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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 25 November 2015
Present:

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

In attendance:

Ms Marion Collict, Director of Transformation and Operations
Ms Philippa Graves, Director of IT
Ms Victoria Parsons, Board Secretary
Mrs Jane Payne, Executive Assistant (minute taker)
Ms Mariane Covington, Head of Communications
5 non Board members, including governors

1.

CHAIRMAN’S WELCOME & NOTE OF APOLOGIES
The Chairman opened the meeting, welcoming governors & members of the public.
With the exception of public & governors, papers would be assumed to have been
read. Questions would be taken at the end of the meeting, other than points of
clarity. Actions would be summarised by the Board Secretary at the end of the
meeting. The audience were reminded that this was a meeting in public, as opposed
to a public meeting. Apologies were noted from Angela Doak, Dr Danielle Freedman
and Ian Allen.

2.

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

3.

MINUTES OF MEETING HELD ON WEDNESDAY 30 SEPTEMBER 2015
The minutes were approved as an accurate record.
Victoria Parsons gave clarification for a ‘Board meeting in public as opposed to a
Public Board meeting’.
Proposed: John Garner

4.

Seconded: Jill Robinson

MATTERS ARISING (ACTION LOG)
There we no actions recorded.

1
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Mark Versallion queried that there was no paper for item 10. Jill Robinson confirmed
that this will be a verbal report.
5.

CHAIRMAN’S REPORT
The Board received the Chairman’s report as follows:
The Chairman thanked the Executive for the enormous amount of work undertaken
to prepare the documentation for the CQC inspection.
Considerable thought has been given with regard to raising charitable funds and it
was formally noted that C Bygrave is leading the establishment of the new Charitable
Funds Committee.
The L&D is very much part of the national discussions with regards to the
transformation agenda.

6.

CHIEF EXECUTIVE’S REPORT
The Board received the Chief Executive’s report. Attention was drawn to:
The Staff Ownership and Engagement Event – the next staff engagement event
(Good, Better, Best) will commence on Tuesday 15 December to review progress
against the quality priorities agreed during our July event and to take the opportunity
to thank staff and volunteers for their ongoing hard work. Attention was drawn to the
appendix giving feedback from the Good, Better, Best (July) event. The Chair
commended the actions undertaken as a result.
Winter Pressures – The CEO highlighted that we have not been able to access the
additional monies for winter funding and therefore the opening of escalation beds
would be at a potential deficit.
Postgraduate Medicine and GMC Visit – The CEO recognised the significant work
and improvements following the initial report and thanked everyone involved.
Agency Cap – The Trust is working with agencies to realise the benefits of the
agency cap which was introduced on Monday 23 November.
Proposed Industrial Action for Junior Doctors – The Board were briefed on the
impact to the hospital if the junior doctor industrial action goes ahead. On the first
proposed date junior doctors will provide only an emergency service, similar to a
weekend service.
Awards – The CEO noted the Community Awards presented to Pam Brown and Cliff
Bygrave, and UCLP Top Teacher Awards presented to Dr Banerjee, Dr Eisenhut, Dr
Hedges and Dr Pillai. In addition, Su Gill has received a certificate as a Top
Administrator.

7.

PERFORMANCE REPORTS
Quality & Performance Report – The Board received the report. The following
points were noted and discussed:
Patricia Reid noted that pressure ulcers have stabilised and the National Tissue
Viability Society are assisting with education to drive further improvement. She
reported that there has been a significant learning from previous serious incidents
and this will continue to be a major focus. In addition, Pat Reid reported that: there
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has been a decrease in medication incidents; we have now had our 6th case of C.Diff
which has reached our contract ceiling, every C.Diff case is reviewed; and hand held
devices are being piloted on 4 wards to measure hand washing compliance.
James Ramsay gave an update on HSMR following the mortality summit held in
October. The review is currently being undertaken. The Chair assured the public
that the Board has participated in a seminar on mortality to gain a better
understanding. Our rolling HSMR for fractured neck of femur is increasing slightly as
the impact of December 2014 and January 2015 remains in the analysis. In terms of
cardiac arrests, he reported that the rate continues to fall and reviews are undertaken
ensure that appropriate monitoring has been instigated. Finally, he updated the
Board on the ‘end of life’ work with UCLH.
Patricia Reid continued to give an update on patient experience, noting that the
friends and family score remains stable. Complaints response rates continue to be
monitored through the Complaints Board. Quality boards have been purchased to be
displayed at the entrance to each ward, identifying current quality performance.
David Carter noted that A&E attendances average 267 a day. In terms of cancer, the
breast symptomatic target is back on track following a breach in Q2. He drew
attention to a new report outlining each cancer standard by tumour site and noted
that it is not expected that Trusts will meet all the targets for all tumour sites although
we meet the standard overall. There has been a significant national change to the
way the 18 week target is measured resulting in the inability to ‘pause the clock’ in
some circumstances such as the patients going on holiday. This has increased the
level of backlog patients, although it is expected we will still meet the Monitor target.
In terms of stroke, we have appointed 2 new stroke consultants and are looking to
improve our stroke services. The diagnostic target has been a challenge due to an
increase in requirements for MRI scans. We have an MRI service running from 7 am
to 8 pm and we have a temporary mobile unit on site to assist with the backlog but
will require to purchase a new scanner longer term.
Finance Report – the Board received the report noting the following:
Andrew Harwood reported that FIP highlighted that we are broadly in line with plan
for a small surplus but in common with most Acute Trusts we have a significant
underlying challenge. Pay costs continue to rise compared to the same period last
year. Agency costs are significant and it is crucial that we deliver our recruitment
plans. FIP focused on 4 key risks: income shortfalls; medical and nursing
overspend; commissioning challenges; and challenges around CQUIN. A £3.8
million fast track action plan has been implemented. Our capital plan is ambitious.
Andrew Harwood noted that FIP have requested an additional unscheduled meeting
in December to further review our trading performance and cash position.
Jill Robinson queried our progress in securing savings on the rates paid for Agency
Staff. Andrew Harwood responded that progress securing reduced rates with
nursing agencies was faster than that with agencies supplying medical staff. We
continue to work collaboratively with other providers (in Beds & Herts) as well as with
Health Trust Europe. It is anticipated that further guidance will be made available to
FTs around Christmas (particularly in relation to the stepped change in rates for
February & April).
Workforce Report – the Board received the report, noting the following:
Jason Rosenblatt reported that recruitment had taken place in India with nurses
expected to arrive in late 2016. In terms of turnover, further information is available
as to why people are joining and leaving the Trust and feedback is given to Divisions
to assist in retaining and attracting staff. Sickness absence continues to be
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monitored. Training and appraisal numbers continue to increase.
The Chairman asked if there is a plan for recruitment in areas with a national
shortage of staff. Jason Rosenblatt responded that a vacancy recruitment group has
been set up to look at hot spot areas including ODPs for the new theatres where
educational monies have been used to develop band 4s. Another area includes
NICU nurses and we are expecting some overseas nurses to arrive in January.
There is also a national shortage of sonographers.
Mark Versallion asked for some further information with regards to agency usage.
8.

EXECUTIVE BOARD REPORT
The CEO gave a brief overview of highlights, addressing questions at the end of the
report:
Deanery issues – Nisha Nathwani updated the Board following the Deanery visit the
previous week, noting positive feedback for medicine. The Deanery have requested
a 6 monthly report rather than monthly. With regard to Obs & Gynae, there are no
issues and a visit is expected in January. A visit is planned for Anaesthetics on
Monday 1 December but no problems are anticipated.
Serious Incident Review – A review of all serious incidents for the year 2014-15
was undertaken focussing on what we have learnt. Feedback will be available at the
December staff ownership week.
HSMR and Mortality Analysis August 2014 – July 2015 – The CEO reiterated that
a review is being undertaken looking at the deaths that have occurred and any
clinical issues that may have arisen as a result. The report will be available at the
next Board meeting. None of the other clinical indicators suggest that there is a
concern. Alison Clarke noted that the Mortality Board are monitoring this closely.
High Dependency Unit Update – We are proposing to reduce the number of HDU
beds in order to improve patient experience.
Nursing and Midwifery Staffing – The CEO gave a brief update to the Board on the
work that is taking place nationally in relation to nursing establishments.
Management of CQUIN – The Trust is having a dialogue with the CCG to resolve
issues arising from the first two quarters of this year’s CQUIN.
Estates and Facilities – The Trust’s new partnership with an external facilities
provider has commenced with the introduction of the new patient catering solution
going live on 1st November 2015 and the management of domestics and
housekeepers on 8th November 2015. There are some early concerns relating to
cleaning that are being discussed with the provider.
Information Governance – There has been an increase in the number of Subject
Access Requests (SAR) and Access to Health Records requests (AHRR) which has
caused difficulties in meeting the 21 day deadline in some cases. However,
performance remains good.

9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE REPORTS
The Board received the report which was taken as read.
Alison Clarke highlighted that the two key issues for COSQ are mortality and
integrated clinical governance.
Poor attendance by clinicians at the NICE
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implementation group has raised concern and Dr Freedman has taken action to
ensure that clinicians are giving this group higher priority. Assurance was given that
all NICE guidance being implemented is appropriate and the relevant guidance is
being followed.
10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORT
The Board received the report, and discussion was as per item 7.

11.

CHARITABLE FUNDS COMMITTEE REPORT
The Board noted the report.

12.

HOSPITAL RE-DEVELOPMENT COMMITTEE REPORT
The Board noted the report, with attention drawn to the following:
The Orthopaedic Centre has now opened at the Edwin Lobo Centre.
The Planning Application is expected to be determined at the Planning Committee
meeting on 2 December. The Board noted the traffic management proposals.

13.

RISK REGISTER
Victoria Parsons reported Board level risks, and gave assurance of the governance
controls.
Victoria Parsons noted that there was one new Board level risk relating to HSMR.
FIP approved the increased risk relating to liquidity in terms of cash.

14.

BOARD SECRETARY REPORT
The Board noted the report from the Board Secretary.
Victoria Parsons reported that the Trust Seal was used for the signing of the
Facilities Management Contract with Cofely Ltd on 6 November 2015.
ANY OTHER BUSINESS
No further business was raised.
QUESTIONS/COMMENTS FROM NON BOARD MEMBERS
1. Agency nurses – could there be an incentive for nurses to work on the Nurse
Bank? Patricia Reid responded that we could not meet the rate that nurses are
receiving from agencies. However, we endeavour to ensure that our bank staff
have equal access to training. An incentive scheme has also been developed
with a lottery based on numbers of bank shifts worked and we are looking at
other schemes currently being used in other organisations.
2. Recruitment of nurses – Jason Rosenblatt reported that international recruitment
will be on the agenda for the next 18 months. Patricia Reid is doing a lot of work
with the university across Beds and Herts. 70% of students qualify and 50% of
those stay with the local Trust. The challenge is for the local population to train at
the University of Bedfordshire. It was confirmed that exit interviews give
reassurance that staff are leaving due to geographical reasons. Vimal Tiwari –
NHS has always been very dependent on immigrants for staffing.

5
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SUMMARY OF ACTIONS
To be made available after the meeting.
15.

VP

DETAILS OF THE NEXT SCHEDULED MEETING:
Wednesday 3 February 2016, 10.00am, COMET Lecture Hall

16.

