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AGENDA

#

Description

Owner

Time

1

Chairman's Welcome & Note of Apologies

S Linnett

10.00

2

Any Urgent Items of Any Other Business and Declaration
of Interest on Items on the Agenda and/or the Register of
Directors Interests

S Linnett

10.05

3

Minutes of the Previous Meeting: Wednesday 7 February
2018 (attached)

S Linnett

10.10

S Linnett

10.15

S Linnett

10.20

D Carter

10.25

D Carter

10.30

S Oke/C
Jones

10.45

A Harwood

10.55

To approve
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4

7

Matters Arising - Action Log (no actions)
To note

5

Chairman's Report (verbal)
To note

6

Merger Update (attached)
To note
6 Merger Update.docx

7

15

Executive Board Report (attached)
To note
7 Executive Board Report May 2018.doc

8

17

Performance Reports (attached)
To note
8 Performance Reports Header.doc

8.1

Quality & Performance
8.1 Quality Performance Report April.ppt

8.2

49

51

Finance
8.2 Finance Report.docx

79
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#
8.3
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Workforce
8.3 workforce report_May_2018_V6.pptx

9

Owner

Time

A Doak

11.05

A Clarke

11.15

A Harwood

11.20

D Hendry

11.25

D Hendry

11.35

V Parsons

11.40

V Parsons

11.50

87

Clinical Outcome, Safety & Quality Report (attached &
verbal)
To note
9 COSQ Report Jan Feb Mar.doc

10

93

Finance, Investment & Performance Committee Reports
(attached)
To note
10 FIP Report to 2 May 18 BoD.docx

11

99

Audit & Risk Committee Reports (attached)
To note
11 Audit and Risk Committee Report March 2018.d...

12

105

Hospital Redevelopment Programme Board Report
(attached)
To note
12 Hospital Redevelopment Report - May 18.doc

13

109

Risk Register (attached)
To approve
13 RR May 2018.doc

14

113

Board Secretary Report (attached)
To ratify

15

14 Board Secretary Report May 2018.doc

117

14.1 COSQ Terms of Reference reviewed March 2...

121

14.2 FIP approved Terms of Reference Reviewed...

125

14.3 Audit and Risk TOR reviewed March 2018.doc...

129

14.4 RemNomCoToRMarch18.docx

135

Details of Next Meeting: Wednesday 25 July 2018 at
10.00am in COMET Lecture Hall
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BOARD OF DIRECTORS
Agenda item

3

Category of Paper

Paper Title

Minutes of the Meeting held on
Wednesday 7 February 2018

Date of Meeting

2 May 2018

Lead Director

David Carter

To action
To note
For Information

Paper Author
David Carter
Indicate the impact of the paper:
Financial
Quality/Safety
Patient Experience
Governance
History of
Committee
Reporting and
Date

Tick

To ratify
Equality

Clinical

N/A

Links to Strategic
Board Objectives

All objectives

Links to
Regulations/
Outcomes/Extern
al Assessments

CQC
Monitor

Links to the Risk
Register

All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT
To provide an accurate record of the meeting.
SUMMARY/CURRENT ISSUES AND ACTION
Matters arising to be addressed through the action log.

ACTION REQUIRED
To approve the Minutes.

Public Meeting

Private Meeting
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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 7 February 2018
Present:

Mr Simon Linnett, Chairman
Mr David Carter, Chief Executive
Ms Cathy Jones, Deputy Chief Executive
Ms Angela Doak, Director of Human Resources
Mr Andrew Harwood, Director of Finance
Ms Sheran Oke, Acting Director of Nursing & Midwifery
Dr Danielle Freedman, Chief Medical Adviser
Ms Marion Collict, Director of Operations
Mr Denis Mellon, Non-Executive Director
Mr David Hendry, Non-Executive Director
Mr Cliff Bygrave, Non-Executive Director
Mr John Garner, Non-Executive Director
Dr Vimal Tiwari, Non-Executive Director
Mr Mark Versallion, Non-Executive Director

In attendance:

Ms Victoria Parsons, Board Secretary
Mr Ian Allen, Director of Estates
Ms Anne Sargent (Minute Taker)
18 Members of the Public (including Governors)

1.

CHAIRMAN’S WELCOME & NOTE OF APOLOGIES
The Chairman opened the meeting, noting that it was a meeting in public and
as such, questions (other than issues of clarity) would be taken at the
conclusion of the agenda. Apologies were received from Alison Clarke.

2.

ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED
AND ANY DELARATIONS OF INTEREST?
The audience requested further information/update on cancelled operations.
The were no declarations of interest.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 26 JULY 2017
The minutes were approved as an accurate record.
Proposed:

4.

Cliff Bygrave

Seconded: Mark Versallion

MATTERS ARISING (ACTION LOG)
There were no matters arising.
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5.

CHAIRMAN’S REPORT
The Chairman noted this was Ian Allen’s last meeting before taking up a post
at Kettering and recorded thanks for everything Ian has contended with during
his time at L&D.
The Board were informed that, subject to Governor ratification, David Carter
had been appointed as CEO, recording congratulations to David.
The Chairman noted his attendance at MSC with consultants and separately
with junior doctors the previous day, particularly mentioning a recent case at
another hospital where a doctor was prosecuted for making an error of
judgement (rather than a clinical error). Vimal Tiwari added that this could
deter junior doctors from being open and honest in their reflections of their
own practice. The Board were advised that Dr Freedman and Dr Nathwani
had written to consultants to give reassurance and support.
In terms of car parking, the Board were advised of a forthcoming meeting with
the owner of some land to the south of the Busway.
The Chairman mentioned a recent report indicating that ACOs are now to be
Integrated Care Systems. David Carter added that planning guidance has
been received, a significant part of which requires that certain elements of
funding are to be dependent on the entire system remaining on balance.
The Chairman confirmed that the move of Phlebotomy and Sexual Health
services to Arndale House had been approved, and would take place during
May.

6.

MERGER UPDATE
David Carter noted the update from PWC, along with the cover paper
summarising the current position.
He referred to dialogue with NHSI, noting a date has been set of 13 February
to try to get resolution of the financial aspects. The Trust has delayed letters
to Bedford staff re TUPE pending clarity from NHSI. If the Trust does not
have resolution by 13 February, the timetable will be re-considered. Unions
have been briefed. Angela Doak clarified that Bedford staff will transfer to
L&D but that any measures attached to that, which will impact L&D staff, will
be subject to consultation. The Chairman noted the significance of the Post
Transaction Implementation Plan (PTIP).
Denis Mellon acknowledged the enormous task that the Executive have
undertaken thus far.

7.

EXECUTIVE BOARD REPORT
School of Anaesthetics visit – the work at L&D to change the culture was
recognised.
School of Surgery visit (March/April) – the division has undertaken work on
the issues.
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Mortality Board – the ‘Learning from Deaths’ guidance is now in place which
requires quarterly reports to the Board, the first of which is appended. Future
updates will be summarised in the Quality & Performance Report. Dr
Freedman reassured the Board that of the very small number of formal
mortality reviews by consultants, nothing untoward was found and no patterns
identified. Bedford Hospital have seen the same increase as L&D, but the
national picture is not known.
Compliance Issues – the NICU peer review went well with one issue raised
in relation to the working environment.
Endoscopy – JAG accreditation has been received. There remain some
issues to overcome relating to the waiting area which Ian Allen confirmed are
being addressed.
E-Referrals – this was noted as a significant development with the potential
for clinical risk relating to paper referrals if rejected, along with implications for
urgent cancer referrals.
STP – the latest central briefing is appended. L&D remain concerned about
aspects of the transport contract which has been awarded to EEAST.
Capital – the Chairman noted the L&D were not part of the recently
announced capital schemes, although £20m was announced for a Dunstable
Hub. David Carter added that this has been a long time in gestation, that the
Trust supports the notion of providing primary care at more scale and that this
is the model that would be supported, as long as it is big enough and has
sufficient critical mass.
Director of Estates – the Board were assured there is an interim
arrangement to cover the departure of Ian Allen.
8.

PERFORMANCE REPORTS
Quality & Performance Report – the Board acknowledged the report, with
the following points highlighted:
Sheran Oke clarified that the MRSA target was zero. Marion Collict noted that
complaint responses are improving, but the compliance percentage is
hindered by one Division. She added the Medicine and Women‘s &
Children’s contact complainants early in the process which very often results
in local resolution. There is also evidence of PALS dealing with issues to
prevent them becoming complaints. There is no national target for response
times, L&D is set at 35 days, Bedford set theirs at 45 days, and the merger
may present an opportunity to consider how best to manage complaints.
COSQ are due to receive a proposal as to how the Complaints Board may
move forward. It was noted that compliments are also important and may aid
learning.
Cliff Bygrave referred to a recent never event, asking if there were any
repercussions. Marion Collict responded that it is under investigation,
learning will follow completion of the investigation. David Hendry (for Alison
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Clarke) clarified that COSQ track all SIs and related actions.
Cathy Jones informed the board that we now have a signed agreement with
Engie on KPIs.
Cancer – we have clarity that there is shared ownership of breaches when
tertiary services contribute to a target failure; the Cancer Alliance can
intervene if needed. The Chairman felt it would be useful to understand
where breaches arise that are not our own.
A&E are performing remarkably well despite recent pressures, Marion Collict
added that margins are much smaller than last winter due to sickness of
patients, not higher numbers but higher conversion rates.
18 weeks – the Trust did not meet this target as December was a particularly
challenging month. There was a statement from NHSI that Trusts could
cancel operations, some of which we cancelled on the day, some the day
before. The impact has been that we have continued with cancer and
emergency patients but are having to recover patients in theatres rather than
in recovery. In terms of numbers, cancellations were small. We opted not to
‘blanket’ cancel but this has required micro managing. The financial impact
amounts to £700,000 of lost income and that we have to find ways to
accommodate these patients with additional clinics, additional super
Saturdays and outsourcing some of these patients to the private sector.
Diagnostic trajectory – the endoscopy team are working tirelessly on a
recovery plan and seeing patients in turn. The Trust is aiming to be green by
end of March.
Finance Report – Andrew Harwood presented the report, noting the
following:
The Trust needs to achieve a £10.1m surplus, which requires a trading
surplus and £4.5m of external funding. This is recognised in our plan in
months 10, 11 and 12. The Board were asked to confirm agreement to
recognise a proportion of this income in January. The Chairman would write
to David Williams to confirm this position.
Control total additional spend is being offset by additional income. Agency
spend continues to be an issue with the risk of external scrutiny. The FIP
report outlines plans to deliver the forecast. The Trust’s cash position
remains strong.
In relation to debtors, Cliff Bygrave asked if the Trust has taken enough
provision against the outstanding debtors. Andrew Harwood responded that it
is fortuitous that Bedfordshire position has eased slightly, giving them more
resource which helps mitigate some problems relating to our trading
performance with them.
Mediation was found in favour of the Trust with
payment in Q1 and the expectation that Q2 would be paid in full. There
remains the likelihood for further challenges later in the year around nonelective admissions. There is also a potential risk around MRET.
Workforce Report – Angela Doak presented the report, noting the following:
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The NMC have introduced an occupational English test for overseas nurses.
The Trust has started a recruitment initiative for those needing additional
support to reach the level required by the new test. Overall nursing vacancy
rates have decreased; turnover has also decreased compared to this time last
year. Attention was drawn to sickness absence which is just above Trust
target, noting concern about Bradford score. The Trust is seeing a steady
increase as a result of reducing this score. Work is underway to understand
the detail of this, but it is having an impact on processes. Appraisal rate
increased by 11% and currently sits at 82%.
9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE
REPORT
David Hendry presented the report on behalf of Alison Clarke, noting that the
Surgical Division has recently attended in relation to governance concerns.
He noted the significant improvement in performance of the stroke team. He
also noted the progress with quality priority reports. Attention was drawn to
the work required on the EU data protection rules and the high penalties if the
Trust does not comply by end of May. The Board were advised that COSQ
were assured that work is underway and measures in place to meet this
deadline.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
Denis Mellon presented the report noting the significant investments since the
previous report. He advised the Board the Arndale House arrangements are
progressing, with recognition of the benefits associated with moving services
to this location. The Chairman added his recognition of the amount of work
involved in supporting those cases required for the merger submission.

11.

AUDIT & RISK COMMITTEE REPORTS
The Board were advised that the Scheme of Delegation had been issued with
references added as noted in the report. The Trust will need a focus over the
remainder of the financial year to close a number of high risk issues arising
from internal audit.

12.

CHARITABLE FUNDS COMMITTEE REPORT
Cliff Bygrave presented the report highlighting that the general data protection
regulation was noted and complimenting the fundraising efforts so far this
year.

13.

HOSPITAL RE-DEVELOPMENT COMMITTEE REPORT
Ian Allen presented the report, noting there is currently nothing further to
report in relation to the Energy Centre.

14.

RISK REGISTER
Progress on board levels risks was noted along with a number of emerging
risks. It was agreed to add 2 new risks relating to Bedford Hospital and
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Needs Based Care.
15.

BOARD SECRETARY REPORT
Thanks were recorded to the number of people involved in the effort to recruit
members in terms of Bedford hospital, incl governors, Bedford Borough
Council, and the Patient Council at Bedford.
ANY OTHER BUSINESS
No further business was raised.
QUESTIONS/COMMENTS FROM NON BOARD MEMBERS
The following questions were raised by the audience:
1. How do we stand on cyber security? David Hendry responded that there
is more to do in terms of ‘patching’ and levels of security behind that,
noting that we are one of the highest scoring in terms of functionality in the
country, but we are currently behind where we should be.
2. After the Grenfell Tower fire, were L&D one of the hospitals to review fire
precautions? In Allen assured the audience that on receipt of instructions
from NHSI, and in liaison with the local fire authority, all exercises were
completed which resulted in a ‘clean bill of health’. This also includes any
looking forward to the design of the new block, which will reflect good
practice for design and use of appropriate materials.
SUMMARY OF ACTIONS
To be made available after the meeting.

16.

DETAILS OF THE NEXT SCHEDULED MEETING:
2 May 2018, 10.00am, COMET Lecture Hall

17.

CLOSE

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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BOARD OF DIRECTORS
Agenda item

6

Paper Title

Merger Update

Date of Meeting

2 May 2018

Lead Director

David Carter – (acting) Chief Executive

For Information

David Carter – (acting) Chief Executive
Paper Author
Indicate the impact of the paper:

To ratify

Financial

Quality/Safety

Category of Paper

Tick

To action
To note

Patient Experience

Equality

Clinical

Governance

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

N/a
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Progress Clinical and Strategic Developments
Objective 7 – Optimise our Financial Position
NHS Improvement
CQC
Commissioners
Internal Audit
1163 – Hospital Redevelopment
945 – CCG verification processes
1178 - Non-Achievement of
1212 – Agency costs
Financial Target
1211 – Backlog maintenance
1210 – Vacancy rates
1213 – Management capacity

PURPOSE OF THE PAPER/REPORT
Update on proposed merger.
SUMMARY/CURRENT ISSUES AND ACTION
The paper updates the Board of Directors on the progression of the proposed merger with Bedford
Hospital.

ACTION REQUIRED
To note the Merger update.
Public Meeting

Private Meeting
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Luton and Dunstable University Hospital NHS Foundation Trust and Bedford
Hospital NHS Trust
Proposed Merger Update

Introduction
This paper updates on the progress in respect of the proposed merger.
Following the delay to the merger, the two Trusts have continued their collaboration
with the Joint Integration Board co-ordinating the work.
The Trust has received a feedback letter on the merger business case which seeks
to encourage the Trust to use the additional time pre-merger to strengthen the PTIP
and benefits realisation plan. The letter expresses full support for the merger.
The Trust have not yet managed to resolve any of the few outstanding financial
issues which gave rise to the delay:





transition costs;
Bedford Hospital accumulated debt;
the control total for the merged entity;
capital.

However, a process for the release of capital from Tranche 4 has been announced
with submissions in mid-July and an announcement of successful bids in November
2018. This timetable means that a revised merger date of 1 April 2019 is now the
realistic target.
In the meantime work continues to bring together the IM&T departments and to
agree a plan for the integration of pathology. The process of clinical engagement
also continues with specialties continuing to meet and develop opportunities for
collaboration.
The Trust will need to find a way of financing the transition costs over the coming
weeks in order that momentum is maintained. A response is now awaited relating to
the proposal for a financing solution.
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BOARD OF DIRECTORS
Agenda item

7

Paper Title

Executive Board Report

To action

Date of Meeting

Wednesday 2 May 2018

To note

Lead Director

D Carter

Paper Author
Executive Directors
Indicate the impact of the paper:
Financial
Quality/Safety
Patient Experience
Governance
History of
Committee
Reporting and
Date

Category of Paper

Tick

For Information
To ratify
Equality

Clinical

Executive Board – 24 April 2018

Links to Strategic
Board Objectives

All Objectives

Links to
Regulations/
Outcomes/Extern
al Assessments

CQC
Monitor
Information Governance Toolkit

Links to the Risk
Register

1163 – Hospital Redevelopment
1178 - Non-Achievement of
Financial Target
1210 – Vacancy rates

945 – CCG verification processes
1212 – Agency costs
1211 – Backlog maintenance
1213 – Management capacity

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

Infection Control Report
Medical Education Update
Complaints Board Update
Mortality Board Update
Needs Based Care
Nursing & Midwifery Staffing
Management of CQUIN
Compliance Issues
Endoscopy
Trust Quality Buddy System
Daily Status Report
Cyber Security
GDE Update
Information Governance Quarterly Report
BLMK STP
Freedom to Speak Up
Estates & Facilities Update
Communications & Fundraising Update

- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
- to note
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19.

Policies & Procedures Update

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

Private Meeting
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1.


