor
committee. All NEDs were asked to review responsibilities and forward any further
suggestions to the Chairman.

6.

NEDs

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
Making Staff Engagement a Priority – the CEO clarified the work that has been
progressing to improve communication and engagement with members of staff. At
the Away Day in December, the Board will be considering securing the help of
external expertise. The CEO referred to a weekly newsletter which is currently
distributed within the delivery suite as an example of good practice and also referred
to work taking place at Salford (‘Meeting the Challenge: Employee Engagement at
Salford Royal NHS Foundation Trust’ – April 2014) on staff engagement.
National Audit Office Report - The Chair urged the Board to read the National Audit
Office report: The Financial Sustainability of NHS Bodies.
The CEO acknowledged congratulation and appreciation of staff receiving long
service awards.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received and discussed the report.
The following points were noted:
Patricia Reid informed the Board that there had been an increase in the number of
pressure ulcers in September but gave assurance that this had reduced in October.
Mark Patten noted the continued good performance relating to infection control and
the Board wished to acknowledge their appreciation to the infection control team and
clinical staff.
Questions were invited and addressed on the report including:
1. Falls for example, could we use video technology to support education and

2
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training in the management of falls. Patricia Reid suggested this could be
explored.
2. The Chair queried the downward trend with regard to supporting carers of
patients with dementia. Patricia Reid acknowledged that as the number of
patients with dementia increased it has become increasingly challenging to
provide comprehensive support to carers. Alison Clarke reminded the Board that
there is one specialist nurse for dementia who has increased awareness and
diagnosis and questioned whether one specialist nurse is sufficient. Patricia Reid
confirmed that all ward nurses have had further training at level 2 to ensure this
knowledge and awareness is cascaded and shared. This is supported by a
champion for vulnerable adults in each ward setting.
David Carter presented the performance Report informing the Board that there
continued to be an increase in ED numbers which remains a concern in the lead up
to winter. He noted that the Monitor overall target for cancer for quarter 2 was
achieved but as the number of 2 week wait referrals increases the delivery of the
target becomes more difficult. The Board were informed that the 18 week admitted
backlog has reduced further. The Chair queried the CCG targets and it was agreed
that those targets should be reported to the Board. David Carter confirmed that the
stroke target is difficult and the Trust is reviewing capacity.

DC

Finance Report – the Board received the report noting the following:
Andrew Harwood noted that the published results cover the first 7 months of 2014/15
and follow significant review and challenge by the Finance, Investment and
Performance committee meeting held on 11 November. In keeping with many
medium Acute Trusts the FT is experiencing heightened financial pressure. By way
of context the recent Monitor report noted a decline in FT financial performance; this
was particularly evident in the acute sector, where 80% of trusts were in deficit.
In October the FT reported a surplus of £0.9m. This was in line with our plan. As
previously reported, higher than planned, staffing costs remain a feature (with
agency spend at £6.6m being a major cause of the pay variance). The premium
paid to agencies and by the FT in irrecoverable VAT for agency staffing is broadly in
line with our current pay overspend.
As with previous years our biggest risk will be contract payments from our 2 main
CCGs. Both Luton and Bedfordshire CCGs have entered financial turnaround and
continue to attempt to apply substantial downward pressure on the contract
payments. It is highly likely that resolution of some issues will require Expert
Determination in line with the legally binding contract.
Questions/comments were invited and addressed on the report:

1. In terms of elective income, are we under target? Andrew Harwood responded
that we were. He said that ambitious plans were developed for 2014/15,
particularly due to the theatres re-engineering project. This initiative will come
into fruition in December. Bariatric activity has been lower than anticipated.

2. Can the Theatres Re-engineering plan be accelerated? Mark England noted that
an updated recovery plan will be presented to FIP.

3. Clifford Bygrave commented that the difficulties with staffing costs should not be
looked at in isolation, as more work will result in more staff.

4. John Garner questioned whether the CCGs are withholding payments? Andrew
Harwood confirmed that Luton CCG are paying 1/12th of the contract value.
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Bedfordshire CCG are paying in 10ths. The FT continues to have ongoing
dialogue regarding payment for overperformance.
Workforce Report – the Board received the report, noting the following:
Angela Doak eluded to recruitment and retention as mentioned in the Finance report
and confirmed that the Trust is active in offering adaptation courses to nurses. The
consultation on extending notice periods for band 4 and above is closed and
amendment to contract letters have been issued to all affected staff.
Questions/comments were invited and addressed on the report:

1. The highest sickness figures relate to estates and ancillary staff, is there any
reason for this? Angela Doak acknowledged that an increase has been
recognised among this staff group since discussions have taken place regarding
outsourcing. Regular consultation meetings have taken place with the staff.

2. Jagtar Singh referred to a presentation at the NHS Confederation highlighting
that nursing staff are being trained and not necessarily taking up posts with NHS
employers. Angela Doak assured the Board that every student nurse qualifying is
offered a post and that we have an excellent record for recruiting the nurses we
train.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights as follows, addressing questions at the
end of the report:
Feedback to Staff – the CEO informed the Board that we will be providing feedback
to all the recent surveys and questionnaires in the December 2014 edition of the
Staff Involvement Group Newsletter. The Board were informed that there is an
emerging issue of staff feeing that there are too many surveys resulting in lower
response rates.
Deanery issues – the Board were informed that since the report had been written
the GMC have visited to review Obstetrics and Gynaecology. Feedback was positive
and staff were congratulated for the significant work that was being done to address
these issues within the Division. With regard to the deanery report on acute
medicine, as the written report had not been received in time for the meeting, it was
agreed that comprehensive feedback would be made available to the next meeting
detailing the draft action plan and progress against it.

MP/PP

Outsourcing – David Carter reminded the Board of the decision agreed at the Board
of Directors meeting in November 2013. Since then, the Trust has made a strategic
decision regarding the redevelopment of the estate and this decision materially
impacts on the proposed outsourcing contract. The report recommended that the
scope of the procurement be amended to (i) exclude retail catering from the scope of
the procurement but keep the management of the restaurant within the procurement
under the current delivery model with a short notice termination clause and (ii)
include housekeepers within the scope of the procurement and note the revised
projected contract commencement date of August 2015. The Board accepted the
proposal.
Theatres Re-Engineering – Mark England confirmed the changes to the theatres
timetable would commence on 1 December 2014. The Board of Directors wished to
acknowledge the tremendous work led by the General Manager for Surgery.
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Car Parking – the CEO confirmed that the new car parking development by Breast
Screening is complete. A proposal is being developed to re-allocate some staff
parking to ensure St Mary’s car park is used solely for visitors.
Industrial Action – Angela Doak informed the Board that a second day of strike
action was scheduled for 2 December 2014. The first day of industrial action saw
services running as normal and good engagement with unions to plan our
emergency services. A total of 63 members of staff chose to strike, the majority
being midwives and imaging staff.
9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the reports which were taken as read and no questions were
raised.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
The Board received the reports which were taken as read and no questions were
raised.

11.

AUDIT & RISK COMMITTEE REPORT
The Board received the report and no further points were highlighted.

12.

RISK REGISTER
Victoria Parsons reported Board level risks and noted the risk in relation to Ebola.

13.

BOARD SECRETARY REPORT
The Board received the report and noted the information contained therein. Attention
was drawn to the new standards for the fit and proper person requirements (FPPR)
for directors which will come into force for all NHS bodies from 27 November 2014.
Guidance will be circulated and will become part of CQC reviews from April 2015.
ANY OTHER BUSINESS
The Chair thanked Jagtar Singh for his contribution to the Trust and wished him well
in his new responsibilities.
QUESTIONS/COMMENTS FROM THE PUBLIC

1. A volunteer for Healthwatch informed the Board that she is working with clinical
commissioners on the stroke pathway and pathway for chronic diseases and
asked whether the hospital had received recommendations from Healthwatch.
The CEO responded that no report had been received. However, the L&D is
working with both CCGs relating to integrating care whereby staff are following
patients into the community and forming closer links with GP colleagues. Vimal
Tiwari confirmed that Healthwatch representatives attend the Patient and Public
Participation Group.
SUMMARY OF ACTIONS
To be made available after the meeting.
14.

VP

DETAILS OF THE NEXT SCHEDULED MEETING:

5
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Wednesday 28 January 2015, 10.00am, COMET Lecture Hall
15.

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

These minutes may be subject to disclosure under the Freedom of Information Act 2000,
subject to the specified exemptions, including the Data Protection Act 1998 and Caldicott
Guardian principles
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PURPOSE OF THE PAPER/REPORT

To provide the Board with a written account of progress against action points.
SUMMARY/CURRENT ISSUES AND ACTION
Matters arising to be addressed.
ACTION REQUIRED
To note the actions taken with reference to the Minutes.

Public Meeting
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BOARD OF DIRECTORS
ACTION LOG arising from meeting held on 26th November 2014
ACTION (INCL ANY REFERENCES)

Date

Responsible REPORT ON PROGRESS OR COMPLETION

Matters Arising – Discuss the variation in the management of
Clinical Audit through COSQ

26/11/14

MP/AD

Chairman’s Report – Non-Executive Directors to review their
responsibilities and further suggestions to the Chairman

26/11/14

SL

Quality and Performance Report – Add contractual target
failure into the performance 18 week backlog report

26/11/14

DC

Executive Board Report – Report Deanery Action plan to the
Board of Directors

26/11/14

PP/MP

Summary of Actions – Summary of actions to be distributed
after the meeting

26/11/14

VP

4ActionLogNovember2014.doc

Reviewed at COSQ on the 17th December 2015. An update
will be provided to COSQ in February 2015 following a
meeting with Alison Clarke, Dr Mark Patten and the Clinical
Audit and NICE Manager Shafia Ghaus.
Non-Executives updated their responsibilities portfolios and
these were reported to the Council of Governors in
December 2014.
Included in the Performance Report from January 2015
The Board Seminar on the 5th December 2014 was devoted
to Medical Education and ongoing reporting is through the
Executive Board Report.
Actions are reported to the relevant Director following the
meeting.
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PURPOSE OF THE PAPER/REPORT
To inform the Board of Directors of the new requirements for the Fit and Proper Persons Test for
Executive Directors and Non-Executive Directors
SUMMARY/CURRENT ISSUES AND ACTION
The new Fit and Proper Persons Test came into effect from November 2014. Executive Directors
and Non-Executive Directors will be required to certify on appointment and on an annual basis
thereafter, that they meet the requirements of the Fit and Proper Persons Test. Trust Board
members are requested to confirm that they meet the requirements of the Fit and Proper Person
Test. It is proposed that from March 2015, members of the Trust Board will be asked to certify that
they continue to meet the requirements of the Fit and Proper Persons Test as part of the Annual
Declarations of Interest Report
ACTION REQUIRED
The Trust Board is asked to:
a) Note the requirements of the new Fit and Proper Persons Test;
b) Approve the actions set out in section 4 of the report and consider whether any further actions are
required in order to comply with the requirements of the Regulations.
Public Meeting
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Fit and Proper Persons Test
1. Background
1.1 The Francis Report highlighted the importance of every NHS organisation being able to
demonstrate an open, honest and positive culture with full accountability of NHS directors for the
actions of the organisations they helped to run.
1.2 The Government has responded to the Sir Robert Francis’ recommendations by issuing the draft
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 which set out the
requirements of the new Fit and Proper Persons Test. The requirements for the Fit and Proper
Persons regulations were agreed in November 2014.
1.3 The Care Quality Commission (CQC) has issued Guidance on what is required of organisations
in meeting their new duties (Guidance for NHS bodies on the fit and proper person requirement for
directors and the duty of candour")
2. Fit and Proper Persons Test
2.1 Regulation 5 (of the draft Social Care Act 2008 (Regulated Activities) Regulation 2014 sets out
the criteria that a director must meet. They must:
o Be of good character
o Have the qualifications, skills and experience necessary for the relevant position
o Be capable of undertaking the relevant position, after any reasonable adjustments under
the Equality Act 2010
o Not have been responsible for any misconduct or mismanagement in the course of any
employment with a CQC registered provider
o Not be prohibited from holding the relevant position under any other law. e.g. under the
Companies Act or the Charities Act.
2.2 Schedule 4, will introduce the good character and unfit persons test. Under Schedule 4 Part 1, a
director will be deemed unfit if they:
o Have been sentenced to imprisonment for three months or more within the last five years,
although CQC could remove this bar on application
o Are an undischarged bankrupt
o Are the subject of a bankruptcy order or an interim bankruptcy order
o Have an undischarged arrangement with creditors
o Are included on any barring list preventing them from working with children or vulnerable
adults.
Under Schedule 4 Part 2, a director will fail the ‘good character’ test, if they:
• Have been convicted in the United Kingdom of any offence or been convicted elsewhere of any
offence which, if committed in any part of the United Kingdom, would constitute an offence
• Have been erased, removed or struck-off a register of professionals maintained by a regulator
of health care or social.
3. Fit and Proper Persons Test - Practicalities
3.1 The scope of individual captured by the new Fit and Proper Persons Test requires clarification. It
is clear that Trust Board directors and non-executive directors are included, but the Regulations also
describe other senior Director equivalent roles.
3.2 The requirement for directors and governors to meet a Fit and Proper Persons Test is already
included in Monitor’s provider licence for NHS foundation trusts. However, Monitor’s Fit and Proper
Persons Test is less demanding than the test under the new Regulations.
3.3 The Regulations introduce a new requirement to have in place processes to provide assurance
that an individual has not at any time been:
o “Responsible for, privy to, contributed to, or facilitated any serious misconduct or
mismanagement (whether unlawful or not) in the course of carrying on a (CQC) regulated
5ChairsReportJanuary2015.d
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activity or discharging any functions relating to any office or employment with a service
provider”.
3.4 The CQC may determine that a director is not a fit and proper person even if the misconduct or
mismanagement was historic and occurred when the individual was in a more junior position at the
time.
3.5 The Regulations place the burden on employers to ensure that any person who is appointed as a
director or who fulfils the role of director meets the requirements of the Fit and Proper Persons Test.
The CQC will cross-check notifications about new directors against any other information that they
hold or have access to, in order to decide whether they want to look further into an individual’s
fitness.
3.6 NHS bodies are already subject to rigorous pre-employment checking procedures. All NHS
providers will also be required to demonstrate that appropriate processes are in place to confirm that
directors (and non-executive directors) are of good character; hold the required qualifications and
have the competence; skills and experience required which may include appropriate communication
and leadership skills, as well as a caring and a compassionate nature.
3.7 The CQC require the fitness of directors to be regularly reviewed after and during their
employment and will require the provider to have in place a regular review programme. Where an
individual’s fitness to carry out their role is being investigated, the CQC states that “appropriate
interim measures may be required to minimise any risk to service uses”. This implies at the very least
a director’s duties may need to be temporarily varied and or closely supervised pending investigation
and in some cases suspension should be considered. The Guidance also states that the CQC will
use its enforcement powers to ensure that all directors are fit and proper for their role by imposing
conditions on the Provider’s registration to ensure that the Provider takes the appropriate action to
remove the director.
3.8 The CQC’s Guidance states that in respect of NHS bodies, it will be the responsibility of the Trust
Chairman to ensure that all directors meet the fitness test (set out in section 2.1) and do not meet
any of the “unfit” criteria (set out in section 2.2 above). The CQC will require the Trust Chairman to:
o Confirm to the CQC that the fitness of all new directors has been assessed in line with the
Regulations; and
o Declare to the CQC in writing that they are satisfied that they are fit and proper individuals for
that role.
4. Next Steps
Based on the Guidance, the following actions will be implemented to ensure compliance with the
requirements of the new Fit and Proper Persons Test:
a) The Chief Executive, in consultation with the Director of Human Resources will determine
whether the Fit and Proper Persons Test should be applied to other non-board senior posts.
b) The Director of Human Resources will review the appointments process for new directors to
ensure processes are in place to ensure potential candidates for appointment meet the Fit
and Proper Persons Test.
c) The Trust Board Secretary will amend the Conflict of Interest Policy to include the Fit and
Proper Persons Test
d) The Director of HR will amend the Recruitment and Advertising Policy and the Appraisal
Policy to include the Fit and Proper Persons Test
e) The Chairman via the Trust Board Secretary will ask members of the Trust Board to confirm
that they continue to meet the requirements of the Fit and Proper Persons Test as part of the
Trust Board’s annual review of interests
f) The requirements of the Fit and Proper Persons Test will be considered as part of the
Executive Directors and Non-Executive Directors appraisal process;
g) The Trust Chairman via Trust Board Secretary will be responsible for confirming to the CQC
that a new director is a fit and proper person.
h) The HR Department will review the insolvency and bankruptcy register and register of
disqualified directors on appointment and annually.
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5. Recommendations
The Trust Board is asked to:
a) Note the requirements of the new Fit and Proper Persons Test
b) Approve the actions set out in section 4 of the report and consider whether any further actions
are required in order to comply with the requirements of the Regulations

5ChairsReportJanuary2015.d
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PURPOSE OF THE PAPER/REPORT
To update the Board on current issues.
SUMMARY/CURRENT ISSUES AND ACTION

The report provides updates on current issues.
ACTION REQUIRED

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

1.

WINTER PRESSURES

Since our last meeting the hospital has experienced significant winter demand, our ED
attendances have increased by more than 9% when compared to the same period last
year and clinicians report that the acuity of patients has been a cause for increasing
concern. As a result of this demand, the Trust has had to open all possible escalation
bed areas and put in place a rigorous process to ensure patients’ safety was not
compromised. Throughout the hospital, clinicians and managerial staff have, and
continue, to work well in excess of the hours that should be expected of them and we
are becoming increasingly concerned that should these pressures continue, staff will
become exhausted. We have also continued to work with external stakeholders to
ensure that the number of patients who are medically fit for transfer is reduced as this
would greatly improve capacity within the organisation.
I am however pleased to report to the Board that our performance against the
Emergency target continues to be one of the best in the country and as a result, the
Secretary of State visited the hospital to understand the work that we do not just within
the Emergency Department across the hospital and the health system to ensure that
patients are cared for in a timely manner. Finally, I need to alert the Board to the
ongoing dialogue that we are having within the System Resilience Group concerning the
allocation of winter monies, as our expenditure on the escalated response is significantly
in excess of the allocation that we have been given.

2.

FIVE YEAR FORWARD VIEW OF THE NHS

The Board will recall that in my November report, I highlighted the Five Year Forward
View for the NHS which was published on 23 October. A second paper, the Forward
View into Action was published on 19 December, which described the approach for
national and local organisations to make a start in 2015/16 towards fulfilling the vision
set out on 23 October. The paper sets out potential opportunities for organisations and
health systems to come forward by the end of January to work with national experts in
creating and implementing new models of service delivery. Locally, we have been
engaged with a range of key stakeholders to consider how we may respond, in particular
we are interested in submitting a proposal for the development of a new model for the
provision of urgent and emergency are. At present we are awaiting further guidance to
determine whether such an initiative would be supported, we are also in dialogue with
1
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UCLP to see if the project would be considered as part of the Innovating for
Improvement programme they are sponsoring with the Health Foundation.

3.

MEDIATION

The Trust has agreed with Luton CCG a process for attempting to resolve the
centralised disputes in relation to the 2014/15 contract. The parties agreed that 28
separate issues would be the subject of mediation although a number of issues have
now been withdrawn and it is anticipated that the final number of issues for mediation
will be less than 20. The Trust has commissioned independent technical advice to
support the mediation process and has taken legal advice as appropriate. Mediation will
take place on 6th and 11th February facilitated by CEDR. If mediation is unsuccessful,
the Trust will need to agree a process with the CCG for expert independent
determination under the provision of the contract.

4.

OPERATIONAL PLANNING 2015/16

The new NHS Planning guidance has set an ambitious planning timeline for 2015/16
requiring the FT to submit an initial one year high level draft operational plan by 27
February 2015 and a detailed operational plan by 10 April 2015. The key components
of the detailed plan should include:
•
•
•

An operational narrative (not for external publication);
A redacted summary of the operational plan narrative (in a format suitable for
external publication); and
A financial template (including the completion of one year of detailed financial
forecasts).

Tariff Issues
Monitor published a draft tariff & consultation document on 26th November 2014. This
consultation ended 24th December 2014. Monitor are currently working through
"hundreds of responses to establish if it received enough formal objections to trigger a
new consultation". They said that a decision would be made at a board meeting “in due
course”. This is expected to be this month’s meeting on 28 January. Until the tariff is
finalised income expectations for 2015/16 will remain unclear.

5.

VOLUNTARY SERVICES AWARDS

Our Annual Long Service Awards for volunteers took place on 22nd December and were
presented by Cliff Bygrave, Non Executive Director/Senior Independent Director, to a
total of 24 volunteers whose contributions ranged from 5 to 20. In addition, awards were
made to two of our longest ever serving volunteers, Suzanne Boet (30 years) and Eileen
McMahon (40 years).
2
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At present we have 260 active volunteers who give their time to the hospital and for
which we are very grateful.

3
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Quality & Performance Report
January 2015
November / December 2014 data
Medical Director
Chief Nurse
Managing Director
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% Harm Free Care

Harm Free Care(corporate objective 2 and quality priority 1)
The Trust continues to ensure that over 98% of our patients receive harm
free care with less than 2% of patients reported as receiving one harm.
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Pressure Ulcers (corporate objective 2 and quality priority 1)
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Patient Safety Thermometer

Safety Thermometer
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Threshold

%Harm Free Care

Incidence of Hospital Acquired Grade 2,3 and 4 Pressure
Ulcers

35

During this reporting period we have witnessed a peak in the incidence
of pressure ulcers at grades 2-3 which may have been attributed to a
number of factors:
• An increase in bed capacity and patient numbers (opening of escalation
wards)
• Staffing challenges resulting in a higher than usual usage of agency
nurses
• Increased patient acuity
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New Pressure Ulcer Prevalence - % of patients with grade
2,3 and 4

2

%

1.5
1

The development of a grade 3 hospital acquired pressure ulcer in an
escalation ward was likely to have been due to a higher than usual use of
agency staff, who had inconsistent knowledge, and had undertaken
insufficient skin inspections and rounding. A Trust member of the nursing
staff is allocated to each of the escalation wards and, in addition, a senior
substantive sister has been appointed to manage these areas and has
immediately built pressure ulcer safety brief into staff handover. Since the
introduction of this, there has been no further skin damage recorded.
Of the 14 category 2 pressure ulcers , 50% were located on the patients’
heels. The Tissue Viability Nurse (TVN) has commenced the implementation
of a heel protection campaign which includes provision of a new heel
protection device (kerrapro), underpinned by ward based education, and a
heel risk decision pathway. This is being rolled out across all divisions as from
January 2015.

0.5
0
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Given the anticipated service pressures into January, the TVN is focusing
attention in high risk areas to ensure that patients are safe and the risk of
skin damage is minimised.
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Falls with Harm (prevalence):
During the November 72 hour Safety Thermometer collection period which is a snap
shot (prevalence) view, there were three falls with harm. All three falls were low harm
incidents. Two patients sustained minor abrasions and laceration. These falls were
deemed unavoidable. The third patient had an unwitnessed fall and sustained superficial
bruising to her head. The head injury pathway was followed, the patient’s observations
remained stable and she did not require any further intervention.
In December there was one low harm fall. A patient slipped getting out of bed and
sustained a minor laceration to the back of his head. He was provided with non slip socks
to reduce risk of re-occurrence.