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

These minutes may be subject to disclosure under the Freedom of Information Act 2000,
subject to the specified exemptions, including the Data Protection Act 1998 and Caldicott
Guardian principles
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LUTON AND DUNSTABLE HOSPITAL NHS FOUNDATION TRUST
CHIEF EXECUTIVE’S REPORT
FEBRUARY 2016

1.

STAFF OWNERSHIP AND ENGAGEMENT EVENT

Our staff ownership and engagement event ‘Good, Better, Best’ took place over 5 days
in December. Approximately 75% of staff participated in sessions, reviewing progress
on the quality priorities agreed during the July event and identifying the strengths and
weaknesses in their clinical areas to inform future priorities, the event importantly,
provided us with an opportunity to thank our staff and volunteers for their excellent work.

2.

MORTALITY REVIEW REPORT

As discussed in previous meetings, an extensive amount of work has taken place
following our Mortality Summit to review and understand mortality trends across our
clinical services. This work now forms a draft report which will form the basis of a
workshop with Dr Bill Kirkup on Friday 26 February. Dr Kirkup will review the work that
we have done in relation to our HSMR concerns during 2015 and recommend any
further actions that we should take. As discussed in the Quality Report, whilst our 12
months rolling HSMR remains statistically high, the monthly trend has seen 5
consecutive months of improvement within expected ranges. It is however, likely that
the 12 month figure will remain elevated until the months with high values in early 2015
fall out of the indicator.

3.

HIGH DEPENDENCY UNIT UPDATE

The weekly team meeting led by Dr Harrison, Deputy Clinical Director, has continued to
make good progress and the mapping for patients into and out of HDU is now complete.
We have proceeded with a reconfiguration of the beds in HDU, and have established a
new medical model of care. A peer review from the network lead clinician is scheduled
for 2nd February 2016. The proposal to implement an integrated HDU-outreach service
has been approved and it is expected this will be in place from 1st April 2016.

1
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4.

CQC INSPECTION

Our CQC Inspection commenced on 19 January and in ongoing. Inspectors have
expressed their gratitude for the work staff have done throughout the organisation in
preparing for and facilitating their visit. They have indicated to us that they expect to
provide us with a draft report at the end of March.

5.

MONITOR Q2 2015/16

Appended to this report is the Monitor Q2 Letter detailing their analysis of the Trust’s Q2
Performance. The analysis shows the Trust has a Financial Sustainability Risk Rating
of 4 and a green rating for Governance.

6.

LORD CARTER PRODUCTIVITY RECOMMENDATIONS

The Preliminary recommendations from Lord Carter’s review into
productivity will be published at the end of this month or early February.

operational

In a letter sent from Lord Carter to the Secretary of State, he re-emphasises that the
NHS will be able to generate £5bn of efficiency savings by the end of the parliament,
but only with:
a.

A single reporting framework for all trusts based on benchmarked best practice,
which in turn will also reduce and rationalise the data reporting burden currently
placed on providers by commissioners and regulators
b. Support for addressing delayed transfers for care, which is leading to sub-optimal
use of clinical resources
c. National support and coverage to help providers unlock the productivity
improvements linked to redesigning clinical services, to enable rapid adoption and
implementation by providers of the review’s recommendations
d. Substantial improvements in workforce productivity. A 1% improvement in
workforce productivity could represent around £400m in savings.

7.

NHS PLANNING GUIDANCE 2016/17

On 22 December we received joint planning guidance issued to commissioners and
providers for 2016/17 annual planning round. The key features include:



A requirement to produce place-based five year sustainability and transformation
plans as well as one year organisation-based operational plans
A set of national policy “must dos”
2
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Initial details of the allocations and business rules that will operate in 2016/17
A planning timetable for 2016/17 planning round

The implications of the planning guidance for the L&D are being assessed and will be
built into the Trust’s own planning framework. However, a significant level of guidance
and information is yet to be published. More information is appended to this report.

8.

QUALITY & FINANCE (CQC/MONITOR JOINT LETTER)

A joint letter (appended to this report) from Jim Mackey and Professor Sir Mike Richards
to all trust boards, asking them to consider quality and finances on equal footing in their
planning decisions was received on 15th January 2016.
This letter highlights that in due course Monitor, together with CQC and NHS England,
will be publishing revised National Quality Board staffing guidance and a new metric
looking at care hours per patient day, as part of CQC’s new assessment on the use of
resources. We expect further details on this will be published in the coming months.

9.

NHS SUSTAINABILITY AND TRANSFORMATION FUND

As announced in the recent Spending Review, the government has committed to
provide an additional £8.4 billion real-terms funding for the NHS by 2020/21. The
increase in funding available for 2016/17 totals £3.8 billion in real terms, a £5.4 billion
cash increase.
It includes a £1.8 billion Sustainability and Transformation Fund (S&T Fund) for the
provider sector in 2016/17, to be targeted primarily at providers of emergency care. This
is a good settlement for the NHS in times of public spending constraint when the
majority of government departments are facing real-term funding reductions.
However, this settlement is dependent on the NHS provider sector delivering a deficit of
not more than £1.8 billion in 2015/16 and breaking even in 2016/17 after application of
the fund.

10.

NEW FRAMEWORK ARRANGEMENTS TO TACKLE AGENCY COSTS AND
SUPORT STAFF BACK INTO SUBSTANTIVE AND BANK ROLES

It is eight weeks since Monitor and TDA introduced price caps for agency staff, to
complement the other agency rules. The price caps are having a positive effect, and a
large majority of trusts report that the price caps are helpful.

3
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However, in recent correspondence NHS Improvement (NHSI) have identified we all
have much more to do to reduce spending further and ensure that workers move back
in large numbers to substantive and bank roles.
NHSI have confirmed that the NHS will reduce the price caps on 1 February, as
previously proposed. This will significantly reduce maximum rates for doctors and
nurses and help providers achieve further savings. NHSI acknowledge that this will
present a significant challenge to the sector and trusts will need to work together.
NHSI will also require all agency procurement – for doctors, nurses and all other staff
groups – to be via approved frameworks. These frameworks will embed agency worker
pay rates in line with standard NHS terms and conditions.
NHSI expectations are that:
1. Trusts procure only through approved frameworks to doctors and other staff, as well
as nurses. This will take effect from 1 April 2016. NHSI will only approve frameworks
that commit to the further steps below.
2. Framework suppliers will have to renegotiate with agencies or retender to ensure that
all their prices are at or below the rates set by NHSI. This process will take several
months to conclude (beyond 1 April). In the meantime, all approved framework
owners must strongly support the price caps.
3. At the appropriate point, NHSI will change the way the price caps are expressed so
that NHSI defines the amount that the worker receives – at a level equivalent to
standard NHS terms and conditions.
4. Frameworks will embed a requirement that agencies conform to the pay rates set by
NHSI. Agencies will bid to be on-framework on the basis of their agency fee, which
will then be fixed, and in compliance with NHS terms.
5. NHSI intend to take steps to eliminate the practice of agency workers using personal
services companies to avoid taxes.
Compliance
NHSI reiterate that it is fundamental that all trusts fully comply with these agency rules
and have in place the necessary processes and governance. NHSI identify that
overrides can only be made where essential - for patient safety reasons - and that all
trusts are expected to work with their commissioners to agree plans for services in the
event of staffing issues.

11.

INDUSTRIAL ACTION BY JUNIOR DOCTORS

On the 12th Jan the BMA junior doctors took part in a planned 24 hour industrial action,
providing emergency care only. This action was against the government’s proposal to
4
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introduce a new junior doctor contract. During this time the Trust managed to continue
to provide a high level of patient care with minimal disruption to planned elective care.
Further strike dates were scheduled for the 26-28 Jan and 10th Feb. However, following
talks between ACAS, the BMA and NHS Employers, the BMA junior doctors' committee
made the decision to suspend the 48 hour strike.
At present talks in relation to the new contract continue and whilst it is hoped that the
proposed industrial action scheduled for the 10th February will be averted at this stage
this cannot be ruled out.

5
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1 December 2015
Mrs Pauline Philip
Chief Executive
Luton and Dunstable University Hospital NHS
Foundation Trust
Lewsey Road
Luton
Bedfordshire
LU4 0DZ

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

Dear Pauline
Q2 2015/16 monitoring of NHS foundation trusts
Our analysis of your Q2 submissions is now complete. Based on this work, the Trust’s
current ratings are:



Financial sustainability risk rating:
Governance rating:

4
Green

These ratings will be published on Monitor’s website later in December.
The Trust has been assigned a ‘Green’ governance rating but has failed the 2 week
symptomatic breast cancer referral target at Q2. We note that the Trust did inform Monitor,
prior to Q2, that this target had not been met as a result of an unplanned increase in
referrals, following the closure of these services at Milton Keynes NHS Foundation Trust.
The Trust’s overall FSRR score is 4 but we also note that the Trust’s Q2 reported position is
underpinned by a £4m one-off accounting gain and that the Trust has reported an
underlying deficit position of c. £4.5m YTD at Q2.
In addition to the current trading risks from lower than planned clinical income and premium
cost pressures, we are also aware of the forecast declining cash position, of c. £0.7m by
financial year end. As a result of these emerging financial risks, we would like to hold a
further update call with the Director of Finance prior to the Q3 submission.
A report on the FT sector aggregate performance from Q2 2015/16 is now available on our
website1 which I hope you will find of interest. We have also issued a press release2 setting
out a summary of the key findings across the FT sector from the Q2 monitoring cycle.

1
2

https://www.gov.uk/government/publications/nhs-providers-quarterly-performance-report-quarter-2-201516
https://www.gov.uk/government/news/challenging-environment-for-nhs-providers
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If you have any queries relating to the above, please contact me by telephone on 0203 747
0181 or by email (John.Plumer@Monitor.gov.uk).
Yours sincerely

John Plumer
Senior Regional Manager
cc:

Mr Simon Linnett, Chair,
Mr Andrew Harwood, Finance Director
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Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21
1.

2.

Introduction
1.1

Joint NHS planning guidance was issued to commissioners and providers on
22 December 2015. The guidance builds on the objectives of the Spending
Review which were to implement the Five Year Forward View, restore and
maintain financial balance and deliver core access and quality standards for
patients.

1.2

This paper summarises the key features of this initial guidance.

Format of plans
2.1

For 2016/17 the NHS is being required to produce two separate but
connected plans:
.
 A five year sustainability and transformation plan (STP), place-based
and driving the Five Year Forward View


2.2
3.

A one year operational plan for 2016/17, organisation-based but
consistent with the emerging STP

An early task for healthcare systems is to define the footprint for the STP.

National requirements
3.1

Local operational plans will need to map out progress on achieving the
national policy on the development of seven day services.

3.2

In addition, the planning guidance outlines nine “must dos” for 2016/17 for
every local system:
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Develop a high quality and agreed STP consistent with the Five Year
Forward View



Return the system to aggregate financial balance



Develop a plan to address the sustainability and quality of general
practice



Get back on track with access standards for A&E and ambulance
waits



Maintain improved performance against the referral to treatment target
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3.3

3.4
4.



Deliver the 62 day cancer waiting standard and make progress in
improving one year survival rates



Achieve and maintain the two new mental health access standards
and continue to meet the dementia diagnosis target



Deliver actions to transform care for people with learning disabilities



Develop and implement an affordable plan to make improvements in
quality and participate in the annual publication of avoidable mortality
rates

The operational plans for 2016/17 must therefore be able to demonstrate:


How they intend to reconcile finance with activity (and where a deficit
exists, to set out clear plans to return to balance)



The planned contribution to efficiency savings



The plans to deliver the key “must dos”



How quality and safety will be maintained and improved for patients



How risks across the local health economy plans have been jointly
identified and mitigated through an agreed contingency plan



How they link with and support emerging STPs

The 2016/17 operational plan should be regarded as year one of the five year
STP.