INFECTION CONTROL REPORT
Cardiac Centre

The problem with ingress of flies into the cardiac care centre has recurred. Recently
we have had another episode. The source of this problem remains undetected. The
Estates department, Infection control, pest control and the domestic teams are all
involved in investigating the problem. This problem is a potential patient safety issue
and a number of cases / procedures have been postponed or cancelled.


MRSA

We recently investigated a possible cluster of patients with MRSA on the NICU.
There was a pair of twins who were found to be MRSA positive, followed by two other
babies. Appropriate IC precautions were advised and further screening in the special
care unit failed to reveal any other babies with colonisation due to MRSA.
Typing studies of the babies showed that the twins were colonised with the same
strain. The other two babies had “distinct “ patterns and were different from the twin
baby type and also from each other. No staff members were found to have any
problems with skin lesions etc. The detection of three different types of MRSA
excludes cross infection and it is also very unlikely to be related to healthcare
workers or environment.


Clostridium Difficile

The Trust ceiling for Clostridium difficile infection for the year April 2016 to March
2017 was set at 6 cases (hospital acquired).

Since April 2017:
Nine hospital acquired cases reported. Hospital acquired infection ribotypes were:
050, 005,087, 023, 022, 005, 002 and 070. The Infection Control Team was unable
to find evidence to suggest a point source outbreak or cross infection.


E.coli bacteraemia

In the last year the Trust reported 202 cases of which 24 (11.9%) were identified as
hospital acquired. In the last year 24%of the isolates were reported to be ESBL or
APMc producers.
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Over the years a growing number of E.coli isolates from our patients are ESBL and
AMPc producing multi-resistant E.coli (see below). The choice of empirical antibiotics
in patients with sepsis is influenced by the increase in multi-resistant organisms.
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Patients with Multi-drug resistant organisms (MDRO)



Influenza

At the time of writing this report (10.4.18) the laboratory has reported zero new cases
of influenza for the last 1 week. The last three months since January did produce a
significant increase in patients idnetified as having influenza A or B. Many patients
required admission to the hospital with the resultant “bed crisis”.
The majority of hospitalisations in adults was due to seasonal strains of influenza A
and influenza B. It is suspected that the tri-valent vaccine failed to provide protection
against the circulating strain of influenza B resulting in high case numbers due to this
virus. Occupational Health departments have been advised to order quadrivalent
vaccine for the next flu season.
This year the Microbiology department provided a 24/7 rapid diagostic service (PCR
based) to identify patients with RSV and influenza. Since January 2018 the laboratory
has processed 1480 samples. The majority of these tests were ordered by
Paediatrics and the Emergency care departments. The ability to provide rapid testing
results (20 minute test time) allowed admission and bed management decisions to be
made rapidly by clinical colleagues.
It is the intention of the microbiology department to introduce rapid PCR testing as
point of care to the paediatric and emergency care departments for next winter.
Extended multiplex PCR testing for other respiratory pathogens will be provided by
the microbiology laboratory.
Please see below the data on laboratory confirmed cases of influenza.
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This year many more cases of Influenza B were reported.



Norovirus

The Trust reported 2 small ward limited outbreaks of Norovirus in February 2018.
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2.

MEDICAL EDUCATION UPDATE

Performance & School visits
School of surgery - An exploratory visit was held on the 13/3/18. This visit was put
in place by HEEoE. It was initiated on the back of the trainee feedback and the GMC
survey results. The main concerns from core surgical trainees focussed on access to
educational training and support. The visiting team have sent an action plan that
highlights the problems and focussed needed in each area for the Head of school to
support continued placement of core surgical trainees at the trust. The departments
are working on the action plan which needs completion by 25/4/18. The visiting team
meet trainees and trainers from all the surgical specialities.
School of Anaesthetics - Following the re-visit in January and the action plan
response the School of Anaesthetics are pleased with the trusts commitment and
progress. They will work on returning higher specialities trainees back to the trust.
There is general awareness that trainees are reluctant to be placed at Luton &
Dunstable due to the negative feedback in the last 2years. The Head of school will
highlight to all the trainees improvements that have been made at Luton and she has
also encouraged the Anaesthetic department to promote the clinical exposure and
experience trainees will benefit from during their training at the trust. The department
are organising 2 training days for the regional trainees. On these days the
programme will actively prompt training within the department and trust.
Remaining issues – during the Jan visit there were some difficulties highlighted in ITU
& HDU. The anaesthetic department through the peer review and GPICS standards
are looking at gap analysis and implementing any changes that are needed.
Changes planned in training from August 2019
Improving surgical training (IST) and Internal Medicine training (IMT). The trust has
set up working groups to establish changes needed to trainee/junior doctor numbers
and rota in readiness for the changes anticipated.

3.

COMPLAINTS BOARD UPDATE

The Complaints Board met in March and agreed their new Terms of Reference which
directs the Board to focus more on learning from complaints, incidents and claims.
Complaint performance will continue to be reported through the Quality and
Performance Report.

4.

MORTALITY BOARD UPDATE

The Mortality Board continues to monitor deaths within the hospital and promotes the
learning from deaths across the Trust.
Hospital deaths in January 2018 exactly totalled the equivalent number in January
2017, this high mortality level continued in February, but deaths in March eased back
to more usual levels. This picture is reflected nationally where the first 7 weeks of
2018 have shown exceptionally high mortality rates. Deaths for England and Wales
7 Executive Board Report May 2018.doc
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were 12.4% higher in these weeks than for the average for the same period in the
past five years.

5.

NEEDS BASED CARE

Needs Based Care recruitment is starting, with good progress made in therapies and
specialist nursing, and clear plans in place for pharmacy and Consultant posts. The
divisional team with support from HR are working hard to attract external interest in
the concept of Needs Based Care and publicise the initiative as far as possible. Key
risks remain around consultant physician posts with a high proportion of general
medicine or elderly medicine in the job plan, and acute physicians which are a
shortage specialty nationally. An external visit from Professor Bell, from the Urgent
and Emergency Care Collaborative in London, was used as an opportunity to receive
external critique on the proposed model of care. It was reassuring that all of the
visiting team’s questions and comments regarding risk had already been considered
and are being addressed within the work programme.

6.

NURSING & MIDWIFERY STAFFING

The report for January, February and March is attached as Appendix 1

7.

MANAGEMENT OF CQUIN

The Quarter 4 submission for the 2017/18 CQUIN scheme was submitted to the
commissioners in line with the deadline. It is anticipated that there will be full
achievement of the following schemes:
1b.
1c.
2a.
2c.
2d.
3.
4.

Healthy food and drink for staff, visitors and patients
Improve uptake of flu vaccine
Timely identification of sepsis in ED and acute inpatient settings
Clinical review of antibiotic prescriptions
Reduction in consumption of antibiotics
Improving services for people with mental health needs who present to A&E
Offering Advice and Guidance

It is likely that the trust will partially achieve the following schemes:
1a.
2b.
5.
6.

Improvement of health and wellbeing of staff – because there was
improvement in only one of two questions relating to staff health and wellbeing
in the national staff survey
Timely treatment of sepsis in ED and acute inpatients – because fewer than
90% of patients received antibiotics within one hour of diagnosis of sepsis
NHS e-Referral Service – because we had more than 4% appointment slot
issues for the quarter
Supporting Proactive and Safe Discharge – because we achieved a 2.5%
improvement for one of the two subsets of patients
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Healthy Food and Drink for NHS staff, visitors and patients
The CQUIN scheme, aimed at supporting healthier choices by staff, visitors and
patients, will support the national campaign to combat the rise in obesity in England.
According to public health statistics, 25% of adults in England are obese and the cost
to the NHS of treating obesity and its consequences alone currently costs £5.1bn
every year. It is important for the NHS to start leading the way on tackling some of
these issues, starting with the food and drink that is provided and promoted in
hospitals. There are 3 key areas to support this national CQUIN scheme. Firstly, the
Trust has signed up to the national Sugar Sweetened Beverages (SSB) reduction
scheme so that SSBs sold on NHS premises account for 10% or less of all drinks
sales. Secondly, all outlets across the hospital are meeting the requirements to
ensure that 60% of confectionery and sweets do not exceed 250kcal and, thirdly, at
least 60% of pre-packed sandwiches and other savoury pre-packed meals contain
400kcal or less per serving and do not exceed 5% saturated fat. All of the suppliers
within the Trust and all vending machines are now compliant with these three
requirements, whilst the banning of price promotions, advertising and placement
away from till points of foods high in fat, sugar and salt has continued from 2016. In
order to raise public awareness, media coverage has been led by our
communications team, with the most recent article having been published in
Dunstable Today https://www.dunstabletoday.co.uk/news/health/promoting-healthyeating-1-8461040 and further coverage expected over the next few days.
Over the coming months, the sales of healthier options will be further developed so
that 80% of confectionery and sweets are 250kcal or less and 75% of sandwiches
and other pre-packed savoury meals will contain 400kcal or less and no more than
5% saturated fat. The success of the national voluntary reduction scheme for SSBs
is being evaluated by NHS England. If not enough Trusts across England sign up,
there will be a complete ban on all NHS premises on the sale of sugar sweetened
beverages from July 2018.

8.

COMPLIANCE ISSUES

For laboratory services, the UKAS accreditation visit has been carried out, and we
are awaiting the inspection report. All services have now been accredited or
recommended for accreditation, which is a great testament to the hard work of the
pathology staff.
The SCAS Quality Assurance report for the Bedfordshire & Hertfordshire Breast
Screening Service has been finalised and has 38 recommendations covering the hub
and spoke sites (E&NHT, West Herts, Bedford and L&D). Two immediate concerns
requiring additional assurance to SCAS were responded to and closed immediately,
with just 4 high priority findings within the 38 overall recommendations. Overall the
findings within the report positively reflect the hard work and dedication of staff who
are delivering a very busy service to a large screening population. A detailed action
plan is in place to review and implement the recommendations and SQAS will work
with commissioners to monitor progress for a period of 12 months after which SQAS
will send a letter to the provider and the commissioners summarising the progress
made and will outline any further action(s) needed.
The Neonatal Unit had its QST inspection visit on the 22nd January and we are
awaiting the final inspection report, although the initial feedback was extremely
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positive. The main areas of deviation from expected standard are around the cot
spacing, which will be resolved through the redevelopment plan for the hot block.
The Urology GIRFT visit took place on the 15th March, with very positive feedback
around the one-stop model and the positive approach of the urology service to
improving quality outcomes. The visit highlighted a number of potential opportunities
for exploration around reducing variation and the team are working to review and
progress these.

9.

ENDOSCOPY

The endoscopy team have worked very hard to improve the backlog position for
patients waiting more than 6 weeks for diagnostic test, and have managed to reduce
the number waiting more than 6 weeks to 27 at the end of March 2018, compared to
a backlog of 235 patients at the end of December 2017. This has allowed the trust to
meet the diagnostic target overall in March 2018. The improvement has been
achieved despite a number of vacancies amongst the groups of staff that deliver
endoscopy; staff have been very supportive in backfilling lists wherever possible and
the bookings process and new access policy have delivered a significant
improvement to ensure the effective administration of the waiting list, and booking
and running of endoscopy sessions.
In March 2018 the new endoscopy clinical information system, HICCS, was
successfully upgraded. A number of system issues were identified through focussed
testing which the team are progressing with the supplier. The new system will make
auditing compliance in support of the JAG accreditation standards very much more
useful, and was a key deliverable to maintain our accreditation.

10.

TRUST QUALITY BUDDY SYSTEM – ‘CARING’ DOMAIN

BACKGROUND
In April 2017 the Trust launched the Trust Quality Buddy System (TQB); the purpose
of the TQB was to gain a level of assurance on the standard of care across the Trust
through the gathering of soft intelligence using a wide network of Senior Trust Staff.
The revised approach is based around the five CQC domains and involves a buddy/s
visiting a nominated area every two months to undertake a review of the selected
domain for that time period.
Each CQC domain has a preloaded questionnaire, the content of which is populated
based on the outputs from the CQC report State of Care in Acute NHS Hospitals
(March 2017); This CQC report is based on the aggregated findings of all the CQC
inspections undertaken during 2014 – 2016. It provides a baseline on quality that is
unique in the world and outlines a detailed understanding of the quality of care in
acute trusts across England. The report highlights good practice from across the
country and we have used it as a template to learn from the best.
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DOMAIN OF “CARING”
The CQC define “Caring” as….. “staff involve and treat you with compassion,
kindness, dignity and respect”.
The reviews took place during the months of January and February 2018. The overall
response rate was 24% and the Trust score was 91.6%. The table outlines how
CQC determine what ‘good looks like’ for the domain of “Caring” alongside how the
staff at the Trust perceive this.
CQC “CARING DOMAIN” – “WHAT GOOD LOOKS LIKE”
Do I always wear my name badge?
Do I always introduce myself to patients?
Do I always check what the patient likes to be called?
Do I always give my ward/department contact details to
patients/relatives?
Do I always involve patients, and where appropriate, their
families and carers when developing their care plan? If no, why?
Do I give patients information about the risks and benefits or
alternative treatments? If no, why?
Do I always involve patients, and where appropriate, their
families and carers in decisions about their care? If no, why?
Do I give patients written information, when appropriate? If no,
why?
Do I help patients to understand what is going to happen to
them and why?
Do I know how to gain consent from patients for treatment?
Do I document in the patient's record when they have discussed
their treatment options or when they have given them
information?
Do I ask patients their preferred method of pain control?
Do I help patients to manage their pain in a timely way?
Do I listen to patient feedback?
Do I know what patients are saying about my team or service?
Do I know what improvements are being made within my team
following patient/user feedback?
Do I ask patients on discharge to complete the friends and
family questionnaire?
Do I know how to advise patients to log a formal complaint if
they wish to do so?
Do I know how to obtain an advocate if a patient needs one?
Do I always consider a patient’s personal, cultural and religious
needs?
Do I know how to access translation services?
Am I up to date with my Equality and Diversity training?
Do I feel confident having difficult conversations with patients
and families, e.g. breaking bad news?
Do I always respect patient confidentiality, verbally and in
written records?
Am I always considerate and respectful in my interactions with
patients and their families?

L&D STAFF
OPINION (%)
94.12%
100%
70.59%
81.25%
94.12%
87.5%
100%
94.12%
100%
88.24%
88.24%
100%
100%
94.12%
100%
76.47%
88.24%
100%
75%
100%
93.75%
81.25%
76.47%
100%
94.12%
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Do I always respect the privacy and dignity of patients?
Do I always pull the curtains around the bed properly and
maintain patients’ privacy?
Do I know what support measures are in place for dementia
patients? Please explain your answer.
Do I know what support measures are in place for learning
disability/vulnerable patients? Please explain your answer.
Do I give help to patients who need it with washing, dressing,
eating, continence care etc.?
Do I promote self-care, self-management and independence?
Am I confident supporting people to cope emotionally with
their care and treatment?
Do I respond in a timely way to call bells?
Do I always do my 'essential rounding'?
Do I participate in Baywatch?
Do I understand the principles of Baywatch?
Do I ensure that noise levels are kept to a minimum at night, so
not to disturb the patients?
Do I always make sure that a DNAR has been documented
properly and discussed with the patient/relatives?
Do I know how to deal with a fast track referral?
Do I know what to do when a patient dies?
Do I know how to whistleblow?

100%
100%
84.62%
88.24%
100%
92.86%
100%
86.67%
100%
87.5%
100%
80%
80%
91.67%
100%
87.5%

NOTABLE AREAS OF GOOD PRACTICE/IMPROVEMENT


Overall staff considered that there were excellent opportunities and systems in
place for supporting patients with dementia including distraction therapy,
dementia training for staff and the use of the ‘This is Me’ booklet



Staff also articulated the positive impact which the roll out of ‘Baywatch’ has had
within their ward areas, managing risk of confused and vulnerable patients more
appropriately



The Director of Nursing is currently leading a review of nursing documentation
which includes a section on highlighting the importance of asking the patient what
the patient would wish to be called, this will be reinforced by the Ward Sisters as
they undertake their daily rounds.

FOLLOW UP
All Divisions received their local Divisional reports and have been asked to monitor
and action through their Divisional boards.
The Trust has now completed a full cycle of all CQC domains; a review will now take
place to determine how this initiative moves forward to support readiness for our next
inspection.
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11.

DAILY STATUS REPORT

A daily report is being trialled on wards 10, 11, 12, 14, 17 and 23 which captures the
status of every patient on the ward after the board round. A visual ward report then
shows how long a patient has been in hospital, and how many days at each of the
various stages of their patient journey. The hope is that this will provide a useful tool
for ward teams to highlight awareness for how long a patient has spent waiting for
something to happen, but will also enable the executive team to ‘drill down’ quickly to
patients where there may be barriers to progressing the patient pathway that need
escalation. This is one of the many areas of operational focus which will continue to
contribute to reducing the length of stay for our patients.

12.