Patient Falls (incidence):
There were 93 inpatient falls in November which is a significant increase (50%) from
October.
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Apr-13

Feb-13

Dec-12

Oct-12

Aug-12

There were two reportable falls, one vertebral fracture that has been managed
conservatively and one #NoF (SI) that required surgical intervention. The root cause
analysis (RCA) for the #NoF injury, found the fall to be unavoidable, the other RCA is ongoing.
Jun-12

Falls

Falls Rate per 1000 Bed Days

Rate per 1000 bed days

The Trust has experienced higher than expected
levels of activity over this period of time requiring the
opening of all escalation areas which require
additional nurse staffing. In order to ensure safe
staffing levels, 4 operation nurse staffing meetings
are held daily chaired by the Chief Nurse. Matrons
from each Division attend to discuss the staffing
shortfalls and move the staff accordingly to meet the
peaks of demand and need. Sixteen specialist and
corporate nurse were also rostered to cover shortfalls
and staffing levels were adapted in light of bed
occupancy on wards.
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A thematic review of all the incidents has revealed increasing numbers of falls in the
evening and at night and also associated with toileting.
There have also been more recurrent fallers in November (patients falling more than
once). Three patients fell three times but whilst these patients had interventions in
place they remained at high risk due to their reduced awareness and behavioural issues.
It was also difficult to get additional nursing staff over this period of time to provide one
to one care. This was in addition to the standard staffing levels on the ward. Divisional
matrons have been made aware of these themes and will disseminate to their wards.

The Falls CNS will now be sending weekly falls data updates to matrons and the
corporate nursing team to help identify potential issues more quickly and put
appropriate actions in place.
There were 62 falls in December. Over a third of the falls occurred in the last week of
the month. This was over the Christmas period and additional staffing to provide one to
one care was difficult to access. There were two reportable falls, both #NoFs that
required surgery (one of these occurring in the Christmas week). RCA
investigation for
Page3of17
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Catheter Acquired UTI

Use of Urinary Catheters:
November saw an increase in the number of patients with a catheter 'in situ‘.
This was due to patients requiring catheters for strict input and output
monitoring due to acute illness. There has also been an increase in the
number of patients with long term catheters as their means of continence
management coming from the community.
December has seen an overall 2.5% reduction in the numbers of urinary
catheters. However, there was an increase seen in surgery due to the high
numbers of patients admitted with a fractured neck of femur requiring a
urinary catheter. Retention of urine post surgery was a contributory factor
for the increased use of catheters and the clinical nurse specialist for
continence is reviewing the reasons for this.
Throughout the Trust the number of patients with long term catheter remain
the same at 20% of the total number of catheters in situ.

VTE Risk Assessment
99
98

97
96

94
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93
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Venous Thrombo – Embolism (VTE) Risk Assessment: Compliance with the
VTE risk assessment target has remained above 95% for October and
November and as yet to be confirmed for December. It is challenging to
ensure that risk assessments are completed in a timely manner. Feedback to
consultants and ward teams in compliance rates is happening, as is engaging
the ward clerks to support ensuring the risk assessment proformas are in the
notes to enable the Doctors to complete them. Useful input from junior
medical staff into the Thrombosis committee has been sought and obtained.
Further engagement of junior doctors is planned, as it is anticipated this will
help improve compliance rates further.

Achieved
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An immediate review of the SIs is undertaken and appropriate
actions implemented. All SIs are discussed at Divisional Governance
meetings to ensure mitigating actions have been implemented.
Patients and their families are made aware of any serious incident
that requires investigation.
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0
Sep-12

December
1 Fall with fracture – unavoidable
1 Grade 3 pressure ulcer- avoidable
1 Failure to interpret CTG, Delivery Suite
1 Intra Uterine Death, Delivery Suite
1Baby born in poor condition, Delivery Suite
1 MRSA Bacteraemia - unavoidable
1 Missed diagnosis (lung cancer)

Responsive

12

Jul-12

November
1 Cardiac arrest - Ward 10
1 Grade 3 pressure ulcer - avoidable
1 MRSA Bacteraemia - unavoidable
1 Fall with fracture - unavoidable
1 Missed diagnosis (Head Injury)

Caring

Serious Incidents and Never Events

Aug-12

Never events and serious incidents

Serious Incident Investigations
Under the Serious Incident Policy, the following incidents are being
investigated:

Effective

Jun-12

Incidents

Top

Safe

Pressure Ulcers(grade 3)

Number of Clinical Incidents and Level of Harm
800
700
600

Clinical Incidents

500
400

There was an increase in clinical incidents reported in November and
December. The increase in patient falls contributed to this in
November but did improve and reduce by 33% in December as did
the peak in pressure ulcer incidence.
Staffing and bed capacity incidents also increased over this period in
line with the additional activity and requirement to open additional
7.1QualityPerformanceRepor
escalation areas.
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MRSA and C.Difficile

Infection Control
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Infection Control Context - number of cases
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There have been 2 hospital acquired cases of C.difficile infection over November and December with the total for the year to date being 5
(compared to 16 for this time period last year). The ribotyping of the samples up to December, however has not identified any one strain.
There were 2 avoidable MRSA bacteraemia cases in this period with both patients being very frail and elderly. Prophylactic topical treatment
in elderly patients as an intervention is currently being considered.
Increasing numbers of patients with influenza like illness (ILI) are being reported regionally with a sharp increase in seasonal Influenza A H3.
Several care homes locally have reported an increase in Influenza like illness (ILI). At the L&D we have had cases identified in the paediatric
population. Recently we have also admitted some patients with Influenza A to the adult ITU. Staff have been reminded of the likelihood of
Influenza in patients reporting with respiratory infections, particularly in high risk groups. We are reminding staff caring for patients with
suspected/confirmed influenza to ensure enhanced infection control practice.
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HSMR/SHMI

Fractured Neck of Femur
No published update is available from Dr Foster during
December, so HSMR remains at 37. December was the busiest
month for the last 4 years by a significant amount, with 42
#NOF patients admitted. There were 5 deaths during the month
- two of these were expected at the time of surgery, which
proceeded to provide terminal pain relief for dying patients.

HSMR: Blue indicates
that mortality is similar
to others and not
statistically a negative
or positive outlier.
**HSMRs were rebased from the August 2014 data to reflect improvements
nationally
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Cardiac Arrest Rate

Nov/Dec 2014 - There were 12 cardiac arrests in November and 13
Cardiac arrests in December. The Trust’s average cardiac arrest rate for
the last 6months continues to be 1.5 which is lower than the National
average of 1.6. A theme that has been identified is that 7 of the cardiac
arrests in Nov/Dec were potentially inappropriate for CPR , and a
separate piece of work is required to improve on current DNACPR
processes.
Update on progress with the Improvement plan:
1. The first sessions of the revised nurse training programme for all
grades of staff have been held. The human factors element has been
particularly helpful enabling the senior nurses to examine the
communication and response in managing the deteriorating patient. In
addition, the level of mandatory training for the management of the
deteriorating patient for all grades of nurses working with acute inpatients, has been increased and this new programme is scheduled to
begin in January.
2. The outreach team are reporting an increased use of the SBAR tool
when communicating their concerns about deteriorating patients.

3. A transfer check list is being piloted in EAU 2 and the ward team are
finding it very useful in practice.
4. The Standard Operating Procedure (SOP) for observations has been
rolled out to all the acute wards in the Trust - a means of monitoring
against this standard has been identified. This will enable individual
wards to measure and improve their practice against the standard set.
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Patient Experience
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Inpatients Net Promoter

Patient Experience

Patient Survey % in-patients who would rate care as excellent
Inpatients Friends and Family score

CQUIN Dementia Carers Survey

Inpatients Friends and Family %
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The Friends and Family Test results for November 2014 were published by
NHS England on the 7th January 2015. In October 2014 the reporting of the
Friends and Family Test is a percentage of those who are extremely likely
and likely to recommend the hospital.
The percentage recommend score for inpatients has stayed the same at
92%. For Accident and Emergency there has been a decrease from 96% to
86%. This reduction in score has been due to a very small response rate.
The unprecedented increase in activity in A&E has prevented nursing staff
from ensuring patients have been given the opportunity to complete the
Friends and Family cards. Maternity saw an increase from 95% in October to
98% in November.
The Trust has seen a decrease in the response rate in November and
December. The response rate for December is not available at the time of
writing this report. For November the response rate for Inpatients
was22.92% and Accident and Emergency 3.9%. A plan is in place to improve
the response rates for January.
Dementia Carers Audit
•A new pilot with the Alzheimers’ Society commences in January 2015
where a support worker will visit 2 older peoples’ wards each week to
provide support for people with dementia and any referred carers. The aim
will be for the service to become involved in multidisciplinary team meetings
(MDTs) and follow up support post discharge planning.
• The Clinical Nurse Specialist (CNS) for Dementia is working with the
Palliative Care team to develop clear protocols to ensure GPs are aware of
those patients nearing ‘end stage dementia ’ so that discussions can be had
as to ongoing management and ensuring patients are on the register for the
gold standards framework. An information leaflet for discharge is being
developed to facilitate this.
• Ward managers have been made aware of feedback from carers with
concerns requiring regular daily updates. This takes considerable time but is
vital for patients and their carers. The ward managers and matron in DME
are reviewing how to achieve this.
• The CNS has received an increase in calls from carers both in hospital and
in the community for advice and sign posting to relevantPage9of17
support services.
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The report to the December Complaints Board recorded
that the number of overdue first responses was 29; as of
12th January the figure remains the same. The total
number of open complaints has reduced to 89.
In November there were 18 open Second Responses, 4 of
which were overdue. There are now 21 open Responses,
6 of which have passed their target date.
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% Complaints responded to within target time

The Complaints Board has agreed an immediate interim
recovery process with the Divisions in order to regain
control of the situation whilst consideration is given to a
collaborative/more centralised process that provides the
Divisions with a responsive service that meets patient
expectation and retains the real benefits realised in the
devolved system.
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As part of our Nursing and Midwifery Assurance Framework, a
peer review was conducted in November 2014. This assesses
the clinical areas against the following 5 domains of
practice and ass the key questions:
1. Is it safe?
2. Is it effective?
3. Is it caring?
4. Is it responsive to peoples needs
5. Is it well led?

100%

60%

40%

20%
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% Trust and
Divisional Risks
with
completed
reviews

% risks with an
action plan

0%

The Risk Register is reviewed by the Board of Directors, SubCommittees and Divisional Boards.

In addition work is taking place with the Divisions to ensure that
the updating of the Datix database takes place following
Divisional Boards.
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The number of risks with an action plan has also reached 100%.
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% Board Level
risks with
reviews
completed

Our present focus is to ensure that all risks continue to be
reviewed and updated on time.

All ward areas have action plans in place to address these
issues.

number of wards assessed
11

Responsive

80%

Areas for improvement are:
•Privacy and dignity in Imaging and the ante- natal clinic
particularly with patients in gowns in waiting areas with fully
dressed members of the public
•Patients being unclear as to who there named Consultant
and Nurse were
•Environmental issues related to rooms being used for
inpatients that were not suitably equipped (i.e. day rooms on
their medical wards) with no patient TV, sinks etc

1

Caring
Risk Register

Overall the feedback was positive and good practice was
reflected in the way we interact with our patients in a
respectful way promoting both privacy and dignity. Several
patients also expressed satisfaction with the information given
to them and their involvement in decisions and discharge
arrangements.

November Peer Assessment

Effective

120%

Risk Register

CQC Self Assessment

CQC
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Safe
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A&E

National Targets

The Trust has continued to perform well against the 4-hour ED target and over the winter period is been one of the best performing (and
at times the best) A&E departments in the country.
The pressure in recent weeks has been very challenging in line with national trends, with the volume and acuity of attendances requiring
significant additional resources and the opening of escalation areas across the Trust.
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Cancer

National Targets

The Trust has met all targets in Quarters 1, 2 and 3 and continues to be was the best performing hospitals against the 62 day
standard. The Trust continues to work to achieve improvement in the more challenged areas.
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Page13of17
13
OverallPage35of149

Top

Safe

Effective

Caring

Responsive

18 Weeks

National Targets

Following the sustained reduction over the autumn there has been a deterioration in the in patient backlog since the Christmas
period and now stands at 196. The main rise was in orthopaedics.
The non-admitted backlog reduced by 9 to 306. This has been around this level since early December but this is still 40-50 higher
than levels consistently achieved in the Autumn. The two biggest specialties are T & O (with 68) and dermatology (with 43).
7.1QualityPerformanceRepor
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Stroke

National Targets
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Safe

In November the Trust failed to meet the target that requires 80% of stroke patients to spend 90% of their time on the stroke ward. The
Trust has struggled with this target over the busier winter period, in part because of delays in repatriation to local stroke units.
In November the Trust met the target for patients admitted directly to an acute stroke unit within 4 hours of arrival at hospital, achieving
this target for 91.7% of patients, its best ever achievement on this metric.
The Trust met the target for patients with high risk TIAs being treated within 24 hours.
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National Targets
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The Trust met the diagnostics target for the month of November achieving its best ever performance with just 14 patients over 6
weeks.
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Monitor Dashboard

Monitor Compliance
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Note: MRSA is below the de minimus level.
The Trust had 1 C.Diff case during Quarter 2 and a further 2 cases in October.
Cancer is the position to August.
7.1QualityPerformanceRepor
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Agenda Item: 7.2

FINANCE POSITION
MONTH 9
2014/15

7.2FinanceBoardPresentatio
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Summary Financial Position – Month 9
Fin Year
2014/15
Annual
Plan
£000s

2014/15
Budget
YTD
£000s

NHS Clinical Income - Contract
Other Income
Total Income

232,716
19,755
252,471

174,712
14,800
189,512

174,468
18,118
192,587

-243
3,318
3,075

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

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

21,840
18,596
45,491
14,080
14,964
6,324
121,295

21,963
20,261
47,393
14,139
15,112
6,143
125,011

124
1,664
1,903
58
149 Division £000s
-181 Surgery
3,717 Medicine

Drug costs
Clinical supplies and services
Other Costs
Total Non-Pay

21,594
22,658
33,014
77,266

16,195
17,005
24,744
57,944

17,177
17,170
24,599
58,946

EBITDA

13,558

10,273

8,629

Non Operational

12,558

9,418

8,600

1,000

855

29

INCOME & EXPENDITURE ACCOUNT

Total Operating Surplus/Deficit (-)

2014/15 2014/15
Actual Variance
YTD
YTD
£000s
£000s

• Surplus of £29k achieved to Month 9
• Top Monitor rating for Finance reported
• Overperformance on income (£3.0m)
• Pay Overspent – Nursing / Non-Cons Medical
• Non-pay overspent by £1.0m
• 3 Clinical Divisions substantially behind plan

W&C

982
165 DTO
-144 Op Serv
1,002 Corp Serv

Non-Directorate
Contingency
819 Non-Recurrent Measures
Trust

-1,644

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

Ytd Plan
2,501
-3,525
1,661
1,059
74
-25
188
-1,078
0
855

Ytd Actual
384
-4,548
1,782
219
-55
-847
737
-1,440
3,797
29

Variance
-2,117
-1,023
121
-840
-129
-822
549
-362
3,797
-826

-826
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Summary Financial Position

NHS Patient Income
Other Income
Total Income

Annual
Plan
232,716
19,755
252,471

Budget
YTD
174,712
14,800
189,512

Actual
YTD
Variance
174,468
-243
18,118
3,318
192,587
3,075

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

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

21,840
18,596
45,491
14,080
14,964
6,324
121,295

21,963
20,261
47,393
14,139
15,112
6,143
125,011

124
1,664
1,903
58
149
-181
3,717

Drug costs
Clinical supplies and services
Other Costs
Non-Recurrent Measures
Total Non-Pay

21,594
22,658
33,014
0
77,266

16,195
17,005
24,744
0
57,944

17,177
17,170
26,897
-2,298
58,946

982
165
2,154
-2,298
1,002

EBITDA

13,558

10,273

8,629

-1,644

Non Operational

12,558

9,418

8,600

819

Surplus

1,000

855

29

-826

Drivers (4 largest)
Elective Income (& RTT)
Breast Screening
A&E
Critical Care

£000s
-1,190
-622
628
851

Income Recognised

348

Increase ED Consultant
Hours

122

Residual settlements
Cancer Drugs Fund (was contract)
Commercial Income
Donated Asset Income

1,500
929
140
162

Extend Hospital at
Home

145

Open Contingency
Areas

477

Emergency Department
Trauma & Orthopaedics
Medicine
OMFS & Plastics

784
355
349
152

Elderly Medicine
Medicine
General Surgery
Emergency Department

656
512
330
254

Prof Fees / Mgmt Consultancy
Outsourced Medical Services
Offsite storage contract
Vanguard Rental
IT Hardware
Equipment Rental

463
313
253
256
189
121

7.2FinanceBoardPresentatio
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Winter Pressures Impact

Additional staffing,
extend hours,
weekend working
Loss

74

-470
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Millions

Summary Financial Position – Run Rate
2.5

2.0

Monitor Plan

1.5

Actual
Performance

1.0

13/14 Actual

0.5

0.0

Apr May Jun

Jul

Aug

Sep

Oct

Nov Dec

Jan

Feb Mar

-0.5

-1.0

-1.5
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Bridge from Plan to Surplus
Bridge from Plan to Surplus
£'000

Plan

Surg

Med

W&C

DTO

OS

CS

Residual Other
Settlement NR

Other

Surplus

2,000

1,000

0

-1,000

-2,000

-3,000

-4,000

-5,000
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Financial Risk Rating
Capital Servicing

Liquidity

£000s

Current assets
less inventories
Current Assets

46,799
-2,723
44,076

Current Liabilities

-32,622

Working Capital Balance

11,454

Operating Expense

183,957

Liquidity Days

13

Rating

4

Revenue available for capital service
Surplus
Dividend
Depreciation
Profit on disposal
Donations
Annual Interest
Total Revenue available for capital service

29
2,129
6,057
100
-162
564
8,717

Annual Debt Service
Annual Interest
Principal Payable
Finance Leases
Dividend
Total Annual Debt Service

564
107
0
2,129
2,800

Score
Movement required to slip to a 3

£000s

3.1

-11,454

Financial Risk Rating
Surplus movement required to slip to a 3

7.2FinanceBoardPresentatio
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CIP Performance

CIP Schemes

Plan Plan M09 Actual

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

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

907
1,901
1,357
386
648
174
5,373
-507
516
5,382

363
1,033
648
386
352
185
2,967
0
2,298
5,265

Variance
M09
-544
-868
-709
0
-296
11
-2,406
507
1,782
-117

• Trust £0.1m behind CIP plan
• Divisions adrift by £2.4m
• Non-recurrent solutions close slippage gap
• £2m of schemes delayed, but expected to
deliver in 15/16

7.2FinanceBoardPresentatio
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Bank & Agency Spend

Agency Spend by Month

9 Month spend on Bank and Agency
£000s
1200

£000s
12,000
10,000

1000

8,000

800

6,000

Agency

600

Doctors
Other

Bank

4,000

400

2,000

200

0
07/08

08/09

09/10

10/11
Year

11/12

12/13

13/14

14/15

0
13-14
Avrg

M2

M4

M6

M8

M10

M12

• Agency spend reflecting operational pressures, nursing agency main
contributor
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Agency Spend

Run Rate
Agency £000s
Doctors
Nurses
Clinical Support
Managers
Administrative
Other Staff
Grand Total
Run Rate
Agency £000s
Medical Division
Surgical Division
DTO Division
Corporate Division
W&C Division
Grand Total

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

7.2FinanceBoardPresentatio
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Cash Position

Balance
£m

Monitor
Plan

60
50
40
30
20

• Cash levels above Monitor plan
• Capital spend to plan
• Cash position strengthened by
payments in advance, timely
receipt of overperformance
required to ensure cash remains
to plan going forward

10
0
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 Q1
Year Ending 31st March

Q2

Q3

Q4 2016
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Workforce
January 2015
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Workforce Balanced Scorecard
Reporting Period:

December 2014 / Month 9

Trust Actual

3842

625

640

983

862

732

3697

642.4

3767.9

610.2

581.2

999.3

934.8

642.4

3581

Staff in Post (WTE)

-

Vacancy Rates (%)

10%

3398.0
9.82

541.1
11.32

551.8
5.06

883.8
11.56

797.4
14.69

623.8
2.89

3403.8
9.66

546.3
10.48

545.3
6.17

894.9
10.45

798.5
14.58

618.8
3.67

3265
8.84

Surgery

736

934.8

Medicine

862

999.3

Diagnostics

972

581.2

Corporate

646

610.2

Women'
and
Children's

619

3767.9

Surgery

3835

-

Medicine

-

Diagnostics

Women'
and
Children's

Dec-13

Budgeted WTE

Corporate

Trust Actual

Dec-14

Staff in post (Assignment Headcount)

Workforce

Trust Actual

Trust Target

Nov-14

Workforce Statistics

1255.2

25.2

27.6

444.4

380.4

377.7

1255.2

25.2

27.6

444.4

380.4

377.7

1203.6

-

1155.1

36.5

26.0

379.9

341.3

371.4

1158.7

36.5

26.0

383.5

346.5

366.3

1061.2

5%

7.97

N/A

5.77

14.50

10.26

1.67

7.69

N/A

5.77

13.70

8.89

3.04

-

3411

609

332

904

790

776

3740

680

400

983

815

862

11.83
3155

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

3.32%

3.22

3.16

2.05

3.38

3.22

4.08

3.53

4.01

2.35

3.57

3.26

4.48

3.11

Estimated Sickness Cost (£)

-

265227

31958

29911

55312

80754

67292

277422

33844

36878

61789

73437

71475

256341

Maternity Absence Rates (%)

-

2.56

0.62

2.25

2.95

2.16

4.51

2.67

0.76

2.02

3.37

2.12

4.61

2.62

Other Absence Rates (%)

-

0.09
10.53

0.28
14.19

0.17
17.06

0.58
12.55

0.18
11.65

0.21
10.51

0.23
10.34

0.36
14.26

0.07
17.57

0.33
12.63

0.10
11.27

0.56
9.75

Turnover %

10%

0.27
13.46

Appraisal Rate %

90%

74

74

80

65

78

72

73

76

78

64

78

71

60

Core Statutory Training %

80%

85

81

91

83

86

83

86

82

92

85

86

86

74

RECRUITMENT COMMENTARY
International Recruitment
The Trusts overseas recruitment campaigns continues to provide high quality healthcare professionals for the Trust with five (5) overseas nurses
starting with the Trust in January 2015. A further 32 overseas nurses have been recruited from Spain and Portugal of which approximately half (14
nurses) will start with the Trust on Friday 27th February with the remaining overseas nurses starting in March 2015.
Recruitment Campaigns
A recruitment open day for Band 5 staff nurses is planned for the 28th February with an open evening for HCA’s planned for March.
11 band 5 nurses commenced in post in December and a further 9 are scheduled to commence in January.
13 HCA’s commenced in post during December with a further 16 scheduled to start in January.
A schedule of recruitment events has been developed for the entire year. Based on previous recruitment success it is envisaged that the Trust will be
able to recruit into most of its vacancies from these campaigns.
Medical Recruitment
1 Locum Consultant in Cardiology and 4 Junior Doctors (1* O&G, 1* GUM, 2*A&E) commenced with the Trust in December. There are currently ,
1 Middle Grade (OMFS) and 2 Consultants (1*NICU and 1*Gastro) and 2 Locum Consultant (1*Paed and 1*NICU) under offer and Page2of6
due to commence in
7.3WorkforceJan15.ppt
January/February.
OverallPage51of149

Top

STAFF IN POST WTE BY DIVISION

Nov-14 Dec-14

% Growth Average % % Growth
From April Growth per over last 12
2014
month
months

DIVISION

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Corporate

492.1

492.9

497.1

501.8

505.3

505.9

506.7

510.1

535.9

538.8

541.1

546.3

8.87%

1.00%

11.02%

Diagnostics, Therapeutics and Outpatients

536.5

539.1

535.1

531.0

527.6

524.6

527.5

534.7

542.0

545.4

551.8

545.3

2.69%

0.15%

1.65%

Medicine

865.0

873.6

867.7

877.2

870.9

868.4

863.1

873.2

871.5

883.1

883.8

894.9

2.01%

0.31%

3.45%

Surgery

748.2

748.6

751.3

770.1

777.6

781.9

783.0

767.4

787.8

801.0

797.4

798.5

3.69%

0.61%

6.72%

Women's & Children's

612.1

608.1

608.7

606.4

609.3

610.1

607.4

601.5

597.4

609.2

623.8

618.8

2.05%

0.10%

1.10%

TOTAL

3253.8

3262.3

3259.9

3286.5

3290.6

3291.0

3287.7

3286.8

3334.6

3377.5

3398.0

3403.8

3.57%

0.42%

4.61%

Staff in Post WTE
3500

3400

3300

3200

3100

3000

2900

2800
Apr

May

Jun

Jul

Aug
2013

Sep

Oct

Nov

Dec

Jan

Feb

Mar

2014

WTE COMMENTARY
This data is based on staff in post excluding bank and honorary staff.
 The Trust’s overall SIP WTE has increased by 150 since 1st January 2014 an increase of 4.61% which is a result of services recruiting to their
establishment to fill vacancies. The Corporate Division showed the highest increase of 11.02%, followed by Surgery at 6.72%. The Corporate
growth is mainly attributed to Estates Support Staff (Porters, Domestics, Catering) 43%, Nursing Staff 19% and Admin Staff 15%.
 There are currently 106 band 5 nursing / midwifery vacancies across the Trust. With 91 band 5 currently going through the recruitment process.
By incorporating turnover and staff on maternity leave into these figures this results in a shortfall of 51 WTE band 5 nurses and midwives.
 We currently have 33 vacancies for band 2 Healthcare Assistants and 33 are going through the recruitment process. Again by incorporating
turnover and maternity leave into these figures this results in a shortfall of 16 HCA’s.