Allocations and business rules
4.1

The guidance state that overall primary medical care-spend will rise by 4% to
5% each year. Specialised services funding will rise by 7% in 2016/17, with
growth of at least 4.5% in each subsequent year.

4.2

For 2016/17, CCG allocations will rise by an average of 3.4% with no CCG
more than 5% below its target funding level. Locally our CCG’s have
received substantial increases.

4.3

£1.8b of income from the 2016/17 Sustainability and Transformation Fund will
replace direct Department of Health funding. The distribution of this funding
will be calculated on a trust by trust basis by NHS improvement and then
agreed with NHS England.

4.4

The consultation on the tariff proposes a 2% efficiency deflator and 3.1%
inflation uplift for 2016/17.

4.5

The guidance states that to support system stability the NHS will remain on a
HRG4 for a further year and that there will be no changes to specialise top
ups in 2016/17. The specialised service risk share (i.e. the marginal tariff for
specialised services) is also being suspended tor 2016/17.
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5.

Timetable
5.1

The proposed planning timetable for 2016/17, as set out in the guidance, is
outline below.

Timetable
Publish planning guidance
Publish 2016/17 indicative prices
Issue commissioner allocations and technical annexes to
planning guidance
Launch consultation on standard contract, announce CQUIN and
Quality Premium
Issue further process guidance on STPs
Localities to submit proposals for STP footprints and volunteers
for mental health and small DGHs trials
First submission of full draft 16/17 Operational Plans
National Tariff S118 consultation
Publish National Tariff
Board of providers and commissioners approve budgets and final
plans
National Deadline for signing of contracts
Submission of final 16/17 Operational Plans, aligned with
contracts
Submission of full STPs
Assessment and Review of STPs
6.

Date
22 December 2015
By 22 December 2015
Early January 2016
January 2016
January 2016
By 29 January 2016
8 February 2016
January/February 2016
March 2016
By 31 March 2016
31 March 2016
11 April 2016
End June 2016
End July 2016

Conclusion
6.1
The implications of the planning guidance for the L&D are being assessed
and will be built into the planning and commissioning framework for 2016/17.
However, it should be noted that there are a significant level of detailed guidance that
is still awaited and that is required before the Trust can, for example, finalise its own
operational plans, contract offers and budgets.
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NHS Improvement
(Monitor and the NHS Trust
Development Authority)

15 January 2016
Letter to:

Wellington House
133-155 Waterloo Road
London
SE1 8UG
020 3747 0000

CEOs Trusts and Foundation Trusts
Finance Directors Trusts and Foundation Trusts
Medical Directors Trusts and Foundation Trusts
Directors of Nursing Trusts and Foundation Trusts

Dear Colleague,
We are all aware that the NHS, and providers specifically, have been under great
pressure as we seek to improve quality outcomes for patients within the financial
resources available. However, the size of this year’s provider sector deficit makes it
clear that, collectively, we need to focus more on financial rigour as one of the routes
to excellent quality.
We recognise that both our organisations – NHS Improvement and the CQC – have
an important role in enabling every trust to deliver that balance. We also recognise
that how we do our work, the signals we send and how we work together, are an
important influence on whether you can deliver that balance or not.
We have therefore been discussing between ourselves, and with senior provider
colleagues, what more we can do to help and support you and we wanted to share
the early outcomes of that work. ‘Early outcomes’ because, at this point, this is a
strategic statement of intent and we want you to tell us what we have to do differently
to secure the right finance/quality balance that we all need.
Success is delivering the right quality outcomes within the resources available
We want to start off by being clear that, from our perspective, quality and financial
objectives cannot trump one another. We know that, in the past, there was a
perception that delivering financial targets was more important than delivering the
right quality outcomes; and that, more recently, improving quality was more
important than staying in financial surplus.
We want to clearly and unequivocally state, with the full support of our other arms’
length body colleagues, that your task as provider leaders is to deliver the right
quality outcomes within the resources available.
That is how we will both measure success and that is how the NHS Improvement
regulatory framework and the CQC inspection regime will be framed going forward.
Some changes will be needed to make this happen in exactly the way we now want.
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We will involve you in how we make those changes – for example through the
consultations that we will shortly be launching on the CQC’s future strategy and a
single new NHS Improvement regulatory framework for providers.
CQC and NHS Improvement working together on a single national framework
We recognise that it is particularly important that you get a single clear, consistent
message from both of us on this issue. There has been a perception in the past that
our organisations have had greater focuses on different sides of the quality/finance
balance, potentially creating unhelpful mixed messages.
So, we will jointly design the approach the CQC will use to assess trusts’ use of
resources. We are also looking at how the CQC can use the financial data NHS
Improvement holds and use the expertise of NHS Improvement staff in reaching its
judgements on use of resources. Similarly, as NHS Improvement develops its view
of the role of quality in the new, single, provider regulatory framework, we will do this
jointly with the CQC and NHS England. We will also be sharing revised National
Quality Board staffing guidance and a new metric looking at care hours per patient
day that we will both use in looking at how trusts manage staffing resources.
In practical terms, we want regulators and commissioners to rely on each other’s
work, rather than duplicating effort, and we want to create a single unified framework
with a single way of measuring success that we all use. We want this to bring greater
clarity and consistency and reduce the regulatory burden, as you have asked for.
NHS Improvement and CQC working together on turnarounds
One of NHS Improvement’s early priorities will be to work with organisations with
large deficits to help them return to surplus. There is an incorrect assumption that
this can only be done at the expense of quality. So we will, again, be working
together closely so that we can all be sure that, even in the trusts facing some of the
biggest financial challenges, it is possible to balance finance and quality.
We hope this gives you a clear statement of our joint intent – success is delivering
the right quality outcomes within the resources available – and how we want to
translate that intent into the way we work in future. Please provide us with any
comments you have on this letter and tell us what more we can do – our email
addresses are below. It would help if you used “JOINT NHSI/CQC LETTER” as the
subject of any email you send us.

Jim Mackey
Chief Executive
NHS Improvement
Jim.Mackey@monitor.gov.uk
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Professor Sir Mike Richards
Chief Inspector of Hospitals
Care Quality Commission
Mike.Richards@cqc.org.uk
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3. Angela Doak, Director of Human
Resources
As above

Lead Director

Paper Author

Category of Paper

Tick

To action
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To ratify

Indicate the impact of the paper:
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History of
Committee
Reporting and Date

Links to Strategic
Board Objectives

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

Patient Experience

Equality

Clinical

Governance

Executive Board 26 January 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Implement our New Strategic Plan
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
CQC
Internal Audit
HSE
External Auditors
620 – CIP Targets
903 – Integrated care
638 – Medical Agency
944 - Non-Achievement of Financial
Target

994 – C Diff target 2015/16
650 – Bed pressures
669 – Appraisal
785 – ED Ambulance Target
948 - Surgery Financial Position

PURPOSE OF THE PAPER/REPORT
To give an overview of the quality, activity, compliance and workforce performance of the Trust.
To provide a summary of the financial performance of the Trust
SUMMARY/CURRENT ISSUES AND ACTION
The report gives an update on:
1. Quality & Performance
2. Finance
3. Workforce
ACTION REQUIRED
To note the content of the reports.
Public Meeting
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Private Meeting

Page1of1
OverallPage25of141

Quality & Performance Report
November / December 2015 data
Medical Directors
Chief Nurse
Managing Director
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Pressure
Pressure
Ulcers
Ulcers

Patient Safety Thermometer

Safety Thermometer

7.1QualityPerformanceRepor

Safe

Effective

Caring

Responsive

Harm Free Care (corporate objective 2 and quality priority 1)
The Trust continues to achieve a high percentage of harm free care
(99.09% in November and 98.04% in December).
Pressure Ulcers (corporate objective 2 and quality priority 1)
During November and December the incidence of hospital acquired
pressure ulcers reduced.
Of the 12 pressure ulcers, 10 were category 2 and 2 were category 3.
Both grade 3 pressure ulcers were unavoidable. Focussed
management of the deteriorating ulcer, has seen a 65% reduction in
grade 3 pressure ulcers over the last 2 years.
Of the 10 category 2 pressure ulcers, 50% were unavoidable. Of the
avoidable ulcers, 3 were on patient ears. It was identified through
the Root Cause Analysis that oxygen masks without foam protectors
had been purchased and used. The Tissue Viability team have
worked with procurement to ensure appropriate purchase and with
clinical areas to ensure the practice of using appropriate oxygen
masks is embedded. Additional themes from the other 2 avoidable
pressure ulcers related to failure to care plan in a timely way with
the immediate use of dynamic mattresses.
Following a 6 month pilot of the new RCA tool, the Governance and
risk department are supporting a review of the process. This will
include the development of a ‘Harms Root Cause Analysis Scrutiny
panel’.
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Safety Thermometer

Safe

Effective

Caring
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Falls

Patient Falls (incidence):
November: There were 77 inpatient falls in November, which is
a 16% decrease from October figures.
A patient sustained a subarachnoid haemorrhage following a fall
and died 10 days later. This is undergoing serious incident RCA
investigation. The MDT team for the ward, along with Falls,
Continence and Dementia CNSs have set up a focus group to
review trends and themes around falls incidents. Weekly
education sessions from the CNSs will also target all staff
members on the ward to raise awareness of the issues
identified and actions to improve practice.
December: There were 76 inpatient falls in December, including
one serious harm fall. A patient fell and sustained a #NoF. The
patient has since had surgery and is undergoing rehabilitation
on Ward 23. A review of the incident is in progress.
Work continues on action planning following the Royal College
of Physicians Inpatient Falls Audit report. Dissemination of the
report findings across the divisions is in progress to raise
awareness of the key indicators that need improvement.
The year on year reduction in the number of actual falls has
continued over 2015. There has been a 6% reduction this year
(920 to 862) and 25% since 2012.
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Catheter Acquired UTI

Safety Thermometer

Safe

Effective

Caring

Responsive

Use of Urinary Catheters:
Prevalence
In November there was a slight increase in the use of urinary catheters of
0.24% and December saw a further increase of 2.24% due to higher patient
activity and acuity.
In November there were higher numbers of catheters in surgery due to the
increase in medical patients being cared for within the Division. The main
reasons for catheter insertion was for the management of urinary retention
and to ensure accurate fluid balance.
The Continence Clinical Nurse Specialist has validated that use was
appropriate. The Continence Clinical Nurse Specialist continues to ensure that
wards of high usage have robust systems for evaluating the need for the
catheters on a daily basis.