CYBER SECURITY

On the 17th April 2018 the Trust received a letter from Will Smart and Dr Simon
Eccles, CIO & CCIO of NHS England, urging him to gain Board assurance that the
Trust has implemented the 10 steps of Cyber Security, following the Wannacry Cyber
incident of May 2017 and the recent escalated alerts levels being communicated to
the Informatics community relating to increased hacking events, some related to
Russia. The Trust has also undertaken a programme to achieve Cyber Essentials
certification.
The Trust has undertaken a number of actions to increase our ability to protect
ourselves against Cyber threats, despite the fact we performed well following
‘Wannacry’, the complexity and variation of the attacks increases. We have deployed
Bit Defender, a tool which detects threatening activity and closes down the node it is
active on, if Wannacry ransomware had infected a device within the Trust, and this
would have isolated the infected machine and prevented it from spreading. We have
installed 5 new firewalls, with increased capability to stop computer viruses gaining
access to the network and allowing us to deny access to known problem I.P.
addresses. We have patched all of our servers and will continue to regularly apply
security patches on at least a twice yearly basis.
We action every CareCert notice from NHS Digital, which alert us to problem areas,
and we are trialling Dark Trace, software which has machine learning, or A.I., which
will track unsolicited traffic on the network and allow us to intervene. We will be
deploying Purview, a monitoring layer for the Internet of Things (IoT), focussing on
our wireless traffic, which will allow us to see which sites are being accessed within
the Trust, and action appropriately. We are also rolling out VDI to most areas, which
mean there is no hard drive to store local files all; instead all files are stored on a
central server, which is monitored. We are rolling out e-learning for staff concerning
Cyber awareness, and are in the midst of a deep dive Penetration Testing exercise
with an industry expert, to check we are secure at all levels of our cyber protection
layer. We are also completing the actions advised by the Trust Auditors PWC, who
will come back on site to sign off the status of readiness in terms of compliance and
safety. This is an ongoing piece of work, security and safety of data is our top priority.
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13.

GDE Update

Following the award of GDE status by NHS England in July 2017, the individual
project business cases were presented to the FIP committee on 25th October 2017,
and approval to proceed was granted. A recruitment exercise is now being
undertaken to bring in the necessary skilled resources to assist with the delivery of
the programme. This consists of both technical and clinical resource, as GDE is
business led transformational programme.
The ‘NHS Digital milestone 2 assessment’ process at end of the Financial Year
created extra challenges on the Trust due to the need to demonstrate enough
progress as per the milestones plan agreed at the beginning of the programme. This
assessment process was successfully completed and the Trust was granted access
to the second tranche of funding from central government (£3.75 million).
As one of the Global Digital Exemplar sites, and in the context of the international
ambition of the programme, the Trust will be sharing this journey with the ‘Institut
Catala de la Salut’ in Barcelona (Spain) who have been operating at the forefront of
the use of digital technologies for information sharing (clinical portal) and advance
clinical decision support (Business Analytics) for the last 10 years and have already
expressed their interest in partnering with the L&D. We have also agreed a Blue
Printing Strategy with NHS Digital to share our learning with the wider NHS body.
The individual projects within the programme have now transitioned into the next
stage with either the implementation of some of the solutions agreed in those cases
where suppliers already have an ongoing relationship with the Trust (Electronic
Forms, Virtual Wards, dm+d compliance, etc.) or the kick-off of the procurement
exercise in those cases where new solutions are required to deliver the agreed
capabilities (Inpatient Care Coordination, the Clinical Portal and Closed Loop
medicines administration, GS1 adoption and an Clinic Flow application). We continue
to work with Bedford Hospital to secure their place as a Fast Follower of our GDE
programme, and share learning and resource with our partner Trust.

14.

INFORMATION GOVERNANCE QUARTERLYREPORT

The Information Governance Quarterly report is attached as Appendix 2

15.

BLMK STP

The current STP Central Briefing is attached to this report as Appendix 3

16.

FREEDOM TO SPEAK UP

Summary of concerns raised


There were four new concerns raised from staff for the period January 1st to
March 31st, one around staffing levels, one around quality & safety and two
around attitudes and behaviours. Each of these is being investigated.
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17.

ESTATES & FACILITIES UPDATE

Overview
This report covers a busy quarter with the adverse weather having an impact upon
most services.
St Mary’s PFI service continues to improve with the new on site Manager making a
huge difference.
The E&F team has made a number of strides towards providing PPM statistics,
Departmental Risk Register, Compliance statistics etc. This is a work in progress but
has commenced well. A number of outstanding projects have been progressed and
systems to track these have been implemented.
The department has currently 12 vacancies which are now being progressed.
Facilities
Meal times: Concerns cover protected mealtimes, which although improved since
the audit last October is still an issue. Lack of nursing staff to assist is being
addressed with the Associate Director of Nursing.
Quality: The quality of food and choice is generally good due to the change in
2016/17 to plated individual meals. Some presentation issues which are being
addressed with Engie.
Cleaning: Engie are still struggling to achieve a consistent pass on High Level Risk
Cleaning Category with several failures on Very High Risk Category. However Engie
are addressing these issues with more training and employment of extra supervisors.
Waste: The consultation for waste porters (WAR Team) has successfully been
concluded and savings on staff hours have been identified.
Linen: The STP tender for Linen has been concluded and we await the results
imminently.
Accommodation: Accommodation is running at 98% occupancy. There are a
further 23 overseas recruits due to arrive between the end of May and end of June
where accommodation was offered as part of the recruitment package. It is
anticipated with the end of existing leases before this date, they will be
accommodated.
PLACE: The annual PLACE visit is scheduled for April 25th. Groups of auditors both
internal and external have been established and routes agreed. Mini PLACE
inspections will continue until this date.
Estates
Compliance: Please see attached detail at Appendix 4









Medical gas Pipeline System 100%
Fire 80%Water 85%
Ventilation 90%
Electrical 75%
Boilers 100%
Pressure systems insurance 100%
Lifts 100%
Asbestos 100%
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PPM: work has started to create a PM schedule for both contractors and the in house
team.
Projects
6 Facet Survey: The initial report has been received. The final report expected in
May and will be used as part of Capital Planning.
Fire Alarm System:
Work has commenced on replacing the fire alarm system, this will be completed over
a nine month phase to work in conjunction with Re-development and other
refurbishment work. The Maternity alarm system is currently being replaced
commencing on Ward 32.
Energy Centre: Launch of tender exercise via the Essentia framework on 19 April
2018
Electrical Infrastructure: Consultants MACE appointed to compile Design for
Tender
Endoscopy Unit: Out to tender
Health & Safety and Fire
RIDDOR: (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
2013) There were three incidents reported for the last financial quarter which met the
RIDDOR criteria and were reported to the Health & Safety Executive, all were
reported as slip, trip, falls resulting in major injuries (fractures) and involved two staff
members and a third party (in-patient). In line with HSE requirements all three
incidents were subject to an investigation. Remedial actions have been taken in all
cases.
Fire
Activations: There were 74 activations in total for 2017/18 compared to 83 for the
previous year which resulted in the Fire Service attending on 18 occasions compared
to 36 attendances for the previous year which represents a 50% reduction in
attendance.
Evacuation: Live evacuation drills are not implemented due to the disruption to the
hospital services; however, evacuation walkthroughs on the wards are encouraged.
Of the 94 Fire Risk Assessments completed last year, 48 had not carried out a Fire
Evacuation walkthrough. The general reason given was lack of staff on the wards;
this will be addressed by the Fire officer working in conjunction with the wards.
Training: A new proposal has been tabled to make Fire Training Mandatory for all
staff once every two years With the intervening year ensuring staff carry out a signed
off evacuation walkthrough or drill on the ward or area they work to comply. This is
yet to be ratified by Training and development
Compartmentalisation: Issues with many breaches of fire protection over the
years. There is a proposal to extend the 6 Facet Survey to include a survey of
compartmentalisation across site; plus remedial works to be added to capital plan.
Risk Register
A review of the Trust risk register shows all E&F risks being managed and/or due for
upgrade from Capital expenditure. The Major Headlines are:
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Electrical Infrastructure – Consultants MACE appointed to compile Design for
Tender
Ventilation – Review of Critical plant –will be complete by early May. Survey to be
commissions after this date.
Gas supply – lack of resilience – to be addressed as part of Energy centre project –
Launch of tender exercise on 19 April 2018

18.

COMMUNICATIONS & FUNDRAISING UPDATE

COMMUNICATIONS:
External Communications and Media attention - we received wide coverage of
numerous stories and ongoing requests for information about how we coped with
winter pressures. A lot of work has been done to help publicise and answer questions
about the move of Dermatology, GP Phlebotomy and Sexual Health to Arndale
House in Luton.
Internal Communications and Events - monthly staff briefing sessions are growing
in attendance and staff are openly asking questions which is encouraging.
Merger Communications - the two communications teams continue to work
together to ensure staff and stakeholders are kept up to date as plans for the merger
progress
New website - the new L&D website has been launched and has received a lot of
positive feedback. Wards and departments have updated their sections so around
80% of the content is up to date. The website has an ‘add on’ available for when we
merge and need to incorporate Bedford website into ours.
FUNDRAISING/ CHARITY:
Last financial year 2017-18 £1,028,900 (not including investment or gift aid returns).
New financial year 2018-19:
 Three legacy notifications received, in addition to one on-going case.
 £7,500 for the child oncology rooms project from The Bedfordshire and Luton
Community Fund received
 Fundraising walk to support the Child oncology rooms project will take place
on 26/05/2018.
 Store Collections for the charity will take place at Sainsbury’s and Morrison’s
in April, more at Sainsbury’s in May.
 NHS 70th, lots of small fundraising events taking place across the site and one
event at The Old Palace Lodge.
We have started the process of forming a helipad fundraising committee, chaired by
Edward Philips including a major donor event in line with hospital 80th.

19.

POLICIES & PROCEDURES UPDATE

The following Policies & Procedures were approved during January, February, March
and April 2018:
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F09 - Fundraising Policy
P03 - Patient Access Policy (Outpatient & Inpatient)
P20 - Supporting Patients Choices to Avoid Long Hospital Stays
D06 - Disclosure & Barring Service Policy
S10 - Scheme of Delegation
U01 - Uniform, Dress, Jewellery, Footwear, infection control, lanyards (minor change)
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Appendix 1
EXECUTIVE REPORT

QUARTERLY REPORT ON NURSING AND MIDWIFERY STAFFING
LEVELS
Quarter 4 – January to March 2018

1.0

Summary of Report

The Trust aims to provide safe, high quality care to our patients. Our staffing levels are
continually assessed to ensure we meet this aim. Following the investigation into Mid
Staffordshire NHS Trust, the resultant Francis report NHS England (NHSE) and NHS
Improvements (NHSi) requested that all Trust Boards receive reports on the levels of
planned and actual nursing registered and unregistered staff. This is broken down between
day and night shifts and includes the planned versus actual staffing levels.
This report provides the Trust Board with information regarding staffing levels for 1st January
to 31st – March 31st 2018.

Key Points:




The Trust has maintained an overall staffing fill rate of above 90%. However trend
analysis demonstrates a reduction in fill rates over the last 12 months, particularly on
day shifts
Continued challenges in meeting the need for enhanced care of patients
On-going success with OSCE training programme for overseas nurses

The following report details the breakdown of average shift fill rates for the Trust, staffing
management, vacancies and recruitment activity.

2.0

Breakdown of Average Shift Fill Rates for the Trust

Consistent with performance in previous quarters, shift fill rates for clinical areas across the
Trust demonstrate that safe staffing levels for registered and unregistered Nurses and
Midwives have been maintained. Given this information areas continue to experience
challenges in filling shifts particularly during the day. This becomes more problematic when
contingency areas are open. Staff are transferred from base wards to contingency areas to
ensure the safety of our patients.
Although we met the national safe staffing requirements, we continue to see significant
challenges in meeting identified need, particularly during the day shift. It is noticeable that in
the last six months there has been a consistent reduction in the amount of Health Care
Assistants available for day and night shifts. This can be attributed to a continuing increase in
the amount of enhanced care requirements and the additional contingency beds, which
remained open during the reporting period. This is reflected in the data demonstrated in
tables 1 and 2.
Contingency areas were staffed by moving substantive nurses, repatriating specialist and
corporate nurses and on occasions having to cancel and reorganise training for clinical staff.
Although we pre-empted these staffing requirements, filling gaps remained a constant
challenge.
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Table 1

ENHANCED CARE REQUIREMENTS

Table 2

AVERAGE SHIFT FILL RATES FOR THE TRUST
Day %

Night %

Registered

Unregistered

Registered

Unregistered

Overall average
%

Jul-17

92.2

95.8

97.9

94.2

95.0

Aug-17

92.3

97.3

97.4

97.9

96.2

Sep-17

91.7

94.3

98.4

93.6

94.5

Oct-17

91.7

89.7

98.8

96.7

94.2

Nov-17

90.8

91.6

93.8

98.7

93.8

Dec-17

93.2

94.3

98.2

91.9

94.4

Jan-18

91.1

86

97.8

90

91.2

Feb-18

91.8

85.5

98.9

88.4

91.2

Mar-18

92.8

93.0

97.3

93.9

91.4

Month
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3.0

Staffing Management

The Trust has in place a number of mechanisms led by the Acting Director of Nursing and
Midwifery to ensure the delivery of patient care is safe. Staffing is used flexibly across the
wards and clinical areas dependent of acuity of patients and staff skill mix. Multi-professional
operational meetings occur throughout the day where patient requirements are reviewed and
planned for. Actions are taken in accordance with the Trust Safe Staffing policy (2016). This
dictates the escalation process when shortfalls occur. It also outlines the risk assessments
and communication required.
Following on from last quarter, quarter four continues to be even more challenging than
others to date. This has resulted in up to seven contingency areas opened at short notice
and theatre operation cancellations. This is consistent with the national picture, with other
hospitals facing similar challenges to the delivery of patient care. At times the increased
activity has required all non-ward based nurses in the hospital to be redeployed to support
the delivery of safe care including Theatre staff. The Director of Nursing and her Associates
have provided visibility and clinical care in order to support the staff dealing with this
increased demand on services.

3.0

Care Hours Per Patient Day (CHPPD)

As set out in Lord Carter’s final report, Operational productivity and performance in English
acute hospitals: Unwarranted variations (February 2016) in order to have a consistent
measurement of staffing levels, which enables benchmarking across hospitals and reduces
variation, Care Hours Per Patient Day (CHPPD) are recorded. CHPPD describes the actual
hours worked (both registered and non-registered) divided by the number of inpatients at
midnight per month.
There remains no national data for us to compare our CHPPD with. However comparisons
with neighbouring Trusts demonstrate that our information is very similar. Dissimilar to the
other Trusts, is that we include our maternity and acute medical units in these figures (see
table 3). It is felt that this is important in order for us to monitor the CHPPD for these areas
over time.
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Table 3

4.0

OVERALL CHPPD MONTHLY COMPARISONS

Vacancies and Recruitment Activity

We maintain our focus on recruitment and retention activities across all bands with plans for
2019 underway. The Trust is participating in the ‘NHSi Nursing Retention Initiative’ which
aims to support Trusts identify innovative ways to improve their retention rates. The Trust
continues to attend local schools, university job fairs, jobcentre careers days and academy
events to promote the diversity that the NHS can offer in careers.
We remain challenged by the high IELTs mark requirements, but recent NMC review has
now provided an alternative English exam called the Occupational English Test (OET). This
is necessary in order to register with the Nursing and Midwifery Council. We are commencing
a new European nurse pathway that provides in-hospital OET training to these nurses while
they work as band 4 pre-registration nurses. At present we have 18 staff undertaking this
programme, due to arrival between May and June 2018. If this pathway proves successful
we anticipate continuing to pipeline these nurses into post.
At present we are averaging five international nurses arriving each month. These nurses are
now undertaking an accelerated OSCE training programme delivered by our education team.
This is required to prepare these staff for their OSCE examination necessary for them to
register with the NMC. We are proud to state that we have an excellent pass rate of 98%.We
recognise that at times there are challenges to delivering this service as there is no dedicated
OSCE practice education nurse. The current person undertaking these activities is also trying
to meet her ward education requirements.