7.3WorkforceJan15.ppt

Page3of6
OverallPage52of149

Top

TURNOVER

Turnover Rate by Month and Staff Group

20.00

Ja n-14
Feb-14

18.00
Ma r-14

16.00
Apr-14

% Turnover Rate

14.00
Ma y-14

12.00
Jun-14

10.00
Jul -14

8.00

Aug-14

6.00

Sep-14

4.00

Oct-14

2.00

Nov-14

0.00
Add Prof Scientific Additional Clinical
and Technic
Services

Administrative and
Clerical

Allied Health
Professionals

Estates and
Ancillary

Healthcare
Scientists

Medical and Dental

Nursing and
Midwifery
Registered

Dec-14
Trus t Turnover
December 14 - 13.51%

Staff Group

Turnover figures do not include Junior Doctors

TURNOVER COMMENTARY

The Trust turnover rate for December 2014 is 13.51%. There were 35 leavers in December for
which the main reasons for leaving were due to personal reasons (62%) and retirements
(22%).

Turnover by Division

12
8
4

Nov-14

7.3WorkforceJan15.ppt

Dec-14

Women'
and
Children's

Surgery

Medicine

Diagnostics

Corporate

0

Trust
Actual

Unfortunately there has been a low response rate to both questionnaires, which is probably
due to the fact that this is a new process. This is to be addressed by raising awareness of the
new questionnaires with line managers and by advertising the questionnaire in the HR bulletin,
Divisional meetings and the Trust Intranet. It is hoped that increased awareness of the
questionnaires will provide the trust with more information as to why staff start and leave the
organisation.

Percentage Rate

16

Starter and Entrance questionnaires were distributed to all new substantive staff who
commenced and left the Trust between October and December.

Trust Target
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SICKNESS ABSENCE
Bradford Scores >200

Trust Sickness Rate

Sickness by Division

370

350

1.00
0.00

No of Employees

4.00%

3.00
2.00

Sep-14

Nov-14

Dec-14

310

De
c14

No
v14

Oct-14

Nov-14

Dec-14

Nov-14

Trust Target

Dec-14

Months

Sickness Absence by Staff Group

7.00%

Oct-14

290

Trust Target
Absence Rate

Sickness Absence by Staff Group

330

2.00%

O
ct
-1
4

Women'
and
Children's

Surgery

Medicine

Diagnostics

Corporate

3.00%

Trust
Actual

Percentage Rate

5.00%

5.00
4.00

6.00%
5.00%

Add Prof Scientific and Technic

2.07%

2.98%

4.67%

Additional Clinical Services

4.62%

4.45%

4.83%

Administrative and Clerical

3.01%

3.51%

3.74%

Allied Health Professionals

3.27%

2.46%

1.92%

Estates and Ancillary

6.18%

5.48%

6.16%

Healthcare Scientists

1.22%

1.07%

0.77%

Medical and Dental

1.07%

0.75%

1.04%

Nursing and Midwifery Registered

3.18%

3.05%

3.65%

Trust total

3.21%

3.12%

3.53%

4.00%
3.00%
2.00%
1.00%
0.00%
Add Prof Scientific Additional Clinical Administrative and
and Technic
Services
Clerical
Oct-14

Allied Health
Professionals

Nov-14

Dec-14

Estates and
Ancillary

Healthcare
Scientists

Medical and
Dental

Nursing and
Midwifery
Registered

Current Month Trust Average - 3.53%

SICKNESS ABSENCE COMMENTARY
Sickness rates for December have increased to 3.53% when compared to the previous month 3.12% and is primarily attributed to occurrences of
seasonal related illnesses coupled with winter pressures impacting on service delivery across the Trust.
The Trust’s overall average sickness percentage figure for the calendar year ending 31st December 2014 is 3.19%, this is slightly higher than for the
same period last year 3.02% but this continues to sit well below the Trust target of 3.32%.
It has been highlighted to the Board previously that the Estates and Ancillary staff group have a higher absence rate when compared to other staff within
the Trust therefore a significant focus is being placed in this area with an action plan to bring the absence rate down.
Work will continue throughout the new calendar year to address caseloads throughout the Trust.
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TRAINING COMPLIANCE BY DIVISION
STATUTORY TRAINING
December 2014

APPRAISALS

INDUCTION
Fire

Infection
Control

Safe Moving

Information
Governance

Safeguarding
Adults

Safeguarding
Children

TRUST TARGET

90%

100%

80%

80%

80%

80%

80%

80%

Corporate

76%

63%

86%

80%

81%

82%

74%

86%

Diagnostics, Therapeutics and Outpatients

78%

80%

93%

93%

91%

89%

89%

89%

Medicine

64%

84%

86%

85%

85%

83%

86%

88%

Surgery

78%

100%

86%

87%

86%

86%

85%

88%

Women's & Children's

71%

100%

86%

86%

87%

85%

84%

92%

TRUST TOTAL

73%

85%

87%

86%

86%

85%

84%

88%

Change from last month

-1%

-7%

2%

1%

1%

1%

1%

-1%

Compliance Thresholds

Appraisal

Induction

Stat Training

90 - 100%

95 - 100%

80 - 100%

65 - 89%

75 - 94%

65 - 79%

0 - 64%

0 - 74%

0 - 64%

TRAINING COMMENTARY
Induction
We are preparing for the launch of our revised Health Care Assistant Induction programme in February. This new approach will increases their
induction to a two-week programme which will run bi-monthly. This is in response to the introduction of National Training Standards for Health Care
Assistants from the Department of Health, and will ensure that all new HCA’s starting work at the Trust are fully prepared to perform these vital patient
care roles once they start on the wards. Slight adjustments have also been made to the Corporate Induction programme, notable changes include an
increase to the Adult Safeguarding session to allow coverage of Dementia, and the addition of a half hour session on Equality and Diversity and
Patient Experience.

We also continue to deliver customised Induction programmes for our overseas recruits.
Statutory Training
The Trust as a whole is above the 80% target rate across all core statutory training topics with monthly compliance showing slight increases across all
areas.
Appraisals
The Trust-wide compliance figure has fallen by 1% this month, with the only increase seen in the Corporate division. At departmental level, good
increases have been recorded this month for Transcription Services (up 33%), General Management (up 22%), Ward 14 (up 14%), Switchboard (up
14%) and Building Maintenance (up 13%). In contrast, decreases have been seen in Cardiac Centre (down 42%), Ward 4 (down 23%), Endoscopy
(down 19%), Financial Services (down 18%) and Medical Microbiology (down 17%).
7.3WorkforceJan15.ppt
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Category of Paper

Paper Title

Executive Board Report

Date of Meeting

Wednesday 28 January 2015

Lead Director

P Philip

To action
To note
For Information

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

Quality/Safety

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

Tick

Patient Experience

To ratify
Equality

Clinical

Governance

th

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

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

PURPOSE OF THE PAPER/REPORT
To update the Board on items discussed / presented / approved by the Executive Board in
readiness for Board awareness or approval.
SUMMARY/CURRENT ISSUES AND ACTION
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

L&D Tops UCLP Informatics Benchmarking
Mentoring Scheme Update
Infection Control Report
Integrated Care
Deanery Issues
7 Day Services Update
Complaints Board Update
Nursing & Midwifery Staffing Data
Management of CQUIN
National Accident and Emergency Survey 2014 - Summary
National Joint Registry Annual Clinical Report 2013/14 - Summary
Review of Health Services for Children Looked After and Safeguarding Luton
Beds & Herts Breast Screening Service Annual Report 2013-2014
Annual Quality Report for the Case Mix Programme (CMP)
Management Re-Structure within the Division of Medicine
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22.
23.
24.
25.
26.

Re-Engineering Programme (REP)
Information Governance Report
Estates & Facilities Update
Communications & Fundraising Update
Policies and Procedures Update

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

ACTION REQUIRED

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

L&D TOPS UCLP INFORMATICS BENCHMARKING

UCLP recently commissioned a piece of detailed benchmarking which measured the
Electronic Medical Record Adoption Model (EMRAM) score which is a mature
methodology developed by the Healthcare Information and Management Systems Society
(HIMSS). The fieldwork happened during November/December 2014. The Trust has
made considerable progress in delivering an Electronic Medical Record, as evidenced
below in a piece of detailed benchmarking commissioned by UCL Partners. This measured
the Electronic Medical Record Adoption Model (EMRAM) score which is a mature
methodology developed by the Healthcare Information and Management Systems Society
(HIMSS) during December 2014. Note the blue bars represented an alternative slightly
crude simplistic benchmarking approach, the Clinical Digital Maturity Index (CDMI), used
by a private company EHI.

2.

MENTORING SCHEME IN PARTNERSHIP WITH LUTON SIXTH
FORM COLLEGE - UPDATE

To mark the 75th Anniversary year of the Trust, six very able young people who wish to
apply to study medicine have been selected to have a mentor here at the L&D. The young
people had to submit a formal written application and were interviewed by Sally Gitkin,
Head of Organisational Development and Learning, and Emily Burke, a lecturer at the
College. They have been matched with six volunteers from our consultant community.
Mentoring will run in two phases until 2016 with a break for exams from Easter in 2015.
We will support the young people through application and hopefully, interview for a place
to study medicine.
The aim of the project is to provide specific support for students who may not have a
family member who has previously been to university or anyone with contacts which might
give them a better understanding of the requirements for getting a place at university to
study medicine. It is clear that achieving outstanding results academically is not enough,
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so we are a trying to add value with intensive support to build confidence and widen
understanding of the world of health service delivery.

3.


INFECTION CONTROL REPORT
Viral Haemorrhagic Fever (Ebola)

The Ebola outbreak in West Africa continues to be a source of concern to Infection Control
teams in all UK hospitals and worldwide. This is due to the possibility of travellers
(including voluntary healthcare and aid workers) returning from affected areas who may be
incubating the disease. At the L&D we have seen six cases of “suspected” viral
haemorrhagic fever in the last 6 months.
Our hospital multi-disciplinary group led by the Director of Infection Prevention & Control
(DIPC) and the Trust Operations Director (Executive lead) meets once a week to coordinate all activity related to the management of suspected Ebola (or other possible VHF)
patients. This group is well represented across all disciplines. However, participation by
consultant medical staff is usually low.
Staff who may be “at risk” of exposure, while looking after patients with “suspected” VHF
are receiving training in the correct use of personal protective equipment (PPE). Following
initial focus on ED, where we expect to receive the majority of suspect cases, staff in
Obstetrics and Midwifery, NICU and paediatrics, Blood sciences and Microbiology and
Domestic services and porters all are receiving training in the use of appropriate PPE.
Particular attention is paid to the “donning” and doffing procedures when using PPE.
Senior staff in Maternity, NICU and Paediatrics is undertaking table top exercises and
“practice dry runs” to identify special circumstances in individual areas which require the
patient management pathways to be adjusted.
Processes are now in place to screen all patients coming into hospital to inquire about a
travel history.
Significant improvements have been made in our capacity to manage patients with
suspected Ebola virus disease (EVD). Following the upgrade of the isolation facility
(decontamination room) in ED a modular decontamination unit has been installed adjacent
to the isolation room. This decontamination unit has been used successfully recently. It
has been agreed to create a similar facility in the midwifery led birthing unit (MLBU) to
allow the safe management of women in labour.
The Trust multi-disciplinary group has arranged two lunchtime “open” meetings for staff.
These meetings are used to inform staff about Ebola virus disease and other VHFs, the
level of preparedness in the Trust and training that is being offered to staff. These
meetings have been very well attended by all grades of staff.


Clostridium Difficile

The Trust has reported 5 hospital acquired cases of C.difficile diarrhoea in the period April
to December 2014. The Trust is currently below the trajectory ceiling set for C.difficile
which would be no more than 13 cases for the period April 2014 to December 2014
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Seasonal (winter) Infections

Influenza:
In the last few weeks the reports of cases of influenza like illness (ILI) has increased. Of
the laboratory confirmed cases the majority are identified as Influenza A H3 strain.
Laboratory reports of other respiratory viruses like Rhinovirus and Parainfluenza viruses
have also increased.
Norovirus:
Outbreaks of Norovirus are being reported in many hospitals and nursing homes in the
country. So far the L&D remains Norovirus free.
RSV:
The laboratory has seen an increase in the cases of RSV in the latter part of 2014.


ICNet

The 1st phase of the implementation of ICNet is nearly complete and user training is to
begin in February 2015. Following the completion of the first phase the Infection Control
team will be able to assess and analyse information from the microbiology laboratory
against epidemiological patient information thus allowing speedier isolation of patients with
infection and the earlier identification of outbreaks.

4.

INTEGRATED CARE

The Integrated Care projects in Luton and South Bedfordshire continue to progress as
both locations are nearing the stage of going live with the new Proactive Care model. This
will be started on a small scale with a number of GP practices before being rolled out
across the 6 GP Clusters. Care Coordinators have been recruited and nursing and social
work teams have been aligned to the GP Clusters.
Work in underway to develop the clinical pathways that will enable GPs and Elderly Care
Consultants to provide continuity of care to patients and access to expert advice at the
time of need. An internal Multi Disciplinary Steering group has been set up to design the
new pathways between the GP practices, the Emergency Department and Elderly
Medicine. Further work is ongoing to link in the Ambulance Trust and the Out of Hours GP
Service.

5.

DEANERY ISSUES

Subject: Health Education East of England LETB (Deanery School of Medicine)
requirements to retain Physician training in the Trust
The Steering group has been meeting weekly for the last 4 weeks, and the education and
design subgroups have been formed. The Education Director for Acute Medicine has been
appointed, and commenced the role. An Interim Clinical Director has also been appointed
for Acute Medicine to work with the Clinical Director for ED.
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Two working groups have been set up; the Education subgroup and the Design/Process
subgroup. These groups are led by the recently appointed Education Director for Acute
medicine and the Interim Clinical Director for Acute Medicine. The Clinical Director for
Emergency Medicine is also part of the leadership of the Design subgroup.
Progress against the requirements as defined by the Deanery have been rated by the
Steering group and is subject to validation by the trainees (see Appendix 1). This will be
updated on a weekly basis. A detailed action plan is being updated to be returned to the
School of Medicine by the end of January, and this will be discussed with the Head of
School and Postgraduate Dean.
The working relationship between the different acute admission areas have improved and
plans are being put in place to address the training issues highlighted by the Deanery.
There is still a lot of work to be done but the Steering group is optimistic that we are
moving in the right direction.
Membership of the three groups has now been defined. Appendix 2.
The apportionment of resources to deliver the required actions have not yet been agreed
with the Division of Medicine and this is being reviewed on Monday 26 th January, as
defined in the presentation to the Board in December.
I will provide regular updates on progress.
Appendix 1
No.

1

Requirement

Sub
Group

RAG Rate

The Trust must continue to develop the acute admission
pathway to ensure that it is safe and provides appropriate
training opportunities for CMTs and ST3+ in medicine
ED/Design

2

The workload of the on-call medical registrars must be
reduced so that they are able to see patients in a timely way
Design

3

Medical Trainees must not feel undermined by ED staff.

4

Trainees must be fully trained to use the reporting tool for
serious incidents; the findings of incident investigations should
be disseminated so that there is appropriate learning

5

6

7

The Trust must clarify the roles, responsibilities, and
expectations of ED and Medical Staff. Communication
between the ED and medical teams must be improved. The
visiting team suggests a joint meeting between the two teams.
The Trust must, through their appraisal and performance
review processes, reassess the competencies of their SAS
doctors in the ED and institute any necessary CPD to enable
them to feel competent to manage medical patients in a safe
and effective way which avoids unnecessary referrals to the
medical team.

ED/Design

Education

ED/Design

Design

The RCP College Tutor and Director of Medical Education
must be more actively involved in seeking solutions to the
problems identified
Education
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8

9

The Trust must implement the necessary actions to totally
remove the term SHO from their documentation and
communications - both written and verbal.
The Trust must explore the introduction of adequate numbers
of ENPs and PAs to support service delivery in the ED, AMU,
and on the wards

Education

Design

Appendix 2 Working Groups
Acute Medicine Deanery Steering Group (Meets initially weekly)
Function: Project oversight and resourcing as required by improvement teams
Chair: Medical Director
Management/Process Improvement Team (Subgroup)
Team Lead: Interim Clinical Director for Acute Medicine and Clinical Director for
Emergency Medicine (Join Education Team meeting when required)
Education Improvement Team (Subgroup)
(With Physicians, Clinical & College Tutor)
Team Lead: Deputy College Tutor for Acute Medicine
(Membership to be reviewed once commenced)

6.

7 DAY SERVICES UPDATE

There are two main areas of focus at present; progressing our delivery of the 14 hour
standard which required a consultant to see every patient within 14 hours of arrival and
increasing access to care at weekends especially over the Christmas and New Year
period. Over 65% of patients are seen by a Consultant within 14 hours and we are
working towards 75% in quarter 4. The Medical Division are making excellent progress
and early review of audit data shows that they achieved 80% in December. Access to
diagnostics significantly improved over the Christmas and New Year period ensuring that
patients’ needs were met in a more timely manner.
A gap analysis audit is underway across all organisations in Luton as part of the Better
Care work which seeks to maximise 7 day services across the health and social care
system.

7.

COMPLAINTS BOARD UPDATE

During the month of December further discussions have taken place to understand the
impact of a centralised process. A number of options are available that would provide
support to the Divisions without losing ownership. The decision making process is
currently on hold whilst we await the review of changes to the Divisional structure in
medicine.
The Division of Medicine have made improvements this month in their response time and
have reduced their backlog to 1 overdue complaint. They are confident this will allow them
to manage their current demand and further improve their response rate.
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The Trust continues to do well with the quality of first responses and more complainants
are being offered local resolution meetings. Further work is to be undertaken with the
PALs team to understand how the Divisions can be more responsive to concerns raised
outside of the formal process.

8.

NURSING & MIDWIFERY STAFFING

A report into nursing staff over the Christmas and New Year period is attached as
Appendix 1.
The reports for November and December are attached as Appendix 2 and Appendix 3
respectively.

9.

MANAGEMENT OF CQUIN

The Trust is in the process of submitting its Quarter 3 CQUIN return. The Q2 milestones
were achieved with the exception of End of Life.

10.

NATIONAL ACCIDENT AND EMERGENCY SURVEY 2014
SUMMARY

The Trust received the management report of the 2014 National Accident and Emergency
Survey in November 2014. The results of the survey were published nationally by the
Care Quality Commission (CQC) in December 2014. The purpose of the survey is to
improve the quality of services that the NHS delivers and to understand what patients think
about their care and treatment. The results are used by the CQC to mark progress against
the objectives set in the NHS mandate and are used by the Trust to inform action plans on
areas where improvement is required.
272 completed surveys were returned from the Trust's sample of 850. The overall
response rate was 33%. The sample was taken from patients who attended Accident and
Emergency during March 2014
The Trust has seen increases in positive percentage score from 2012 in the following
areas: Did a member of staff tell you about medication side effects to look out for?, Did
hospital staff take your family or home situation into account when you were leaving the
A&E Department? Did a member of staff tell you about what danger signals regarding your
illness r treatment to with for after you went home?
The Trust scored ‘about the same’ as other Trusts in all sections except for How long did
you wait until you first spoke to a nurse of doctor?, where the Trust was scored as worse.
There has been very little change in demographic responses from 2012 to 2014 with 76%
of respondents being English/Welsh/Scottish/Northern Irish/British in both surveys. Irish
from 2% to 3%, Any other white background 3% to 6%, White and Black Caribbean 0% to
8ExecutiveBoardReportJanua

Page8of42
OverallPage63of149

Top

1%,Indian 2% to 3%, Pakistani 8% to %, Any other Asian background 0% to 1%, African
1% to 2%, Caribbean 2% to 1%
Gender responses were 43% men and 57% women.
This paper highlights the recommended actions provided by Quality Health.
The report was considered by the December meeting of the COSQ Committee

11.

NATIONAL JOINT REGISTRY ANNUAL CLINICAL REPORT
2013/14 - SUMMARY

The 2013/14 NJR Annual Clinical Report summarises the data the Trust has submitted to
the NJR during the financial year 2013/14. The L&D submitted complete data sets on 189
primary hip replacements, 197 primary knee replacements, 23 hip revisions and 19 knee
revisions during this time. Consent rates for data collection were in line with the national
picture, and our compliance with NHS number submission was very good.
Our 1 year, 3 year and 5 year revision rates for both hip and knee replacements carried
out here are all well below the national average, reflecting a high quality of primary joint
arthroplasty surgery (Standardised revision rate for hips was approximately 0.8, and 0.75
for knees.) Despite this apparently good performance from NJR data, the Trust has been
identified as an outlier with regard to Patient Reported Outcome Measures (PROM’s) for
primary hip replacement.
Our standardised mortality ratio (SMR) for hips was 1.1, and for knees was 1.8.
Interestingly, when you examine individual surgeons’ data on the NJR, all three of our
knee surgeons have SMR’s of 1.0 for knees.
Mr Sundararajan has recently undergone training in PROM’s data analysis, and over the
coming months, with Dionne Murray, he will be examining the data in detail to highlight any
issues that may be contributing to issues raised by the NJR report and the PROM’s data.

12.