VTE

Venous Thrombo – Embolism (VTE) Risk Assessment:
The VTE compliance with the risk assessment target has remained above 95%
for September to December, and continues on an upward trend. Feedback to
wards about their compliance is managed through the Divisional Directors and
their governance process which informs the consultants about their team
performance and provides daily feedback to the wards by the compliance
assistants.
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Additional plans for improvement include:
•Introduction of a module for VTE risk assessment and prophylaxis provision in
electronic Prescribing and Medicines Administration (ePMA) system, as soon as
practical.
•Introduction of a prompt on the post-take ward round to remind the teams to
complete risk assessment and prescribe prophylaxis if not already done.
•Introduction of the use of ‘pharmacy friend’ (ePMA programme) by pharmacy
and clinical staff. This pharmacy system can be used to identify which patients
have had prophylaxis prescribed, and which have not. Doctors caring for those
patients who have not had prophylaxis prescribed will then be prompted to
review prophylaxis provision if indicated.
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Never events , serious incidents and clinical incidents

Incidents

Safe

Serious Incident Investigations
Incidents identified and reported in the following months are under
investigation:
November:
1.Unexpected death - possible missed diagnosis of spinal fracture
2.Unexpected death – possible missed diagnosis of cardiac pathology
December:
1.Unexpected death following fall with head injury
2.Missed opportunity to diagnose lung cancer in 2011
NEVER EVENT:
A never event occurred on 31st December, resulting in a patient
undergoing a procedure intended for a different patient. The patient
came to no harm and went on to receive her correct treatment
We continue to share learning from Serious Incidents through the
publication of patient safety newsletters. The SI policy has been
reviewed awaiting approval at PAG in early February. Weekly SI
updates are sent out to better support the tracking and progress of SI
investigation and reports.
8 incidents with open action plans are currently being managed
through divisional governance processes.
31 incidents await comment or closure by LCCG – as at 15/1/16
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Effective

Caring

Responsive

Number of Serious Incidents declared against number of severe
harm / death incidents reported January to December 2015
A look back exercise has been undertaken by the Risk and
Governance Team as part of our governance process. The review
identified variation in practice with a number of incidents
incorrectly graded as resulting in severe harm when the outcome
was either not as a result of an act or omission of care by the Trust
or had been incorrectly graded. This is an educational gap with
some areas in the Trust which needs to improve. To ensure that
accurate data is uploaded to the NRLS henceforth, clinical
oversight of the incident review, approval and uploading process
has been strengthened as a priority for the Trust.
With effect from 1 January 2016, the Risk and Governance
department have aligned the levels of harm in Datix with national
definitions recommended by NHS England. Going forward, the
Risk and Governance department will be ensuring incidents
undergo the necessary level of investigation and internal scrutiny
to ensure all data uploaded to the national database and reported
internally is accurate. This will be monitored on a monthly basis
and reported to COB.
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Cleanliness and Hand Hygiene

MRSA and C.Difficile

Infection Control
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Safe

Effective

Caring

Responsive

C.Diff: The 10th case of C.Diff (hospital acquired case) was
reported in December. Learning from the RCAs has been
shared with the Ward Sisters and at the Nursing and
Midwifery Board with particular emphasis on on-time stool
sample collection. Statutory training has also been updated
to highlight possible barriers to compliance. The Board
should note that all cases were different strains with no
evidence of spread and that our C.Diff performance
continues to improve year on year.

Introduction of Sporicidal wipes – In order to remove
possible barriers to compliance with cleaning and
disinfection of commodes and beds, a planned change over
to sporicidal wipes was successfully piloted in DME with
positive feedback from staff. The wipes are effective, quick
and easy to use as they just need to be made wet to
activate. These will be rolled out to the rest of the hospital
in early February with training provided by the company.
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Mortality

Safe

Effective

Caring

Responsive

HSMR/SHMI

The latest SHMI covering the year up to 30 June 2015 rose from 1.03 to 1.07 but remains within the “expected” range. The latest HSMR for
October 2015 was 100.86 almost exactly the national average and the rolling 12-month HSMR fell slightly to 111.98.

Note the change in scale for the later months of this graph, to give greater clarity on recent data

12 Month Rolling HSMR is still statistically high, but the monthly trend
has seen 5 consecutive months of improvement within expected ranges.
It is likely that the 12-month HSMR will remain elevated until the
particularly high values seen in January, April and May 2015 fall out of
the indicator. Actual crude mortality for the calendar year 2015 has
continued to fall.
The Trust Mortality Board is overseeing an action plan and has
completed detailed case reviews of areas of concern, initiated ongoing
reviews of all deaths, and has arranged for an external review of our
response to the elevated period earlier in 2015. To date no major
clinical issue has been identified, although a series of small changes have
been implemented to improve the overall quality of care patients
receive.
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Cardiac Arrest Rate

Safe

Effective

Caring

Responsive

Cardiac Arrest Rate

November/December: The average cardiac arrest rate in
the last 6 months is 0.93 which compares to the cardiac
arrest rate of 1.52 in the same period last year.
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The Resuscitation team continue to carry out RCAs of
cardiac arrests. The reviews continue to highlight some
practice issues. Recent focus has been on:
•To ensure that patients, especially those that are
deteriorating, have appropriate ceilings of care set. This will
include the provision of training for senior staff in having
difficult conversations around DNACPR. The Resuscitation
Committee continue to work with UCL Hospital who are
working with key clinicians in our Trust and are planning to
do a presentation at the Grand Round in January which will
focus on ‘Education of DNACPR’.
•To ensure that when a patient is showing signs of
deterioration that the medical escalation protocol is always
followed in a timely manner. Posters have been distributed
to the wards to remind staff regarding the escalation
protocol.
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Friends and Family

Patient Experience

Safe

Effective

Caring

Responsive

Friends and family test (FFT) scores are published monthly by NHS England a month in arrears (quarterly for outpatients). The percentages shown
in the charts above relate to patients who would recommend the service to friends and family if they needed similar care or treatment.
Inpatient Friends and Family Score
Since April 2015 the percentage recommend scores for
inpatients has included Day Cases and Paediatric Wards.
The FFT recommend score for inpatients increased from
93% in October to 95% in November. This score was
slightly below the national average inpatient
recommend score of 96% in November. December’s
national data will be published in February 2016.
The response rates for inpatients decreased slightly to
18.9%. This is below the national average response rate
of 25.1%.

Outpatients Friends and Family
Score
Outpatient recommend scores are
now published monthly. The Trust
recommend score decreased from
98% in October to 95% in both
November and December. The
national average recommend score
for Outpatients in November was
95%.

Maternity Friends and Family Score
Maternity Question 2 experience in labour recommend score
decreased from 100% in October to 95% in December. There has been
a decrease in response rate from 21.2% in October to 8.8% in
December.
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A&E Friends and Family Score
Since April 2015 the A&E FFT score has
included Paediatric Emergencies. The
A&E recommend scores decreased to 95%
in November and 91% in December. A&E
performance remains above the national
average (87%).
Response rates for A&E have decreased
further to 3.4% in December. The
national average for A&E response rate in
November was 13.1%.

Improving our response rates
A&E will be initiating a text messaging service to patients following
their discharge to gain feedback from the FFT question. Further
work is planned to implement electronic feedback from wards.
Page9of18
OverallPage34of1419

Patient Experience
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Complaints

Formal Complaints
A snapshot of the total number of formal complaints received at the
Trust, for the period 1 January 2015 to 31 December 2015, indicates
Medicine Division are in receipt of a higher number of formal
complaints as against other divisions.

Overdue complaints
The Surgical Division and Women and Children Division have a
number of complaints that are responded to outside of the
Trust’s target date of 35 working days. It is envisaged that
performance will improve as the Surgical Division has now
recruited further support in assisting the team.

The pie chart above indicates that the medical care provided to a

7.1QualityPerformanceRepor
service user is the most complained about subject.
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Safe

As part of our Nursing and Midwifery Assurance Framework process, this
reporting period has focussed on our weekly ‘Back to the Floor Friday’
initiative. Senior nurses at Band 7 and above, student nurses and Clinical
Nurse Specialists dedicate a designated period of time to review and
monitor quality standards using both a self and peer assessment approach
across the organisation. Audits undertaken have been across a variety of
themes but utilise the various CQC key lines of enquiry.
1. Is it safe?
2. Is it effective?
3. Is it caring?
4. Is it responsive to peoples needs
5. Is it well led?
Each week a particular theme has been selected including:
•Ensuring Medication safety
•Bedhead and Oxygen safety
•Induction and support to temporary nursing staff
•Completeness of nursing documentation
•Observation of meal times
Immediate feedback is provided to areas where action plans are devised
and actions taken if required to rectify any shortcomings.

In addition, Trustwide audits have been undertaken on ‘The provision of
Respect and Dignity within the Trust’ and ‘Adherence to Protected
mealtimes’.
The Respect and Dignity audit demonstrated an
overwhelmingly positive response, informal discussions with our patients
showed that our staff worked hard to ensure that the patients are cared for
in an environment to meet their needs. It has highlighted that in some
areas we need to enhance the provision of quiet areas in order to discuss
care with our patients and their significant others. We recognise that this
will be addressed as part of our redevelopment programme. The Protected
Mealtime Audit demonstrated overwhelmingly (94%) that our patients are
offered support and encouragement with eating and that staff were aware
of the Protected Mealtime Policy. However, sharing the principles of
protected mealtimes to others such as visitors needed improvement.
7.1QualityPerformanceRepor
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Risk Register

CQC Self Assessment

CQC

Caring

Responsive

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

Page11of18
OverallPage36of141
11

Effective

Caring

Responsive

A&E

National Targets

Safe

The Trust has continued to perform well against the 4-hour ED target.
The continuing high level of admissions and the challenge of medically fit patients remaining in hospital has resulted in the high level of
escalation bed usage.
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Cancer

National Targets

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

National Targets

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

National Targets

Safe

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

National Targets

The Trust and the CCG have established a Stroke Forum to improve overall performance and number of meetings have been held. The
Trust has established its internal task and finish group with support from an external independent advisor. An action plan is in place and
a series of actions are in hand, including validation of the data, appointment of two new consultants, increased speech and language
therapy with the intention of improved performance in Quarter 4.

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

National Targets

The Trust is compliant with the diagnostic target and has developed an MRI action plan to ensure continued consistent performance in this
challenged modality.
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Monitor Dashboard

Monitor Compliance

Note: MRSA is below the de minimus level.
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BOARD PRESENTATION
MONTH 9
2015/16
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Summary Financial Position
Story: Reported surplus £0.02m, underlying deficit c£5m
• Trust planned deficit to M9 (£0.2m)
• Trust actual surplus to M9 (£0.02m)
• Clinical income behind plan (£0.4m)
• Part offset by unplanned income £0.2m
• Easter / Winter monies £0.5m
• Training Income £0.6m
• Research Income £0.3m
• Pay overspent (£4.4m)
• Nurses (£1.4m deteriorated £0.2m in M9)
• Doctor (£3.1m deteriorated £0.2m in M9)
• Non-Pay overspend drivers (outsourcing –
transfer from Pay £0.7m, equipment <£5k
£0.7m)
• Non-recurrent (balance sheet) £4.9m
• Change in accounting treatment of expenditure
previously shown as revenue £0.3m gain
• Non-operational – Depreciation behind plan
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Run Rate I&E vs Plan
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Divisional Performance

Story: Medicine well adrift of plan, Surgery and W&C
also significantly behind

• Divisions lost £0.5m in month against a deficit plan of £1.0m
• Cumulative Divisional loss of £4.9m before recurrent measures
• Medicine currently furthest adrift from plan & slipped further in Month 9. YTD loss of £7.8m.
• Surgery £0.5m adrift from plan, but exceeded plan in M9
• Operational Services now £0.6m from plan and deteriorating
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Bank & Agency Spend

• Agency spend reflecting operational pressures, nursing & medics agency main
contributor, Trust facing a real challenge due to significant wage inflation in the
wider health economy
• Agency spend higher that 14/15 average
• Bank spend increasing without corresponding reduction in agency spend
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Agency Spend
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Nurse Agency Cap