5.0

Action Required






The Board is asked to note the content of the report
Be assured that there is the appropriate level of detail and assessment in reviewing
the staffing across inpatient wards
Note that there has been a consistent downward trend in the ability to fill shifts –
particularly during the day and the impact this has on the delivery of patient care
Note the continued challenges to delivery patient care due to contingency areas being
open on top of existing staff vacancies on base wards
Recognise the challenges to delivering OSCE training programmes to overseas
nurses
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Appendix 2

Owner: Philippa Graves – CIO & SIRO
Author: Philippa Graves & Gaynor Flynn – IG Manager

Information Governance (IG)
Report to the Trust Board – April 2018

1. IG Toolkit
IG Toolkit, V14.1 was submitted as required on 31st March 18. All standards were reported
as being at level 2 or above.
The new Data Security & Protection Toolkit (which replaces the current IG Toolkit) will be
published May/June 18; the Trust will need to attain level two for each standard by March
2019.
This revised Self-Assessment Toolkit will incorporate:
• The requirements of the General Data Protection Regulations
• The Data Protection Bill (which will repeal the Data Protection Act 1998 once it
receive Royal Assent)
• Recommendations from the Caldicott Three Review
• Work completed by CQC to develop key lines of enquiry in relation to the protection
and security of personal identifiable data (PID)
• Cyber Essentials
• Changes to the Privacy & Electronic Communications Regulations (currently going
through the legal approval process)
2. General Data Protection Regulations (GDPR)
As previously reported to the Trust Board, GDPR is a new EU Regulation. It has been
approved by UK parliament and will become UK law on 25th May 2018.
GDPR Article 23 enables Member States to introduce derogations to the GDPR in certain
situations. These are outlined in the Data Protection Bill, which is still going through UK law
approval process and will also become UK law in May 2018.
The Trust already complies with the Data Protection Act 1998 with policies and procedures
embedded across the Trust. In addition many of the requirements of GDPR are already
standard requirements within the NHS.
This means the Trust is already partiality compliant with many of the requirements of GDPR.
However, GDPR does require changes that the Trust is required to make to ensure
compliance by 25th May 2018 and where this cannot be achieved, that a robust Action Plan to
address these gaps is in place.
Progress so far includes:
a) Creation of a formal GDPR Project Board with Key Stakeholders, Action and Risk
logs - To date an Executive Sponsor has not been appointed.
a) Trust Board, COSQ & Audit Committee fully aware of GDPR.
b) A Trust wide Data Flow & Departmental Questionnaire exercise is currently
underway with risk assessments being carried out on a department by department
basis.
c) Workshop meetings taking place with departments who collect PID for purposes other
than Care (this is where the greatest impact will be) e.g. HR, Occupational Health,
Research & Development, FT Membership, Fundraising, Voluntary Services.
d) The Subject Access Request (SAR) process is being reviewed to streamline
processes and procedures.
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e) Rewriting of the T&C, Cookies Policy, site Policy, patient and public facing website
forms, in relation to the flow of PID through the Trusts websites.
Price Water House Cooper (PWC) has been commissioned by the Trust to conduct a review
of the Trusts readiness and compliance with GDPR. This will be conducted using a three
phase approach:
Stage One:

March 18 – Scoping, followed by the supply of written evidence. PWC
will review to identify gaps.
Stage Two: May 18 – Review of progress and supply of evidence.
Stage Three: June 18 – On site review of progress and compliance.
3. Level Two Reportable IG Incident
The following serious IG incident has been reported to the Information Commissioners Office:
An unencrypted laptop used by Audiology Department to run a clinical application
when conducting hearing tests on babies, was stolen from the Audiology Hearing
Test Room in the Trusts Outpatient area. The clinical application on the PC is used
to conduct and record hearing tests (brain waves to do with hearing) on babies.
The laptop contained the name, Hospital Number, DOB and the patients registered
GP of approximately 950 patients. Possibility of one patients address. No other
documents or information held on the laptop.
The laptop was not encrypted as encryption would have had a negative impact on
how the application works. The application needed to be on a laptop rather than a
desk top PC to enable it to be taken to Theatres as and when tests were required
during surgery.
The theft was reported to Police, who closed the case as nothing could be found on
CCTV with regards to any possible culprit/s.
Encryption of all mobile devices has been a standard requirement in the NHS since 2009 and
is viewed by the ICO as a MUST.
The ICO has confirmed that they are assessing the case and will be in contact with the Trust
is due course with regards to any enforceable action.
Communication has gone out to all staff to identify if there are any additional devices around
the Trust that are not encrypted.
What about your device, is it encrypted????.......if not or if you are not sure call Ext

8703 or email: itservicedesk@ldh.nhs.uk
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Appendix 4

ESTATES COMPLIANCE REPORT APRIL 2018
 Medical gas Pipeline System 100%
All equipment serviced maintained and insured. Quality checks being carried out and insurance
inspected under pressure systems
 Water 85%
TMV testing behind schedule – some failures so remedial works needed. Hence low score
Monthly temperature monitoring carried out
Rolling program of thermostatic mixing valves replacement for pressure balance taps
Water risk assessments on going and up to date
Quarterly shower head exchange program 3 monthly in place
Tank inspections to be carried out imminently some extensive remedial actions are expected this
time.
Water quality testing carried out as risk assessments recommend Legionella and Pseudomonas
 Fire 80%
Site wide upgrade of system ongoing - to be completed September/October 2018
Compartmentation survey planned for May 2018 - extensive remedial works expected
Fire fighting equipment up to date serviced extinguishers, dry risers and hydrants
Surgical Block fire doors to be linked to fire alarm system at the recommendation of Bedfordshire
Fire and Rescue. May 2018
Fire damper survey on going to be linked to annual inspections
 Ventilation 90%
All critical systems are to be serviced and re-validated May, June 2018. Tender is out to bring all
critical systems under one service provider to standardise reports. Remedial works expected due to
age of some plant
 Electrical 75%
Pat testing up to date
Fixed installation testing behind schedule due to poor performance contract to be retendered 75%
complete
Emergency lighting behind schedule due to poor performance contract to be retendered 50%
complete
 Boilers 100%
All serviced and insurance inspected
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 Pressure systems insurance 100%
All up to date Allianz inspections
 Lifts 100%
All active lifts serviced and insurance inspected. The exception is the Trust offices which is out of
service and requires +15k in repairs
 Asbestos 100%
Management plan and surveys up to date and will be re-visited again 2018-2019
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Patient Safety Thermometer

Safety Thermometer

Safe

Effective

Caring

Responsive

New Harm Free Care
The Harm Free Care data is sourced through a one day snapshot audit.
The Trust continues to deliver Harm Free Care well above the national
expected threshold of 95%, remaining above 98% for each month
during Q4. During the February and March audits, the highest number
of patients ever included in the audit, peaking at 717 in March, was
noted.
Pressure Ulcers - Incidence
The incidence of patients developing skin breakdown has risen to
1.02%, the highest level since November 2015. This is in line with the
national picture and is a reflection of the increased demands and staff
challenges during this reporting quarter.

Pressure
Pressure
Ulcers
Ulcers

During the quarter, 45 pressure ulcers were reported of which 26
(grade 2 and 3) were deemed avoidable and 19 unavoidable. There
were no grade 4 pressure ulcers.
Immediate action has been taken by the Tissue Viability Team, led by
the Associate Director of Nursing, to return incidence to previous
levels – this includes daily discussions at the safety/staffing meeting
regarding patients at risk and ensuring that appropriate interventions
are made. This is reviewed by Matrons and Ward Sisters. A ‘Share
and Learn’ forum has also been established with positive feedback.
At the time of producing this report (20 April 2018) there have been 3
hospital acquired pressure ulcers identified for April, giving confidence
that the incidence has reduced and is returning to previous levels.
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Safety Thermometer
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Falls

Falls with Harm (prevalence) (Safety Thermometer 72 hour snapshot data)
During the quarter six falls occurred which were reported as part of the prevalence study. Three patients sustained minor head
injuries and three patients sustained minor lacerations.
There were also 7 falls which resulted in moderate or above harm. One patient sustained a fractured neck of femur which required surgery.
Following investigation this was deemed unavoidable as the patient was independently mobile and tripped in the reception area. Five patients
sustained head injuries that were managed conservatively and one patient sustained a fractured clavicle.
18 patients fell in contingency areas, none of whom sustained significant harm. Falls occurred across the Trust with the majority being in the
Medical divisions. 55% of falls occurred during the day shift with 45% at night.
There were 31 falls in bathrooms and 10 f alls from commodes during Q4. This remains a key patient safety focus with the importance of
rounding, raising awareness at safety briefing, use of patient information leaflets /posters and targeted intervention on the wards.
There was an increased use of contingency areas during the reporting period, the acuity of patients (particularly those with dementia and
delirium) was high and maintaining safe staffing levels was an ongoing challenge.
The Falls Clinical Nurse Specialist continues to support the wards and attend the morning safety staffing meetings when patient safety concerns
are highlighted and ‘hot spot’ areas discussed.
The Baywatch Enhanced Observation initiative continues to be promoted across the Trust.
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Catheter Acquired UTI

Safety Thermometer
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Use of Urinary Catheters:

Over the quarter there was an overall reduction in the use of urinary catheters. The reasons for the use of catheters was to ensure an accurate
measurement of output was achieved and for the management of urinary retention.
The Continence Clinical Nurse Specialist conducts a high profile role, educating and supporting clinical teams to ensure that the use of catheters is
appropriate.
Five CAUTIs (catheter acquired urinary tract infection) were identified during the quarter, all of which are subject to root cause analysis which are
currently underway. Any learning which evolves will be shared across the Trust.

VTE

VTE Risk Assessment:

8.1 Quality Performance Report April.ppt

VTE risk assessment compliance was 99.5% for March. This increase in % compliance
is as a result of the introduction of the electronic VTE risk assessment on the 7th
February. It is anticipated that as the risk assessment is in ePMA, the prescribing tool,
this will also prompt the clinicians to prescribe the prophylaxis without delay,
minimising the likelihood that the patient will acquire a Hospital Acquired Thrombosis
as a result of delay / failure to prescribe prophylaxis.
A campaign to raise awareness of the risks associated with Thrombosis - to try and
achieve No Avoidable Hospital Acquired Thrombosis by September 2018 began in
March. This has included a presentation at the Grand Round and at the Nursing and
Midwifery Board to highlight Hospital Acquired Thrombosis cases in order to create
the climate for change.
4
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Hand Hygiene

MRSA/C.Difficile/E.Coli

Infection Control
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C.difficile
We have recorded 9 cases of hospital acquired C.difficile infections against a Trust ceiling of 6
cases for 2017-2018. Typing did not identify any link between cases. Two of the cases have
been successfully appealed and in this quarter we have three cases still under appeal. The
new C.difficile ceiling for 2018-2019 is 5 which is 1 less than last year.
MRSA bacteraemia – There has been 1 Hospital Acquired MRSA bacteraemia for 2017-2018,
with no cases in this quarter.
E.Coli bacteraemia - The proportion of multi-resistant isolates of E.Coli from blood cultures is
increasing. The vast majority of bacteraemia cases are from infections acquired in the
community. For the year 2017/18 the Trust reported 202 cases of which 24 (11.9%) were
identified as hospital acquired. In the last year 24% of the isolates were reported to be ESBL
or AmpC producers.
Infection Prevention Compliance Audits 2017-2018 – These audits are conducted
unannounced and the Infection Control team provides immediate feedback; this is followed
by a written RAG rated report and the wards are required to provide an action plan which is
reviewed and RAG rating adjusted accordingly. In 2017-2018, 42 wards or departments have
been visited with improved RAG scores in most areas.
Year
2016-2017
2017-2018

Red
17%
2%

Amber
64%
67%

Green
18%
30%

The current audit tool is being adapted for the Meridian system – it is anticipated that this
will enable on-time access to audit results and historical records for each area.
Hand Hygiene
During January 2018 and February 2018 staff were asked to observe a minimum of 10 hand
hygiene opportunities and aim to be recording a minimum of 20 hand hygiene observations
by March 2018. The number of wards observing the minimum number of hand hygiene
opportunities is improving but assessment of the Meridian results in March shows that we
are yet to consistently achieve this. We are continuing to target those areas with low returns
and/or low compliance scores to support understanding and improvement.
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Cardiac Arrest Rate
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Cardiac Arrest Rate

Over the last 6 months (Oct – March 18)
although the Cardiac arrest rate has shown
an upward trajectory the average rate is 1.25
which is the same as in the same period last
year.

Improvement activities
The main improvement focus continues to be on ensuring that all wards have a comprehensive approach to monitoring and escalating
concerns to medical staff and the outreach team. This has included working with specific wards where there are issues in managing
deteriorating patients to look at the lessons that they can learn by reviewing arrests that they have had in the last 6 months and
taking a more comprehensive approach to the learning.
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Patient Experience
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Patient Experience

The Friends and Family Test (FFT) is a National Initiative, the scores are published each month by NHS England enabling benchmarking against other
Trusts in England. The FFT asks the specific question ‘how likely are you to recommend our service / ward / birthing unit to friends and family if they
need similar care and treatment’ to every patient who has experienced a service from the Trust.

As predicted the response rate for Outpatients improved in January and February, to reflect previous scores, remaining similar to or higher
than the national score.
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Patient Experience
National Patient Surveys 2018

Inpatient Survey: Comments Report
This report was received in March and a thematic review
will be completed in April to understand the key comments
our patients made about the care we provide.
Maternity Survey: Initial publicity has been undertaken, we
are awaiting confirmation from the central team to release
patients information, so that the survey can be distributed.

Patient Experience

Patient Experience Improvement Activity

Interpreting Services: The advert for the new contract has
been published and to date 22 organisations have shown
an interest. Further review is in progress and final selection
will be made in Q1 2018/19.

Safe

Effective

Caring

Responsive

PALS (Patient Advisory and Liaison Service)
Method of Contact (Reported on Datix)
Face to
Emails
Telephone
Face
calls
January
75
156
88
February
44
77
64
March
50
85
55

Other calls not
recorded on datix
242
233
212

The team have devised a tick sheet which allows them to record interactions
which are not deemed serious enough to report on Datix. In January there were
540 interactions and 574 in February. The most common involved issues
relating to interpreters (223 and 240 respectively).

Maternity Services
The service has relaunched ‘You said, we did’ as part of
their quality improvement programme.
Social Media Feedback: A recent poll of patients who
commented on social media stated they 84% would
recommend our hospital. 343 people voted and gave a
range of comments across all services.
Patient and Public Participation Group (PPPG) : Revised
terms of Reference have been signed off and agreement to
input into the development of the Patient Experience area
of the new Trust intranet page are key projects for the
group in the future.

Experience of Care Week: This will take place from 23-28 th
April and with help from the Volunteers there will be
stands in the Surgical, Maternity and Main Blocks, sharing
feedback
from patients,
information about the PPPG and
8.1 Quality
Performance
Report April.ppt
asking for suggestions for improvement.

Interpreting Services
Type of Appointment
Jan
Feb
Face to
445
482
Face
Phone
73
67

Mar
498
56

Top languages requested
Jan
Feb
Polish
115
138
Romanian
73
67
Bengali
76
69
Urdu
90
87

Mar
141
74
105
83
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Quality Improvement: Journey to Outstanding

CQC
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Well Led

Quality Assurance

In January, Healthwatch Luton conducted two “Enter and
View” visits to the Trust – Ward 15 and Ward 18. The
report was received and a number of suggestions were
made which will be put into an action plan.
Luton and Bedfordshire CCGs conducted a site quality visit
to wards 10, 11 and 12. The reviewers were very
impressed with the leadership, staff engagement and care
on the wards. The patients spoke highly of their
experiences. A written report is awaited.

The Trust’s “Quality Wheel” has been revised following
consultation with staff and service users on our QI strategy
Quality Strategy
• A number of staff engagement workshops have taken place to further develop the Trust values which will underpin the QI culture by
•
•
•
•
•
•

8.1 Quality

enabling values based recruitment and behaviours.
Executive Quality and Safety Walkabouts are conducted regularly by the Executive team. Visits to a number of areas have been conducted
including phlebotomy where the Executive Team got to hear from patients directly in respect to the transfer of services to Arndale House.
The third cohort of QSIR practitioner training was completed in March with a plan to train up to another 48 practitioners in 2018/19. The
team is working in collaboration with Bedford Hospital who also run the programme to enable more effective use of resources and offer
more flexibility around access for staff by sharing courses.
A timeline has been prepared to demonstrate the implementation of the wider quality strategy but in recognition of the appointment of a
Director of Quality who will take the lead on some of the decisions in the Trust’s delivery.
The Trust has signed up to join the “Always Events” national programme, facilitated by NHS England, which will take place in May 2018.
This will facilitate our engagement with patients in responding to patient experience at ward level.
A Birthing Unit Open Day was held in March in order to engage with and hear from women who use our services.
The Trust has signed up to join Cohort 3 of a national nursing retention initiative led by NHS Improvement aimed at driving improvements in
staff experience.
Performance
Report April.ppt
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Never events , serious incidents and clinical incidents

Incidents
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Incident investigations: The Risk and Governance Team continuously monitor the status of incidents within Datix including the timeliness of
investigations. The Team are supporting the Divisions in monitoring the number of open investigations by producing a fortnightly report along
with a ‘handlers’ list and this is sent to Divisional Management teams. There is continued concern with the length of time it is taking to complete
investigations. On 16/04/2018 there were 2261 open incidents, of which 1776 (79%) were overdue.
Duty of Candour Compliance : A statutory Duty of Candour applies
to all patient safety incidents resulting in moderate harm, severe harm
or death, where there has been mistake, error or deviation in care
or treatment that has caused the incident. Data is reported in arrears,
the most up to date data is to February 2018.
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Never events , serious incidents and clinical incidents

Serious Incidents - In March 2018, 3 Serious Incidents were declared by the Trust (no Never Events):

• Level 2 Information Governance breach – theft of an unencrypted laptop
• Delayed diagnosis of lung cancer
• Delayed diagnosis of ovarian cancer

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

2016/17

5

4

1

2*

2

1

2

2

0

0

0

3

22*

2017/18

4

7

0

3

6

2

4

2

2

1

0

3

34

At 25/03/18 the Trust had a total of 27 open Serious
Incidents:

• 7 incidents were under investigation
• 14 incidents had completed investigations but had
ongoing actions

• 6 incidents were awaiting comment/closure from
Luton CCG
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Complaints

Patient Experience

The complaints acknowledgement targets were met for the last quarter (January to March 2018).
There has been a 31% increase in the number of formal complaints received this quarter as compared to Quarter 3. This adds to the pressure
currently within the Divisions to improve the response rate of submitting a response within 35 working days. Additional resources have been
identified within the Surgical Division to assist in reducing their backlog. A weekly tracker is now distributed to Divisions which will be
monitored by the Acting Director of Nursing and Midwifery.
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Complaints

Patient Experience
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The decrease in the number of complaints in December and the rise in January through to March reflects the expected annual seasonal trend.
Although we anticipate a drop in complaints in December (due in part to the festive season), this year there has been a steeper rise in
complaints from January to March. The cancellation of surgical procedures caused by winter pressures is recognised to be a contributory
factor to the significant rise in complaints. Lessons from the impact of winter pressures will be considered and mitigation put in place to
achieve a reduction in complaints next winter.

The table to the left (run each
quarter) shows outcomes for the
201 Complaints closed in Q4
(2017/18)
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Mortality
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HSMR/SHMI

Both the SMR and HSMR figures for the year ending December 2017 continue to be within statistical limits, meaning that any variation from the
national average could be just normal statistical fluctuation. The SMR for the year ending in December 2017 is 104.2 and the HSMR is 101.9. The
national average is 100. For the HSMR this is now the 5 th consecutive month of “normal” values after nearly two years of statistically significantly
high figures. The latest SHMI value, covering the year to September 2017 rose to 107.27 from 105.93 for the year ending in June 2017. It remains in
the “as expected” range. The SHMI includes both deaths in hospital and also those that take place in the first 30 days after a patient leaves hospital.
The crude mortality rate for a full year remains steady although with significant fluctuations month by month as set out below.