REVIEW OF HEALTH SERVICES FOR CHILDREN LOOKED AFTER
AND SAFEGUARDING IN LUTON

The review was conducted by the CQC to report the findings of health services in
safeguarding and looked after children services in Luton. It explored the effectiveness of
health services for looked after children and the effectiveness of safeguarding
arrangements within health for all children. The focus was predominantly on the
experiences of looked after children and children and their families who receive
safeguarding services.
There was excellent feedback for A&E, paediatric and maternity services. One of the key
recommendations for the Trust included further improvement in supporting mothers with
mental health problems and a business case has been developed for a mental health
midwife. The review also identified that provision has to be made to allow for the
attendance of midwives at child protection meetings as this can be challenging when
activity is high.
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13.

BEDS & HERTS BREAST SCREENING SERVICE ANNUAL
REPORT 2013-2014

Our Breast Screening service has had a very busy and successful year. We invited
78,679 women for breast screening and 60,845 attended, 507 ladies being diagnosed with
breast cancer.
Nationally there has been a fall in uptake across the programme, but our Management and
Health Promotion Team have been busy introducing new initiatives to increase the uptake.
Our KC62 annual return shows an improvement in all our targets and this was reflected in
an excellent QA visit report. In addition, we had a QA visit for our Family History service
and this was also favourable.
The QA team congratulated the unit on delivering such a high quality service and
commended all staff for their expertise, commitment and contribution to the NHS Breast
Screening Programme.
We are proud of our service and thank all our staff for their hard work throughout the year.

14.

ANNUAL QUALITY REPORT FOR THE CASE MIX PROGRAMME
(CMP)

Since 2011, ICNARC has published the Annual Quality Report for the Case Mix
Programme (CMP). The Annual Quality Report makes results from the CMP public to
provide a valuable insight into the quality of NHS adult, general critical care.
97% of all adult, general critical care units in England, Wales and Northern Ireland now
participate in the CMP. Following rigorous data validation, all participating units receive
regular, quarterly comparative reports for local performance management and quality
improvement.
The Annual Quality Report for the period 1 April 2013 to 31 March 2014 has been
published.
Our critical care unit in comparison to others is not an outlier, and has several quality
indicators e.g. Unit Acquired MRSA where our performance is excellent.

15.

MANAGEMENT RE-STRUCTURE WITHIN THE DIVISION OF
MEDICINE

The Trust developed proposals in November 2014 for a new management structure in
Medicine and issued a discussion document outlining the proposals. The background to
the change was a recognition that the size and complexity of medicine, with significant
elective work and as the division which bears the brunt of the emergency take, means that
it is very difficult for medicine to be organised as a single entity. In addition it was
8ExecutiveBoardReportJanua

Page10of42
OverallPage65of149

Top

perceived that the divisional structure has reduced rather than increased the level of direct
dialogue between the consultant body, the Executive and the Board.
The proposals were also discussed with the Board at an awayday and a Board seminar.
In summary the proposals mean that the division will no longer have a divisional director,
divisional general manager or decision-making divisional board. A new structure will be
put in place replacing the divisional structure with 12 clinical Directors who will have a
direct relationship with the Executive, and management and finance support. It is
intended that the general manager post will transition to a different function, overseeing
and resolving issues, performance managing and facilitating decision making at specialty
level rather than acting as a key decision maker in their own right.
The feedback from the consultation was generally supportive and the Trust is now in a
position to finalise the proposals. One of the key changes will be the creation of a clinical
chair of medicine. This is not a managerial role like the divisional director role but will act
as a facilitator ensuring that there is co-ordination across the specialties (e.g. ensuring that
there is commitment from specialties to deliver the emergency take alongside specialty
work).
The new arrangements will be in place from 1 April 2015.

16.

PLANNING FOR WINTER

The Christmas and New Year period was extremely challenging for the Trust and local
health & social care partners. L&D was however, able to sustain its ED performance and
manage the flow of patients through beds. The number of patients medically ready to
leave the Hospital remains high although the high turnover rate has been maintained over
the bank holiday period through seven day working of the discharge teams, therapy and
medical staff. To date, winter pressure funding has been used to support the Trust,
however, we are concerned that our costs will greatly exceed the allocation agreed.
L&D allocation from initial funding:
Urgent care – additional ED Consultant time
Hospital At home –Luton element of funding

=
=

L&D allocation from second tranche via Monitor:
Contingency beds
=
Additional Physician time in Ambulatory care =

£150,000
£ 78,000

£614,000
£150,000 (under discussion)

The System resilience group also agreed funding for additional bed capacity in Luton, a
Home Care resource to enable discharge from L&D. increased community and social
worker resource to meet increased demand and spot purchase of additional nursing
homes beds to enable discharge to assess.
The trust expects the winter to continue to be a challenge due to the increase in Influenza
and respiratory infections and we will engage in an ongoing dialogue with Luton CCG to
explore the availability of additional funding.
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17.

PATIENTS MEDICALLY FIT FOR TRANSFER

There was a significant drive over Christmas and the New Year to reduce the number of
patients who are medically ready to leave hospital. Christmas is always an enabler in
terms of reducing the backlog and through 7 day working the integrated discharge team
have been able to prevent the numbers increasing despite a high volume of referrals. The
System resilience group recognises that an operating level of 50 to 60 patients is too high
and means that we have had to open high cost contingency beds.
A system wide group with members from each organisation is meeting weekly with an
agreed action plan. The aim of the group is to create sufficient capacity outside the Trust
and to improve discharge planning processes to create a step reduction in numbers.
Actions taken to date include:








Commissioning of discharge to assess beds in Bedfordshire.
Developed a pathway for spot purchase of health beds in Luton.
Designated CCG Lead to support with overseas patients.
Increased Luton rehab beds as part of the winter pressures funded
Extended the transfer times to 7pm, 7 days a week.
Additional social worker support for Luton in the IDT for the Hospital and Moorland
Gardens.
Improved links with Hertfordshire for health and rehab patients.
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18.

HOSPITAL RE-DEVELOPMENT PROGRESS REPORT

The Trust has appointed a new Programme Director for the Hospital Re-development
project, David Hartshorne. David has over twenty years experience on major building and
infrastructure projects. He has held senior level positions at all stages of the procurement
and delivery process both in the UK and overseas including Strategic Development
Director for John Laing plc and Implementation Director for Railtrack plc on the Channel
Tunnel Rail Link. The strength and breadth of David's experience will be invaluable during
the next crucial stage of the programme, following the Trust's appointment of the external
Design Team at the start of January. Following competitive tender the Trust conducted a
full evaluation and is now in the process of agreeing contracts with the successful bidder.
David will join us full time at the beginning of March. In the intervening period Sarah Wiles
will continue to lead the programme and manage the transition. Following David’s
appointment, the rest of the project team is in the process of being established.
The Trust has undertaken an initial dialogue with potential funders, the Foundation Trust
Financing Facility and London Borough of Luton and this dialogue which has been
extremely positive will continue alongside the design process over coming months.

19.

OUTSOURCING

The project to secure a commercial partner to manage and deliver catering and cleaning
services is progressing to the revised and agreed timetable.
The Invitation to Tender documents are currently in preparation and will be sent to
participating contractors week commencing 26th January.
To comply with European Legislation for Procurement, the contractors will have up to 8
weeks to prepare and submit formal proposals for the Trust to consider.
A team, which will include key stakeholders, will be assembled to undertake the evaluation
and make a recommendation on selection of an appropriate commercial partner to take
forward the services.

20.

COMPLIANCE ISSUES

Fire safety – following a fire safety audit in November, the Bedfordshire Fire and Rescue
Service have notified the Trust that the Enforcement Notice relating to Ward 2 is now
withdrawn.
Breast Screening – following the yearly Quality Assurance visit on 17th September, the
final report has been received confirming the excellent feedback.
Microbiology - The Laboratory completed its CPA and UKAS submissions by 26th October
and is currently awaiting confirmation of accreditation.
Haematology – following the CPA surveillance visit evidence to clear these
nonconformities has being passed with one exception which is in progress.
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Clinical Biochemistry – following the CPA surveillance visit, the Trust is addressing 9 noncompliance observations and 1 recommendation.

21.

PROPOSED INDUSTRIAL ACTION

NHS Trade unions have announced plans to escalate their campaign of industrial action
during January and February 2015 as part of the national pay dispute.
UNISON, Unite and GMB will be calling on their NHS members in England to take strike
action on Thursday 29 January for twelve hours between 9am-9pm. This will be followed
by a period of working to rule until 24 February. A further strike on Wednesday 25
February (24 hours) is also planned.
1) UNISON, Unite and GMB will be calling on their NHS members in England to take
strike action on Thursday 29 January for twelve hours between 9am-9pm. This will
be followed by a period of working to rule until 24 February. A further strike on
Wednesday 25 February (24 hours) is also planned.
2) RCM: Action will take place on Thursday 29th January and Wednesday 25th
February, subject to cover for safety between 1pm and 3pm. Action short of strike
will be escalated to be from Friday 30 January to Tuesday 24 February
continuously.
3) SoR: The next strike will take place on Thursday 29 January and will begin at 08:00
and continue until 14:00. This will be followed by a period of work to rule beginning
at 00:01 on Friday 30 January and finishing at midnight on Tuesday 24 February. If
necessary there will be a further strike on Wednesday 25 February.
The Trust is in the process of understanding which services might be affected as a result
of the above industrial action and will try and ensure that minimum disruption is caused to
patients.

22.

RE-ENGINEERING PROGRAMME (REP)

The Re-engineering Quarterly Report is attached at Appendix 4.

23.

INFORMATION GOVERNANCE REPORT

The Information Governance (IG) Report to the Board is attached at Appendix 5.

24.

ESTATES & FACILITIES UPDATE

Estates Developments
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Since the last report a number of improvement schemes have been successfully
completed; these include: Corridor refurbishment works phase 1
 Maternity bathrooms upgrade
 Ophthalmology Outpatients expansion phase 1
A number of new schemes are due to commence in the month; these include:




Corridor refurbishment works phase 2
Ophthalmology Outpatients expansion phase 2
Cardiology Outpatients refurbishment
Urology one stop clinic

Car Parking
The final phase of the car parking strategy will go live on 19th January. This will involve the
re-ordering of all car parks so that St Mary’s car park is available for visitors.
A formal consultation took place prior to Christmas and responses provided to all the
matters raised. Additional parking wardens have been assigned for the transition period to
assist car drivers and to secure a smooth changeover with the new parking arrangements.
Sustainability
The two energy conservation schemes funded by the Department of Health have been
successfully operating for a period of 12 months. The schemes have achieved a saving
on operational costs of £68,000.
A new system of managing and segregating waste was introduced last year, initially, as a
pilot scheme, and then subsequently across all hospital wards. The scheme promotes
recycling of waste and reducing the amount of waste going for landfill. To date, the
cumulative savings to the Trust have amounted to £19,000.

25.

COMMUNICATIONS & FUNDRAISING UPDATE

Press and Media Interest
The Communications Department maintain a file on all media coverage.
Filming for TV programmes:
 Nationally, TV, radio and the press have been regularly reporting about NHS pressures
– especially A&E pressures. A&E Clinical Director, David Kirby was interviewed on
national ITV News in early January to show that we continue to be one of the best
performing A&E departments in the country.
 Local TV news filmed from Wards 22 and 23 at Christmas, including interviews with
staff and with a patient full of praise for the care and hard work of all staff.
Breast screening campaign:
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Radio adverts to promote breast screening for Asian women will be broadcast on Inspire
FM from January to March 2015. The radio campaign includes daily adverts, news
broadcasts, and interviews with L&D staff in English and Urdu. The advertising campaign
on local buses continues until the end of January 2015.
Social Media:
We are continuing to use Twitter to promote positive news stories e.g. encouraging women
to attend for breast screening, flu advice, choosing the right urgent care and fundraising for
prostate cancer. We now have over 600 followers. Follow us @LandDHospital.
Fundraising
Donations for November 2014 totalled £18,576 and included:
 £5,700 for the new NICU Parents’ Facilities – £3,000 of which was donated by
people buying Lights as part of the Christmas Light up a Life campaign.
 £3,300 for the GUM clinic.
 £1,500 was donated to Ward 12 as a thank you for the care a patient received.
 £1,400 from a grateful patient to benefit the chemotherapy department.
Donations for December totalled £15,722 and included:
 Over £1,000 at the Children’s ward cake sale and Christmas fayre. This is being
match funded by Barclays which will take the total to just over £2,000.
 Over 400 gifts were donated by generous supporters as part of our Give a Gift
campaign which were given to patients on Christmas day.
 There were numerous visits from companies, Luton Town Football Club, pantomime
casts and community groups bringing further gifts and spending time with patients.
The new fund set up for NICU Parents’ Facilities has raised £22,456 to date. The target is
£50,000 and building work is due to start imminently. The Charitable Fund Committee has
underwritten the project to ensure it is up and running for parents as soon as possible.
The fundraising team will continue to fundraise until all the funds are recouped.

26.

POLICIES & PROCEDURES UPDATE

The Policy Approval Group approved the following policies:








Raising Concerns in the Workplace*
Fixed Term Contracts
Work Experience Policy
Preceptorship Guidelines
Translation and Interpretation Policy
Quality Framework*
Health Record Policy

*to be ratified by the Board of Directors (see Board Secretary Report)

8ExecutiveBoardReportJanua

Page16of42
OverallPage71of149

Top

Appendix 1

REPORT TO BOARD
1. Introduction
This paper aims to provide the Board with:




An overview of nursing and midwifery staffing levels over the Christmas and New Year period
An overview of the key workforce and quality issues
An update on the risk assessments and actions taken

2. Background

The Trust has experienced unprecedented levels of acute emergency activity requiring the
opening of escalation areas over the Christmas and New Year period. Although escalation
beds have been opened from September, they are normally only opened for short periods with
usually only one or two areas open more frequently. Over this period of time, however all five
clinical escalation areas have been opened with a total of 38 beds.
In addition to the opening up of escalation areas, 4 treatment rooms within DME and beds in
recovery have had to be utilised providing a further 9 beds. Recovery was only used for one
24 hr period.
Escalation Areas
22A
19A
19B
Cath Lab
Paeds ED
Recovery
Siderooms

Beds open
7
7
10
9
5
5
4

Total

47

Other inpatient areas such as endoscopy and some ward day rooms have been used as
discharge lounges.
The additional 47 beds and discharge areas required nurse staffing. These areas do not have
established nurse posts and require temporary staffing (bank/agency) to fill the shifts. This
puts additional pressure on existing wards with vacancy factors as all areas are trying to utilise
a smaller pool of temporary staff posing a major challenge. In addition, escalation areas have
to have a Trust member of staff in place.
3. Mitigation
Four operational nurse staffing meetings are held daily, chaired by the Chief Nurse or Deputy Chief
Nurse. Matrons from each of the Divisions attend the meetings to discuss the staffing shortfalls and
move the staff accordingly to meet the peaks of demand and need.


Each Matron provides the risk rating for staffing (red/amber/green) for each ward and an
overall risk rating for their division. Green shifts are determined to be safe levels and would not
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require escalation as these constitute the levels expected through the agreed ward
establishment. Amber shifts are determined to be at a minimum safe level. Red shifts are
deemed to be at an unsafe level and action is taken to mitigate the risk through movement of
staff from other wards or utilising any supernumerary staff in the numbers.
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 held with the Matrons to review the utilisation of staff and expenditure per
ward.
All ward areas are required to display their staffing numbers daily within their clinical areas

An overall Trust risk assessment is made regarding the movement of staff and where there are
more patients than beds, the additional escalation areas require opening and staffing.
A total of 16 corporate and specialist nurses have been rostered onto shifts across this period to
support the additional beds.

4. Quality impact
Although robust risk assessments have been undertaken at each staffing meeting, there have
been a number of understaffed shifts delaying the timely management of some patients. The
challenges have been when there are too many red shifts that cannot be appropriately staffed
impacting on some fundamental aspects of care. This includes some delays in two hourly
rounding, observations, administration of medication and documentation. The ability to get
‘additional’ nurses for high risk patients who require one to one care, such as frequent fallers has
been challenging. Mitigation has been to use multiple cohorts if possible.
A number of red flags are collected on a daily basis around key staffing standards. When we were
unable to achieve these standards a ‘red flag’ is triggered. This supports decision making
regarding the movement of staff to areas of greatest need.
2 key quality indicators are reviewed daily:



1 RN to 8 patients on day duty
No shifts where more than 50% of RN on duty are agency

The number of day shifts where the Registered Nurse to patient ratio was greater than 1:8 mainly
occurred within our Directorate of Medicine for the Elderly. Although baseline establishments are
set to achieve this standard, vacancy levels and the non-availability of bank and agency
Registered Nurses meant that on some occasions, Care Support Workers were employed to fill
these gaps if available and corporate / specialist nurses were used to provide additional support to
the areas.
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Appendix 2

Trust Board
Monthly Report of Nursing & Midwifery Staffing Levels
November 2014
Purpose
This paper aims to provide the Board with:





An overview of nursing and midwifery staffing levels
An overview of the nursing and midwifery vacancies and recruitment activity
An update on the monitoring and management of nursing and midwifery staffing
Key workforce issues

Planned versus Actual Staffing
The Trust is committed to ensuring that levels of nursing and midwifery staff including Care
Support Workers (CSW) match the acuity and dependency needs of patients. This includes
an appropriate level and skill mix of nursing staff to provide safe and effective care. These
staffing levels are viewed along with reported outcome quality measures
There is a requirement for all Trusts to publish their staff fill rates (actual versus planned) in
hours for both day and night shifts and Registered and Unregistered staff. This information
appears on the NHS Choices website. This information sits alongside a range of our other
safety indicators.


Where the fill rate is above 100% reflects the increase in patient care needs, for example
where a patient may need one-one nursing (a patient has become more acutely unwell or
where a patient needs constant supervision due to challenging behaviour/confusion).
However it is important to note, that in some clinical areas a lower percentage fill rate of
care staff has been offset by a higher percentage of registered nurses.



Where the fill rate is below 100% indicates there has been unfilled hours during the
month. This may be due to staff vacancies or unplanned sickness that cannot be covered
by existing or temporary staff.



Some escalation areas were required to be open for periods of time during the month of
November (ward 22A, 19A and 19b). This additional requirement for bed capacity
impacted on the fill rate for some clinical areas as staff had to be moved at short notice to
manage these areas.



It is also important to note that the fill rate is based on total established hours for both day
and night and during this period, there were frequent periods of reduced activity where
the levels of staff met or exceeded need.



Maternity – November was another busy month and midwives were required to work
flexibly depending on the birth rate and pressure in each area at any one time staff were
moved to ensure 1:1 care of a woman in labour. This did impact on the ward fill rate
although staffing remained safe in these areas.
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Table 1 Staffing Fill Rate by Ward, Staff Group and by Shift (November 2014)

Table 1

Day

WARDS

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

Night

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill
rate-Care staff
(%)

Average fill rateregistered
Nurses/Midwive
s
(%)

97.6%

96.7%

99.0%

102.7%
92.4%
85.8%
89.4%
96.4%
94.3%
100.4%
90.8%
95.8%
100.4%
98.8%

100%
94.0%
99.9%
99.6%
98.4%
104.2%
102.9%
100.1%
101.8%
86.2%
99.4%

100.5%
98.4%
100.0%
100.0%
98.7%
98.9%
102.5%
100.0%
98.9%
100.0%
100.0%

90.1%
80.9%
96.7%
101.1%
97.9%
125.0%
108.3%
106.2%
95.5%
115.9%

93.6%

91.1%

82.9%

131.6%

97.2%

94.4%

92.2%

101.7%

98.4%

93.7%

97.5%

105.2%

99.0%

104.6%

102.4%

100.0%

100.0%
100.0%

101.9%
100.0%

101.1%
100.0%

100.0%
95.6%

101.4 %

60.3%

97.4%

75.0%

101.3%
97.9%
101.2%
104.8%
100.0%
100.3%
84.7%
78.1%
82.2%
99.8%

93.0%
101.4%
94.7%
73.6%
99.7%
103.8%
87.1%
72.9%
68.0%
96.1%

101.1%
101.1%
100.0%
100%
101.1%
100.0%
106.1 %
128.3%
100.7%
100.0%

101.6%
100.0%
104.5%
104.8%
100.0%
98.9%
57.2%
76.5%
77.2%
100.0%

95%

93%

99.3%

96.1%

Average fill rateCare staff
(%)

For November Luton and Dunstable University Hospital
has an overall fill rate of 95.85%
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‘Real Time’ Staffing Management
We continue to deliver three operational staffing meetings held daily, chaired by the Chief
Nurse or Deputy Chief Nurse. Matrons from each of the Divisions attend this meeting to
discuss the staffing shortfalls and move the staff accordingly to meet the peaks of demand
and need. Once all options have been explored a decision will then be made to use agency.






Each Matron provides the risk rating for staffing (red/amber/green) for their division.
Green shifts are determined to be safe levels and would not require escalation as these
constitute the levels expected through the agreed ward establishment. Amber shifts are
determined to be at a minimum safe level. Red shifts are deemed to be at an unsafe level
and action is taken to mitigate the risk through movement of staff from other wards or
utilising any supernumerary staff in the numbers.
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 held with the Matrons to review the utilisation of staff and
expenditure per ward.
All ward areas are required to display their staffing numbers daily within their clinical
areas.

Staffing Standards
During November we piloted the data collection around key staffing standards, when we are
unable to achieve these standards a ‘red flag’ is triggered.
We are currently monitoring the following standards



1 RN to 8 patients
3 RNs allocated to night duty

These standards will be fully reported on in the December workforce report

Vacancies and Recruitment Activity

Band

Band
Band
Band
Band
Band
Band

Vacancies as of
1st November

7
6
5
4
3
2

Total

8ExecutiveBoardReportJanua

Summary
No’s Working
Notice

Recruitment

Real Vacancies as
of 1st Month Total

3.17
15.12
88.94
2.73
1.62
34.54

0.00
1.00
21.67
0.00
1.00
7.76

2.00
3.00
87.40
0.00
0.00
34.00

1.17
13.12
23.21
2.73
2.62
8.30

146.12

31.43

126.4

51.15
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Summary
Staffing has been challenging throughout November and can be attributed to the following:





Additional capacity (escalation areas) warranting additional staff
High nurse and midwifery vacancies
High patient acuity
High peaks of activity in maternity

The following outlines the on-going actions


To ensure timely and efficient recruitment into Trust vacancies the timeline to recruit
staff into post has been agreed to be reduced from 12 down to10 weeks.



The Trust has commenced bi-monthly recruitment events for both substantive and
bank Registered and Care staff.



To continue focusing on recruitment with robust marketing and advertising locally and
wider afield.



Chief Nurse to continue to report staffing levels to the board monthly.

Pat Reid - Chief Nurse
November 2014
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Appendix 3

Trust Board
Monthly Report of Nursing & Midwifery Staffing Levels
December 2014
Purpose
This paper aims to provide the Board with:





An overview of nursing and midwifery staffing levels
An overview of the nursing and midwifery vacancies and recruitment activity
An update on the monitoring and management of nursing and midwifery staffing
Key workforce issues

Planned versus Actual Staffing
The Trust is committed to ensuring that all levels of nursing and midwifery staff including
Care Support Workers (CSW) match the acuity and dependency needs of our patients. This
includes an appropriate level and skill mix of nursing staff to provide safe and effective care.
These staffing levels are viewed along with reported outcome quality measures.
There is a requirement for all Trusts to publish their staff fill rates (actual versus planned) in
hours for both day and night shifts and Registered and Unregistered staff. This information
appears on the NHS Choices website. This information sits alongside a range of our other
safety indicators.


Where the fill rate is above 100% reflects the increase in patient care needs, for example
where a patient may need one-one nursing (a patient has become more acutely unwell or
where a patient needs constant supervision due to challenging behaviour/confusion).
However it is important to note, that in some clinical areas a lower percentage fill rate of
care staff has been offset by a higher percentage of registered nurses. Where the fill rate
is below 100% indicates there has been unfilled hours during the month. This may be due
to staff vacancies or unplanned sickness that cannot be covered by existing or temporary
staff.