Story: Trust in breach of the Monitor agency cap
• Monitor have set ceilings on nursing agency spend based on 2014/15
nursing agency spend rates
• Performance in 2014/15 puts the FT in band F, which is a ceiling of 8%
• Performance in Q3 has breached the cap
• Monitor will take “appropriate and proportionate action in the case of noncompliance”
• Employing excessive agency has been deemed to be a patient safety /
regulatory risk

• Cap would have been achieved in Q2
• For Quarter 3 the effective cap on agency was £381k per month ,
which the Trust breached significantly
• For 2016/17 the cap reduced to £269k tapering to £134k in
2018/19
7.2FinanceReport.ppt
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Bank Spend
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Cash
• Cash below £10m &
behind plan
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Agenda Item: 7.3

Workforce
January 2015
(Reporting November/December 2015 Data)
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WORKFORCE BALANCED SCORECARD

Reporting Period: November / December 2015

RECRUITMENT COMMENTARY
Nursing Recruitment
An HCA campaign was undertaken in December with 21 substantive and 1 bank job offer being made. In addition to this the Division of Medicine ran an Assistant
Practitioner campaign and 8 offers were made. The Trusts bi-monthly Staff Nurse Open Day on the 16th January 2016 resulted in 4 appointments being made. Outpatients
and Ward 19b are running a targeted HCA campaign at the end of January.
Long haul recruitment continues and a campaign to the Philippines is planned for week commencing 25th February 2016.
European Recruitment – The next European campaign is from 26th to 27th January 2016 and there are currently 12 confirmed interviews. In addition the next cohort of 12
Portuguese nurses are due to start with the Trust on 19th February 2016.
Medical Recruitment
There were 2 AAC’s held in December 2015, 1 Consultant post in Acute Medicine and 1 post in Radiology (MSK), both jobs were recruited to and the doctors will be
starting between January and April 2016. There will be 1 AAC taking place on 29th January 2016 in Anaesthetics (sub specialty Chronic pain).
During December 2015, 2 Consultants started in post in General Surgery and Obstetrics & Gynaecology. as well as 2 Specialty Doctors in Anaesthetics. 5 Junior Doctors
started with the Trust during December with 3 in Emergency Medicine, 1 in Obstetrics and Gynaecology and1in General Medicine.
In November the Trust attended the Medical Excel Recruitment Exhibition, which was well attended by all grades of doctors and raised the Trust’s profile. Trust
representatives are in the planning stages to attend in November 2016, whilst following up on 5 potential leads for future vacancies.
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STAFF IN POST WTE BY DIVISION

Medical Staffing
Recruitment within the hard to recruit to areas continues, Emergency Medicine
and General Medicine vacancies continue to decrease with 4 Doctors having
commenced employment in December 2015 in these areas.
The overall spend for the Trust on Locums continues to reduce as Junior Doctor
vacancies are filled and the need for locum bookings reduced. The
implementation of the direct engagement model for agency locums has
achieved £307,934.12 savings between 14/09/2015 and 17/01/2016.

7.3WorkforceReportl.ppt

Internal Trust links to Sri Lankan Doctors has led to the appointment of 8
Clinical Fellows within Respiratory Medicine, who are expected to start in March
-April 2016.
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TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover rate is 15.13% for the year ending 31st December 2015. The figures for
Estates and Ancillary show a decrease from November 2015 due to staff who were outsourced being
excluded from the data.
For the months of October and November, there were 158 starters and 134 leavers (not including the
Catering and Domestic staff who were TUPE transferred to Engie in November 2015). Of these 6% of
starters and 16% of leavers responded to the starter/leaver questionnaires.
Top three reasons why staff apply for a role at the Trust were: work/life balance – 40%; career
progression - 20%, and Trust reputation – 20%. 90% were happy with communication during the
recruitment process and 100% felt supported by line managers during their first few weeks at the Trust.
The top four reasons for leaving were: relocation – 23%; work/life balance – 18%; domestic reasons –
14% and promotion – 14%. Responses to what was least liked about their roles included, lack of staff, lack
of breaks, and long working hours. Common themes on what the Trust could do to retain staff were to
value staff contributions, listen to staff more and improve the bank rates.
Recently the Trust sent out a retention survey and received over 500 responses. This information together
with the information gathered from the starter and leaver questionnaires will be presented at the Staff
Involvement Group in February 2016 and action plans produced to address the issues raised.
On a positive note 82% indicated that they would consider returning to the Trust.
7.3WorkforceReportl.ppt
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SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
Monthly figures for November 2015 (3.92%) show an increase compared to October 2015 (3.81%). The Trust’s overall average for the previous 12 months ending 31st
November 2015 is 3.31%. This is higher than for the same period last year (3.10%) but remains just below the Trust target of 3.32%.
The increase for November 15 is due to seasonal pressures and correlates with the same winter period last year whereupon absence is higher during the winter months.
However, as per last year we continue to place attention in addressing the increased Sickness Absence casework with identifying those areas who are accruing
increasing sickness absence rates, understanding the reasons for the absence and exploring measures to address the underlying reasons. This coupled with sound
application of the Managing Sickness Absence Policy will lead to a reduction in the next couple of months as we move out of the seasonal variations.
The Trust is very much aware of the significant gains made in Managing Sickness Absence and continues to work hard to ensure that these gains are not lost and
indeed, continue to be improved upon.

7.3WorkforceReportl.ppt

Page5of6
OverallPage57of141

TRAINING COMPLIANCE BY DIVISION

TRAINING COMMENTARY
Induction
December’s Corporate Induction accommodated 54 attendees, 52 of which completed the full programme of sessions relevant to their job role. The two members of
staff who missed some elements of the programme have been rebooked to attend as a matter of urgency. 6 new members of bank staff also attended the full
programme and are now clear to work within the Trust.
Statutory Training
Increases of between 1 and 2% can be seen on all core stat training topics this month, with compliance for some areas now reaching over 90%. In addition to this, we
have seen a 4% increase in Conflict Resolution completions since the end of November.
Appraisals
The Trust-wide compliance figure shows an increase of 6% this month, with significant increases within the divisions of Medicine and Women’s and Children’s. We
continue to work with managers whose areas show lower levels of compliance, to ascertain the reasons for non-compliance and any actions planned to bring them up
to date.
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1.


INFECTION CONTROL REPORT
Clostridium Difficile
For the first 3 quarters of 2015-16 at the L&D we have reported 10 cases of
hospital acquired Clostridium difficile infection. This figure takes us above our
trajectory ceiling by 4 cases. In all cases the infection control team (ICT) engaged
with the clinical and ward teams to perform a detailed root cause analysis (RCA).
Review of the RCAs this year indicates that in several cases there was a delay in
submitting samples to the laboratory and if the samples had been provided
earlier, the cases are likely to have been ‘community acquired’. The ICT is
reminding all ward staff of the importance of submitting samples in a timely
manner.



Viral Haemorrhagic Fever (Ebola)
Although the current Ebola outbreak in West Africa is now under control (WHO
communication) the threat of imported infections is ever present. It is therefore
important to maintain vigilance regarding the threat of VHF. There are other
possible haemorrhagic viruses that can cause sporadic infections (VHF) in
endemic areas of the world. A travel history is therefore essential in the
management of febrile patients.
Following a long campaign of awareness and personal protective equipment
(PEP) training we are confident that our staff are well placed to manage the
“suspect” case. Mask face fit testing is continuing to be offered to staff.
The persistence of Ebola virus in survivors of this infection is a cause of concern
as they may be a source of infection to vulnerable contacts.



Isolation of Patients with Multi-drug Resistant Organisms
2
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The burden of multidrug resistant organisms is continuing to cause a significant
issue with isolation. The ICT work closely with bed managers and ward staff
(particularly ward18) to ensure best use of the facilities currently available in the
Trust. Recent installation of doors on the bays on ward 10, 11 and 12 will also
allow us to be able to cohort nurse patients on those wards.


Respiratory Syncytial Virus (RSV)
Cases of RSV infections peaked in November. Point of care testing for RSV which
is now well embedded in the paediatric department has improved the
management of these patients.



Influenza
The numbers of seasonal influenza cases reported locally remain low.



Norovirus
Currently cases of Norovirus remain low in the Trust.

2.

DEANERY ISSUES

Medicine
The updated Deanery Action plan was submitted at the end of December and we
await feedback on the work undertaken since the joint Deanery and GMC visit on 17th
November 2015. The Director for Medical Education and the College Tutors continue
to work with trainees to embed the new ways of working and receive feedback on any
issues or concerns.
Trainee Forums have been established to ensure the trainees’ voice is heard and
that there is a mechanism to give and receive feedback.
Obstetrics & Gynecology
The Obstetric & Gynaecology Transformation team continue to take forward the
actions and recommendations from the Deanery visit and subsequent feedback. The
majority of actions are completed with the rest are in progress. Work is underway to
prepare for the next Deanery visit scheduled for the 22nd of February 2016. This date
is yet to be confirmed.

3.

SERIOUS INCIDENT REVIEW

For the year 2014/15, we have undertaken a review of all SIs to ensure that that the
recommendations and lessons learnt have been used to develop robust action plans
in order to prevent a similar incident occurring in the future. Action plans are
monitored through the departmental governance process and feedback is provided to
the Clinical Operations Board (COB) and our commissioners. Incidents relating to
falls and pressure ulcers have been reported separately and an over arching action
3
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plan has been developed for both and monitored through the Falls steering group
and Nursing and Midwifery Board.
Learning from all these incidents have also been published in our Patient Safety
News Bulletins.

4.

COMPLAINTS

Performance in November and December continues to see DTO managing their
responses to ensure they have no backlog and Medicine improving their overall
response rate. Women and Children have reduced their backlog to 4 and continue to
see an improvement in their response rates. Whilst Surgery continues to have a
number of overdue complaints the length of time taken to respond to a complainant
has significantly reduced. Some progress however, has been made within Surgery in
regards to recruitment to the Complaints Management team but the benefit of this
may take some time to be seen.
The Compliments and Complaints Policy has been updated and the Complaints
Board is developing an action plan to ensure recommendations from recent national
reports are embedded in practice.

5.

INTEGRATED CARE

The work of the Luton Better Together Board on Integrated Care continues focussing
on the four GP Clusters in Luton. Services have been aligned and MDT Coordinators
are now in place. Any benefit of the new model of working has yet to be evidenced
and further work is required to understand how this can be measured and monitored.
Within the hospital we continue to work with Cluster 1 over 75s to improve continuity
of care and reduce the need to be admitted to hospital by making expert advice and
consultation available closer to the patient. Unfortunately the DME consultant leading
this work left the Trust in December however another consultant has taken over the
care and management of cluster patients. The further role out of Cluster alignment to
DME has been linked to the implementation of Needs Based Care. Further updates
will be provided as Needs Based Care in introduced and rolled out to all specialties.

6.

NURSING & MIDWIFERY STAFFING

The reports for November and December are attached as Appendix 1 and
Appendix 2 respectively.

7.

INFORMATION GOVERNANCE QUARTERLY REPORT
4
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The Draft Information Governance Quarterly Report to the Board of Directors is
attached as Appendix 3.

8.

MANAGEMENT OF CQUIN

The Trust has now submitted the Q3 CQUIN return. In relation to Quarters 1 and 2,
the Trust remains in the dispute resolution process with CCGs regarding a number of
the CQUIN schemes.