Both January and February 2018 saw very high numbers of deaths both nationally
and locally but the number of deaths in March eased back to more usual levels and
this has continued in April so far. January and February have now seen particularly
high mortality for the last two years. The crude mortality rate for 2017 overall was
11.9 deaths per 1000 inpatients – up a little from 2016 (when it was 11.5) but still
one of the lowest years ever.
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Learning from Deaths

Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology

The Medical Directors, Director of Nursing & Midwifery and clinicians have reviewed all deaths where it was felt that deficiencies in medical or
nursing care may have contributed to the patients’ death. These have been termed “Potentially Avoidable Deaths”. For the two quarters July
2017 to December 2017 92% of all in-scope deaths were reviewed (excludes paediatric deaths, which are subject to CDOP’s investigation, and
maternal deaths which are reviewed as part of MRBRACE). Of the cases reviewed, it was considered that detailed review of the notes was
required in 21% of cases, and comprehensive notes review was completed in 10.3% of all cases.
During Q3, two cases were reviewed by Serious Incident panels as possible avoidable deaths, but in both cases, it was agreed that they were
unavoidable. Therefore, there are no avoidable deaths to report for the quarter. The learning themes from this quarter continue to be
appropriate discussion and documentation of “Do Not Resuscitate” orders, and recognition of the end of life with timely provision of End of Life
Care. Due to winter pressures, not all clinicians have yet been able to complete the comprehensive case reviews. Work is continuing to ensure
the reviews are completed as appropriate. The case reviews were presented at the Medical Division Risk & Governance session on 12/4/18.
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Cleanliness

The graphs below show the average audit scores in respect of the cleaning service. Overall the cleaning standard is consistent month on month
good level of service across the Trust, although the high risk category is not showing as achieving the required standard it is very challenging
for Engie due to introduction of a number of contingency areas in operation throughout this period. Engie have made some changes by
increasing the service hours in some key areas, (mainly on wards) where the score was below target. The Trust anticipates improvement in the
coming months.
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Cancer Long Waits – Quality Review & Public Reporting

Cancer Long Waits
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Cancer

National Targets

The Trust achieved the national standard for all cancer targets in Quarter 3 and in January & February 2018.
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Cancer

National Targets

The cancer waiting time standards are set for all tumour sites taken together. Some tumour areas will exceed these standards. Others
(where there are complex diagnostic pathways and treatment decisions) are likely to be below the operational standards. However,
when taking a provider’s casemix as a whole the operational standards are expected to be met.
(Ref: http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide8-1.pdf page 5)
In February 2018 there were 8.0 accountable breaches of the cancer 62 day wait, with 62.5 treatments which is high for a short month.
This remains a very challenging target to deliver, and challenges with growth in the number of patients on 2 week wait pathways, and
8.1 Quality capacity
Performance
Reportparticularly
April.ppt in Head and Neck Cancer are being closely monitored.
limitations
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A&E

National Targets

Safe

Performance against the 95% emergency access target improved in March 2018, despite significant bed pressures,
reflecting a slight drop in the numbers of patients presenting to the emergency department towards the month end.
This remains significantly better than the expected performance of 95% and the L&D remains one of the few acute
providers able to deliver against this target.
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18 Weeks

National Targets

Safe

The Trust achieved 90.01% against the 92% referral to treatment target in March 2018, which although slightly better than predicted
following high numbers of elective procedures being cancelled due to winter pressures, means that an additional 444 patients would
have had to have pathways closed in month to enable us to meet the required performance. A recovery trajectory is in place to
achieve compliance
by the end of July 2018. This is dependant on being able to deliver additional weekend working, and some use of
8.1 Quality Performance
Report April.ppt
independent sector capacity.
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Stroke

National Targets

The latest publication for the stroke audit report (SSNAP) shows maintenance of our target time on the stroke ward to
above the 80% target (SSNAP data only available to Nov 2017) .
TIA clinic performance remained strong in February 2018.
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Stroke

Overall SSNAP Performance

In February 2018 the Trust received the Aug – Nov 17 SSNAP audit, showing maintenance of the overall ‘B’ score which is a
good achievement. The MDT working performance indicator declined to a D (pressures on therapies continue) but the team
delivered improvement in discharge processes to a B score.
Challenges to delivery of the thrombolysis within one hour target have been encountered during January to March 2018,
which means that future SSNAP performance may see a deterioration. Root cause analysis is being undertaken to explore
the reasons for this and ensure achievement of timely treatment moving forward.
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Diagnostic Test Access

National Targets

Significant improvement has been made as expected in the endoscopy backlog of patients waiting more than 6 weeks for routine
diagnostic test, and the Trust has achieved the 99% target as at the end of March 2018. Close monitoring of capacity and booking in all
diagnostic areas remains in place to ensure maintenance of the diagnostic performance across all test types. Capacity issues with
ultrasound, sleep studies and cystoscopy remain risk areas as well as the ongoing improvement work in endscopy.
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Last Minute Cancellations

National Targets

8 patients cancelled on the day of surgery were not able to be re-listed within 28 days in March 2018 and as
highlighted in the last report. The deterioration in performance against this indicator is as a direct consequence
of the high level of cancellations from the winter months, and will continue to be an areas of pressure in the early
months of 2018/19.
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Agenda Item 8.2

Finance Presentation
FY17-18

Report for Month 12 – As reported to NHSI on 16th April 2018
WORK IN PROGRESS – SUBJECT TO AUDIT
Executive Summary
The Trust delivered the plan for 2017/18. This was achieved through a number of non-recurrent items (including a
winter pressures allocation and a higher than anticipated gain from the MRET / Readmissions agreement). The
position masks an aggregate trading deficit for the Divisions of c£10m. Following this submission the Trust received
£4.9m incentive and bonus S&T Funding increasing the surplus position
Pay growth is out of line with NHSI and STP expectations, a significant driver of this is medical locum expenditure and
the Trust has failed the Agency Ceiling (+50%) and the specific target around Medical locum spend
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2017-18 Plan

FT Achieved FY17-18 Plan

MARCH PLAN
POSITION AGAINST £14.6M CONTROL TOTAL. FIP AGREED POSITION OF £2.8M DEFICIT
Deficit

-15.7*

-3.8 -2.8 Breakeven

£11.9m CIP Programme

14.6

CIP
to find

* Position excludes £11m of possible risks that FT will need to manage

APRIL PLAN
OFFER OF REVISED CONTROL TOTAL £10.1M. INITIALLY DECLINED.
Deficit

-15.7

-3.8 -2.8 Breakeven

£11.9m CIP Programme

10.1

In Month
Core
April
-1.6
May
-0.6
June
-0.3
July
-0.1
August
0.2
September
-0.5
October
0.6
November
0.3
December
-0.3
January
0.6
February
-1.4
March
0.2

Amendments proposed to plan
I&E Phasing
figures £m
YTD
In Month In Month
Core
S&T*
Stretch
-1.6
0.4
-2.1
0.4
-2.5
0.4
-2.6
0.6
-2.4
0.6
-2.8
0.6
-2.2
0.8
-2.0
0.8
-2.2
0.8
-1.6
1.0
1.5
-3.0
1.0
1.5
-2.8
1.0
1.5

YTD
All
-1.1
-1.3
-1.2
-0.8
0.0
0.1
1.6
2.7
3.3
6.3
7.4
10.1

CIP
to find

FT Received £4.5m from DH on 27th March 2018
APRIL REVISION
On advice of CEO Control Total accepted. Additional CIP beyond March levels very challenging,
dialogue with DH started in an attempt to support stretch target
Deficit

-15.7

-3.8 -2.8 Breakeven 1.7

£11.9m CIP Programme

CIP
to find

Stretch req
£4.5m

10.1

S&T Funds
£8.4m*

* Requires FT to post £1.7m surplus to access S&T fund
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Finance Report Month 12 2017-18
INCOME & EXPENDITURE ACCOUNT

Delivered Control Total
Fin Year Fin Year Fin Year Fin Year
2015/16 2016/17 2017/18 2017/18

Fin Year
2017/18

Fin Year
2017/18

Fin Year Fin Year
2017/18 2017/18
Actual
excl STP & Variance
Merger
Merger excl STP
YTD
YTD
YTD
£000s
£000s
£000s

Actual
Full Year
£000s

Actual
Full Year
£000s

Budget
Full Year
£000s

Actual
incl STP
YTD
£000s

STP
YTD
£000s

NHS Clinical Income - Contract
Other Income
Total Income

243,844
24,485
268,329

262,577
24,920
287,496

277,339
21,794
299,134

283,064
26,683
309,746

1,881
1,881

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

32,477
28,890
68,485
20,114
20,854
7,132
177,952

35,629
30,255
72,972
21,177
22,589
5,526
188,147

35,545
30,275
75,706
22,028
24,695
5,534
193,782

40,151
33,866
77,152
21,844
24,817
5,839
203,670

26,003
22,492
38,820

28,064
25,281
43,997
0
97,342

27,476
25,307
49,547
0
102,329

1,235

750

87,315

27,558
24,993
42,159
0
94,710

1,235

3,062

4,639

8,010

3,747

0

Non Operational

12,009

13,014

13,288

13,101

Trading Position
MRET / Readmissions Gainshare
S&T Funding
Revenue Allocation
Non-Recurrent - Winter Funding
Non-Recurrent

-8,947

-8,374
2,516
10,078
8,700

-5,278
2,500
8,418
4,515

0

0

9,000

0

0

-9,354
4,555
8,418
4,500
1,026
1,329

0

53

12,920

10,155

10,474

0

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

Total Operating Surplus/Deficit (-)

750
750

283,064
24,052
307,116

-5,724
-2,258
-7,982

0

40,151
33,866
77,152
21,844
24,171
5,839
203,024

4,606
3,591
1,446
-184
-523
306
9,241

750

27,476
25,307
47,562
0
100,345

-589
26
3,566
0
3,003

0

3,747

4,263

13,101

-187

0

-9,354
4,555
8,418
4,500
1,026
1,329

4,825
-2,055
0
15
-1,026
-1,329

0

10,474

430

646
646

*Note the Trust received notification of a further £4.9m S&T Funding on 20th April increasing the FY17-18 Surplus to £15.4m
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Cash

Current cash position >1 month expenditure

Cash Position
£m
40
35
30
25
20
15
10
5
0

Period ending
Cash Balance
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Monitor Plan

Target Cash

Pro-rated forecast cash
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Statement of Financial Position
Statement of Financial Position
For the period ended 31 Mar 2018
Non-Current Assets
Property, plant and equipment
Trade and other receivables
Other assets
Total non-current assets

Opening
Closing
31 Mar 2017 31 Mar 2018
£000s
£000s
113,730
1,917
2,574
118,221

117,248
2,359
2,574
122,180

3,291
23,665
28,176
55,133

3,421
27,245
36,400
67,067

Current liabilities
Trade and other payables
Borrowings
Provisions
Other liabilities
Total current liabilities

-24,133
-1,423
-407
-1,651
-27,614

-26,727
-1,423
-407
-1,608
-30,166

Total assets less current liabilities

145,740

159,082

Non-current liabilities
Borrowings
Provisions
Total non-current liabilities

-29,612
-733
-30,345

-28,189
-490
-28,679

Total assets employed

115,395

130,403

Financed by (taxpayers' equity)
Public Dividend Capital
Revaluation reserve
Income and expenditure reserve
Total taxpayers' equity

61,512
8,316
45,568
115,395

66,047
8,316
56,041
130,403

Current assets
Inventories
Trade and other receivables
Cash and cash equivalents
Total current assets

8.2 Finance Report.docx

In April LDH submitted a Capital Plan of £20.8m (£16m of LDH resource plus £4.8m of GDE money).
LDH spent £11.5m against that plan, with significant slippage against Imaging (MRI, CT
SPECT), General Estates work, decontamination, electrical infrastructure and IT.
The Trust agreed a methodology to demonstrate £4.4m of commitments against GDE
drawdown.
Trade and other receivables £000s Opening Closing Change
NHS Receivables
7,503 9,989 2,486
Other related party receivables
614 1,007
393
Other related receivables CFs
51
54
3
VAT receivable
1,298 1,341
43
Other receivables
2,735 3,197
462
Deferred Asset<1 year
165
0
-165
Debtors - Provision for Bad Debts
-943
-852
91
Accrued Income
8,471 8,319
-152
Prepayments
3,773 4,192
419
Total
23,665 27,245 3,578

Main increases Bed CCG
(£825k - now agreed a
F&F Settlement), Health
Education England
(£662k - now paid) and
E&N Herts £825k
increase – £900k
payment made in early
April)

PDC increase due to GDE (£4.4m) and WiFi (£0.1m) funding
Note: Excludes £4.9m bonus S&T Funding
5
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Staff in Post
Q1
Admin/Estates
704
WD Clk/Support
401
HCA
529
Consultant
227
Medical non-Cons
372
N&M
1,331
Learner
4
Therapy/Technical
339
Healthcare Scientists 192
Other
3
Staff Employed
4,102
Made up of:
Permanent Staff
3,450
Locum / Bank
496
Agency
156

2015
Q2 Q3
709 695
426 194
534 548
236 230
386 367
1,307 1,373
4
8
357 365
179 170
3
3
4,142 3,952

Q4
706
206
578
253
368
1,420
7
360
184
3
4,084

Apr
753
212
593
246
362
1,418
7
361
187
3
4,142

May
733
196
546
252
374
1,414
7
352
185
3
4,061

Jun
746
211
535
254
365
1,414
6
343
183
3
4,060

Jul
763
216
581
258
373
1,443
3
350
202
3
4,190

Aug
767
214
642
263
399
1,419
3
342
204
3
4,255

2016
Sep Oct
740 760
212 222
559 593
258 259
418 402
1,403 1,437
2
2
348 362
215 219
3
3
4,160 4,259

Nov
709
214
550
263
417
1,429
2
358
212
3
4,156

Dec
742
225
571
266
401
1,438
6
358
203
3
4,213

Jan
743
212
545
263
400
1,414
6
362
190
3
4,139

Feb
753
221
558
254
408
1,417
6
371
177
3
4,167

Mar
751
226
564
255
405
1,438
6
371
189
3
4,208

Apr
774
238
604
262
384
1,477
6
366
197
3
4,312

May
768
228
557
269
396
1,452
6
373
198
3
4,249

2017
Jun
771
229
559
281
436
1,439
5
374
204
3
4,302

Jul
792
243
604
284
434
1,482
4
371
209
3
4,426

Aug
786
212
580
271
467
1,461
4
378
206
3
4,369

Sep
793
235
605
274
460
1,477
4
383
208
3
4,442

Oct
788
224
549
285
447
1,549
7
384
201
3
4,437

Nov
792
226
551
285
459
1,544
7
385
210
3
4,462

Dec
812
238
595
276
441
1,555
7
388
202
3
4,517

Jan
799
226
559
278
458
1,559
9
392
200
3
4,483

2018
Feb
807
232
572
293
439
1,567
10
394
199
3
4,516

Mar
809
242
634
303
467
1,622
10
394
204
3
4,688

3,503 3,413 3,440 3,477 3,494 3,488 3,501 3,474 3,525 3,540 3,550 3,534 3,534 3,547 3,562 3,574 3,607 3,604 3,610 3,685 3,655 3,750 3,753 3,747 3,773 3,771 3,772
486 395 507 524 416 429 526 632 453 547 481 530 469 498 530 627 522 571 699 562 668 568 567 643 586 632 778
153 144 136 140 151 142 164 149 182 172 125 149 135 122 117 111 121 127 116 121 119 119 142 127 123 113 137

Total Staff Employed
4,600
4,400
4,200

Staff Employed

4,000

Permanent Staff

3,800

Linear (Staff Employed)

3,600
3,400
Q1 Q2 Q3 Q4 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

*Q3 Drop in 2015 is Engie
** March 2018 is 5 week month, but interim staffing particularly high. HR reviewing increase.

8.2 Finance Report.docx

6
Overall Page 84 of 138

Agency Spend
£000s
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18

15/16
1,241
2,486
3,621
4,781
6,022
7,280
8,562
9,839
11,043
12,135
13,510
14,660

Medics
503
502
489
469
466
358
359
359
359
342
341
340
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Worse than initial forecast
16/17
1,217
2,544
3,745
5,097
6,267
7,664
8,957
10,031
11,183
12,306
13,414
14,394

Nursing
531
516
513
508
483
456
440
436
455
448
448
443

17/18
Plan
1,159
2,315
3,460
4,556
5,610
6,479
7,330
8,170
9,030
9,862
10,689
11,511

The Trust received notification from NHSI of an additional “Medical Locum
(agency) reduction target” which effectively equates to a Medical Locum
(agency ceiling of £5,654k. The Trust has breached this target.

17/18 Act
1,161
2,394
3,693
4,953
6,185
7,354
8,580
10,059
11,137
12,339
13,408
14,831

Forecast
Other Clin
108
125
134
114
101
50
47
40
40
36
34
34

A&C
17
13
9
5
5
5
5
5
5
5
5
5

Reforecast meets agency ceiling

The Trust has also breached the overall agency ceiling (£9,612k and the 50%
above the ceiling target (£14,418k).
Failure of this target allows NHSI to apply a soft override to the Trust’s Use
of Resources Rating (Financial Risk Rating). It is not known whether NHSI will
exercise this right.