December has been a challenging month. The requirement for escalation areas has
continued throughout the month with two additional areas opened for periods of time to
meet demand (Cardiac Catheter Lab and Paediatric Emergency Department). The three
other escalation areas have been required to be fully open during the month of December
(ward 22A, 19A and 19b). This additional requirement for bed capacity has impacted on
the overall fill rate for some clinical areas as staff had to be moved at short notice to
manage these areas when temporary staff were not available.



It is also important to note that the fill rate is based on total established hours for both day
and night and during this period, there were frequent periods of reduced activity where
the levels of staff met or exceeded need.



Maternity – During December activity continued to be high, midwives were required to
work flexibly depending on the birth rate and pressure in each area at any one time staff
were moved to ensure 1:1 care of a woman in labour. This did impact on the ward fill rate
although staffing remained safe in these areas.
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Table 1 Staffing Fill Rate by Ward, Staff Group and by Shift (December2014)

Table 1

Day

WARDS

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

Night

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill
rate-Care staff
(%)

Average fill rateregistered
Nurses/Midwive
s
(%)

96.3%

100%

99%

101.6%
93.4%
94.1%
95.1%
86.5%
92.3%
94.8%
88.4%
92.2%
92.2%
93.8%

92.5%
92.5%
95.7%
96.3%
104.4%
89.7%
91.4%
99.8%
92.8%
85.5%
88.0%

102.1%
102.8%
96.8%
100.1%
93.5%
95.7%
99.2%
98.9%
102.2%
100.0%
96.8%

95.3%
99.5%
101.2%
110.5%
102.6%
96.8%
98.4%
93.5%
90.3%
97.4%

95.5%

87%

95.7%

100%

92.8%

96.8%

93%

100%

98.4%

93.7%

97.5%

105.2%

99.0%

104.6%

102.4%

100.0%

97%
100.0%

98.2%
108.5%

99%
100.0%

92.9%
100%

97.6%

100%

96.5%

100%

98.9%
94.5%
99.4%
92.5%
100.0%
100.3%
78.9%
85.8%
83.6%
98.9%
66.7%
53.5%

96.1%
100.8%
95.7%
89.6%
100%
103.8%
68.6%
69.5%
83.4%
94.9%
60%
68%

100%
100%
100%
101.9%
100%
100.0%
108.8 %
113.3%
100.7%
100%
87%
77.3%

100%
100%
95.1%
81.5%
100.0%
100%
64%
62.8%
77.2%
100%
65.2%
72%

93%

91%

97%

93%

Average fill rateCare staff
(%)

For December the overall fill rate was 93. 5%

8ExecutiveBoardReportJanua

Page24of42
OverallPage79of149

Top

‘Real Time’ Staffing Management
During this busy period the Chief Nurse or Deputy Chief Nurse along with Matrons from each
of the Divisions met up to four times a day to discuss the staffing issues including shortfalls.
Plans were made for staff to be moved to cover gaps and risks shared across the
organisation. Once all options had been explored a decision was made to use agency,
however there were occasions when the demand was unmet.
As highlighted in previous reports to Board, Matrons for each shift assign a risk rating for
their staffing, this contributes to a Trust wide risk rating determined from their situations. The
nursing and midwifery risk rating is reported at the twice daily bed meetings to provide a
workforce status for the organisation.



Weekly meetings continue to be held with the Matrons to review the utilisation of staff,
monitoring of absences and expenditure per ward.
All ward areas are required to display their planned and actual staffing numbers daily
within their clinical areas.

Staffing Standards
A number of red flags are collected on a daily basis around key staffing standards. When we
were unable to achieve these standards a ‘red flag’ is triggered. This supports decision
making regarding the movement of staff to areas of greatest need.
Standard

Flag occurrences

No shifts where more than 50% of RN on duty are agency
No day shifts when RN to patient ratio is greater than 1:8

1% (n=6)
9% (n=63)

The number of day shifts where the Registered Nurse to patient ration was greater than 1:8
mainly occurred within our Directorate of Medicine for the Elderly. Although baseline
establishments are set to achieve this standard, vacancy levels and the non-availability of
bank and agency Registered Nurses meant that on some occasions, Care Support Workers
were employed to fill gaps these gaps if available.

Vacancies and Recruitment Activity

Band

Band
Band
Band
Band
Band
Band

Vacancies as of
1st December

7
6
5
4
3
2

Total
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Summary
No’s Working
Notice

Recruitment

Real funded
Vacancies as of 1st
Month Total

3.17
15.12
88.94
2.73
1.62
34.54

0.00
1.00
21.67
0.00
1.00
7.76

2.00
3.00
87.40
0.00
0.00
34.00

1.17
13.12
39.28 *
2.73
2.62
15.70*

146.12

31.43

126.4

74.62
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*Some areas have over recruited staff which has affected the number of real
vacancies shown. High vacancy levels are held in Theatres, NICU and General
Medicine.

Summary
Throughout the month there have been significant staffing challenges to ensure that our
clinical areas have remained safe. This has been a particular pressure during the latter part
of the month and can be attributed to the following:




Further demands on additional capacity (escalation areas) warranting additional staff
Nurse and midwifery vacancies
High patient acuity

The following outlines the on-going actions:





The Trust is planning for monthly recruitment campaigns for permanent and bank
band 5 Registered Nurses and Midwives and band 2 Health Care Assistants.
A robust recruitment campaign using local media - radio, local newspapers and
advertising on buses and the Trust website.
The option of further international recruitment campaigns is under consideration
Chief Nurse will continue to report staffing levels to the board monthly.

Patricia Reid - Chief Nurse
December 2014
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Delivering the New L&D

Appendix 4

Re-Engineering Board Report
January 2015

Mark England
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Delivering the New L&D

Re-Engineering Programme (REP) Report
1.
2.
3.
4.
5.
6.
7.

Introduction and Overview
Theatre Re-Engineering
Outpatient Re-Engineering
7 Day Services
Length of Stay
eRostering
Clinical Administration Re-engineering
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Re-engineering to Deliver the New L&D

Delivering the New L&D

Vision:

“ A safe, efficient, agile healthcare provider able to navigate
and own our future, always delivering for our patients”
Goals:

"Deliver more activity with the same or less inputs"
"Provide optimum support for the delivery of our services“
“Deliver services in entirely new ways"
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Pressure UlcersDelivering the New L&D

Re-Engineering Programme Report

Impacted by loss of Programme Manager to ill health and then resignation.
Replacement now in post 05th January 2015

Re-designated as Pathway Re=Engineering and closely
linked to Outpatient Programme.
Slippage due to re-build onsite confirmed, and Perfect Day
decision.

4
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Theatre Re-Engineering
100%

14000

Theatre Ultiisation

Late States and Overruns - 2014

90%
12000

80%

10000

% of all lists running atomised timed booking

50%

% of total session minutes utlised

40%

30%

# of theatre session minutes

theatre session minutes utilised

60%

8000
# of minutes lost to late start per month
# of minutes of overrun per month
6000

4000

20%
2000

10%

0%

0
July

August

September

Month 1 April

Month 2 May

Month 3 June

Month 4 July

Month 5 August

Month 6 Sept

# of Extra Lists per Month
120

100

Target for January
2015 is 40
# of Extra Theatre List Above Planned Activity

Delivering the New L&D

70%

80

60

40

20

0
Month 1 April

Month 2 May

Month 3 June

Month 4 July

Month 5 August

Theatre Re-Engineering has been a priority for the
first two quarters of the REP. The launch of the new
timetable in December, and the first Super Saturday
on the 10th January, represent substantial
milestones. The final quarter of 14/15 will see the
beginning of considerable improvement which will
be sustained into 15/16. The focus for 15/16 will be
on supporting timely starts, reducing gaps, and
avoiding overruns. This will be delivered by process
improvements based on detailed observational
analysis, but also information system deployment.

Month 6 Sept

5
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Key Focus has been on what is described as a “Partial Booking” implementation . For patients requiring an appointment more
than 6 weeks in advance a waiting list is maintained. This has required a new process, and re-configuration of our Patient
Administration System. The risks of losing patients and not prioritising correctly mean this has been a step by step approach.
The process and PAS configuration are illustrated below.:
Partial Booking process

Clinician

Patient

Phase

Given information
regarding partial
booking

Attends
appointment

Follow up
needed?

Specify date
appointment
needed in weeks/
Yes months on 18 week
form

Give 18 week
form to
receptionist

No

Specify “discharge”
on 18 week form

Clerk

Change outcome
of appointment to
“discharge”
Discharge?
Follow up
needed/
discharge?

F/up?

Change outcome
of appointment to
“follow up to be
given at later
date”

Secretaries

Delivering the New L&DCapacity / Throughput

Outpatient Re-Engineering

Create a new
outpatient
waiting list from
correct referral,
with
“appointment by”
date specified

6 weeks prior
to
appointment
by date, book
appointment

Are slots
available within
appointment by
date?

Yes

No

Book appointment
and send letter to
patient

Escalate to
secretaries

Arrange extra
clinics/specify
where to book
patients (different
clinic/ later date)

Partial Booking is now live in Rheumatology, ENT, and going live in Neurology, T&O and Respiratory. This has been complex to
implement safely and takes into scope pathways re-design: discharge or face to face need for follow-up. The implementation
plan also needs to address a peak of unmet demand for follow-up activity to balance capacity and demand.
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Full roll-out of automated reminders for all specialities. Focus on recycling capacity where DNA’s are surfaced.
Trust wide rate stabilised below 10%.
14

OP Did Not Attend % - 2014

12

10

% of OP Appointments (1&FU)

Delivering the New L&DCapacity / Throughput

Outpatient Re-Engineering (continued)

8
DNA Rate Surgery (1st-FU Combined)
DNA Rate Medicine (1st-FU Combined)
DNA Rate W&C (1st-FU Combined)
6

DNA Rate- DTO (1st-FU Combined)

4

2

0
Month 1 April
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Month 2 May

Month 3 June

Month 4 July

Month 5 August

Month 6 Sept

7
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0
0
0
# of patients

12

11

8

5
5

2

31 December 2014
30 December 2014
29 December 2014
28 December 2014
27 December 2014
26 December 2014
25 December 2014
24 December 2014
23 December 2014
22 December 2014
21 December 2014
20 December 2014
19 December 2014
18 December 2014
17 December 2014
16 December 2014
15 December 2014
14 December 2014
13 December 2014
12 December 2014
11 December 2014
10 December 2014
09 December 2014
08 December 2014
07 December 2014
06 December 2014
05 December 2014
04 December 2014
03 December 2014
02 December 2014
01 December 2014
30 November 2014
29 November 2014
28 November 2014
27 November 2014
26 November 2014
25 November 2014
24 November 2014
23 November 2014
22 November 2014
21 November 2014
20 November 2014
19 November 2014
18 November 2014
17 November 2014
16 November 2014
15 November 2014
14 November 2014
13 November 2014
12 November 2014
11 November 2014
10 November 2014
09 November 2014
08 November 2014
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8
0

3
3
3
3

H at Home - Bed days saved
250

1
1
1
1

4
4
4

5
5
5
5

3
3
3

07 November 2014
06 November 2014
05 November 2014
04 November 2014
03 November 2014

350

300

200

H at Home - Bed days target

150

Number of Bed Days Saved Per Month

10
10

6
6
6
6
6

15 15
15
15

9
9
9

Over the last 6 months there have been the two
key interventions to reduce our hospital bed
utilisation. The scaling up of our Ambulatory Care
Centre (ACC), and the launch of a Hospital at
Home (H@H) service.
16

The ACC has seen steady growth in the number of
conditions that can be managed effectively, and
with its relocation to EAU in December there was
a growth in the service. The surge in activity at
the end of December led to the ACC being moved
to Endoscopy with a reduction in numbers.
7

500

Hospital at Home - Performance

450
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Length of Stay
25

Ambulatory Care Centre - New Patients Attending - Nov/Dec 2014

23

20

400

100

50

Top

The Trust has, however, witnessed an increase in bed days consumed by patients who are ready for a transfer of care. There
is always a seasonal variation in the winter months. These delays are not related social reasons, and are largely caused by the
continuing healthcare process. The lack of intermediate care hospital beds mean that assessment for ongoing needs take
place within our acute bed stock. In the summer there was an increase due to community nursing team, leading to delays in
assessments. A CCG action plan has been agreed to reduce DTC’s following intervention by the Local Area Team.
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Length of Stay (continued)
Delivering the New L&DCapacity / Throughput

Average Trust Length of Stay for spells over 24 hours
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The programme has also continued to focus on process
refinements, faster diagnostics, board rounds and
improved consultant input. This has been delivering
ongoing improvements. It has delivered a continuing
ongoing reduction in our Length of Stay (LoS) for all spells
and also patients with a LoS of >28 days.
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7 Day Services
The initial focus has been on developing the strategy and establishing our baseline. The priority is
now on the Keogh standard of a 14 hours consultant review for all emergency patients from time of
arrival.

Our key outcome indicator is described below.

Weekend Discharge Rate (including trend line) for January 2013 to December
2014.
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eRostering
Considerable work has been
completed on assessing the
impact of an electronic roster
this graph show how close to
optimal establishment
eRostering is occurring. We
have also now agreed a
financial metric to derive this
roster benefit in the final
quarter and in next financial
year.

10.8%

10.0%

8.0%

7.8%

7.8% * Sept. Data Not available due to system upgrade assumed same as
August.
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eRostering Roll-Out to Nursing
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Rapid roll-out of eRostering to
Nursing continue at great pace.
The last two areas are Maternity,
which will go-live in February,
and t Theatres, which will be live
before the end of March.

% of Nursing Staff Being Rostered

Delivering the New L&DCapacity / Throughput

Roster Quality: Variance Either Side of the 78% Established Optimum Roster
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Clinical Administration Re-Engineering (CAR)
16

Turnaround Time for Clinical Correspondence

14

Days - Dictation to GP

Delivering the New L&D

12

The transfer of clinic letters electronically to GP
Practice once approved by the author has been a
focus on the last 6 months with this becoming
standard practice.
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% of OP Letters transferring to GP electronically

However, the turn-around time for letters remains
stable at around 14 days, despite the average
containing concealing great variation across
specialities. This will be a focus as we look to revise
the support structures to support the pathway
focussed approach to administration.
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Delivering the New L&D

Next Quarter - More Progress / More Data / More Financial Quantification / Finalised Plan for
15/16
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Appendix 5

Information Governance (IG)
Report to Trust Board – From December 2014 IG Steering Group (IGSG)

1. IG Toolkit
Preparations are underway for the final submission of IG Toolkit V12. The Board will be
required (via the March 2015 IG Report to the Board) to agree this final submission (see
point 2 below).
Additionally, the Managers of IG Leads will be required to review and approve the evidence
uploaded to the Toolkit. This will provide the Trust with three tier assurance.
2. IG Toolkit Review
The annual IG Toolkit Review by Internal Auditors Price Waterhouse Coopers (PWC)
commenced on Monday 12th January 2015.
This audit review will primarily focussed on what progress had been made with their findings
from the November 2013 review. In addition to this the Auditor:
 Choose several IG Toolkit standards at random to asses if the evidence provided
for those standards are up to date, robust and meet the requirements of the
standard.
 Interview IG Leads to obtain further assurance and to discuss any gaps or issues
The results and findings of this review will be reported to the Board as part of the March 2015
Board..
3. Freedom of Information (FOI)
It is becoming increasingly difficult to provide responses to the high number of FOI requests
the Trust receives. As can be seen from the table in 4.1 the % of requests answered within
the legal deadline has recently dropped and the Trust’s target of 90% is not being met. This
target is 5% above the Information Commissioners Office (ICO) informal target. In the lead
up to the general election the number and complexity of FOI requests has been increasing,
and the Trust will work to improve this performance. .
4. IG Indicators

Month 2014

4.1 Freedom of Information (FOI) Compliance:

April
May
June
July
Aug
Sep
Oct

Number of
requests
reviewed

41
35
32
58
44
46
48
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Number of
requests
answered
after the
legal
deadline
2
7
7
4
8
5
11

Number of
requests
answered up
to 5 days
after the
legal
deadline
2
5
5
3
6
2
3

Number of
requests
answered 6
or more days
after the
legal
deadline
0
2
2
1
2
3
8

% of requests
answered
within the
legal deadline
Trust target = 90%

95%
80%
78%
93%
82%
89%
77%
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4.2 Subject Access Requests (SAR) and Access to Health Records Requests
(AHRR)
SAR’s –legal deadline (under Data Protection Act) is40 calendar days, NHS deadline is 21 calendar days.
AHRR –legal deadline (Access to Health Records (deceased) is 21calendar days.

Month 2014

Number of
requests
received

May
June
July
Aug
Sep
Oct

169
207
166
209
198
216

Number of
requests
fulfilled within
21 days
82
154
156
160
190
202

Number of
requests
fulfilled within
40 days
66
40
7
45
7
12

Number of
requests
fulfilled over 40
days
21
13
3
4
1
2

4.3 % of staff IG trained:
June 14

July 14

Aug 14

Sep 14

Oct 14

Nov 14

77%

82%

83%

82%

81%

85%
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Clinical Outcome, Safety and Quality Committee on 17 December 2014
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 17 December 2014
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2014/15
 Care Quality Commission self assessment project
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.

Public Meeting

Private Meeting
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
17 December 2014
TO BOARD OF DIRECTORS

1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the 17 December
Clinical Outcome, Safety and Quality meeting.
2. CQC
Intelligent Monitoring Report – COSQ received the Intelligent Monitoring Report December 2014
which gave the Trust an overall banding of 5 which is excellent. The risks identified were:
Composite of hip related PROMS indicators; SSNAP overall team-centred rating score for key
stroke unit indicator; GMC enhanced monitoring; safeguarding concerns. The Trust had
previously recognised these risks and actions were in place to manage them. With regard to the
elevated risk relating for PROMs, COSQ were informed that a Consultant lead had been identified
who was undertaking some further training to understand how these measures can be improved
upon.
Review of Health Services for Children Looked After and Safeguarding in Luton - A report
was received summarising the review by the CQC. The review explored the effectiveness of health
services for looked after children and the effectiveness of safeguarding arrangements within health
for all children. The focus was predominantly on the experiences of looked after children and
children and their families who receive safeguarding services.
There was excellent feedback for A&E, paediatric and maternity services. One of the key
recommendations for the Trust included further improvement in supporting mothers with mental
health problems and COSQ were informed that a business case has been developed for a mental
health midwife. The review also identified that provision has to be made to allow for the
attendance of midwives at child protection meetings as this can be challenging when activity is
high.
3.

Quality Dashboard

Nursing Dashboard – The Chief Nurse presented the nursing dashboard highlighting the quality
metrics, workforce and patient experience indicators for each ward and division. It was noted that
agency usage has reduced. Cannula management has now been included as an additional
infection control metric and therefore being closely monitored. This is a useful metric for
determining the risk of bacteraemia. COSQ discussed the high number of falls on certain wards
and noted that some of these are repeat fallers, and patients with challenging behaviour including
patients with dementia.
Medication errors were discussed and it was highlighted that these were predominantly omitted
medications. These occurred at the outset of a patients stay when they arrived in ED/EAU out of
normal pharmacy working hours and when a particular drug is not always a ‘stock’ item and
therefore available. Assurance was given that if this was urgent medication, the out of hours
pharmacist would be called in.
4. Clinical Outcome Priorities 2014/15
Medical Education – The Medical Director updated the committee on the appointment of Dr
Banerjee as Education Director for Acute Medicine.
Deteriorating Patients – COSQ received a report which highlighted that close monitoring is
undertaken to ensure observations are being done in a timely manner and improvements are
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being seen. The root cause analysis meetings for cardiac arrests have instigated engagement
from the doctors, and the majority of cardiac arrests are deemed unavoidable. For those that are
considered avoidable, they are now reported as an SI. Training has been further developed for all
registered nurses and Intermediate Life Support training has been combined with the Alert course.
The committee queried the significance of the Wardware issues. The Medical Director accepted
that there is a risk with the Wardware system in that we are working with the company to refine
and develop the product and at times this relationship has been challenging. NHS England,
however, are encouraging us to persevere with the system which is seen as innovative.
Clinical Audit – The Board Secretary confirmed that audit action plans continue to be monitored
and a final audit plan will be agreed in January. The Chair of the Clinical Audit Committee has
written to all clinical audit leads and is trying to capture all audits that are taking place. Discussion
took place with regard to the challenges in ensuring that clinical audit was a high priority and the
importance of linking the outputs from audit with quality improvement priorities. It was agreed that
Divisions would be invited to the COSQ meeting in February to discuss their audit plans.
Readmission within 30 days – COSQ discussed the complexities relating to readmission of
patients within 30 days and it was agreed that a detailed report would be provided to COSQ in
February.
5. Patient Safety Priorities 2014/15
Safety Thermometer – The Chief Nurse presented the report highlighting that the pressure ulcer
study days have been reinvigorated and that all new nurses attend. COSQ were informed that an
increased number of patients are coming into the hospital with urinary catheters and the hospital is
working closely with the community to ensure optimum management. An increase in the incidence
of falls was noted.
Infection Control – COSQ were informed of an incidence of MRSA Bacteraemia in November
which will be declared as an SI following protocol. This was a high risk patient. The results of the
root cause analysis will be fed back to the committee.
6. Patient Experience Priorities 2014/15
Family and Friends - COSQ received a paper detailing the process of the implementation of the
revised Friends and Family Test. The Chief Nurse informed COSQ how the new guidance for the
test has been implemented. In addition to inpatients, the Trust has to report back to NHS England
the results from outpatients and day cases. It was highlighted that all patients using outpatient
services including children and young people, people with a learning disability and people with
dementia should have the opportunity to provide their feedback. Much work has been done to
develop easy read versions for children, patients with dementia and patients with a learning
disability. Large print versions have been designed for patients with vision loss. The Trust has
arranged for the British sign language service to attend for those patients who are profoundly deaf.
The Trust are also currently exploring Braille versions for patients who are blind. Interpreting
services continue to be used for patients with no or limited English.
Patient and Public Participation Group - The report of the Patient and Public Participation
Group was received for information. The Chair of the Group highlighted that there is a lack of
understanding of the purpose of the group and the terms of reference will be reviewed in the new
year.
7. Serious Incidents
COSQ received the serious incident report, noting that since the last meeting of COSQ, 6 Serious
Incidents have been reported and are being investigated. Three serious incidents occurred in
maternity, a fall resulting in a fractured neck of femur, a missed diagnosis in A&E and an MRSA
bacteraemia. The Medical Director and Chief Nurse gave further clarification and reassurance to
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the committee regarding the investigations and mitigation that has been put in place.
8. Report from Clinical Operational Board
The minutes of the COB meeting held on 25 November were received and COSQ was given
assurance that quality issues were being raised and addressed.
9. Workforce Update
Statutory Training and Appraisals – The Training and Development Report covering activity to
30 November 2014 was received and progress noted.
Monthly Nursing Workforce - COSQ received the nursing workforce report for November. P
Reid added that the ratio of registered nurses to patients are monitored daily and if they are less
than one registered nurse to eight patients this is identified as a ‘red flag’. At the staffing meetings
nurses are moved to accommodate areas under pressure. The recruitment strategy is being driven
forward but filling the vacancies remains a challenge. This has been compounded by the need to
staff the additional escalation beds to cope with the emergency activity. The committee discussed
entry criteria through the University and noted that some excellent HCAs have failed to gain entry.
The Chief Nurse is meeting with the Dean of the University in January to discuss this and various
other issues.
10. CQUIN Scheme
A progress report was received on achievement of CQUIN targets. P Reid informed COSQ that
the Q2 milestones were achieved with the exception of End of Life.
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Links to Strategic
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Objective 5 – Progress Clinical and Strategic Developments
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
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PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Charitable Funds
Committee held on 14 January 2015.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:





Bid Updates
Cheviot Investments Update
Management Reports 2013/14 – General Fund Overview
Fundraising Update

ACTION REQUIRED
To note the 14 January 2015 Charitable Funds Committee Report.