9.

COMPLIANCE ISSUES

There are no current compliance issues to report.

10.

RE-ENGINEERING PROGRAMME (REP)

Outpatient Re-engineering Update:
Work has continued on in-clinic efficiency, focussing on optimising consultant and
patient experience. This has involved innovative trials of different approaches to
clinics, using multiple rooms, different approaches to preparation and also more
accurate scheduling of diagnostics. The current specialties involved are
Orthopaedics, Neurology and Respiratory. Although complex and iterative the
speciality teams are engaging well in the trial of these new models, with some very
encouraging results. The focus will be on taking those innovations that have worked
well and spreading them across all specialities.
Lorenzo Regional Care:
Work has continued on preparing and understanding the Investment Case for
Lorenzo within both a local and national context. There has been further work to
match the system against our requirements, but also to ensure we have the best
controls in place and can maximise the benefits of a more unified approach to our
electronic patient record

11.

ESTATES & FACILITIES UPDATE

Outsourcing Update


Cleaning

The Trust has appointed a contract manager working on behalf of the Trust as client
side manager.

5
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Concerns about standards of cleaning have been discussed in a number of formal
meetings with the new provider. There has been a notable step change in
performance and the Trust is seeking assurance the standards will be maintained for
the duration of the contract.
During January the provider will introduce new micro-fibre cleaning technology as the
new laundry facility has been completed.


Catering

The planned move to the Carte Choix (individual plated patient meals) patient
catering solution will commence in early February as the refurbishment of ward
pantries gathers pace. Patients will see a substantial increase in the selection of
meals available.
The refurbishment of staff / visitor restaurant counters commences on 8th February
and will be completed before the end of the month.
Porters
The team have set up a new bed store to solve the longstanding problem of bed
frames being stored in corridors.
A considerable amount of surplus and redundant equipment has been removed from
wards and departments during the recent de-cluttering project.
The recent acquisition of a new road sweeping machine has improved the standard
of outside cleaning across the site.
Estates / Capital Projects
As Board members are aware, the extensive programme of refurbishment works is
currently underway covering many corridors, wards and departments.
Telephone Switchboard
The first elements of the new telephone system are being rolled out to users across
the site. A number of departments have been identified to pilot the new telephones
ahead of a full site implementation which is expected to take in summer 2016.

12.

COMMUNICATIONS & FUNDRAISING UPDATE

Team update
Due to an injury sustained by our Communications Manager, an interim Head of
Communications commenced in December. He has considerable experience in
communications in the NHS.

Press and Media Interest
6
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Media summary – reactive media enquiries in November/December 2015
There were 29 media enquiries in November / December. The Communications
Department maintains a file on all media coverage.
Communications
Twitter - Our Twitter account continues to be active, and we now have 960 followers.
Over the last three months, we have used Twitter to respond to complaints, promote
all our proactive news stories, and provide operational information to our followers.
Hospital redevelopment - We are continuing to work with the site redevelopment
team to promote key activities to staff, and the public where appropriate. Current
activity is focused on the completion of Ward 19a/b and the new twin theatres.
Internal communications – Weekly staff briefings continue to be held on a
Thursday lunchtime and a summary briefing document is sent out to all staff after the
event. A new staff noticeboard has been hung in the staff corridor between the
service road and EAU2, and one is planned for the maternity block. This is to help us
to reach staff who do not have regular access to electronic communications
Website
 The website continues to undergo updates of information, including consultant
profiles, the services pages, fundraising and patient and visitor information
 The Equality & Diversity pages have been updated.
 The site redevelopment page is being updated.
 A dedicated FT membership button will shortly be added to the homepage.
Hospital site map
The hospital site map is no longer current due to site changes. This has been revised
and is awaiting sign off in-house before a final draft is reviewed by key stakeholders,
including our Governors and Volunteers. This will then be used to refresh all maps
available online, for use with patient communication and the maps used around the
site.
Fundraising
Donations for November 2015 – mid January totalled £136,304 and included:
 £4500 from our Christmas Light up a Life appeal (which was a 20% increase
compared to 2014)
Gift in kind donations not included above:
 £5000 worth of products from Amazon for the Children’s ward play room
 Over 300 Christmas gifts donated for inpatients by members of the public and
local companies
 Over 200 Christmas cards made for patients by local schools

13.

POLICIES & PROCEDURES UPDATE
7
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The Policy Approval Group approved the following policies during December 2015
and January 2016:
S06
G02
O01
I19
P17
N03
N02
S03
R16
F10
C14
E11
I04
A12
V02
P04
M03
M8
H07
P16
A15
E10
B03

Safeguarding Children supervision policy
Grievance Policy
Oncology Communication Policy
Operational policy ITU
Protected mealtimes (new)
NICE Implementation Policy
Introduction of New Interventional Procedures
Safe staffing
Respect and Dignity – was CG191
Falls (incorporating the use of bedrails)
Complaints Policy
e-Rostering
Infection Control Policy
Animal assistance policy
Visitors Policy
Patient Identification
Maternity Services Risk Management Framework
Mental Capacity Act (2005) Policy Incorporating Deprivation of Liberty
Safeguards (2008) and Mental Capacity Act Guidelines for Staff
Homecare Policy – new
Safe and secure storage of FP10’s
Asset maintenance
Electrical Operational Policy - new
Bullying & Harassment Policy

The Policy Approval Group approved minor amendments to the following policies:
C06
N01
I09
I13
D03

Clinical Audit Strategy
Needlestick Policy
Information Risk Management Policy
Incident Reporting and Investigation of Incidents Policy
Discharge Policy

8
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Appendix 1
MONTHLY REPORT TO THE BOARD OF DIRECTORS ON NURSING AND
MIDWIFERY STAFFING LEVELS
November 2015
At Luton and Dunstable University Hospital NHS Foundation Trust we aim to provide safe, high
quality care to our patients and our staffing levels are continually assessed to ensure we meet this
aim.
For some wards, there will be a difference between the planned and actual staffing hours. In some
cases, departments will have used more hours than they planned to use and in other cases they will
have used less hours than they planned. The reasons for using more staff hours than planned could
include needing to open and staff additional beds, or needing to care for patients who are either
more unwell or who have greater care needs than those patients usually cared for on that ward. The
reasons for using less staff hours than planned could include caring for patients who are less unwell
or with fewer care needs than those patients usually cared for on that ward. The planned staffing
level is based on optimal staffing levels and where actual staff is below this on a shift, the Trust has a
number of mechanisms led by the Chief Nurse and her Deputy to ensure the staffing on that shift
remains at a safe and appropriate level.
Key Points:



Overall the actual fill rate for shifts for Registered Nurses was 94.9% and Health Care
Assistants of 93.7% which is broadly similar to the previous month.
This report details those areas where there was a variance of greater than 15%
between actual fill rates and planned staffing levels. The reasons for the variance are
given and any actions that were taken are detailed.

The average fill rate for the Trust in November 2015 was 94.2% which can be broken down as
follows:
Day

Night

% Average fill
rate RN

% Average fill
rate HCA

% Average fill
rate RN

% Average fill
rate HCA

92.1%

95.9%

97.6%

91.4%

Where the percentage fill rate for Care staff is higher than the percentage of trained can be
associated to the introduction of the Band 4, Assistant Practitioner role within the Department of
Medical Elderly (DME), CCU and the Surgical Assessment Unit -Ward 21. This role of the Assistant
Practitioner is aimed to provide support for our qualified staff and maintain the high standard of
patient care.
The post of Assistant Practitioner has proven very successful in providing support for our nursing
teams and ensuring that our high level of patient care is sustained; with this in mind the Trust is
seeking to develop the role and recruit Band 4s to other clinical areas experiencing a shortage of
registered nurses.
Red Flags

9
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We continue to collect data on red flags, strict controls continue to ensure that agency usage is
minimised, some agency staff who work with us on a “regular basis”, are trained in ward ware
(electronic observations) and e prescribing, this improves the quality of skills available on shift. Trust
staff are always redeployed to escalation areas as they are familiar with all Trust processes. There has
been a marked decrease in the number of red flags reported this month which is attributed to a
number of Registered Nurses commencing employment within our DME wards.
Standard (Red Flags)
Flag occurrences
No shifts where the percentage of agency RNs on duty are 50%
0
or more (night duty)
No day shifts when RN to patient ratio is greater than 1:8

15

Staffing Management:
There are three operational staffing meetings each day chaired by the Chief Nurse or Deputy Chief
Nurse. Matrons from each Division discuss the staffing shortfalls and move staff accordingly to meet
the peaks of demand and shortfalls. A decision to use agency nursing staff is only made once all
options have been explored. Additional shifts required (i.e. specialling) and unfilled shift hours are
recorded. Each Matron provides the risk rating for staffing (red/amber/green) for their Division. A
Trust wide risk rating is then determined and this information is provided to the twice daily bed
meetings to provide a workforce status for the organisation.
Weekly meetings occur with the matrons to review the utilisation of staff and expenditure per ward.
Vacancies and Recruitment Activity
Recruitment activity is ongoing with a short campaign to Portugal which elicited limited success, an
indication that the recruitment pipeline from some parts of Southern Europe is drying up as fewer
nurses are opting to work overseas. For Healthcare Assistants an open day produced a positive
outcome with a significant number of individuals appointed to full both permanent and bank
positions
The Deputy Chief Nurse also led a successful long – haul campaign to India where 94 nurses were
offered posts within the Trust. The recent lifting of restrictions with visas/Certificates of Sponsorship
now makes it easier to undertake non European campaigns, however there still remains a complex
appointment process as the individuals have to achieve an ILETS level of 7 and successfully complete
a CBT (Computer Based Test) as required by the NMC.
The next recruitment day for HCAs is planned for the first week in January and a further long haul
campaign to The Philippines is planned for later February.