Total
1,159
1,156
1,145
1,095
1,055
869
851
840
860
832
828
822

Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18

Ceiling
Medics
582
581
566
542
539
415
415
415
415
396
394
393

Medics
599
617
698
711
671
651
594
832
781
525
452
778

Nursing
471
496
443
413
409
358
523
461
437
514
471
490

Actual
Other Clin
83
101
151
155
151
150
126
187
-141
157
139
133

A&C
9
19
6
-19
1
10
-17
0
0
7
7
23

Total
1,161
1,232
1,299
1,260
1,233
1,169
1,226
1,479
1,078
1,202
1,069
1,423
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Agenda Item: 8.3

Workforce
May 2018
(Reporting January/February/March 2018 Data)

8.3 workforce report_May_2018_V6.pptx
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WORKFORCE BALANCED SCORECARD

Reporting Period: February / March 2018

RECRUITMENT COMMENTARY
Nurse Recruitment - 31 nurses have started in post between January and March of which 20 were registered with the NMC and 11 with registration pending.
The recruitment of nurses remains a challenge and we continue to work with our overseas agency partners. The Trust recently used Search Recruitment to conduct 30
Skype interviews, which resulted in 26 successful appointments in March. In the light of NMC recently announced alternative English Language test to IELTS; Occupational
English Test (OET), the Trust is in final stages of approving an OET support and education programme to enable overseas nurses to take the OET instead of IELTS.
Recruitment events undertaken in the last period include: The Luton Employment, Education & Skills Fair, Queensbury Academy Careers Fair, Lealands High School
Careers Fair, RCN Nursing & Careers Jobs Fair, A&E Open Day and Maternity Open day. Forthcoming events include Clinical Pharmacy Congress, University of West of
Scotland Careers Fair and Surgery Open Day in April.
International Recruitment - Nurses from our previous campaigns to India, Philippines and Singapore continue to arrive in small numbers. The Trust has planned regular
monthly International campaigns with Search Recruitment to ensure a steady supply pipeline. Between January and March 2018 a total of 13 International nurses arrived in
UK and 10 overseas nurses were successful in passing their OSCE.
European Recruitment - We ran a successful face to face campaign, which resulted in 19 recruits from Italy who will arrive in the UK throughout May and June. We are
planning to hold another Italian campaign by end of July 2018.
HCA Recruitment - The Trust continues with Monthly HCA Division led recruitment campaigns for both permanent and bank positions to keep vacancies to a minimum
and
an effective
bank resource. There have been 22 substantive HCA starters and a further 6 joined the bank during the period. The next planned HCA Open Day is
8.3
workforce
report_May_2018_V6.pptx
scheduled for Saturday 28th April.
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STAFF IN POST WTE BY DIVISION

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

§ The Trust’s overall Staff in Post (SIP) by Whole Time Equivalent (WTE) has
increased by 5.82% since April 2017. This includes an increase of SIP of 7.45%
(88.32WTE) for Registered Nurses and Midwives and reduction in the Nursing
and midwifery vacancy rate of 5.8% from the same period last year.

§ There are currently 107 band 5 Nursing / Midwifery vacancies across the Trust.
There are 63 band 5 Nurses currently going through the recruitment process,
which includes our recently interviewed (non-campaign) European and
International nurses that already have their IELTS or NMC pin.

§ Currently there are 35 vacancies for band 2 Healthcare Assistants with 42
currently going through the recruitment process and due to commence between
April and May 2018.

Medical Recruitment
During January 3 AAC’s were planned with 1 appointment made for Haematology. Two AAC’s were cancelled due to no applications received (Respiratory and a 2nd
Haematology post). In February 3 AAC’s were held with 5 appointments made; Bariatric Surgery (1), Restorative Dentistry (1) and T&O (3). In March 5 AAC’s were
planned and 5 appointments made; Orthodontics (1), Neonatal Medicine (2), Obs & Gynae (1), Stroke Medicine (1) . An Elderly Medicine AAC was cancelled due to no
applications being received.
AAC’s scheduled between April to June for the following specialties: Neurophysiology, Respiratory, Rheumatology/Acute, Paediatrics, Haematology, Restorative
Dentistry, and Anaesthetics. The following specialties are currently planning AAC’s for Gastroenterology, Cardiology, Diabetes/General Medicine, Anaesthetics (Pain
and ICM), T&O Spinal, Paediatrics (Cardiology and HDU).
New Starters
In January
2018,
3 substantive Consultants in Elderly Medicine (1), Anaesthetics (1) and General Surgery (1) started in post. In February 2018, 2 substantive
8.3
workforce
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Consultants in Haematology (1) and Anaesthetics (1) started in post. In March 2018, 4 substantive Consultants in T&O lower limb (1), T&O Paeds (2) and Dermatology
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(1) started in post.

TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover rate is 15.11% for the reporting year ending 31st March 2018. There is a
marginal decrease in month from February 2018 (15.16%) and it is 1.85% lower when compared to
March 2017 (16.96%). Overall turnover is below the EoE Q3 average of 16.7%.
Nursing and Midwifery turnover is 13.47% and shows a reduction of 3.72% when compared to March
2017. Turnover for the Allied Health Professional staff group is showing a decrease of 7.7% over the
same period. The Trust has signed up to the NHSI Retention Direct Support Programme which has a
particular focus on the Nursing and Midwifery Staff Group. This will help provide even more focus on
initiatives to further reduce turnover and also the opportunity to learn from successes in other Trusts.
There has been an increase in the turnover for the Additional Clinical Services Group, which is attributed
to HCA’s. HCA’s will be included in the nursing and midwifery retention plan. The other staff groups
which show a small increase within the period follows a similar profile to the same period last year but
by comparing the total number of leavers between 2016/17 and 2017/18 there have been 49 fewer
leavers in 2017/18
Not including Junior Doctors at the end of their contract – there were a total of 140 leavers between
January and March 2018 – top reasons for leaving were: Work Life Balance – 27.86%, Relocation –
15.71%, report_May_2018_V6.pptx
Promotion – 10.71%, Better Reward Package – 10%, and Dependents – 6.43%.
8.3 workforce

* Turnover figures above do not include Junior Doctors.
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SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
The monthly average for February 2018 (4.45%) is higher than for January 2018 (4.22%) and above the Trust target of 3.32%. The Trust’s overall average for the
year ending 28th February 2018 is 3.53%. This is above the Trust target and is higher than the same period last year (3.31%) but is lower than the EoE Q3 average
4.0%.
There has been a further increase in the number of employees with a Bradford Score over 150 since last month, with 558 over the trigger point at 1st April 2018,
compared to 534 at 1st March. This is an increase of 4.5%. There was a reduction in these numbers from 1st January (537) to 1st February (512). There is some
correlation between the increased numbers of SIP and sickness absence but this does not fully account for the increase of BS over 150 of which 70% are short
term sickness, 5% long term sickness, 23% with an underlying health reason and 2% pregnancy related.
The high % for the Additional Clinical Services staff group (made up of HCA’s and other clinical support workers) follows the annual seasonal cycle for increased
sickness during the winter months. The underlying sickness reasons for the peak reflect the seasonal variation and are absence are Cold, Cough, Influenza and
Gastrointestinal problems. There has also been an increase in stress related absences during the period which is likely to be related to significantly increased
service pressure.
The increased pressure on clinical areas continued during the last period which maintained the adverse impact on the completion of stage 2 meetings and sickness

8.3
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rates
for a longer
period than in previous years. During the next period the divisions will need to renew their focus sickness absence to effect a reduction in the
sickness rates, associated costs and impact on teams. The HR team continue to support divisions with the management of sickness, hold Overall
targetedPage
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review
of 138
meetings with managers to put together actions plans for each person.

TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY
Statutory Training
We have seen a slight decrease in compliance for the majority of mandatory training topics during the March period. However, we expect this to start improving during
the next few months as staff sickness rates reduce and the pressures on the wards improve during the better weather. Training and Development are continuing to work
closely with managers to ensure that any non-compliant staff are booked onto training as soon as possible. We have now started offering places on a mandatory training
day for non-clinical staff. This is part of an on-going trial to increase capacity and access to training whilst reducing the amount of teaching sessions our Subject Matter
Experts have to deliver. This builds on the work we have been doing to increase access to e-learning through supported sessions and better access to ESR.
Appraisals
The Trust-wide compliance figure has increased to 78% this month. Whilst the departmental pressures have not completely subsided, managers are working hard to
ensure that appraisals are completed as soon as possible.
We have seen improvements in appraisal compliance during the March period for Diagnostics, Therapeutics and Outpatients. Medicine has seen an improvement and
there has been a substantial increase in the Women’s and Children’s division thanks to a surge of appraisal completions taking place
We have seen a slight decrease in appraisal compliance for the Corporate and Surgery divisions but expect this to improve over the next few months. Training and
Development will continue to work with the departmental managers to ensure that line managers have the training to complete the outstanding appraisals and schedule
the appraisals in as soon as possible.
Divisional leads have been asked to continue their efforts with regards to appraisal completions and dates of all upcoming appraisal training sessions have been
distributed with the divisional and departmental reports. Furthermore, we have sent out internal letters to non-compliant staff who did not have an e-mail address
registered on ESR (Electronic Staff Records), asking that they can arrange for an appraisal meeting with their line manager as soon as possible. This is to complement
theworkforce
current process
of sending e-mails to non-compliant staff and as a consequence, we continue to receive notification of historic appraisal completions which missed
8.3
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previous reporting deadlines.
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Clinical Outcome, Safety & Quality
Report
31 January, 28 February, 28 March
2018
Alison Clarke, NED

Category of Paper

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

To ratify

Paper Title
Date of Meeting
Lead Director

History of
Committee
Reporting and
Date

Tick

To action
To note
For Information

Equality

Clinical

Clinical Outcome, Safety and Quality Committee on 31 January
2018,

Links to Strategic
Board Objectives

Objective 1 –Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience

Links to
Regulations/
Outcomes/Extern
al Assessments

CQC
Internal Audit
HSE

Links to the Risk
Register

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 31 January 2018, 28 February and 28 March 2018.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2017/18
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.
Public Meeting

Private Meeting
1
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the
Clinical Outcome, Safety and Quality meetings held on 31 January 2018, 28 February
2018, and 28 March 2018.
2. Governance
Quality Report and Performance Report - COSQ received and reviewed the Quality
and Performance Reports and were updated with regard to the indicators including
pressure ulcers, falls, mortality, cardiac arrest rates, infection control, cleaning and
catering, complaints and national performance targets. It was noted that the increase
in numbers of pressure ulcers, falls and cardiac arrests were being closely monitored
and actions are being implemented to improve and sustain performance in these areas.
The committee acknowledged that HSMR data has been received and is being
monitored by the Mortality Board.
The committee received an additional paper relating to winter pressures and cancelled
elective surgery which resulted in failure of the 18 week access performance target.
For patients on the cancer pathway or urgent procedures, the lists are protected.
However in order to safely manage surges in emergency admissions, theatres recovery
areas have had to be converted for emergency inpatient beds to an unprecedented
extent.
Quality Strategy – COSQ are tasked with approving a timeline for the initiation and
continuation of projects referenced in the Quality Strategy (2018-21). At the March
meeting, the committee received a progress report and discussed a Project
Management Office approach to effect the implementation of the plan in a positive way.
The Trust values are being developed and this will then provide the basis for staff
behaviours.
Corporate Audit Forward Plan – The committee received the Corporate Audit
Forward Plan for information which had been presented and agreed at the Clinical
Operational Board. It was noted that a new chair for the Clinical Audit Committee had
been appointed.
Terms of Reference – The terms of reference for COSQ were reviewed and minor
amendments agreed.
3. Nursing Harm Free Care Dashboard
The Acting Director of Nursing and Midwifery presented the nursing dashboard
including quality metrics, workforce and patient experience indicators for each ward and
division. The committee noted that an evaluation had been undertaken with Matrons
and Ward Sisters who considered that the bi-monthly nursing Quality Performance
Meetings were very much valued and allowed for discussions on issues of delivery of
care, together with developing leadership.
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COSQ received a report at the March meeting outlining a review of key quality
indicators from December 2017 to February 2018 and noted the analysis. The
committee was given further assurance with regard to safe staffing levels.
4. Clinical Outcome & Patient Safety
Radiation Protection Issues – The Imaging Manager was in attendance and
explained the Ionising Radiation Regulations 2017 which came into force on 1 January
2018. The Trust has a duty to monitor the cumulative dose of any members of staff
employed by the Trust and as an employer, is legally bound to record that dose and
where it comes from. The Trust has been gathering evidence since 2011 and staff are
reminded regularly that it is a legal requirement to inform their employee if they have
been working elsewhere. There will be an inspection by the Health and Safety
Executive, timescale unknown.
Serious Incidents – COSQ received reports giving an update on Serious Incidents and
Never Events. The Head of Risk and Governance attended the February meeting and
gave COSQ assurance on the reporting of serious incidents and monitoring of action
plans. However, it was noted that some Divisions are challenged to ensure that action
plans are completed and COSQ agreed to invite those Divisions to future meetings to
gain an understanding of how learning is implemented.
5. Patient Experience
Patient Story - Patients attended COSQ at the January and March meetings to share
their experiences. The committee acknowledged any concerns raised and progressed
outside the meetings with relevant Divisions to enable improvement.
National Maternity Survey – COSQ received a paper on the findings of the National
Maternity Survey 2017, ahead of its formal publication by the CQC. The initial results
show that there was little change in the Trust scores between the 2015 and 2017
surveys. For most questions the Trust performed ‘about the same’ as all other Trusts
but significantly better than other Trusts for two questions and significantly worse than
other Trusts for two questions. These questions relate to the emotional support
provided to mothers.
National Inpatient Survey 2017 - COSQ received a paper on the initial findings of the
2017 National Inpatient Survey, following receipt by the Trust of the initial detailed
results table from Quality Health on 16 January 2018. The committee acknowledged
the positive improvements in key areas. There were 4 questions where performance
deteriorated, one being with regard to patients ‘getting help to eat meals’. Steps have
been taken to address this through involving our volunteers where appropriate. The
challenge with regard to targeting the population was discussed. The National Coordination Centre does not automatically provide surveys in other languages which is a
national problem.
Patient Experience Report – The Patient Experience Report for the quarter October –
December 2017 was received and noted.
6. Quality Priority and CQUIN
The committee received an update on the Trust Quality Priorities and CQUIN schemes
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as follows:  Reduce the impact of serious infections (Antimicrobial Resistance and Sepsis
(also CQUIN);
 Improve services for people with mental health needs who present to Accident
and Emergency (also CQUIN);
 Provide services to patients experiencing frailty in line with best practice;
 CQUIN – Offering Advice and Guidance;
 CQUIN – NHS e-referrals;
 Improve the experience and care of patients at the end of life and the experience
for their families;
 Improve the experience of people living with dementia and their carers when
using our outpatient services;
 Support safe and proactive discharge;
 Improve experience of care through feedback from, and engagement with,
people who use our services;
 Support the continued deliver of care within residential and nursing homes to
patients nearing the end of their life;
 CQUIN staff health and wellbeing;
 Improve continuity of care and delivering Needs Based Care model;
 Reduce the incidence of falls amongst patients staying in hospital;
 Improve the management of the deteriorating patient;
 Reduce the incidence of medication errors for inpatients.
COSQ were updated on the CQUIN position and noted the challenges to gain full
achievement of some of the targets including “Delivery of Antibiotics to Inpatients”,
“Support Proactive and Safe Discharge”, “NHS e-referrals” due to an IT issue with
regard to appointment slots and “Staff Health and Wellbeing” due to staff survey results
not showing sufficient improvement in a few areas. The committee noted a new
Tobacco and Alcohol CQUIN to commence in April which will involve a significant
amount of work.
7. Report from Clinical Operational Board
Escalation reports from the Clinical Operational Board (COB) meetings were received.
The issues raised were discussed and awareness was acknowledged. The items
escalated to COB from the Clinical Risk Management committee were also noted.
8. Workforce Update
Statutory Training and Appraisals – The Training and Development reports covering
activity to 28 February 2018 were received and noted. COSQ continue to monitor
statutory training and appraisal compliance. Assurance was given regarding statutory
training for Engie staff, external contractors, and GP Urgent Clinic staff.
Nursing and Midwifery Workforce - COSQ reviewed the nursing workforce reports.
The Acting Director of Nursing and Midwifery assured the committee that during the
busy period, with contingency areas open, the corporate nursing team, theatre staff,
and educators have been working in the ward areas to maintain patient safety.
9. Risk Register
The risks assigned to COSQ which were due for review were discussed and updated;
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this included the risk relating to bed pressures and the opening of contingency areas.
10. GDPR
The Director of IM&T and the Information Governance Manager attended the January
meeting and gave assurance on the progress to be ready for the GDPR regulations. It
was noted that much of the work stream is already being undertaken but this becomes
mandatory and will attract a fine for non-compliance. A project manager has been
appointed. The fines will also relate to cyber security and, to that end, a Cyber Group
will be formed and this will be an agenda item at each Divisional Board.
11. Needs Based Care
COSQ received and noted the update on Needs Based Care.
12. Clinical Audit / Internal Audit
COSQ continues to monitor actions arising from Internal Audit reports. The committee
discussed NICE guidance and assurance that controls are in place for implementation
of NICE guidance.
An update was received in response to the Internal Audit Report for Medical Devices
and it was noted that most of the action is complete or in progress with the exception of
the business case for RFID tracking which is part of the GS1 procurement programme.
The feedback from the Discharge Planning audit was shared. A piece of work has
commenced with the intention of providing an executive summary of patient status
every day. This is being trialled on 2 wards and the daily SitRep group will be reviewing
the lists of patients to ascertain where more detail and focus is required.
COSQ received and agreed the terms of reference for the following Internal Audits:
 Pharmacy Purchasing and Inventory Management
 Serious Incidents, Incidents of Harm and Never Events
13. Any Other Business
Outpatient clinic correspondence turnaround report – COSQ acknowledged that
the issue relating to the backlog of letters following an outpatient appointment was
being monitored but asked what actions were taking place to improve the situation. The
Deputy Chief Executive reported that transcription times have improved but the delay is
still with the approval process by clinicians. The next scheduled BigHand update will
facilitate approval with the use of iPads. Live typing remains the best option. NHS
Digital has published new guidance and templates are being updated as a priority.
14. Papers Received for Information:
 Minutes of the Nursing and Midwifery Board meeting
 National Quality Publications of Interest
 Adult Safeguarding Report
 Children’s Safeguarding Report
 Learning Disabilities Report
 3x3 walkabout
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PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval from the Finance, Investment &
Performance Committees (FIP) held 17 January, 21 February & 13 March 2018. There will be a verbal
update from the 25 April 2018 FIP meeting.
SUMMARY/CURRENT ISSUES AND ACTION
The Reports give an overview of the matters addressed including the following:
 Key financial issues 2017/18
 Key financial issues 2018/19 planning
 Investment & decision reviews

ACTION REQUIRED
To note the Finance, Investment & Performance Committee Report from meetings held between
January to March and verbal update from April 2018.
Public Meeting

Private Meeting
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT TO THE BOARD
This report reflects the matters considered at the Finance, Investment and Performance (FIP) Committee meetings between 17th January and
21st March 2018.
The summary of Executive and Non-Executive Director attendance at these meetings is shown below:
Committee Member
Denis Mellon (Chair)
Simon Linnett
David Hendry
Mark Versallion
John Garner
Clifford Bygrave
Andrew Harwood
David Carter
Angela Doak
Cathy Jones
Sheran Oke

17/01/18










21/02/18
















21/03/18












NB. Chief Medical Advisor attends by invite

This report highlights the issues and themes presented to FIP for months 9 to 11:
1) In-year, Trust level performance, including income & expenditure in Months 9, 10 & 11, associated recovery plans and cost
improvements, contracting issues, capital expenditure to the end of February, cash-flow and associated FIP actions;
2) Trust and Divisional operational plans for 2018/19;
3) Investment decisions and review, including updates on the potential merger with Bedford Hospital;
4) Other FIP matters.
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1.