Public Meeting

Private Meeting
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CHARITABLE FUNDS COMMITTEE REPORT
14 January 2015
Present: Clifford Bygrave (Chair), Alison Clarke, Vimal Tiwari, John Garner, David Hendry,
Andrew Harwood, Simon Linnett, Mark Patten, Mark England, Angela Doak
In Attendance: Jenny Pigott, Jayne Dolan, Donald Norman, Sarah Newby for (item CC243),
Apologies: Pauline Philip, David Carter
Introduction
This Report updates the Board of Directors on the matters considered at the 14 January
2015 Charitable Funds Committee.
CC237 – Chairman’s Announcements
Due to the time lag between meetings the Chair of the Committee had been approached for
delegated approval to provide funding for various initiatives by the charitable funds. The
Chair provided information on these items: NICU Parents Accommodation - £50k underwritten by the general fund to enable to
project to proceed
 Breast Pumps for maternity - £5k
 Long Service Afternoon Tea - £1k
 NICU Infusion Pumps – utilisation of dormant fund £125k
 #NOF Thank You meal
 Staff Christmas Lunch - £7k
 Re-opening of previously dormant fund re Rehabilitation Ward 5
CC237a – PR Initiatives
The Chair of the Committee had received a late request for funding of two equality/
marketing related activities. Firstly a newsletter with costs to be offset by sponsorship, net
cost £4,800 and an Equality and Human Rights event to be held in June 2015 with an
estimated cost of £3,500.
Resolved: The Committee agreed to underwrite any shortfall in the cost of producing the
newsletters for two years to a maximum of £4,800. The Committee asked for a review of the
costs using an alternative venue for the event and bring a revised request to a future
meeting.
CC237b – Nuclear Medicine – Replacement Injection Chair
The Chair of the Committee had received a request to fund a replacement Injection Chair in
Nuclear Medicine at a cost of £9k.
Resolved: The Committee refused the request on the basis of limited information and
recommended that divisional capital monies be used to fund the replacement.

2
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CC238 – MINUTES/RECORD OF MEETINGS
The minutes/record of the meeting held on 11 June 2014 were approved.
CC239 – MATTERS ARISING
a) Patient
Information
Folders Update

b) Dormant
Funds

Issue: The bid for patient information folders had been unable to
proceed whilst the format of the folders was agreed.
Update: Patient information on the website has been improved but
there has still not been agreement over the format of the patient
information folders.
Issue: Four funds from the 2013/14 dormant fund review had not
provided spending plans.
Update: Despite letters being sent and follow up emails by the Chair of
the Committee no spending plans had been received. The Dormant Fund
Exercise 2014/15 has commenced and the outcome will be reported to
the next Committee.

CC240 – CHEVIOT UPDATE ON PORTFOLIO VALUATION
DN presented the performance of the investment fund on behalf of Cheviot.
The Portfolio Value was £3m as at 31 December 2014, with a performance of +4.% for the
previous 12 months. This was compared with an APCIMS Benchmark figure of +7.2% for the
same period. The under-performance compared to the benchmark related to the portfolio
having limited exposure to gilts which had outperformed other assets in the period. The
strategy is to increase exposure within the portfolio to auto callable products.
Resolved: The performance of the investments and current holding were noted.
CC241 – MANAGEMENT REPORT 2014/15 – General Fund Overview of April to November
2014
A paper was provided showing the financial performance of the general fund for 2014/15.
The cumulative balance had reduced by £76k to £1.637m with donations totalling £114k
offsetting charitable activities expenditure and the transfer to underwrite the NICU parents
accommodation project. The Reserve Policy is still being met.
Resolved: The Committee noted the report.
CC242 – FUNDRAISING UPDATE JANUARY 2015
SN summarised the fundraising activity for September to December 2014. The focus of the
fundraising team has been on charitable trust applications and fundraising for the NICU
parents accommodation and the prostate cancer unit. An outline strategy for hospital
redevelopment related fundraising has been drafted and will be further developed in line
with the Trust strategic developments. A legacy leaflet has been produced and is currently
3

11CharitableFundsCommittee

Page3of4
OverallPage104of149

Top

being subject to market testing. A request was made for this to be shared with the
Committee members.
A request for funding of a combined fundraising, FT membership, and Voluntary Services
database was included within the paper at an initial cost of £8k and an ongoing support cost
of £1,500. This database will provide a number of administration reducing benefits.
Resolved: The Fundraising Update was noted. It was agreed that the Site Redevelopment
Fundraising Strategy required further development and the establishment of a fundraising
sub-committee.
The draft legacy leaflet is to be circulated to Committee members for comment.
The Committee agreed to fund the fundraising database at a maximum cost of £8,000. The
ongoing support costs will be funded by the fundraising allocation going forward.
CC243 – Date of Next Meeting
25 March 2015

Matters arising during the meeting
CC237a PR Initiatives
Revised bid for the cost of the Equality Event to be presented
at the March Committee’
CC231/CC239 Dormant
Results of 2014/15 exercise to be provided at the March
Funds
Committee.
CC219B/ CC234/ CC239
Further update requested at next meeting.
Patient Information
Folders Bid Update
CC242 Fundraising Update Legacy leaflet to be circulated to Committee members.
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Executive Board 20th January 2015
Clinical Outcome, Safety and Quality Committee 17th December 2014
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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Risk Register Governance
The are 45 (was 43 in December) Board Level Risks on the Risk Register 57% are currently high
risk (15+).
The graph below demonstrates the ongoing mitigation and work to reduce the risks and the report
details the amendments. The increase in high risks was due to the review completed by the
Finance, Investment and Performance Committee of new emerging risks and a review is planned
of these risks in February 2015 following the initiation of the budget setting programme.
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All the Board Level risks are up to date with an action plan.

Board of Directors Review
Following the last Board in November 2014 the Board of Directors reviewed and updated the risks:
The Assurance Framework, performance against the objectives and the associated risks were
reviewed. The high risks were agreed and the actions to progress this were approved.
Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 17th December 2014.
Risk ref
935

Risk Description
Deanery Visits O&G and Medicine

669
875

Appraisal Rates
Main analysers

903

Integrated Care

411
813
902
921
542
847

Midwifery Staffing
Pressure Ulcers
C Diff
A&E Streaming
Negative Pressure Facilities
Medical Staff Out of Hours

12RRJanuary2015.doc

Agreed conclusion
Split the risk into one for medicine and one for
O&G – maintain the risks
Maintain the risk
Update and maintain the risk until the controls
are finalised
Maintain the financial risk and close the clinical
risk
Maintain the risk
Maintain the risk noting the good progress
Maintain the risk noting the good progress
Maintain the risk
Maintain the risk
Maintain the risk noting the good progress
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Executive Board Review
The Executive Board reviewed all Board Level Risks on the 20th January 2015
TO BE COMPLETED POST EXECS
Risk ref
948
949
950
935
944
669
875
967
902

Risk Description
Surgery Financial Position
Medicine Financial Position
DTO Financial Position
Deanery Interim Visit – Medicine
Non-Achievement of Financial
Target
Appraisal
Main analysers
Deanery Interim Visit – O&G
C Diff

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk – resolution March 2015
Maintain risk – noting the good progress
Maintain risk

Risk Review Group
The Risk Review Group (RRG) reviewed risks on the 24th November, 1st, 8th, 22nd December, 5th
and 12th January
12 risks were approved for the risk register one was at Board Level which were:
 965 – Access to Mental Health (medium)
3 risks were closed, none at Board level
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BOARD OF DIRECTORS
Agenda item
13
Paper Title
Board Secretary Report
Date of Meeting
28th January 2015
Lead Director
Chief Executive
Paper Author
Victoria Parsons – Board Secretary
Indicate the impact of the paper:
Financial

Quality/Safety

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

Patient Experience

Equality

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

Tick

Governance

N/A
All Board Objectives
Monitor – Governance Framework

N/A

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

SUMMARY/CURRENT ISSUES AND ACTION







Governor Elections
Membership Strategy Update
Chair and Non-Executive Directors
Use of the Trust Seal
Policies and Procedures
FTN Updates

ACTION REQUIRED
Board are asked to:
o Note the report
o Ratify the use of the Trust Seal
o Ratify the policies

Public Meeting

Private Meeting

1
13BoardSecretaryReportJanu

Page1of5
OverallPage109of149

Top

1. Council of Governors
There is currently one vacancy on the Council of Governors for a representative from Herts Valley
CCG. Despite reminders and contact from one of the Trust Hertfordshire Governors, this post
remains vacant. This will be referred to the Council of Governors Constitutional Working Group for
review.
2. Members
The next Medical Lecture is on the 30th April 2015 and will be on Elderly Care.
3. Non-Executive Directors and Chair
The Council of Governors Remuneration and Nomination Committee are meeting on the 12th
February 2015 to review the current position.

4. Use of the Trust Seal
Date used
15th January 2015

Seal
number
107

Subject

Supporting information

o

Signed Contracts

Emergency Department
Expansion Works

5. Policies and Procedures
The following policies were approved by the Policy Approval Group and require ratification by the
Board of Directors:
o Quality Framework (Appendix 1)
o Raising Concerns within the Workplace (Appendix 2)
6. FTN Updates
16th January 2015
1. Tariff decision delayed. Monitor is reviewing hundreds of responses to determine whether it
has received enough formal objections to require more consultation or referral to CMA. Its
board is expected to make a decision on 28 January.
2. Debate on A&E crisis continues. The College of Emergency Medicine's president claims
NHS 111 is responsible for rising pressure on A&E. Meanwhile, trusts postpone elective
operations to meet A&E demand.
3. More money for Cancer Drugs Fund, but some drugs cut. NHS England announced that
from April, the fund will be £340m but, contoversially, 16 drugs will no longer be available.
Patients will be able to self-refer for tests to improve early diagnosis.
4. Extra pay for working unsociable hours, is "unsustainable." The "prohibitive" cost of
increased pay for weekend and night shifts is "incompatible" with providing seven day services,
say ministers.
5. NHS becomes voters' top concern. An ITV poll found half of Britons now cite the NHS as one
of their top three priorities. As all parties gear up for the election, the coverage continues on
their approach to the NHS.
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6. Pressure on child and adolescent mental health services grows, but spending has fallen
since 2010. In addition, more than half of English headteachers feel the referrals system to
access these services is failing.
7. Community providers position themselves as the vanguard of new models of care, with
two planning to put themselves forward to prototype the NHS Five Year Forward View’s
“multispecialty community provider” model.
8. Concerns raised that co-commissioning specialised care could lead to poorer access.
The Specialised Healthcare Alliance is concerned that NHS England’s plans will expose
services to competing local pressures and incentivise CCGs to redirect funding away from
specialised services.
9. GPs offered £1bn fund if they improve access and elderly care. NHS England sets out
targets GP practices must meet to gain access to a primary care infrastructure fund, expected
to help relieve pressure on secondary care.
10. Public Health England investigates sustained fall in life expectancy. There are concerns
that reductions in adult social care budgets may be leading to rising mortality rates for older
people £ in north west England.
9th January 2015
1. A&E struggles with rising demand. Fifteen trusts have officially declared a ‘major incident’
and most are under pressure. Compliance with the national four hour waiting time is at its
lowest for ten years.
2. Nick Clegg promises NHS extra £8bn by 2020. The pledge depends on economic growth
and the elimination of the budget deficit by 2017/18. The Conservatives and Labour focused on
A&E pressures.
3. Additional NHS money to go to underfunded CCGs. NHS England said that its decision
would have the effect of “directing funding where possible to those health economies under
financial pressure”.
4. Warning about proposed marginal specialised services tariff. NHS Providers tells NHS
England and Monitor the tariff will force its members to take decisions with "profound
implications on patient services".
5. Circle plans to pull out of Hinchingbrooke Health Care Trust. Citing unprecedented clinical
and financial pressures, Circle is discussing with TDA exiting its 10-year contract initiated in
2011, to privately manage the DGH.
6. Delayed discharges reflect system wide pressures. As cuts in social care impact the
system as a whole, some trusts are struggling to discharge patients who are fit to leave but
need care in the home.
7. First self-funded nursing course launched. Lancashire Teaching Hospitals FT has worked
with a local university to help address the nursing shortage. The course will be paid for by
students rather than HEE.
8. Commitment to NHS recognised. Congratulations to Sir Andrew Morris, chief executive,
Frimley Park and to all our health and care colleagues whose contribution is acknowledged in
the New Year's honours list.
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9. Improved cancer survival rates create new pressures. There are 2.5m people living with
cancer or its after-effects, one in four face ill health or disability following treatment with
increasing demand for long-term support.
10. New class of antibiotics discovered. US researchers believe ‘teixobactin’ – developed from
soil bacteria – is unlikely to lead to drug-resistance and has the potential to work against
infections such as pneumonia and TB.
19th December 2014
1. Five Year Forward View proposed a new strategic framework. Simon Stevens arrived at
NHS England with a focus on prevention, new models of care, aligned national leadership and
workforce development. Funding for operational pressures and transformational change
remains a challenge.
2. NHS provider finances declined rapidly with the sector forecasting an end of year deficit of
£553.3m. The 2015/16 national tariff sets a challenging 3.8% efficiency factor with payment
cuts for specialised services and an increase in the marginal rate for emergency admissions
from 30 to 50%.
3. The NHS took centre stage in the run up to the election. With opinion polls showing the
public favour investment in the NHS to maintain the quality of services, extra funding was
announced in the autumn statement. Labour and Lib Dems also pledged more funding for the
NHS.
4. Quality of care remained in the spotlight. NHS providers invested in additional staffing and
other measures to meet requirements of the Francis and Keogh reports. CQC's State of Care
Report highlighted variations between trusts in the quality of care provided.
5. Parity of esteem for mental health was placed firmly on the agenda, with new access and
waiting targets and £120m extra funding. Winter pressures funding was linked with signing up
to the crisis care concordat, and an Health Select Committee report highlighted issues in
CAMHS.
6. Government rejected the pay review body's recommendation to increase agenda for
change pay by 1%, leading to industrial action. As the year draws to a close, affordable terms
and conditions and staff shortages remain in the spotlight, while providers recruit from
overseas.
7. Political consensus grew on the need for integrated care. However, the Better Care Fund
was subjected to intense scrutiny: the Public Accounts Committee found national planning was
wanting, while the National Audit Office said the quality of preparation did not match the scale
of ambition.
8. We celebrated ten years of foundation trusts. Derbyshire Community Services and
Bridgewater Community Healthcare became the first community FTs and Royal United Hospital
Bath was authorised. Separately, Sir David Dalton’s review made recommendations to speed
up the pipeline.
9. NHS providers continue to face a growing regulatory burden. Interventions by Monitor and
CQC increased; the roll out of CQC’s new inspection process continued across all sectors; and
while many trusts made improvements several providers found themselves in special
measures.
10. HSJ identifies the most influential people in healthcare. Simon Stevens enters the HSJ100
at number one. Congratulations to a number of member chief executives and NHS Providers’
chief executive, Chris Hopson, who are also ranked in the top 100 healthcare leaders.
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12th December 2014
1. System pressures continue to show in access targets. The target to see 95% of A&E
patients in under four hours was missed for the 72nd week running. Patients waiting more than
18 weeks for treatment rose to over 200,000 in October.
2. Could new models of care drive improvement? The Dalton report suggested new
organisational responses could reduce variation. NHS England proposes a "success regime"
for struggling local health economies.
3. First CQC inspection of an ambulance trust commends quality. CQC found that North
West Ambulance Service NHS Trust provided safe and effective services which were well led
with a “focus on quality” .
4. NHS lost more than 1000 matrons and 3,400 senior nurses over the last four years,
according to new figures. Meanwhile, the Shape of Caring Review may call for nursing
university education to be more generalist.
5. Cost of temporary staff will be a focus in procurement review. Lord Carter's review aims to
cut £2bn from the NHS procurement bill. Separately, NHS spend on management consultants
more than doubled between 2010 and 2014.
6. Nearly half of people in England use prescription drugs, new figures from the HSCIC
show. Seperately, a pilot is testing the benefits of text messages to remind people to take their
medicine.
7. Concerns raised that over 2,000 cases of breast cancer could be missed annually by NHS
screening programmes. The study suggests greater use of ultrasound rather than just
mammograms.
8. NHS litigation claims continue to rise. Several factors are behind the £3bn increase in
claims such as rising patient numbers, complexity of care and longer life span of children
suffering medical errors at birth.
9. National complaints handling processes face scrutiny. The Patients Association wrote to
Jeremy Hunt after releasing a report on calls from patients who felt let down. The Ombudsman
made a public response.
10. Ex-CQC director agrees out of court settlement. Jill Finney was accused of involvement in
covering up a damning report into patient safety and has now settled her case with the
regulator.
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1.

Introduction

The aim of this document is to:
o Outline the processes in place to support quality monitoring and assurance
o Identify the committee structure and associated responsibilities
o Outline the reporting mechanisms to the Board of Directors
These elements make up the framework which sets out how the quality of care and service
delivered by the Trust is measured and monitored and how the Trust can be assured that
standards are being maintained.
Further information in relation to the Trust strategy in relation to Quality Improvement will
be set out in the Quality and Safety Improvement Strategy.
This Quality Framework should be read in conjunction the Trusts Risk Management
Strategy and Organisational Framework.

2.

Purpose of the Quality Framework

The purpose of the quality framework is to have in place clear processes and structures to
monitor quality including guidance for staff that describes how quality monitoring is
implemented and to make clear the lines of reporting, responsibility and accountability
The combination of structures and processes at and below board level are necessary to
take a lead on trust wide quality performance including:
o
o
o
o
o

Ensuring required standards are achieved
Investigating and taking action within areas of sub standard performance
Planning and driving continuous improvement
Identifying, sharing and ensuring delivery of best practice
Identifying and managing risks to quality of care

As a Foundation Trust we are required to report against the Quality and Governance
requirements of the ‘Terms of Authorisation’ which makes it essential that this Framework
be disseminated and implemented appropriately.

3.

Scope

To embed quality within the heart of the organisational culture through; the Trust’s
reporting mechanisms, committee roles, personal accountability, strong leadership and to
be used by all staff and users of the Trust.

4.

Definitions

There are a number of key definitions and initiatives related to quality and quality
assurance .Key terms are set out below
Quality Assurance
Quality assurance is any systematic process of checking to see whether a product or
service is meeting the specified requirements
3
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Integrated Governance
“Integrated Governance is a co-coordinating principle. It does not seek to replace or
supersede clinical, financial or any other governance domain. Rather it highlights their vital
importance and their inter-dependence and interconnectivity.”
It should be noted that the Trust Board of Directors is committed to Quality, Patient Safety
and Patient Experience. They view the function of the Trust as a whole system that
incorporates clinical, corporate and financial governance together within the overarching
principle of Integrated Governance.
Clinical Governance
"A framework through which NHS organisations are accountable for continuously
improving the quality of their services and safeguarding high standards of care, by creating
an environment in which excellence in clinical care will flourish."
Patient Safety
Patient Safety is the avoidance, prevention and amelioration of adverse outcomes or injury
from the process of healthcare (Charles Vincent cited 2008 Laurent Degos). Laurent
Lagos - suggesting that we should rely less on exhaustive reporting and more on long term
priority efforts to change mentalities and on adopting a safety culture.
Corporate Governance
“An operating framework of accountability to users, stakeholders and the wider community,
within which organisations take decisions to achieve objectives'.
Corporate governance is ‘the system by which organisations are directed and controlled’
and has six basic principles:
• A clear definition of organizational purpose and it’s desired outcomes;
• Well-defined functions and responsibilities;
• An appropriate corporate culture;
• Transparent decision-making;
• A strong governance team
• Real accountability to stakeholders
Financial Governance
Good basic systems, processes and controls are all important in achieving robust
financial governance. However, it is the overall financial culture of the organisation that
really makes the difference in communicating a clear and consistenet vision for achieving
financial stability.

5.

Clinical Quality

The general definition of quality used by the NHS comes from Lord Darzi’s NHS Next
Stage Review which defined quality in three parts: clinical effectiveness, safety and
patient experience. High Quality for All: NHS Next Stage Review, DH June 2008 set the
direction for Quality to become embedded within the NHS. Quality must be at the heart of
everything we do, it must be the organising principle of the service we deliver and it must
be seen from the perspective of the patients. Quality is inextricably related to
performance. The Institute for Healthcare Improvements 6 dimensions of quality provide a
useful framework for considering the nature of quality as being care that is Safe, Efficient,
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Patient centred, Timely, Effective and Equitable. Quality and Safety are central to the
effective running of any organisation.
The L&D is committed to delivering the best patient care, the best clinical knowledge
and expertise and the best technology available, with kindness and understanding from
all our staff (Annual Plan 2011)

Additionally, the Trust wants to provide a service:

That provides the best clinical outcomes for patients

That patients are satisfied with and where they feel empowered

Where staff feel empowered and have high morale

Where the Trust works in partnership with local health providers and social care
organisations so that patients have ‘care in the right place’
The Quality Framework outlines the systems and processes set up to monitor, develop
and achieve the vision within the organisation and comprises a number of elements at
Trust, Divisional ward and department level.
Trust wide
Dashboards depicting quality performance are maintained at Trust level, presented to
Executive Board meetings and included in Board reports every two months.
Complaints, Litigation, Incidents and PALS (CLIP) reporting at Trust level to Clinical
Operational Board on a quarterly basis
A Nursing and Midwifery Quality Performance Framework is in place which includes audit
to derive ward clinical quality indicators (Ward to Board and Board to Ward), Care Quality
Outcome self and peer assessment and monthly quality performance monitoring meetings.
Collecting and reporting on feedback from patients (in order to develop ‘What do our
patients say about us?’ reports)
Divisional level
Quality dashboards are at Divisional level as part of the Divisional Performance
Framework
.
Reporting to Clinical Operational Board from Divisional Boards outlining the learning and
action from Clinical Governance activity.
The creation of clinical governance committees in each Division meeting regularly and
reporting to the Divisional Board
In addition the Trust produces regular reports of quality performance to inform quality
monitoring by commissioners
Participation in NCEPOD and Clinical Audit and Effectiveness
Clinical quality assurance for projects – e.g. checks for threats to safety
Initiatives and their potential impact on Quality
5
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o Proposed initiatives are rated according to their potential impact on quality (e.g. clinical
staff cuts would likely receive a high risk assessment)
o Initiatives with significant potential to impact quality are supported by a detailed
assessment
o The board is assured that initiatives have been assessed for quality
o All initiatives are accepted and understood by clinicians with subsequent relevant
clinical ownership
o Initiatives’ impact on quality is monitored on an ongoing basis (post implementation)
o Key measures of quality and early warning indicators identified for each initiative
Quality assurance in relation to existing, new and developing services

Annual Governance Agreement (formally Statement of Internal Control)
The Department of Health requires the Chief Executive to sign a Statement on Internal
Control annually on behalf of the Board of Directors. This is a comment on achievement of
the Board of Directors governance arrangements and responsibilities. It is based on
assessment against:
 Assurance Framework
 Financial Management
 Risk Management
 National, Key and Local Targets,
The Trust as a Foundation Trust also must show compliance with their Terms of
Authorisation. Evidence is sent to Monitor quarterly.
To support achievement of these objectives and standards, the Board of Directors have
developed a management system that allows decisions to be taken in a structured and fair
way. There are key individuals, committees and reporting methods to assure the Board of
Directors that integrated governance is maintaining and improving quality.