10
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TRUST VACANCIES

Band
Band 7
Band 6
Band 5
Band 4
Band 3

Vacancies as of
1st December
3.29
32.47
121.68
11.00
2.03

Numbers
Working Notice
3.00
2.00
21.00
0.00
0.00

Numbers Going
through Recruit
2.00
7.66
79.80
3.00
0.00

Band 2
Total

27.75
198.22

5.00
31.00

17.00
109.46

Real Vacancies as of
1st December
4.29
26.81
62.88
8.00
2.03
15.75
119.76

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


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

Day

Night

WARDS

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill rateCare staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

Average fill rateCare staff
(%)

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

95.30%
93.50%

95.50%
92.30%

99.50%
97.90%

NA
NA

Ward 19a

97.70%

101.30%

100.00%

83.30%

Ward 14 Elderly Care

75.50%

124.30%

101.00%

85.60%

Ward 15 Elderly Care
Ward 16 Elderly Care
Ward 17 Stroke
Ward 18 Infection

75.70%
76.70%
82.10%
82.40%

129.40%
119.90%
119.70%
90.70%

101.10%
100.00%
92.00%
100.00%

94.20%
95.20%
110.00%
101.61%

Ward 10 Medicine

95.50%

89.80%

98.30%

65.60%

Ward 11 Medicine
Ward 12 Medicine

92.10%
93.30%

80.50%
87.50%

101.10%
101.00%

97.80%
92.20%

Coronary Care (CCU)

97.70%

64.40%

97.80%

89.60%

Ward 5 Rehabilitation

99.10%

96.20%

101.70%

97.00%

Ward 3 Acute Emergency

8ExecutiveBoardReportFebru

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

The HCAs on night shifts were moved to cover
ward staff shortfalls elsewhere in Trust
following risk assessment of patient needs.
The patient dependency in this area for
November was low.
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in the
November figures for Wards 14,15, 16,17

The patient acuity was high on Ward 10 for
November, warranting additional HCA
specialling so although the established
workforce was met, the 2 additional HCAs
could not always be filled on every occasion.
Shortfall in HCAs for the day shift. Risk
assessed to ensure patient safety was not
compromised. An additional HCA has been
deployed to provide support with pacing.
When this activity is not required the HCA can
be used elsewhere.
The 3rd Trained nurse on nights was risked

99.00%

91.10%

82.20%

150.00%
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Medicine
Accident and Emergency
Emergency Admission Unit
(EAU)
Ward 4 Acute Emergency
Medicine
Paediatric Assessment Unit
(PAU)
Ward 24 Paediatrics

assessed and replaced by a HCA which is
reflected in these figures.
91.90%

91.10%

97.60%

96.70%

95.50%

93.30%

98.90%

100.00%

100.00%

91.10%

100.70%

105.00%

97.70%

150.00%

96.60%

100.00%

98.90%

101.60%

99.10%

100.00%

Ward 25 Paediatrics

98.90%

101.60%

99.50%

100.00%

Ward 22 a

88.30%

77.20%

100.00%

46.70%

Neonatal Intensive Care Unit
(NICU)

96.30%

97.70%

100.70%

31.70%

Ward 20 Surgery

95.70%

101.00%

100.00%

94.10%

Ward 21 Surgery

93.60%

98.80%

94.20%

101.70%

Ward 22 Surgery
Ward 23 Surgery
Cobham Clinic (Private)

101.90%
93.30%
97.80%

91.80%
104.00%
111.70%

102.10%
96.70%
101.50%

97.00%
105.60%
90.90%

Ward 32 Maternity

82.80%

106.8%

91.90%

106.60%

Ward 33 Maternity

78.50%

91.30%

96.30%

69.10%

Delivery Suite Maternity

89.90%

58.90%

89.20%

73.90%

Ward 34 Gynaecology
Total

100.60%

98.30%

100.00%

93.30%

89.3%

94.0%

98.0%

86.2%

.

The HCA for days was moved to cover Ward
shortfalls as the patient group in this escalation
area was less dependent.
The shortfall of HCAs at night in NICU difficult
to find competent HCAs who have the correct
skillset to work in NICU

In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers.
This varies with peaks of activity and
dependency of patients.
In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers
In Maternity staffing is flexed throughout the
unit to ensure sufficient and safe numbers

2
8ExecutiveBoardReportFebru

Page13of23
OverallPage71of141

Appendix 2

MONTHLY REPORT TO THE BOARD OF DIRECTORS ON NURSING AND
MIDWIFERY STAFFING LEVELS
December 2015
At Luton and Dunstable University Hospital NHS Foundation Trust we aim to provide safe, high
quality care to our patients and our staffing levels are continually assessed to ensure we meet this
aim.
For some wards, there will be a difference between the planned and actual staffing hours. In some
cases, departments will have used more hours than they planned to use and in other cases they will
have used less hours than they planned. The reasons for using more staff hours than planned could
include needing to open and staff additional beds, or needing to care for patients who are either
more unwell or who have greater care needs than those patients usually cared for on that ward. The
reasons for using less staff hours than planned could include caring for patients who are less unwell
or with fewer care needs than those patients usually cared for on that ward. The planned staffing
level is based on optimal staffing levels and where actual staff is below this on a shift, the Trust has a
number of mechanisms led by the Chief Nurse and her Deputy to ensure the staffing on that shift
remains at a safe and appropriate level.
Key Points:
 Overall the actual fill rate for shifts for Registered Nurses was 95.7% and Health Care
Assistants of 95.4% which shows a slight increase in both RN and HCA fill rates from the
previous month.
 This report details those areas where there was a variance of greater than 15% between
actual fill rates and planned staffing levels. The reasons for the variance are given and any
actions that were taken are detailed.
The average fill rate for the Trust in December 2015 was 95.5% which can be broken down as
follows:
Day

Night

% Average fill
rate RN

% Average fill
rate HCA

% Average fill
rate RN

% Average fill
rate HCA

94.1%

95.6%

97.3%

95.2%

Where the percentage fill rate for Care staff is higher than the percentage of trained can be
associated to the introduction of the Band 4, Assistant Practitioner role within the Department of
Medical Elderly (DME), CCU and the Surgical Assessment Unit -Ward 21. This role of the Assistant
Practitioner is aimed to provide support for our qualified staff and maintain the high standard of
patient care.
The post of Assistant Practitioner has proven very successful in providing support for our nursing
teams and ensuring that our high level of patient care is sustained; with this in mind the Trust is
seeking to develop the role and recruit Band 4s to other clinical areas experiencing a shortage of
registered nurses.
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Red Flags
The collection of red flags continues. Strict controls ensure that agency use is minimised, and agency
staff who work with us on a “regular basis” are trained to administer Intravenous infusions,
competent in ward ware (electronic observations) and e prescribing, this improves the quality of
skills available on shift. Trust staff are always redeployed to escalation areas as they are familiar with
all Trust processes. There has been an increase in the number of red flags reported this month from
last month but remains below that of the previous month (October). The flags have been raised
across the medical directorate wards.
Standard (Red Flags)
Flag occurrences
No shifts where 50% or more of RNs on duty are agency
1
(nights)
No day shifts when RN to patient ratio is greater than 1:8

63

Staffing Management:
There are three operational staffing meetings each day chaired by the Chief Nurse or Deputy Chief
Nurse. Matrons from each Division discuss the staffing shortfalls and move staff accordingly to meet
the peaks of demand and shortfalls. A decision to use agency nursing staff is only made once all
options have been explored. Additional shifts required (i.e. specialling) and unfilled shift hours are
recorded. Each Matron provides the risk rating for staffing (red/amber/green) for their Division. A
Trust wide risk rating is then determined and this information is provided to the twice daily bed
meetings to provide a workforce status for the organisation.
Weekly meetings occur with the matrons to review the utilisation of staff and expenditure per ward.
*Some areas have over recruited staff, which affects the number of real vacancies shown. High
vacancy levels are held in Theatres (Anaesthetic nurses and ODPs), Critical Care, Medicine.

Vacancies and Recruitment Activity
In collaboration with the recruitment team proactive recruitment activity continues with both
targeted and adhoc campaigns.
During December an Assistant Practitioner campaign was run by the Medical Division resulting in 8
appointments being made. In addition to this a further HCA campaign resulted in 21 substantive and
1 bank job offers being made. The Emergency Department undertook a targeted HCA campaign
resulting in 3 appointments being made.
The next European campaign is scheduled for 26th January with approximately 10 -15 nurses to
attend interviews. In addition to this the next intake of 12 European nurses are due to arrive at the
Trust on 18th February. A further Staff Nurse Open Day is planned for 16th January and the next
International Recruitment campaign to the Philippines is scheduled for the end of February.
The hospital is also looking at new ways of supporting some of our non EU staff who have trained as
nurses overseas, but are either working here at the hospital or in the local community in non-nursing
roles, to obtain their nursing registration with the NMC. The Trust is working collaboratively with The
Bedfordshire and Hertfordshire Workforce Partnership Health Education East of England Innovations
Centre who are looking at the possibility of these nurses joining a pre-registration programme which
would allow them to obtain NMC registration.
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TRUST VACANCIES

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

Vacancies as of
1st January

Numbers
Working Notice

Numbers Going
through Recruit

6.18
17.72
129.09
7.50
1.26
30.04
191.79

0
4.0
23.60
0.00
0.00
6.0
33.60

3.00
3.66
95.30
9.00
0.00
34.00
144.96

Real Vacancies as of
1st January

3.18
18.06
57.39
-1.50
1.26
2.07
80.46

Appendices:


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

Day

Night

WARDS

Average fill rateRegistered
Nurse/Midwives
(%)

Average fill rateCare staff
(%)

Average fill rateregistered
Nurses/Midwives
(%)

Average fill rateCare staff
(%)

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

90.30%
94.80%

103.10%
77.60%

98.20%
101.00%

NA
NA

Ward 19a

100.00%

78.30%

102.80%

83.30%

Ward 19b

93.30%

91.90%

98.90%

109.70%

Ward 14 Elderly Care

85.10%

100.00%

106.50%

84.60%

Ward 15 Elderly Care
Ward 16 Elderly Care
Ward 17 Stroke
Ward 18 Infection
Ward 10 Medicine
Ward 11 Medicine
Ward 12 Medicine

79.70%
83.50%
83.30%
89.10%
96.90%
96.00%
98.60%

122.10%
127.50%
120.30%
81.50%
96.80%
94.90%
83.60%

98.90%
103.20%
90.30%
100.00%
100.00%
96.80%
99.00%

96.10%
98.60%
125.80%
92.70%
96.00%
96.90%
98.30%

Coronary Care (CCU)

96.00%

81.70%

102.20%

100.00%

Ward 5 Rehabilitation

97.30%

104.20%

100.00%

100.00%

Ward 3 Acute Emergency
Medicine
Accident and Emergency
Emergency Admission Unit
(EAU)
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104.20%

92.10%

83.90%

145.20%

97.80%

97.00%

97.40%

103.20%

96.40%

93.50%

98.40%

101.60%

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

The HCA for days and nights was moved to
cover Ward shortfalls elsewhere in the Trust
following risk assessment of patient needs.
The patient dependency in this area during
December was low.
Within DME the role of the Band 4 Assistant
Practitioner will support the Band 5 Registered
Nurse when there is a shortfall in the staffing
numbers, this is demonstrated in the
December figures for Wards 14,15, 16,17

An additional HCA has been deployed in CCU
to provide support with pacing. As this post is
not always required, the HCA is often deployed
elsewhere.
The 3rd Trained nurse on nights was risked
assessed and replaced by a HCA which is
reflected in these figures.
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Ward 4 Acute Emergency
Medicine
Paediatric Assessment Unit
(PAU)
Ward 24 Paediatrics
Ward 25 Paediatrics

97.50%

102.70%

97.40%

98.40%

94.70%

121.40%

101.00%

100.00%

99.40%

99.20%

100.00%

100.00%

96.10%

102.00%

99.10%

100.20%

Ward 22 a

97.80%

34.80%

95.70%

52.20%

Neonatal Intensive Care Unit
(NICU)

98.90%

81.60%

99.70%

35.50%

Ward 20 Surgery

92.60%

101.70%

93.50%

119.40%

Ward 21 Surgery

100.10%

94.70%

104.30%

94.30%

Ward 22 Surgery
Ward 23 Surgery
Cobham Clinic (Private)

97.80
97.20%
95.70%

93.90%
97.00%
84.10%

97.90%
96.80%
93.90%

96.00%
103.20%
100.00%

Ward 32 Maternity

86.10%

97.20%

98.30%

94.30%

Ward 33 Maternity

82.70%

101.50%

83.80%

63.40%

Delivery Suite Maternity

91.10%

71.10%

90.30%

81.10%

Ward 34 Gynaecology
Total

102.20%

94.40%

94.60%

100.00%

94.10%

95.80%

97.30%

95.20%

.

The HCA for days and nights was moved to
cover Ward shortfalls elsewhere in the Trust
following risk assessment of patient needs.
The patient dependency in this area during
December was low.
The shortfall of HCAs at night in NICU was due
to difficulties in finding competent HCAs who
have the correct skill set to work in NICU.