Key Finance Issues – 2017/18 Performance

Area

Commentary

FIP Actions Noted

Income

At the end of Month 11 reported income was £282m, £8m ahead of plan - predominantly due to
substantial over-performance on non-elective income and the adverse performance on elective
Continue to negotiate with
activity being partially offset by £1m winter pressures funding from the centre. £3m of the £4.5m commissioners to mitigate areas of
non-recurrent support from the DH was also recognised at this stage. Uncertainty, and risk, around risk and uncertainty.
a number of contractual issues (including PHDU & CQUIN) remained at the end of Month 11.

At the end of Month 11, expenditure was £275.9m, £8.9m behind plan. This is predominantly due
to a significant (£6.8m) overspend on medical pay (the bulk of which is with the Medicine Division)
and nursing pay (£0.95m), both linked to the management of the activity over-preformance. It
Recruitment issues continue to
should be noted that £0.904m of additional costs relate to the UGPC contract that was taken on
result in a high number of vacancies
Expenditure
during the year. Equivalent income offsets these costs.
that are in turn contributing to the
high agency spend. FIP will monitor
Agency spend is forecast to exceed the NHSI target +50% and whilst no penalties have yet been
the on-going situation.
levied on the Trust, NHSI could apply soft over-rides if it was concluded that the Trust was not
working with its best endeavours.
At the end of Month 11 the Trust reported a total operating surplus of £7.468m which was
£0.018m ahead of the plan.
Surplus/ Deficit
None not otherwise noted
The trading position prior to the £7.436m S&T funding, and the £3m DH revenue allocation is a
£2.996m deficit.

CIPs & FRP

Performance against the financial recovery plan targets has been seriously compromised as a
result of the winter pressures with the Surgery Division being hardest hit with elective
cancellations.

None not otherwise noted

Whilst individual CIP targets are unlikely to be delivered by any Division, the overall bottom line
target is expected to be acheived due to the mitigating impact of over-performance income.
Cash
Capital

The Trust held a cash balance of £24.7m at the end of Month 11 which is ahead of the forecast
cash position.
The current capital expenditure plan for FY17/18 is £12.2m (excluding GDE spend) against an
opening plan of £20.8m. At the end of Month 11 actual spend is £9.0m, with work ongoing to
clarify the GDE position.

None not otherwise noted
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2.

Key Finance Issues – FY18/19 Planning

NHS Improvement wrote to the Trust on February 6th outlining their revised expectation for the 2018/19 financial control total and the Trust’s
2018/19 agency ceiling. The letter also detailed how much of the Sustainability and Transformation Fund would be available if certain
conditions are met:
The current STF allocation (within the £14.603m
surplus) is £8.418m.
With the additional £3.42m this brings the total
allocated STF to £11.838m.

The agency ceiling for 2018/19 is £8.862m

The 2018/19 planning process has been discussed at every FIP since January, albeit with the delayed merger providing some of the initial
context. All discussions have taken part in the context of the overall Trust position and the separate Divisional positions. The unprecedented
growth in emergency activity (and the subsequent impact on elective activity) has resulted in the need for regular remodelling of the 2018/19
plan.
Contract planning has also been discussed with an acknowledgement that setting a Trust plan that is affordable to the CCGs is challenging. On
this basis it was noted that the FT will continue to work closely with CCGs and STP partners to align cost improvement plans.
At the March FIP it was agreed that a finalised set of budget plans would be presented to the FIP Committee in April. The bottom line will, on
the advice of the Department of Health, include the expectation of a £9m revenue grant from the DH.
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3.

Investment Decisions & Review

Business Case
Acute Services Block

Arndale House

Summary of Proposal

FIP Actions Noted

The Acute Services Block proposal was discussed at length at the
Redevelopment Board meeting.
Arndale House presents on opportunity to re-provide existing acute
hospital services off-site at a town centre location. Principally designed to
accommodate the Luton Sexual Health service (which the Trust is
contractually obliged to deliver off-site) the proposal extends the space
and refurbishment to facilitate the transfer of other specialties away from
the L&D, freeing up much needed additional physical capacity for growth
on-site.

Agreed to submit the case in line with the
recommendation of the Redevelopment Board

It was agreed to support the Arndale House
development with the Deputy Chief Executive coordinating cases from the Divisions that will seek
to redress the imbalance in the bottom line of
£0.4m.

The overall capital cost implications are c.£2.5m part of which would be
supported by LBC. At the time of presentation there remained a revenue
pressure as a result of the scheme. A case for maximising the enhanced
clinic capacity will be delivered that will describe how this pressure will be
mitigated.
The IT business case for taking on a lease at Cranfield Business School
was discussed at the Redevelopment Board.
It was acknowledged that there was further
discussion to be undertaken and the Committee
Cranfield Accommodation The proposal was to take a 5 year lease at £220k per annum, and the
agreed delegated authority to the Trust Chair and
Committee were informed that if Bedford Hospital did not achieve “fast
Chair of the Audit & Risk Committee to conclude
follower” status there would be a risk for the L&D of not receiving their
the arrangements by Friday 23rd March.
anticipated contribution.

4.

Other Matters

Terms of Reference for FIP were reviewed and slightly amended. The Scheme of Delegation was discussed, revised and approved in
conjunction with the Audit & Risk Committee. The risk register was reviewed and updated with the support of the Trust Board Secretary. It was
agreed to co-ordinate winter plans for 2018/19 to deliver in line with NHSI expectations.
5.

Conclusion

The Trust Board is asked to note this summary of the FIP Committee deliberations from January 17th through to March 21st.
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Audit and Risk Committee 21st March 2018
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
External Auditors

Risks 15+ reviewed

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Audit and Risk
Committee held on the 21st March 2018.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:
 External Audit - Progress Report
 Internal Audit – Progress Report and Internal Audit Reports
 Counter Fraud – Progress Report and Annual Plan
 Board Secretary Report
 Assurance from Sub Committees
 Accounting Policies
ACTION REQUIRED
To note progress to date.
Public Meeting

Private Meeting
1
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AUDIT AND RISK COMMITTEE REPORT
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the Audit
and Risk Committee on the 21st March 2018.
2. Matters Arising
Business Continuity - Noted that Trust Board had received a status update on 7
February demonstrating that Gap and Impact Analysis was in train. Board required a
further update on progress in 6 months.
Scheme of Delegation – The Scheme of Delegation, updated for the Service Line
Performance Framework agreed at the previous meeting, was reviewed and agreed with
some additional amendments.
3. External Audit
A report was received from KMPG, the Trust External Auditors:
-

advising they had completed their 2017/18 interim audit work and would return in
April to undertake their final audit work; and

-

providing a review of their client Assurance Frameworks. The committee reviewed
and requested elements to be considered for the L&D Assurance Framework.

4. Internal Audit
An update on the progress with the Internal Audit plan was received. Assurance was
given that all reviews would be complete for year end, including an update on the
additional review relating to GDPR. The committee requested Internal Audit continue to
work with IM&T to provide a further update and assurance on Cyber Security at the next
meeting.
Options for the 2018/19 Audit Plan were discussed the Trust being required to identify
and select the priorities. The Executive, COSQ and FIP will discuss at their meetings in
April and the plan will be formally agreed at the Board in May.
The committee reviewed progress on outstanding agreed audit actions and urged
officers to ensure timely completion.
5. Counter Fraud
The required self-assessment review tool has been completed and submitted to the
Director of Finance, in line with the deadline of 31st March 2018. The report was
received, and actions are progressing.
Results of the Fraud Awareness survey were reviewed. The committee noted that
results were broadly as expected and put forward suggestions as to how awareness
could be further increased.
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The 2018/19 Counter Fraud Plan was reviewed and agreed.
6. Board Secretary Report
Risks
The committee requested a review of the Hospital Re-Development risks currently on
the register.
Assurance Framework (AF)
The AF was noted. This will be refreshed for the priorities for 2018/19 and presented to
the Board in July 2018.
7. Board Sub-Committee updates
Updates were received from the sub-committees and further assurances requested in
relation to:
- Internal Audit follow up actions;
- Gateways in relation to the Needs Based Care implementation – Board Seminar;
and
- Delivery of GDE
8. Terms of Reference
Agreed
9. Accounting Policies
The 2017/18 accounting policies were agreed.
9. Internal and External Audit Contracts and Counter Fraud
It was agreed to extend the contracts for a further year due to the ongoing work with the
acquisition of Bedford Hospital. This would be subject to compliance with procurement
rules and value for money and, in relation to External Audit, approval by t the Council of
Governors.
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Redevelopment Programme Board, 21 March 2018
Redevelopment Programme Board, 20 April 2018
Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan
NHSI
HSE
CQC
All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project
SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The draft OBC for the Acute Services block will need to be revised to support a further application
for capital funding within the context of STP funding applications to be submitted in July.
Work to refurbish Arndale House to provide accommodation for the Sexual Health Services team,
Dermatology and Phlebotomy is underway. This will be completed on 18 May.
Refurbishment of the MRI suite is in progress. The new MR machine will be installed in mid-May.
A tender exercise to identify a partner to develop the proposed Energy Centre on the site will
commence on 19 April.
Procurement of construction of the new endoscope decontamination facility is underway. Work will
commence in June.
ACTION REQUIRED
The Board is requested to note the report.
Public Meeting

Private Meeting
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REDEVELOPMENT PROGRAMME BOARD REPORT
2 May 2018
TO BOARD OF DIRECTORS
1. Introduction
This report updates the Board of Directors on the progress of the Redevelopment Programme
2. Governance
The Programme Board met on 21 March and 18 April 2018.
3. Main scheme
There has been no formal feedback from NHSI/NHSE to the revised Outline Business Case for the
proposed Acute Services Block which was submitted at the end of January. A further application
for capital funds will need to be submitted on 16 July within the context of the STP process. There
will need to be further revisions to the OBC to reflect the anticipated benefits from the proposed
merger with Bedford hospital, and the financial impact to the Trust arising from on-going
deterioration of the estate.
The redevelopment team are currently exploring a number of options to support refurbishment of
the Medical block. A draft strategy was presented to the Redevelopment Board at the meeting in
April.
3. Enabling schemes
Work to convert the first floor of Arndale House in Luton to provide accommodation for the Sexual
Services team, the Dermatology service and a substantial part of the Phlebotomy service is now in
progress. This will be completed on 18 May. Services will commence on 29 May.
Completion of the transfer to Arndale House will enable a number of key moves on the site to
support delivery of additional outpatient services. These have been scoped and will now be
tendered for construction at the beginning of May.
Work to refurbish the MR suite is in progress. The new chillers have been installed and will be
brought on line at the end of April. The enabling works for the new scanner are progressing and
will be complete by mid-May to allow installation of the new MR scanner. Work will then start on
the refurbishment of MR2.
The procurement of a contractor to build the endoscope decontamination unit is underway. Work
should start in June.
4. Energy Centre
The tender exercise to identify a partner for the delivery of the proposed Energy Centre on the site
will commence on 19 April. Tender returns are expected in mid-June.
5. Programme Risk Register
The risk register was reviewed in support of the work to provide an update of the Outline Business
Case.
6. Future activity
Work will continue to support the revision of the capital application for the main scheme. In parallel
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with this, the team will be developing further strategies to address long-standing compliance issues
on the site, as well as identifying schemes to address capacity issues should the main scheme not
progress.
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Clinical Outcome, Safety and Quality Committee 15th November 2017
Executive Board 30th January 2018
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
NHS I – 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 22 Board Level Risks on the Risk Register. 64% are currently high risk (15+).

All the Board Level risks are up to date with an action plan.
Board of Directors Review
The Board reviewed the risks on the 2nd February 2018.
Risk ref
1178
1213
1211
1210
1253

Risk Description
Non-Achievement of the financial
target
Management time and capacity
Backlog Maintenance
Vacancy rate
Needs Based Care

Agreed conclusion
Increase risk
Increase risk
Maintain risk and review
Increase risk
Maintain risk

Emerging risks were discussed and agreed that transport, L&D Control Total and STP
Control Total would be added.
Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 28th February and 28th March 2018
Risk ref
650
1200
1213
669
796
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Risk Description
Bed pressures
Cyber security
Management time and capacity
Appraisal
Patient Experience

Agreed conclusion
Maintain risk and review
Review risk and maintain
Maintain risk and review
Maintain risk
Maintain risk

2
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Executive Board Review
The Executive Board reviewed all Board Level Risks on the 24th April 2018.
Risk ref
1178
1211
644
669

Risk Description
Non-Achievement of the
financial target
Backlog Maintenance
18 Weeks
Appraisal

Agreed conclusion
Close risk for 2017/18 review for 2018/19
Maintain risk
Maintain risk
Maintain risk

Emerging risk in relation to increased challenges of CQUIN, TIA attainment and the
Bedford Breast Service.
Risk Review
Nine new risks were reviewed and approved between 26th January and 20th April 2018
none were allocated as Board Level.
15 risks were closed, none at Board level:
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N/A
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NHSI Governance Framework
N/A

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






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

ACTION REQUIRED
Board are asked to:
o Note the use of the Trust Seal
o Note the progress with Non-Executive Director recruitment
o Ratify the Terms of Reference approved by the Sub-Committees
Public Meeting
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1. Council of Governors
There are currently three vacancies on the Council of Governors
1) Bedfordshire CCG
2) Luton CCG
3) Hertfordshire Valley CCG
4) University College of London
During May – July 2018, there are 13 vacancies; 8 Public Governors (3 Luton, 3
Bedfordshire and 2 for Hertfordshire) and five Staff Governors (2 Nursing and Midwifery, 1
Admin and Clerical, 1 volunteers, 1 professional and technical).
2. Members
The next Medical Lecture is in April 2018 and will focus on Dementia and Dementia Care.
The next Ambassador magazine will be issued to members in August 2018 and will invite
members to the Annual Members Meeting on the 5th September 2018.
3. Use of the Trust Seal
Date used

Seal
Subject
number
3rd October 2017
118
o OMFS works with Carmel Crest
Limited
th
9 November
119
o Minor works building contract with
2017
Contractors Design
nd
2 February 2018 120
o Engie Variation of contract
8th March 2018
121
o JCT Minor works building contract.
Marlow Builders Alterations to
NICU
th
8 March 2018
122
o BI Consulting Exam Room
upgrades
th
8 March 2018
123
o Alerations to theate changing
rooms and link corridor
nd
22 March 2018
124
o Conterpart lease for first floor Trent
House, Cranfield
th
19 April 2018
125
o Arndale House JCT intermediate
building contract with Contractors
Design

Supporting
information
Complete
Complete
Complete
Complete
Complete
Complete
Part of GDE

4. Non-Executive Directors
A process, managed by the Council of Governors, to recruit two Non-Executive Directors.
One will have an Audit Committee/financial background and the other we are looking for
capital and IT experience.
Veredus have been the approved search agent and the first recruitment will be complete at
the beginning of July.
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5. Terms of Reference
The following Sub-Committees of the Board of Directors reviewed and approved their Terms of
Reference in March 2018 (Appendix 2):
Clinical Outcome, Safety and Quality Committee
Finance, Investment and Performance Committee
Audit and Risk
Remuneration and Nomination Committee
The Board of Directors are asked to ratify these Terms of Reference.
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TERMS OF REFERENCE
CLINICAL OUTCOME SAFETY AND QUALITY (COSQ)
Status:

Sub-committee of the Board of Directors

Chair:

Non-Executive Director

Membership:

Non-Executive Director x 3
Chief Executive
Deputy Chief Executive
Director of Nursing and Midwifery
Chief Medical Advisor
Director of Human Resources
Director of Transformation and Risk
Head of Quality and Patient Experience
Board Secretary

In Attendance:

Divisional Representation (by invite)

Meeting Frequency:

Monthly

Meeting Management:

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

Extent of Delegation:

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

Authority and Chairs
Action:

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

Quorum:

50% of membership, to include 2 Non-Executives
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Accountability:

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

Reporting:

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

Objectives:

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

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

Workplan:

Each meeting:
o Risk Register
o CQC Clinical Area Self Assessments
o CQUIN Monitoring
o Training and Education Report (including Appraisal and
Statutory Training)
o Serious Incident (SI) Reporting (SI's and Action Plans)
o Quality Account Priorities
Quarterly
o Monitoring Board with commissioners
o Infection Control Report
o Mortality Report
o Patient Experience Report
Every four months
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o

Review against the Trust Objectives related to hospital
redevelopment

Annually
o Quality Framework Review
o External Audit - Quality Account
o Staff survey
o Children’s Safeguarding
o Adult Safeguarding
o Cancer Peer Review
o Research and Development
o Review of the Terms of Reference
As required
o CQC Insight Report
o CQC Inspections
o Internal Audits
o Deanery Report
o External Reports
Agreed in March 2018
To be reviewed March 2019
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TERMS OF REFERENCE
Finance, Investment & Performance Committee
Objectives:
The committee will conduct objective Board level review of financial and investment
policy and will review financial performance issues and oversee overall performance
including CQUIN and delivery against the Cost Improvement Plans.
Financial Policy, Management & Reporting:














To consider the Trust’s medium term financial strategy, in relation to both
revenue and capital.
To consider the Trust’s annual financial targets.
To review the annual budget, before submission to the Board of Directors.
To consider the Trust’s financial performance, in terms of the relationship
between underlying activity, income and expenditure, and the respective budgets.
Initial review of annual financial statements
To review proposals for business cases (>£0.25m) and their respective funding
sources
To commission and receive the results of in-depth reviews of key financial issues
affecting the Trust.
To maintain an oversight of, and receive assurances on, the robustness of the
Trust’s key income sources and contractual safeguards and efficiency
improvement programmes.
To review and agree the annual financial plan, including the plan for delivery of
cost improvements and productivity and efficiency improvements resulting from
the Re-engineering programme.
To review progress of the Re-engineering programme monthly and recommend
any additional action as necessary.
To receive and consider, as appropriate, reports on ‘commercial’ activities of the
Trust.
To approve the detailed Capital Expenditure Plan for the Trust (within the overall
resource approved within the Annual Plan
To review delivery of Capital Projects.