7.

Governance Arrangements

7.1 Assurance Framework
The Board of Directors is responsible for driving the Trust forward to achievement of
organisational objectives. These objectives are outlined in the Business Plan and
monitored through the Assurance Framework.
The Assurance Framework provides organisations with a simple but comprehensive
method for the effective and focused management of the principal risks in order to ensure
that appropriate controls are in place to mitigate risks to support the achievement of the
Trust objectives. It also provides a structure for the evidence to support the Statement on
Internal Control. This simplifies Board reporting and the prioritisation of action plans,
which, in turn, allow for more effective performance management.
The Assurance Framework is monitored by the Board of Directors through the review of
targets against the objectives and exception reporting regarding risks and developments
associated with the objectives. The main Assurance Framework document is updated and
reported every four months to the Board of Directors.
7.2 Financial Management
6
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All Trusts are monitored on their success in achieving financial balance. As a Foundation
Trust, the organisation is required to achieve a surplus through efficient working and
reducing wastage. The Board of Directors are ultimately responsible for ensuring that the
Trust maintains at least financial balance and Divisional Directors (DDs), and General
Managers (GM) are accountable for their Divisions and Directorates. The arrangements for
monitoring the financial aspect of Divisional’ performance are managed through
performance meetings with members of the Executive team and the Divisional team.
These are held monthly.
7.3 Clinical Audit & Effectiveness
The Trust’s Executive Lead for Clinical Audit and Clinical Effectiveness (including NICE
Guidance and Quality Standards) is the Medical Director, responsible for ensuring that
there are Trust-wide policies and processes in place to support effective project
management. The Associate Medical Director is the Chair of the Clinical Audit and
Effectiveness Committee which is a sub-committee and reports to the Trust’s Clinical
Operational Board.
The Clinical Audit and Effectiveness Committee ensures that each Directorate and subspecialty department develops and progresses an annual forward clinical audit and
effectiveness plan. The content of each programme must adequately reflect national,
regional and local priorities for quality improvement. Larger CQUIN audits are also
incorporated within relevant forward clinical audit programmes.
Membership to the Clinical Audit & Effectiveness Committee is representative of all
Divisions, Directorates, sub-specialties and key stakeholder groups. The Clinical Audit &
Effectiveness Representative for each directorate/sub-specialty is responsible for
coordinating the content of the forward clinical audit and effectiveness programme and
providing an annual report on progress and outcomes to the Clinical Audit & Effectiveness
Committee.
Their role also involves integrating and reporting on clinical audit and clinical effectiveness
as part of the directorate’s overall governance and patient safety work streams. Individual
Clinical Audit & Effectiveness Representatives are also responsible for providing regular
reports to Divisional Leads on:




clinical audit activities and resulting quality improvement plans
progress with implementing best practice guidelines/policies
the impact and relationship of clinical audit and best practice within
the directorate’s and division’s overall governance plan.

7.4 Risk Management
Risk Management is key to the success of governance arrangements.
i) Risk Management Strategy and Organisational Framework. The Trust has a Risk
Management Strategy and organisational framework that set out the processes that the
Trust follows for managing risk.
ii) Incident Reporting
The Trust has an incident reporting procedure that all staff follow. Incidents are graded on
a 5x5 matrix for likelihood of re-occurrence and consequence. Incidents are reported to the
7
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Risk Management Committee where decisions for action are made and agreement to be
added to the risk register.
iii) Risk Register
The Board needs to be aware of potential risk to quality. The board needs to regularly
assess and understand current and future risks to quality and take steps to address them
A risk register lists all the identified risks and the results of their analysis and evaluation.
Information on the status of the risk is also included. The risk register is continuously
updated and reviewed in the first instance by the Risk Triage Group (see the Risk
Management Strategy and organisational framework for more details) before risks are
allocated to Divisions, Operational Boards, to the Executive, to Board Sub Committees
and to the Board itself.
The difference between incident reporting and the risk register is that when a risk is
included in the register it does not mean that any particular incident will happen or has
happened – only that there is a potential. Nevertheless, the possibility, however remote,
needs to be recognised and the relevant actions to mitigate the effects of such incidents
set as controls.
Risks are graded as high, medium and low and each grading have particular actions
associated with them for managing that risk. The Trust identifies all high risks (when
measured against the grading tool in the Risk Management Framework) as Significant
Risks.
7.5 Care Quality Commission
The Trust is required to be registered with the Care Quality Commission to provide
services. The Trust must demonstrate outcomes against 5 criteria:
o Safe
o Caring
o Responsive
o Accessible
o Well Led
Trust must then agree if the outcomes and identify a risk to compliance following the Care
Quality Commission Frameworks.
The Trust must ensure that the process and structure evidence is also available given the
link between process and outcome.
The CQC will review outcome evidence that they collect and conduct engagement
meetings with the Trust to discuss the implications and action that is currently undertaken.
They encourage a transparent system and ask that Trusts inform them of issues and
concerns. The CQC currently publish a Quality and Risk Profile each month illustrating
their assessment of the risk of non-compliance with any outcome.
The CQC will conduct unannounced inspections periodically to observe practice and to
talk to staff and patients in order to test compliance. They will also conduct formal
announced risk based inspections based on the Intelligent Monitoring Reports every three
years.
Trust compliance with Care Quality Commission Outcomes is judged through regular
reporting and analysis of self and peer assessment of outcomes at ward level. Self
8
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assessment is conducted once a month, with internal and external peer assessment in
subsequent months. Summary reports are seen by Clinical Operational Board and Clinical
Outcome Quality and Safety Committee each month.
7.6 Reporting to Monitor against the Terms of Authorisation
The Trust is required to report to Monitor against the Terms of Authorisation quarterly.
Monitor is the regulator of all Foundation Trusts and ensure that all Foundations Trusts
follow set Terms of Authorisation and produce statements of compliance against set
targets and achievements. The report consists of: Governance declaration
 Changes to boards of governors/directors (and any other changes to published
data)
 Financial template
 Financial commentary
An exception report is sent to Monitor following Board of Directors approval.
The Board of Directors ensures performance monitoring of all Divisions through the
monthly performance meetings
Progress against Monitor targets are reported monthly to the Board via the performance
report

8.

Accountabilities and Responsibilities

8.1
Chief Executive
The Chief Executive has overall accountability and responsibility Integrated Governance,
including corporate, clinical, and financial governance.
8.2
Managing Director
The Managing Director will be responsible for leading the development and
implementation of a new business model for the organisation. As a key Executive
Director, the Managing Director will work closely with the CEO and other Board members
to ensure the organisation develops a strategic direction that is fit for purpose in the new
NHS and is supported by a robust delivery plan.
The Managing Director is the most senior operational post looking down and into the
organisation to ensure the day to day business of the Trust (operational clinical and
support services) is delivered through the Divisions and operational teams. The post
holder will be responsible for ensuring that core to the future business model will be a
radical approach to productivity thereby enabling the organisation to constantly innovate
and develop clinical services.
8.3
Medical Director
The Medical Director Acts as co-head of the clinical standards and development function
assuming joint executive responsibility with the Chief Nurse in the leadership, development
and monitoring of all elements of clinical governance.
The Medical Director is the responsible officer for advising the Executive Team and Board
on all medical issues. The post holder is also responsible for the overall management and
9
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performance of the medical workforce and is the guardian of the Trust’s Medical Education
systems and its professional standards. The post holder is jointly responsible with the
Chief Nurse and the Managing Director for day-to-day service delivery within the Trust and
the overall quality, safety and medical efficacy of this service
8.4. Chief Nurse
The Chief Nurse provides leadership and effective co-ordination and monitoring
arrangements in respect of healthcare standards and the Assurance Framework to ensure
that the Trust’s quality of care meets and exceeds the standards agreed with
commissioners and the requirements set out by the Care Quality Commission and other
regulators.
Fosters a culture within nursing and midwifery such that staff strive to achieve excellence
in the delivery of patient care within the Trust, driving best in class performance.
Provides clinical leadership, motivation and support to staff ensuring compliance with
Statutory Instruments, NMC, professional standards and local policies
Leads the implementation of the Trust-wide strategy on Patient First in order to strengthen
practices across the Trust to ensure that the patient’s experience is at the heart of service
delivery and development.
Acts as the Dignity Champion for the Trust and in doing so ensure the highest level of
privacy and dignity are maintained.
Supports the Medical Director in delivering the Trusts patient safety agenda ensuring that
building on the success of the past the Trust continues to keep patient safety at the top of
our agenda.
Ensures that the governance structures and processes within the Trust are fit for purpose
Leads the production and delivery of the annual Quality Account ensuring compliance with
the relevant guidance and consultation with the relevant external agencies
and
.
with the Medical Director, ensure that an annual programme of training in aspects of risk
management is delivered to Member of the Trust Board.
8.5 Head of Quality
The Head of Quality supports the Chief Nurse and the Medical Director in quality related
activities
8.6
Executive Directors
All Executive Directors have a responsibility to implement processes to achieve Quality
targets aligned with the Assurance Framework.
8.7
Non-Executive Directors
All Non-Executive Directors have a responsibility to ensure that processes for achieving
quality targets are aligned with the Assurance Framework.
8.8 General Managers, Divisional and Clinical Directors
10
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General Managers, Divisional and Clinical Directors within the Trust are accountable for
the day-to-day management of governance of all types within their area of responsibility.
They are charged with ensuring that Quality, Integrated Governance, Patient Safety and
Patient Experience is undertaken throughout their area of responsibility on a pro-active
basis and that remedial action is carried out where problems are identified. They are also
responsible for reporting difficulties in implementation and risks to the relevant committees
via their Divisional Boards. General Manager and Divisional Directors hold joint
accountability for Divisional performance and regular performance meetings monitor the
implementation of their responsibilities. General Managers are also responsible for
ensuring governance arrangements when working with partner organisations are clear to
staff and are monitored through shared working.
8.9 Clinical Governance Leads
Each Directorate has an identified lead for Clinical Governance. They are responsible for
leading the Clinical Governance Rolling Half Days – setting the Clinical Governance Plan
for the year, reporting into their Clinical Management Team for close working relationships
with Safety and Patient Experience Leads plus being a champion for governance across
their Directorate
8.10 Clinical Audit and Effectiveness Leads
Each Directorate has an identified lead for Clinical Audit and Effectiveness. They are
responsible for leading the Clinical Audit requirements of their Directorate and reporting
back to the Clinical Audit and Effectiveness Committee. They should also report into their
Clinical Management Team for close working relationships with Governance, Patient
Safety and Patient Experience Leads.
8.11 Staff
Management of Quality, Integrated Governance, Patient Safety and Patient Experience is
a fundamental duty of all staff whatever their grade or role. All staff must follow all the
Trust policies and procedures that explain how this duty is to be undertaken. In particular,
all staff must ensure that identified risks and incidents are reported to their immediate line
manager and, if appropriate, their Health & Safety representative, in order that effective
controls may be actioned where necessary. All staff are accountable for achievement
against agreed personal objectives which contribute to organisational objectives. The Trust
also ensures that measures are in place to ensure that standards are communicated and
applied to agency staff.
8.12 Patients, Public and Partner Organisations
The Patients, Public and Partner Organisation have a key role within the organisation to be
involved with developments and monitoring of performance. As a Foundation Trust there is
a Council of Governors which consists of Public Governors, Staff Governors, PCT
Governors, Local Authority Governors, and Partnership Governors. The Council of
Governors ensures that the interests of the community served by the Foundation Trust are
appropriately represented. The Trust also maintains a Patient First Group which ensures
involvement within activities across the Trust. A key role of the group is to maintain close
links with the Local Involvement Networks (LINks) to discuss Trust developments and the
monitoring of performance through the Care Quality Commission standard for safety and
quality.

11
Quality Framework – December 2014 – Draft for Board Ratification

13aQualityFramework-Decemb

Page11of20
OverallPage124of149

Top

9.

Systems for Managing Quality

The Trust operates a number of systems to facilitate the management of Quality. The
Trust has a committee structure and key reports are monitored by those committees. The
Care Quality Commission Standards for Quality and Safety are integral to the Quality
Framework.
Committees
An organisational structure has been put in place to support Integrated Governance within
the Trust. The current structure is illustrated (see appendix 2)
9.1 Board of Directors
The Board of Directors is accountable and responsible for ensuring that the Trust has an
effective programme of standards set as part of the governance process. The Board of
Directors is chaired by a non-executive director and meets monthly. The Board of
Directors receives reports from its sub-committees reporting progress on the achievement
of the Trusts overall objectives detailed in the Assurance Framework. The Board of
Directors also agree compliance with Care Quality Commission Essential Standards for
Safety and Quality through Clinical Outcomes Safety and Quality Committee (a Sub
Committee of the Board) agreeing reasonable assurance.
9.1.1 Structure of Reporting Quality to the Board
In addition to reports from Clinical Outcome Quality and Safety Committee and from
Executive Board and Finance Investment and Performance Committee the Board
receives a report in the form of an annotated dashboard tracking a number of
quality measures including
o
o
o
o
o
o
o
o
o
o

HSMR
Serious incidents
Cardiac arrest rate
Clostridium difficile (C.diff) (hospital acquired)
MRSA (all cases and hospital acquired only cases)
Hospital Acquired Pressure ulcer incidence
Falls rate and consequences
Complaints (response times and significant complaints)
Patient Experience
Selected Clinical Indicators (cleanliness, mixed sex breaches, documentation of
vital signs observations)
o Cleanliness scores
o Key performance indicators in relation to the completeness of the risk register
o Performance Key Targets
The Trust Objectives and Assurance Framework are reviewed every four months
and reported to the Board of Directors.
The High Board Level Risks (20+) are reviewed every two months by the Board of
Directors.
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9.2 Audit and Risk committee
Every Trust must have an Audit Committee. This is a sub-committee of the Board and has
responsibility for providing assurance, through an independent and objective review of the
Trust’s system of internal control including its financial systems, financial information,
assurance arrangements including clinical governance, approaches to risk management
and compliance with legislation.
9.2.1 Structure of Reporting Quality to the Audit and Risk Committee
o COSQ Exception report at each meeting
o Assurance Framework reviewed at each meeting
o The High Board Level Risks (20+) are reviewed at each meeting
9.3 Clinical Outcome, Safety & Quality Committee (COSQ)
Clinical Outcome, Safety & Quality Committee is constituted as a formal committee of the
Trust Board. It is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek any information it requires from any employee and all
employees are directed to cooperate with any request made by the committee. The
Committee challenges and provides assurance on all areas of risk to the Audit and Risk
Committee and the Trust Board.
The purpose of the COSQ is to ensure that the Board has a sound assessment of risk
and that the Trust has adequate plans, processes and systems for managing risk. It is
inclusive of clinical risk, clinical governance, clinical audit and effectiveness, research
governance, patient experience/patient and public involvement, infection control, health
and safety including radiation protection, fire safety, security and decontamination,
safeguarding children and vulnerable adults, complaints and patient and public
safety. The Committee ensures that the Trust has an effective management and clinical
governance framework which includes the assessment and monitoring of quality
indicators which drive forward the development of quality of services and care,
patient safety and patient experience.
9.3.1 Structure of Reporting Quality to COSQ
o Outlined in Appendix 2

9.4 The Executive Board
The Executive Board is the senior management decision making group of the hospital
and is corporately responsible for the implementation and delivery of the hospital’s
objectives, targets, policies and corporate strategy to ensure the delivery of safe high
quality, patient-centred services. It assists the Chief Executive in the development and
implementation of strategy, management of operational delivery, managing performance,
management of risk and ensuring delivery of health outcomes.
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9.5 The Clinical Operational Board
The Clinical Operational Board is the senior management group responsible for the
Clinical care provided. The COB provides an overview of the current clinical operational
issues, action and cross Divisional learning. COB provides assurance to COSQ on
clinical activities.
9.5.1 Structure for Reporting to the Clinical Operational Board (COB)
The COSQ committee discharges its responsibility for sub-committees to the
Clinical Operational Board is responsible for monitoring key committees and
activities detailed below:
a) Committee Reporting
Clinical Audit and Effectiveness Committee
Benchmarking against Dr Foster, following NICE guidance and conducting clinical
audit to the Clinical Audit and Effectiveness Committee.
The COB receives:
o Quarterly reports
o An annual report regarding achievement against the Clinical Audit Forward Plan
through the Quality Account
Interventional Procedures Governance Committee (IPGC)
Ensuring that all new procedures requested to be carried out within the organisation
have a procedure and are closely monitored to the IPGC.
The COB receives:
o An annual report
Drugs and Therapeutics Committee
Ensuring patients, staff and visitors are kept safe by having systems to ensure that
medicines are handled safely and securely to the Drugs and Therapeutics
Committee. This incorporates Medicines Management.
The COB receives:
o An annual report
Infection Control Committee (incorporating Decontamination)
Ensuring patients, staff and visitors are kept safe from infection to the Infection
Control Committee and by having systems to ensure that the risk of healthcare
acquired infection to patients is reduced, with particular emphasis on high standards
of hygiene and cleanliness.
The COB receives:
o A quarterly report
Education and Training Committee
Ensuring that staff have access to appropriate education and training opportunities
related to the Trust business planning process. It is responsible for implementing
the Education and Training Strategy.
The COB receives:
o A quarterly report
Research and Development
14
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Ensuring the Research and Development Strategy is implemented and Research
Governance is followed.
The COB receives:
o An annual report
Clinical Ethics Committee
The COB monitors the progress of the Ethics Committee.
The COB receives:
o An annual report
Patient Led Assessment of the Care Environment Group (PLACE)
PLACE is responsible for ensuring that adequate support services are in place to
ensure the patient has a good hospital experience. It is responsible for
implementing the Estates Strategy, Cleaning Strategy and Waste Strategy)
The PLACE reports bi-monthly and results are reported to the Clinical Operational
Board
o A bi-monthly report
Health and Safety Committee
Ensuring that the Health and Safety of staff is maintained and national guidance is
followed.
The COB receives:
o A quarterly report
Resuscitation Committee
Monitoring cardiac arrests, ensuring root cause analyses are completed and
reporting to the Board.
The COB receives:
o Quarterly report of survival rates
o An annual report
Medical Equipment Group
Ensuring that medical equipment is maintained and that the processes are being
followed.
The COB receives:
o An annual report
Medical Gasses Committee
Ensuing medical gasses are being appropriately used across the Trust.
The COB receives:
o An annual report
Transfusion Committee
Ensuring that the Trust is following national guidance and training appropriate staff.
The COB receives:
o An annual report
Safeguarding Children and Safeguarding Adults Committee
Ensuring that policies and processes are in place to safeguard children and adults
from harm.
The COB receives:
o Quarterly Reports
15
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Emergency Planning and Business Continuity
Ensuring that the Trust has policies and procedures in place, monitoring incidents
and providing debrief reports following incidents.
The COB receives:
o Quarterly Reports
Information Systems Steering Board (ISSB)
Ensuring that information systems that are being put in place will not interfere with
the clinical care being provided.
The COB receives:
o Annual Reports
b) Divisional Reporting
Each Division and Directorate meet to discuss clinical issues, or issues for their
area. Meetings should include:
a) Risks, Risk Assessments and Risk Register
b) Patient Experience
c) Complaints
d) Incidents
e) Infection Control
f) Education and Training (including mandatory training)
g) Clinical Governance Rolling Half Day Issues
h) New guidance, interventional procedures, policies
i) Clinical Audit (including Dr Foster data information)
j) Directorate Performance and Quality Targets
k) Directorate HR issues (e.g. turnover, vacancy, sickness)
l) Compliance with Care Quality Commission Outcomes
Each Directorate also feed into Clinical Governance Rolling Half days and issues
raised at those meetings are fed into the Divisions clinical governance meeting for
discussion and action.
Each Division reports to the Clinical Operational Board quarterly principally through
the template used to report on learning from Complaints, Incidents, Litigation and
PALS report.

10. Implementation, Training and Support
Divisions are responsible for the effective implementation of this framework to
facilitate the delivery of a quality service and, alongside staff training and support,
will provide an improved awareness of the measures needed to facilitate the
management of quality and integrated governance.
The Trust will:

Ensure all staff and stakeholders have access to a copy of this Framework

Quality, Integrated Governance, Patient Safety and Patient Experience are
covered at Induction for all new staff

Ensure that staff have the knowledge, skills, support and access to expert
advice necessary to implement the policies and procedures associated with
this framework through Induction and Statutory Training
16
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11.

Monitor and review the performance of the Trust in relation to the
management of quality and the continuing suitability and effectiveness of the
systems and processes in place to manage it.

Process for Monitoring the Implementation of this Framework
The Trusts internal audit programme includes reviews of governance arrangements
on a regular basis. Regular evaluation is carried out to review the functioning of key
committees.
What is the
standard/audit
criteria

Time frame/
Format /how
often

How/Method

Quality and
Performance
Targets
Divisional,
Quarterly and
Sub-Committee
Reports to COB
Objective and
Assurance
Framework
Review

Every two
months

Presentation to
the Board of
Directors
Minutes and/or
reports

Monthly

Every 4 months

Reports to the
Board of
Directors

Reviewed and
action plan
development
by who/which
group
COSQ/COB

Action Plans
monitored by
and how often

COB

Monthly

COSQ/FIP

Monthly

Monthly
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Appendix 1
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Appendix 2
COSQ Workplan
Information to be Received
Trust Reporting Requirements
Well Led
CQC Intelligent Monitoring Report
CQC Clinical Area Self Assessments
CQC Inspections
Quality Framework Review
Risk Register
CQUIN Monitoring
Quarterly Monitoring Board with commissioners
Internal Audits
External Audit - Quality Account
Training and Education Report (including Appraisal and Statutory Training)
Staff survey
Deanery Report
External Report Review
Safe
Children’s Safeguarding
Adult Safeguarding
Infection Control Report
Serious Incident (SI) Reporting (SI's and Action Plans)
Quality Account Priorities - Patient Safety
Effective
Mortality Report
Cancer Peer Review
Research and Development
Quality Account Priorities - Clinical Outcome
Caring
Patient Experience Report
Quality Account Priorities - Patient Experience
Provide Assurance
Audit and Risk Committee
Report to
Board of Directors
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Clinical Operational Board Workplan
Information to be Received
Trust Reporting Requirements
Monthly Reports
Divisional Reports (surgery, medicine, Diagnostics, Therapeutics and Outpatients (DTO), Women’s and
Children’s, Medical Education)
SI Reporting – SI’s and Action Log
Central Alerts System Review
Risk Register
CQUIN Monitoring
CQC Clinical Area Self Assessments
Quarterly Reports
Children’s Safeguarding
Adult Safeguarding
Learning Disabilities
Dementia
Complaints, Litigation, Incidents and PALs Report (CLIP)
Drug Errors
Safe and Secure Storage of Medicines
Controlled Drugs
Mortality Report
Clinical Audit and NICE Report
Infection Control Director of Infection, Prevention and Control (DIPC) Report
As required Reports
CQC Inspections
CQC Intelligent Monitoring Reports
Cancer Peer Review
Global Endoscopy Assessment
Environmental Health Reports
Confidential Enquiry Reports
External Report Reviews
Committees Reporting to COB
Health and Safety Reports from Health and Safety Committee
Resuscitation Committee
Clinical Ethics Committee
Research and Development
Clinical Audit &Effectiveness Committee Report (through quarterly reports)
Drugs and Therapeutics Committee
Medical Equipment Group (Medical Devices)
Interventional Procedure Governance Committee
Infection Control and Decontamination Committee
Patient Led Assessment of the Care Environment (PLACE)
Trauma Committee
Emergency Planning
Information Systems Steering Board (ISSB)
Transfusion Committee
Safeguarding Committee (Through quarterly reports)
Training and Education Committee
Provide Assurance
Clinical Outcome, Safety and Quality Sub Committee
Report to
Executive Board
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1.