Operational Performance:




To receive performance reports identifying performance against national and
local targets where relevant.
Incorporate the balanced scorecard standards, when known and agreed, into a
Performance Management System.
By exception, call for the attendance of Executive Directors, the appropriate
Clinical Leaders, General Managers, Divisional Lead Nurses/Midwives named as
leads for targets, to account for poor or underperformance against either key
financial targets or delivery of the Re-engineering programme and to agree
corrective action or a revised position.
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Investment Policy, Management and Reporting:




To approve and keep under review, on behalf of the Board of Directors, the
Trust’s investment strategy and policy.
To maintain an oversight of the Trust’s banking arrangements and associated
investment policies, ensuring compliance with the Trust’s policy and Monitor’s
requirements.
To approve any innovative, commercial or investment activity e.g. proposed start
up companies or joint ventures.

Procurement Strategy:



To approve and keep under review, on behalf of the Board of Directors, the
Trust’s procurement strategy.
To consider and approve any significant variations to the Trust’s existing
procurement methodology as set out in the Trust’s Standing Orders and Financial
Instructions.

Operational Strategy:


To keep under review the financial aspects of any of the Trust’s departmental
strategies.

Risk:




To receive assurance reports in accordance with the Risk Management
Strategy
To receive information on trends & themes from Finance and Performance
reports to initiate measures to reduce risk. Where appropriate, to ensure that
identified risks are considered and included in risk registers
To review Board Level Risks assigned to the Committee monthly and assure
the Board of Directors that controls and actions taken are adequate

Other Duties:





To monitor, and make recommendations to the Board as necessary and
appropriate on the adequacy and effectiveness of the Trust’s financial as well as
other performance reporting.
To make arrangements, as necessary, to ensure that all Board members are
provided with necessary information for them to understand key financial
performance and issues affecting the Trust.
To examine any other matter referred to the Committee by the Board of Directors.
To review performance indicators relevant to the remit of the Committee.

Procedural Notes:
Finance, Investment & Performance Committee reports directly to the Board of
Directors. A report of any meeting of the FIP Committee will be presented to the next
scheduled Board of Directors meeting. The Chair of the Committee shall draw to the
attention of the Board of Directors any issues that affect the financial standing of the
Trust.


Confidentiality - Meetings held in private but minutes to go to the Board of
Directors public Board meeting, exceptionally to Part II Private Board meeting
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Regulation & Control - Unless otherwise agreed, the Committee will be
governed by the Standing Orders and Standing Financial Instructions of the
Luton & Dunstable Hospital NHS Foundation Trust.
Amendments to Terms of Reference - Amendments will only be made with
approval of the membership of the Finance, Investment & Performance
Committee and will be approved by Board of Directors.

Membership:
Non-Executive Director (Chair)
Chief Executive
Managing Director
Medical Director
Director of Finance
Director of Re-engineering & Informatics
Chairman
2 additional Non-Executive Directors
Director of Human Resources
All other members of the Board of Directors shall be entitled to attend and receive
papers to be considered by the Committee.
In the absence of the Chair, any NED present will take the Chair.
Quorum:
Minimum of 5 members, at least 2 of whom should be Non-Executive Directors
Frequency of Meetings:
10 meetings per year, with additional meetings as deemed necessary. Meetings to
be held monthly with the exception of August and December.
Review
The Terms of Reference will be reviewed annually and ratified by the Board of
Directors.
March 2018
Review March 2019
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TERMS OF REFERENCE
AUDIT AND RISK COMMITTEE
Status:

Sub-committee of the Board of Directors

Chair:

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

Membership:

The Committee shall be restricted to Non-Executive Directors. The Committee
will comprise of all Non-Executive Directors (excluding the Chairman).

In Attendance:

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

Meeting
Frequency:

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

Meeting
Management:

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

Extent of
Delegation:

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

Authority,
Accountability
and Chairs
Action:

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

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

Reporting:

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

Objectives:

1. Governance, Risk Management and Internal Control - The Committee shall
review the establishment and maintenance of an effective system of integrated
governance, internal control and risk management, across the whole of the
organisation’s activities (both clinical and non-clinical) that supports the
achievement of the organisation’s objectives. In particular, the Committee will
review:
1.1 The policies and processes for preparing the Assurance Framework including
review of the quality of the evidence for assurance provided by Internal and
External Audit, management and other sources.
1.2 All risk and control related disclosure statements, together with any
accompanying Head of Internal Audit statement, external audit opinion or other
appropriate independent assurances, prior to endorsement by the Board.
1.3 The underlying assurance processes that indicate the degree of achievement
of the corporate objectives, the effectiveness of the management of principal risks
(including risk & resilience review procedures and reports) and the
appropriateness of the above disclosure statements.
1.4 The findings of other significant assurance functions, both internal and
external to the organisation, and consider the implications for the governance of
the organisation. This will include a review of the work of other committees,
including the Clinical Outcome, Safety & Quality Committee, and the work on risk
of the Executive Board which can provide relevant assurance.
1.5 The policies and processes for ensuring that there is compliance with the
Terms of Authorisation agreed with Monitor/NHSI, and other relevant regulatory,
legal and code of conduct requirements.
1.6 The operational effectiveness of financial policies, systems and services and
the financial control environment throughout the Trust, including compliance with
Standing Orders and Standing Financial Instructions.
1.7 Review the policies and procedures for all work related to fraud and antibribery as set out in Secretary of State Directions and as required by the
Directorate of Counter Fraud Services/ NHS Protect, and the operation of Trust
policies for Freedom of Speech (“whistle blowing”).
1.8 Review the policies, procedures and related transactions for compliance with
NHS rules regarding Conflicts of Interest
1.9To monitor, on behalf of the Board, the Assurance Framework.
2. Financial Reporting - Review the Annual Report and Financial Statements
before submission to the Board, focusing particularly on:
2.1 Changes in, and compliance with, accounting policies and practices.
2.2 Unadjusted mis-statements in the financial statements.
2.3 Major judgmental areas.
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2.4 Significant adjustments resulting from the audit.
2.5 Compliance with accounting standards.
2.6 The wording in the Annual Governance Statement and other disclosures
relevant to the terms of reference of the Committee.
2.7 The Committee should also ensure that the systems for financial reporting to
the Board, including those of budgetary control, are subject to review as to
completeness and accuracy of the information provided to the Board.
2.8 To examine the circumstances when Standing Orders are waived.
2.9 To review schedules of losses and compensation payments and make
recommendations to the Board.
2.10 Review compliance with Internal Financial Controls
2.11 Review proposed changes to Standing Orders, Standing Financial
Instructions and Scheme of Delegation.
2.12 Compliance with relevant legal requirements.
2.13 Monitor formal announcements relating to the Trust’s financial performance.
2.14 Review conflict of interests and the hospitality register on an annual basis.
2.15 To review all equivalent matters relating to Charitable Funds.
3. Internal Audit - The Committee will:
3.1 Appoint an appropriate internal audit provider, agree the fee and as
appropriate, the termination of the contract.
3.2 Review and approve the internal audit strategy, operational plan, and
programme of work, ensuring that this is consistent with the audit needs of the
organisation as identified in the Assurance Framework.
3.3 Annually assess and review the performance of internal audit to ensure that
an effective service is provided.
3.4 Consider the major findings of internal audit investigations and management’s
response, and ensure co-ordination between the Internal and External Auditors.
3.5 Ensure that internal audit function is adequately resourced and has
appropriate standing within the organisation.
4. External Audit - The Committee will:
4.1 Make recommendations to the Council of Governors in relation to the
appointment, re-appointment, and removal of the external auditor and approve the
remuneration and terms of engagement of the external auditor.
4.2 Discuss with the external auditor, before the audit commences, the nature and
scope of the audit, and ensure co-ordination, as appropriate, with other external
auditors in the local health economy.
4.3 Review all external audit reports, including agreement of the annual audit
letter before submission to the Board, and any work carried outside the annual
audit plan, together with the appropriateness of management responses.
4.4 Annually assess the auditor’s work, performance, and fees to ensure work is
of a sufficiently high standard and the fees are reasonable.
4.5 Review the auditor’s independence and objectivity and effectiveness taking
into account relevant UK professional and regulatory requirements.
4.6 Review proposed engagements of the external auditor to supply non-audit
services, taking into account relevant ethical guidance regarding the provision of
non-audit services by the external audit firm.
5. Counter Fraud - The Committee will:
5.1 Appoint an appropriate counter fraud provider, agree the fee and as
appropriate, the termination of the contract.
5.2 Review the annual counter fraud programme and ensure that it is adequately
resourced.
5.3 Receive periodic reports of progress in investigations undertaken and an
annual report of work undertaken.
5.4 Review policies and procedures for all work relating to fraud and anti-bribery
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(including the bribery act).
5.5 Review the arrangements by which staff may raise, in confidence, concerns
about possible improprieties in matters of financial reporting and control, clinical
quality, patient safety or other matters ensuring that arrangements are in place for
the proportionate and independent investigation of such matters.
Programme
Board
Members
Responsibilitie
s:

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

Workplan:

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

Agreed on 21 March 2018
To be reviewed by end March 2019
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Audit & Risk Committee Work Plan
Reports/ Recommendations from Sub Committees & Assurance
Processes:
 Assurance Framework
 Risk Management
 CQC Regulation & Registration
 Information governance
 Sub Committees – Clinical Outcome, Safety & Quality
Committee, Finance, Investment and Performance
Committee, Executive Board
 Chief Executive - process for assurance that supports the
Annual Governance Statement
 Review Freedom to Speak Up process & Report from
Guardian
Compliance with and changes to Standing Orders, SFIs & Scheme of
Delegation & the Financial Control Environment:
 Waivers
 Losses and special payments
 Conflict of interest/ hospitality register (incl Sponsorship)
Policies to be reviewed every three years or as and when
required
 Fit and Proper Persons declarations
 Review of Financial Control
 Terms of Authorisation
 Provider Licence Review
Internal Audit:
 Consider the appointment, audit fee and termination of the
contract
 Performance monitoring
 Strategic plan
 Progress reports & update on recommendations
 Annual internal audit opinion/ report
External Audit:
 Recommend to the Council of Governors the appointment,
reappointment and removal of the external auditor
 Performance Monitoring
 Annual Audit Fee
 Progress and update reports
 Report to those charged with Governance
 Annual Management Letter
 Charitable Fund Reporting
 Review proposed engagements of the external auditor to
supply non-audit services
Financial Reporting:
 Review changes to Accounting Policies
 Review Annual Report & Accounts
 Review Statement of Internal Control
 Acknowledge formal announcements relating to the Trust’s
financial performance
Counter Fraud:
 Consider the appointment, fee and termination of the contract
 Approval of annual work plan
 Progress report including specific investigations
 Annual report
 Review of policies & procedures relating to fraud, anti-bribery
and freedom of speech
Required by Terms of Reference:
 Reporting to the Board and Council of Governors**
 Review of terms of reference
 Private discussion with internal and external audit
 Approval of Audit Committee work plan
 Annual Audit Committee Assessment**
Annual report to the Board

March

May

Sept

Jan



*
*


*

*
*




*
*




*
*


*



*










*


*



*

*

*

*

*

*





*
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*
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*

*

*

*



*


*
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*

*
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*

*
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*

*
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*
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* as and when required.
** Report on assurance/ Annual Audit Committee Report to be produced for AMM / Council of
Governors or next available meeting and the next Board.
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TERMS OF REFERENCE
REMUNERATION AND NOMINATION COMMITTEE
Status:

Sub-committee of the Board of Directors

Chair:

Non-Executive Director

Membership:

Trust Chair
All Non-Executive Directors

In Attendance:

Chief Executive will attend in an advisory capacity but will
withdraw from the meeting during any discussions regarding
his/term terms of condition and remuneration.

Director of Human Resources shall normally be invited to
attend meetings in an advisory capacity.
Other members of staff and external advisers may attend all or
part of a meeting by invitation of the committee chair where
required.
Board Secretary to take the minutes.
Meeting Frequency:

The committee shall meet at least once a year.

Meeting Management:

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

Extent of Delegation:

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

Authority and Chairs
Action:

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

No business shall be transacted at a meeting unless the Chair
or Vice Chair or Senior Independent Director and three NonExecutive Directors are present for the whole meeting.

Accountability:

The Chair of the R&N, along with the Chief Executive and
Director of HR will maintain the link to the FT Board of Directors
providing a report and assurance on the processes undertaken by
the Trust.

Reporting:

The Committee reports to the private Board at least quarterly.
Provide a quarterly report and update to the Audit and Risk
Committee.

Objectives/Role:

Remuneration Role
The Committee shall in respect of remuneration:
Establish and keep under review a remuneration policy for
Executive Directors.
Consult the Chief Executive about proposals relating to the
remuneration of Executive Directors.
In accordance with all relevant laws, regulations and the NHS
Foundation Trust’s policies, determine the terms and
conditions of office of the Executive Directors, including all
aspects of salary and any performance related pay or bonus
and the provision of other benefits (for example, cars,
allowances or payable expenses).
Shall determine the levels of remuneration and terms of
employment for Executive Directors to ensure they are fairly
rewarded for their individual contribution to the NHS
Foundation Trust – having proper regard to the NHS
Foundation Trust’s circumstances and performance and to the
provisions of any national arrangements for such staff. In
determining the level of remuneration ensure that for any
starting salary over £142,500 there is a clear and documented
rationale for the level of salary awarded and that an opinion
from NHS is sought before confirming the appointment.
Use national guidance and market benchmarking analysis in
the annual determination of remuneration of the Executive
Directors.
Approve the arrangements for the termination of employment
of any Executive Director and other contractual terms, having
regard to any national guidance.
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Approve any non-contractual severance payments to all staff.
Ensure that any proposed compromise agreement is justified
and that it is drafted in such a way as not to prevent proper
public scrutiny by NHSI, the Department of Health or external
auditors.
Oversee the performance review arrangements for the
Executive Directors ensuring that each Executive Director
receives an annual appraisal.
To consider and approve any other ad-hoc payments, for
instance Clinical Excellence Awards for Medical and Dental
staff.
Nominations Role
The Committee shall, in respect of nominations:
Regularly review the structure, size and composition (including
the skills, knowledge and experience) required of the
Executive Directors and make recommendations to the Board
with regard to any changes.
Give full consideration to and make plans for succession
planning for Executive Directors taking into account the
challenges and opportunities facing the NHS Foundation Trust
and the skills and expertise needed on the Board in the future.
Be responsible for identifying and nominating for appointment,
candidates to fill posts within its remit as and when they arise.
Be responsible for identifying and nominating a candidate, for
approval by the Council of Governors, to fill the position of
Chief Executive.
Ensure that Executive Directors meet the requirements of the
‘Fit and Proper’ Persons Test.
Before an appointment is made, evaluate the balance of skills,
knowledge and experience on the Board and, in the light of
this evaluation, prepare a description of the role and
capabilities required for a particular appointment. In identifying
suitable candidates, the Committee shall use:

open advertising or the services of external advisers to
facilitate the search;

consider candidates from a wide range of backgrounds;
and consider candidates on merit against objective
criteria.
Consider any matter relating to the continuation in office of any
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Executive Director at any time, including the suspension or
termination of service of an individual as an employee of the
NHS Foundation Trust.
To consider the engagement or involvement of any suitably
qualified third party or advisers to assist with any aspects of its
responsibilities.
Workplan:

Annually
o Executive appraisals
o Terms of Reference Review
o CEA process
o Review of the board skill mix
o Remuneration review
As required
o Recruitment proposals and agreement of appointments

Agreed on April 2018
To be reviewed April 2019
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