SUMMARY

1.1

The Luton and Dunstable University Hospital (“the Trust”) is committed to good
governance and to providing a fair and effective mechanism for employees to
raise concerns confidently and appropriately. This policy sets out the guiding
principles for ensuring that issues are dealt with in a fair, timely and consistent
way across the Trust.

1.2

The Francis Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry
clearly indicated that their staff did not feel safe raising their concerns. A key
theme in the report was the requirement for openness, transparency and candour
about matters of concern.

2.

INTRODUCTION

2.1

The purpose of the Raising Concerns in the Workplace Policy is to encourage
and enable staff to raise clinical and other concerns in an open and positive
manner, rather than overlooking a problem or raising their concern outside the
organisation.

2.2

Generally speaking, raising a concern is about a risk, malpractice or wrongdoing
that affects others. It could be something which adversely affects patients, the
public, other staff or the organisation itself. A grievance, on the other hand, is a
personal complaint about an individual’s own employment situation: for example,
a staff member may feel aggrieved if they think a management decision has
affected them unfairly or that they are not being treated properly. Raising a
concern is where an individual raises information as a witness under this policy
whereas a grievance is where the individual is a complainant (under the Trust’s
Grievance procedure).

2.3

This policy has been developed in response to the Public Interest Disclosure Act
1998, whereby employees and workers, who raise legitimate concerns about a
specified matter, or “protected disclosures”, are protected from fear of reprisals,
harassment or being dismissed. The policy sets out the responsibilities of
employees and other workers and enables management to demonstrate
accountability.

2.4

Employees are often the first to realise that there may be something seriously
wrong within the Trust. When such issues are about possible unlawful conduct,
financial malpractice or concerns about the quality of patient care, it can be
difficult to know what to do. This policy has been introduced to encourage
employees to raise their concerns immediately, rather than wait for proof. The
Trust believes that by doing so, this would be in the best interests of the public,
patients, carers, staff and the organisation in the longer term.

2.5

The law provides protection for workers who raise legitimate concerns about
specified matters. These are called “qualifying disclosures”. A qualifying
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disclosure is one made in the public interest by an employee who has a
reasonable belief that:







a criminal offence;
a miscarriage of justice;
an act creating a risk to health and safety;
an act causing damage to the environment;
a breach of any other legal obligation; or
concealment of any of the above;
is being, has been, or is likely to be committed. It is not necessary for the
employee to have proof that such an act is being, has been or is likely to be
committed – a reasonable belief is sufficient. The employee has no responsibility
for investigating the matter; it is the organisation’s responsibility to ensure that an
investigation takes place.

3.

PURPOSE AND SCOPE

3.1

The purpose of this Policy is to encourage and enable staff to raise concerns
within the Trust feeling positive and confident, rather than ignoring the problem or
raising the concern outside the organisation.

3.2

This Policy is intended to address concerns promptly where the interests of
others or the Trust itself are at risk. It does not address individual of collective
issues, which are more properly dealt with under the Trust’s Grievance
procedure.

3.3

This Policy applies to all Trust employees, Bank workers, agency workers,
students, volunteers, contractors, secondees, and those holding honorary
contracts.

3.4

Volunteers and independent consultants may raise any concerns as per the
stated procedure. Whilst such individuals do not have any statutory rights under
current disclosure regulations, the Trust will respond as appropriate to the
situation under review.

3.5

Issues of concern which may be raised include:






healthcare matters eg suspected negligence, mistreatment or abuse of patients;
issues relating to the quality of care provided;
concerns about the professional or clinical practice or competence of colleagues,
other members of staff or other workers;
the treatment of other staff, including suspected harassment, discrimination or
victimisation;
health, safety and environment issues;
suspicion or knowledge of theft, fraud, bribery allegations or other financial
malpractice;
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employment standards and/or working practices;
criminal offences or miscarriages of justice
failure to comply with any other legal obligation
deliberate concealment of any of the above

3.6

Raising a concern occurs “when a worker raises a concern about dangerous or
illegal activity that they are aware of through their work” (Public Concern at
Work). A “protected” disclosure is one where a worker must have reasonable
belief that their disclosure is in the public interest.

3.7

Where an issue or concern raised during the ‘Raising concerns in the workplace’
process may also fall into categories covered in other Trust policies, such as the
Disciplinary and the Adverse Incident Reporting and Investigation of Incidents
policy, the designated senior manager handling the concern will confirm which
policy will apply, having sought advice from the Employee Relations Team

3.8

The Trust believes in providing equity in its services, in treating people fairly with
respect and dignity and in valuing diversity both as a provider of health services
and as an employer. These principles will apply in the application of this policy.

4.

GENERAL PRINCIPLES

4.1

The Trust is committed to encouraging a policy of openness and participation in
all aspects of its work and services. However, this must be exercised with proper
regard to individuals’ and patients’ rights to confidentiality in all matters personal
to themselves, and to the proper use of appropriate channels of communications.

4.2

The Trust expects individuals to respect this commitment by observing the
appropriate procedure for raising such concerns.

4.3

Staff are reminded of their duty of confidentiality to the Trust. Whilst areas of
concern may be raised with external bodies without first raising them with the
Trust, if such disclosures are not justified under the Public Interest Disclosure
Act, the action taken could be regarded as a breach of duty and may lead to
disciplinary proceedings up to and including summary dismissal.

4.4

If a person reasonably believes their concern is in the public interest, it does not
matter if they are subsequently found to be mistaken.

4.5

The Trust will support those individuals who raise genuine concerns under this
Policy. As a result of doing so, the individual will not be at risk of reprisal,
victimisation, discrimination or any form of disciplinary sanction. The continued
employment, opportunities for future training or promotion of the individual will
not be prejudiced because he or she has raised a legitimate concern.

4.6

The Trust also recognises that there may be situations where individuals wish to
raise a concern in confidence and whilst the Trust acknowledges that some
individuals may wish to remain anonymous, it may make it much more difficult to
investigate the matter if their identity is not revealed. The Trust therefore does
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not accept concerns that are raised anonymously. If a person asks for their
identity to be protected, the Trust will not reveal it without their consent.
However, where the Trust cannot proceed further without doing so, staff may not
unreasonably refuse to co-operate in this respect. If the situation arises where
the Trust are not able to resolve the concern without revealing an individual’s
identity (for instance because individual evidence is needed in Court), the Trust
may have to disclose identity but there will be discussion with the individual about
whether and how to proceed.
4.7

Where the concern involves a health and safety issue, the employee can contact
the Trust’s Health and Safety Manager on 01582 497030 (internal ext 7030).

4.8

Any allegations of bribery should be reported to the Trust’s Senior Compliance
Officer (the Director of Finance) or the Local Counter Fraud Specialist.

4.9

Bribery Act 2010: A bribe is offering, promising, or giving a financial, or
otherwise, advantage to another person with the intention of bringing about
improper performance or reward. The Bribery Act also states that a person is
guilty of an offence if they request, agree, receive or accept a financial or other
advantage intending that a relevant function or activity should be performed
improperly by them or another. It further states that offering or agreeing to
accept a bribe is an offence even if no money or goods have been exchanged.

4.10

Fraud is any person who dishonestly makes a false representation to make a
gain for himself or another or dishonestly fails to disclose to another person,
information which he or she is under a legal duty to disclose, or commits fraud by
abuse of position, including any offence as defined in the Fraud Act 2006.

4.11

There are various definitions of fraud. For the purposes of this Policy, fraud is
defined as an act of deception intended for personal financial gain or to cause a
financial loss to another party.

4.12

Where the concern is believed to involve fraud, contact details are set out in
section 10.3.

4.13

Any allegations or suspicions of fraud will be investigated.

5.

DUTIES AND RESPONSIBILITIES

5.1

Managers are responsible for:





ensuring that all staff (including new ones) are familiar with and know where
to access this Policy on the Trust intranet. Staff who do not have access to
the Trust intranet should be made aware of where they can obtain a copy of
the policy;
complying with the Trust’s procedures and principles as outlined;
ensuring concerns raised are taken seriously and responding to concerns in
a timely fashion;
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5.2

Human Resources are responsible for:




5.3

advising managers and individuals in the application of the policy and
procedure;
monitoring the application of the Policy to ensure it is applied in a fair and
consistent way to each concern raised;
keeping records, monitoring and auditing the number and nature of claims
made, actions taken, and reporting this information to the Trust Board on an
annual basis.

The person raising the concern is responsible for:





5.4

evaluating the basis of any claim brought to their attention and referring
upwards to a more senior manager if appropriate;
maintaining confidentiality of patients and staff.

raising the concern as soon as possible in an objective and factual way,
using this Policy and accompanying procedure;
keeping records where possible of any incidents and potential witnesses;
co-operating with any investigation, if appropriate, including being available
for interview (notice will be given), providing a statement and/or
documentation,
maintaining confidentiality of patients and staff

Trade Union Representatives
5.4.1 Trade union representatives may be asked for advice by members of staff
who are considering raising a matter of concern. They should refer the
member of staff to this policy and, if necessary, to the various external
bodies who can also provide advice. Trade union representatives are
strongly advised to contact their full time officers prior to advising a
member on external public disclosure.
5.4.2 Staff who feel anxious or upset by the situation are reminded that
confidential counselling services are accessible through the Trust’s
Employee Assistance Programme and can be contacted on 0800 085
1376
5.4.3 Staff may wish to seek advice and to be represented by their trade union
when using the provisions of this Policy. The Trust acknowledges,
endorses and actively encourages the role trade union representatives
can play in this area.

6.

PROCEDURE FOR RAISING CONCERNS IN THE WORKPLACE

All allegations of concerns raised in the workplace will be pursued. Set out below are
the three stages at which a concern can be raised; however, the concern can be raised
at any stage of the procedure depending on the seriousness of the concern:
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6.1

Stage one
Concerns should normally be raised initially with their line manager, verbally or in
writing. A log of evidence may be required depending on the issue.
If the employee feels unable to raise their concern with their line manager for
whatever reason, for example, the concern is in relation to their line manager, or
has already been raised with them and no action appears to have been taken in
resolving the issue, the employee should raise it with the next line manager.
The manager should arrange an initial assessment which will include an
interview with the member of staff. If the member of staff wishes to be
accompanied by a work colleague or union representative they should be given
the opportunity to invite them. A decision may be made to set up an internal
inquiry or formal investigation. The employee should be informed who will be
handling the matter and if their assistance is likely to be required further.
The employee should be updated as much as possible as to the progress and
the outcome of the investigation. This will be as full as possible but will not
include confidential information such as the detail of any disciplinary action taken.
If the employee feels the concern is so serious, they may move straight to Stage
three of the policy.

6.2

Stage two
If the member of staff remains dissatisfied with the response, or they feel that it is
taking too long and a delay could result in serious harm to a patient/service user,
they should raise their concern with the Divisional General Manager/Business
Manager of their area.

6.3

Stage three
If the member of staff remains unsatisfied with the outcome or feels their concern
has not been resolved, they should write to the Deputy Director of Human
Resources or Deputy Chief Nurse.

7.

MALICIOUS ALLEGATIONS

7.1

The malicious raising of a concern that is known to be untrue is a serious matter.
Such allegations will fall within the scope of the Trust’s Disciplinary Policy.

8.

BREACH OF POLICY

8.1

Destroying or concealing evidence of concerns raised under this policy falls
within the scope of the Trust’s Disciplinary Policy.

Page 8 of 16

13bRaisingConcerns16Januar

Page8of16
OverallPage141of149

Top

8.2

Failure to raise known concerns that fall within this policy is a breach of this
policy and may be dealt with under the Trust’s Disciplinary Policy.

9.

INDEPENDENT ADVICE

9.1

Free, independent and confidential advice on whether and how to raise a
concern about serious malpractice at work can be obtained at any stage from the
relevant trade union or professional association or from statutory bodies such as:




the NMC (Nursing and Midwifery Council) (www.nmc-uk.org),
the GMC (General Medical Council) (www.gmc-uk.org)
and the HCPC (Health Care Professions Council) (www.hcpc-uk.org).

9.2

There is also the Employee Assistance Programme who can be contacted on
0800 085 1376 for free confidential information and advice.

10.

EXTERNAL CONTACTS

10.1

Prescribed Persons
Legislation regarding raising a concern provides that claims can only be raised
outside an organisation to one of the “prescribed persons” such as those listed
below.
However, a more detailed list of “prescribed persons” who can also
legitimately receive concerns (subject to conditions) can be found at
https://www.gov.uk/government/publications/blowing-the-whistle-list-ofprescribed-people-and-bodies--2

10.2

Royal Mencap Society
NHS and social care staff who have concerns and are unsure how to raise them,
or would like free, independent and confidential advice, can call a free
‘whistleblowing’ helpline run by the Royal Mencap Society. The helpline is also
open to employers for good practice advice.
The helpline number is 08000 028 40 60 (Monday to Friday, 8:00am to 6:00pm)
or online at www.reportnhsfraud.nhs.uk.

10.3

Local Counter Fraud Specialists (LCFSs) or the Director of Finance at
Luton and Dunstable Hospital
The Trust’s LCFS are available to provide advice to staff on any concerns they
may have regarding potential fraud or bribery. Their contact details are as
follows:
Baker Tilly Business Services Ltd, Milton Keynes Tel: 01908 577450
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Laura Weaver
M:07800 617178
E: laura.weaver@bakertilly.co.uk
Or via secure email: lauraweaver@nhs.net
Alternatively you should contact the Trust’s Director of Finance. You will still be
entitled to raise a concern under this policy and receive protection under the
Public Interest Disclosure Act.
NHS Fraud and Corruption
This is a Freephone service via 0800 028 40 60 or go to:
www.nhsbsq.nhs.uk/3100.aspx
10.4

Department of Health
For non-financial concerns, employees may contact the Department of Health’s
Customer Service Centre at Richmond House, 79 Whitehall, London SW1A 2NS;
email address dhmail@dh.gov.uk or telephone 020 7210 4850.

10.5

Public Concern at Work
The independent charity Public Concern at Work (www.pcaw.co.uk) can provide
free confidential advice about raising concerns about fraud or other serious
malpractice. It can be contacted by email at helpline@pcaw.co.uk or by
telephone on 020 3117 2520 or 020 7404 6609.

10.6

Member of Parliament
Staff have a constitutional right to consult their local Member of Parliament in
confidence for advice and guidance (see website findyourmp.parliament.uk)

11.

CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

11.1

This policy will be available and communicated to all staff and managers via the
Trust’s intranet and will be actively promoted through induction training, raising
awareness training, open forum sessions and policy reminders.

11.2

The Trust’s position on the Raising Concerns in the Workplace procedure will be
publicised through Trust wide communication channels, including open forum
sessions, as deemed appropriate.

11.3

Monitoring data and other feedback relating to the Raising Concerns in the
Workplace procedure will be regularly distributed to the relevant channels in
appropriate formats.

11.4

This policy will be actively promoted and distributed to all stakeholders, including
contractors and agencies that provide staff and a service to the Trust.
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11.5

Monitoring data and other feedback relating to raising concerns in the workplace
will be regularly distributed to the relevant channels in appropriate formats.

12

MONITORING, STANDARDS/KEY PERFORMANCE INDICATORS (KPI)

12.1

It is the responsibility of all managers to ensure that all concerns raised are
addressed and remain resolved. Human Resources will retain information about
the nature and number of formal concerns raised under the Trust’s Raising
Concerns at Work Policy for reporting purposes.

12.2

Monitoring of the Policy will be undertaken by the Deputy Director of Human
Resources. This Policy will be reviewed regularly by Human Resources and
Staffside.

12.3

Concerns raised will be recorded on the Human Resources activity spreadsheet
on an organisational basis. Trends are analysed and shared with the Heads of
Departments in the Trust by the HR Business Partners who are aligned to
Divisions, to provide advice and support on actions to improve on performance
issues.

12.4

The Policy will ensure the standards determined by the NHSLA, Improving
Working Lives and Care Quality commission Standards are met. The equality
monitoring reports will provide data in support of these key performance
indicators and through advice and audit checks. Human Resources will ensure
the policy is consistently applied.

12.5

Process for Monitoring Compliance

What is the
standard/audit
criteria

Time frame/
Format /how
often

How/Method

Number of
concerns raised
internally and
externally

This policy will
be reviewed by
Human
Resources in
partnership with
Staffside.

Review of
concerns logged
on the record
sheet. Human
Resources will
seek to identify
any trends or
patterns in the
concerns raised.

Reviewed and
action plan
development
by who/which
group
Human
Resources and
Staffside.

Action Plans
monitored by
and how often

The number of
reports raised
through this
policy will be
reported on a
monthly basis in
the Divisional
Board Reports.

13.

GUIDANCE AND TRAINING

13.1

Further guidance on the application of this procedure is available from the
Human Resources Business Partner team or trade union/professional
organisation representatives.
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14.

ASSOCIATED DOCUMENTATION

Adverse Incident Reporting & Investigation Policy
Anti-Bribery Policy
Being Open Policy
Complaints Procedural Guidelines
Conflict of interest
Disciplinary Policy and Procedures
Equality and Human Rights Policy
Fraud and Corruption Policy
Grievance Policy & Procedures
Harassment and bullying policy
Health & Safety Policy
Serious Incident Reporting Procedure

15.

REFERENCES

References to legal requirements and specific codes are as follows:
 Employment Act 2008
 ACAS Code of Practice (www.acas.org.uk)
 The Employment Rights Act 1996 as amended
 The Employment Rights Dispute Resolution Act 1998
 The Employment Relations Act 1999
 The Employment Rights Act 2004

16

APPENDICES

1.
2.

Flow Chart
Equality Impact Assessment
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Appendix 1
Procedure for Raising a Concern

Stage One
Concerns should be raised in the first instance with your line manager,
where possible, as soon as you have any reasonable belief that
something is not right. Remember if does not matter if you are
subsequently found to be mistaken.
Your manager will assess your concern and advise you on what steps will
be taken, where appropriate.
If necessary, you may go straight to Stage Three

Stage Two
If after Stage One you are not satisfied with the response, or the outcome
is taking too long and a delay could result in serious harm to a
patient/service user, you should raise your concern to your Divisional
General Manager/Business Manager

Stage Three
If you still feel the matter has not been resolved you should contact the
Deputy Director of Human Resources or Deputy Chief Nurse without
delay.
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Appendix 2

QUALITY ANALYSIS SCREENING FORM
Title of Proposal
Person Completing this
proposal
Division
Date Started

Raising Concerns in the Workplace Policy
Tina Ryan
Role or title
HR Advisor
Human Resources
12th September 2014

Service Area
HRBP Team
Date
completed
Main purpose and aims of the proposal and how it fits in with the wider strategic aims
and objectives of the organisation.
This Policy sets out the principles of the Trust in encouraging and enabling staff to raise clinical and other
concerns in an open and positive manner, rather than overlooking a problem or raising a concern outside
of the organisation.

Who will benefit from the proposal?
All service users of the Trust
Impacts on different Personal Protected Characteristics
This policy seeks to promote equality of opportunity in respect
of all personal protected characteristics

Please click in the relevant impact box or leave blank if you feel there is no particular
impact.
Personal
No/Minimu
Negative Positive Please list details or evidence of
Protected
m Impact
Impact
Impact
why there might be a positive,
Characteristic
negative or no impact on
protected characteristics.
Age
Including children and people over 65 – employees only
Is it easy for someone of any age to find out about your service or access your proposal? – employees
only via the Trust Intranet site
Are you able to justify the legal or lawful reasons when your service excludes certain age groups – not
applicable

Disability
Including those with physical or sensory impairments, those with learning disabilities and those with
mental health issues
Do you currently monitor who has a disability so that you know how well your service is being used by
people with a disability? – employees only
Are you making reasonable adjustment to meet the needs of the staff, service users, carers and families?
– employees only, see section 14

Gender
This can include male and female or someone who has completed the gender reassignment process
from one sex to another
Do you have flexible working arrangements for either sex? - not applicable to this policy
Is it easier for either men or women to access your proposal? – accessible to all via the intranet

Marriage or Civil
Partnerships
People who are in a Civil Partnerships must be treated equally to married couples on a wide range of
legal matters. Are the documents and information provided for your service reflecting the appropriate
terminology for marriage and civil partnerships? – not applicable to this policy
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Appendix 2
Pregnancy or
Maternity
– not applicable to this policy

Race or Ethnicity
Including Gypsy or Roma people, Irish people, those of mixed heritage, asylum seekers and refugees
What training does staff have to respond to the cultural needs of different ethnic groups? – not applicable
to this policy
What arrangements are in place to communicate with people who do not have English as a first
language? – – not applicable to this policy

Religion or Belief
Including humanists and non-believers
Is there easy access to a prayer or quiet room to your service delivery area? – not applicable to this
policy
When organising events – Do you take necessary steps to make sure that spiritual requirements are
met? – not applicable to this policy

Sexual
Orientation
Including gay men, lesbians and bisexual people
Does your service use visual images that could be people from any background or are the images mainly
heterosexual couples? – not applicable to this policy
Does staff in your workplace feel comfortable about being ‘out’ or would office culture make them feel this
might not be a good idea? – not applicable to this policy

Transgender or
Gender
Reassignment
This will include people who are in the process of or in a care pathway changing from one gender to
another
Have you considered the possible needs of transgender staff and service users in the development of
your proposal or service? – not applicable to this policy

Human Rights
Affecting someone’s right to Life, Dignity and Respect? – not applicable to this policy
Caring for other people or protecting them from danger? – not applicable to this policy
The detention of an individual inadvertently or placing someone in a humiliating situation or position? –
not applicable to this policy

If a negative or disproportionate impact has been identified in any of the key areas would
this difference be illegal / unlawful? I.e. Would it be discriminatory under antidiscrimination legislation. (The Equality Act 2010, Human Rights Act 1998)
Yes
No
What do you
High
Medium
Low
consider the level
√
of negative
impact to be?
If the impact could be discriminatory in law, please contact the Equality and Diversity Officer
immediately to determine the next course of action. If the negative impact is high a Full Equality
Analysis will be required.
If you are unsure how to answer the above questions, or if you have assessed the impact as
medium, please seek further guidance from the Equality and Diversity Officer before
proceeding.
If the proposal does not have a negative impact or the impact is considered low, reasonable or
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Appendix 2
justifiable, then please complete the rest of the form below with any required redial actions, and
forward to the Equality and Diversity Officer.
Action Planning:
How could you minimise or remove any negative impact identified even if this is of low
significance? see section 14
How will any impact or planned actions be monitored and reviewed? – see section 14
How will you promote equal opportunity and advance equality by sharing good practice to have a
positive impact other people as a result of their personal protected characteristic. – see sections
14, 15
Please save and keep one copy and then send a copy with a copy of the proposal to the
Equality and Diversity Officer at EqualityAnalysis@ldh.nhs.uk. The results will then be
published on the Trust’s website. Please ensure that any resulting actions are incorporated into
Divisional or Service planning and monitored on a regular basis.

Signed:
Position:

Name: TINA RYAN
Date: 16th January 2015

HR Advisor
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