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

2
8ExecutiveBoardReportFebru

Page18of23
OverallPage76of141

Appendix 3

Information Governance (IG) Report to the Board
January 2016
This report offer the Trust Board assurance as to the internal control of its Information
Assets. The assurance being offered has been validated by an external Audit Review
conducted in December 2015 by an external consultancy with specialist experience in IG.
1. Progress with findings from IG Toolkit (V12 2014/15) Audit Review Jan 2015
The following actions to address two of the findings from this audit review remain open, with
progress being monitored at the IG Steering Group (IGSG)


Training of Information Asset Owners (IAO’s) & Information Asset
Administrators (IAA’s)
Progress: All IAO’s have been trained. To ensure continued compliance this training
requirement has been added to the relevant staff members Electronic Staff Record.
A local online module for eLearning has been developed. Work continues with the
IAA’s.



Risk Assessment of IT Systems that hold patient or staff information
Progress: A detailed report is scheduled for Information Governance Steering Group
(IGSG) in February 2016, this will be included in the next IG report to the Board. It is
important to note that these Risk Assessments are an on-going task not a start and
finish task.

All other findings from last year’s audit have been addressed and closed.
2. IG Toolkit (V13 2015/16) Audit Review
This year’s external IG Audit Review was conducted in December 2015. Eight of the 45
standards which make up the IG Toolkit were reviewed. The findings and risks identified
were as follows:
The following five standards were identified as low risk. They just require additional evidence
that existed to be loaded to or referenced on the IG Toolkit prior to March16:
Toolkit
Standard
Number
101
110
203
304
603

Subject
IG Management Framework
Contracts & Support Organisations
Individuals informed re uses of their information
Smartcard Users compliance
Freedom of Information Act 2000

The following two standards were agreed as identified at Medium Risk. The details for each
are:
13-205 Access to Health Records
Requires amendment to training materials for Level 2; online access by patients to their
electronic records to achieve Level 3
13-303 Registration Authority Obligations
Cannot claim Level 3, but need updated evidence or a new audit reported to IGSG to reattain Level 3
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Progress made to resolve the above will be reported in the March 16 IG Report, although
these may well remain at Level 2, which is compliant.
IG Toolkit Leads for standards not with the sample audited (and their Line Managers) will be
asked to sign a Declaration Form to confirm compliance with their standards or declare any
gaps in compliance. This is to prepare for final submission of IG Toolkit V13, which we are
required to submit, with Board approval by 31st March 2016. The IG report in March 2016 will
request this approval.
3.
Caldicott Guardian
In line with requirements of IG Toolkit Standard 200, the annual review of the Caldicott
Guardian Job Plan and Role Description has taken place and was approved at the IG
Steering Group. The Toolkit no longer requires the outcome of this review to be approved by
the Trust Board.
4.
Information Sharing
The Trust recently hosted an Information Sharing for Integrated Care Workshop delivered by
a consultancy with extensive expertise in assisting in putting in place robust agreements
across similar health systems. Relevant staff from across the local health economy were
invited to this one day workshop with representatives from 5 organisations present. The
group considered the consent model for Integrated Care, and the details of how to enable
proactive identification of patients at risk of hospitalisation. There is an effective legal model
which can be based on “Informed opt out consent”. The group could see in principle a Health
System wide approach to Data Sharing. However, to enable this, the following MUST be
done:
• The patient MUST be informed
• The patient MUST be given the chance to opt out
• A Privacy Impact Assessment MUST be performed.
This approach to Information Sharing is further supported by the Caldicott Principles and the
Health and Social care (Safety and Quality) Act 2015 which came into force in October 2015.
The two sections relevant to IG are:
“A requirement for health and adult social care organisations to use a consistent
identifier (the NHS Number) for data sharing associated with facilitating care for an
individual”
and
“A legal duty requiring health and adult social care bodies to share information where
this will facilitate care for an individual.”
New guidance on these areas is expected.

5.
Subject Access Requests (SAR) Access to Health Records Requests (AHRR):
SAR’s – legal deadline (Data Protection Act) is 40 calendar days, NHS deadline is 21
calendar days. AHRR – legal deadline (Access to Health Records (deceased) Act) is 21
calendar days.
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Figures reported to IG Steering Group December 2015.
Month

Number of
Requests
Received

Number of
Request
fulfilled
within 21
days

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

Number of
Requests
fulfilled in >
40 days

Number of
deceased
requests
fulfilled in >
21 days

January 15
February 15
March 15
April 15
May 15
June 15
July 15
August 15
September 15
October 15
November 15

148
147
185
175
182
203
194
174
223
167
183

146
147
179
169
175
192
180
170
218
166
181

2
0
6
6
7
10
14
4
4
1
2

0
0
0
0
0
1
0
0
1
0
0

0
0
0
0
0
0
0
0
0
0
0

The following graph shows how deadline compliance has dramatically improved due to
implementation of more refined processes (supported by scanned documents on Evolve).

6.

Freedom of Information

Complaint to the Information Commissioners Office (ICO)
The Trust received notification from the ICO informing us that they had received a complaint
from an individual who had requested information from us under the FOI Act. The requester
did not accept the Trust’s application of exemption section 41 (Information Provided in
Confidence), to withhold some of the requested information.
A response to the notification from the ICO was sent in which an additional exemption was
applied (section 31(1)(a) Law Enforcement).
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The Commissioner’s decision was that the Trust had correctly applied the law enforcement
exemption at section 31(1)(a). A copy of the Commissioners response can be found at
http://search.ico.org.uk/ico/search/decisionnotice?keywords=fs50584673

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

Month

Number of
requests
received

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

50
53
59
52
36
41
58
48
51
42

Number of
Number of requests % of requests
requests
answered beyond
answered
answered within the legal deadline
within the
legal deadline
legal deadline

38
43
40
42
32
30
42
30
38
31

12
10
19
10
4
11
16
18
13
11

Exemption
s12 Time and Cost Limit
s21 Information Accessible by Other
Means
s31 Law Enforcement
s36 prejudice effect conduct of public
affairs
s40 Personal Information
s41 Information Provided in Confidence
s43 Commercial Interest

76%
81%
68%
81%
89%
73%
72%
63%
75%
74%

Number of times
exemption used between
Jan 15 & Oct 15
17
3
1
1
3
6
3

The following table shows the number of FOI requests by department and their level of
deadline compliance:
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Freedom of Information Requests and Breaches by Departments
May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15

No. of Requests

Breaches

No. of Requests

Breaches

No. of Requests

Breaches

No. of Requests

Breaches

No. of Requests

Breaches

No. of Requests

Breaches

Compliance
%

Total No.
of
Requests
from May
to Oct 15

0
3
4
4
4

0
0
0
0
2

3
4
1
6
6

0
1
0
1
4

12
6
6
3
1

4
6
2
0
1

11
8
2
5
3

7
5
0
1
1

6
7
7
3
5

2
3
0
0
2

4
8
5
3
3

2
3
1
0
1

36
36
25
24
22

15
18
3
2
11

58%
50%
88%
92%
50%

Other
17
Departments
/Individuals
Joint
4

2

13

2

17

2

10

1

12

1

12

2

81

10

88%

0

8

3

13

1

9

3

11

5

7

2

52

14

73%

HR
Finance
Estates
Information
IT

Total No.
of
Breaches
from May
to Oct 15
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Clinical Outcome, Safety and Quality Committee on 9 December 2015
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
CQC
Internal Audit
HSE
All clinical board level risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the findings and approval of the Clinical Outcome, Safety & Quality
committee meetings dated 9 December 2015.
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2015/16
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.

Public Meeting

Private Meeting

1
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
9 December 2015
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the Clinical
Outcome, Safety and Quality meetings held on 9 December 2015.
2. Assurance on Governance Structures from Medicine Division
The Clinical Chair for the Medicine Division was in attendance and outlined the revised Clinical
Governance process following the implementation of the new divisional structure for medicine. He
has met with the Clinical Directors and discussed with them the reporting requirements and
assured COSQ that monthly department business meetings have a standing agenda item for
clinical governance which covers a range of issues including SIs, complaints, NICE guidance and
clinical guidelines.
COSQ discussed on-going progress concerning datix reports and the development of a trigger for
Divisions when a number of datix are waiting to be checked. The committee also noted the work
taking place in relation to the bleed rota which is on the Board level risk register. The improved
performance for cardiac arrests was discussed and assurance was given data confirms that
decision making about DNAR are correct. It was noted there was a rolling audit undertaken by the
registration team.
3. Clinical Governance and Quality Review
COSQ received the updated report for information, together with the action plan. It was agreed to
review this further in January.
4. Monitor Quality Governance Framework Self Assessment
COSQ received and reviewed the Monitor Quality Governance Framework self assessment. The
committee discussed the component “initiatives with significant potential to impact quality” and
agreed that more external benchmarking could be included and the Lord Carter review would be
important.
5.

Quality Dashboard

Nursing Dashboard – The Chief Nurse presented the nursing dashboard (November data)
highlighting the quality metrics, workforce and patient experience indicators for each ward and
division. Some red rag ratings for the cleaning score were noted and the Chief Nurse reported that
if a ward does not get an optimum score for the first check then a second check is undertaken.
One ward was flagged with a higher than average number of pressure ulcers and COSQ were
informed that the nurse responsible for clinical leadership is working with this particular ward team.
Open and Honest Care – COSQ received and noted the Open and Honest Care reports for
October. The C.Diff cases were discussed. The Chief Nurse agreed to ensure that discussion
was held at the Infection Control Committee and Ward Sisters meeting for shared learning.
6. Clinical Outcome
Mortality – The Director of Transformation updated COSQ of the review that is being undertaken.
She also noted that every death is now being audited. The most recent SHMI data is within
expectation although it is being monitored closely. COSQ were informed that we have recently
been notified that the two CQC alerts raised in 2013 have been closed.

2
9COSQReportDec15.doc

Page2of4
OverallPage83of141

Integrated Care – COSQ were informed that the lead consultant for the project is leaving the Trust
and is finalising an evaluation of the progress to date. A consultant has been identified as a
replacement. It was acknowledged that we are not seeing the expected reduction in the number of
patients coming to our front door relating to the investment in the Better Care Fund. In fact, patient
numbers are increasing for all catchment areas. Further work needs to focus on job planning to
ensure this meets the revised needs of the model including additional hot clinics.
Infection Control – The Director for Infection Prevention and Control was in attendance and gave
a verbal update. He highlighted that multi drug resistant organisms are increasing nationally and
locally. A daily report is issued to bed management but there are often between 5 and 12
siderooms required to provide timely isolation. The governance structure for infection control was
discussed and the Chief Nurse confirmed that she is the new Executive lead for infection control.
7. Patient Safety
Serious Incidents - The serious incident report was tabled at the meeting and noted. COSQ
noted that deadlines are being met for submitting reports to the CCG, although this remains a
challenge. The Chief Executive has communicated her concern with regard to the first meeting
after an incident takes place, she noted that the meeting should take place almost immediately
after the incident with a debrief from all the staff involved, with one of the Medical Directors and
one other Executive present. The nature of the meeting should be supportive and fact finding.
The second meeting would then determine whether an incident met the SI threshold.
8. Patient Experience
Patient Surveys – COSQ received a paper providing a summary of the action plans and
improvements made as a result of the 2014 national patient surveys for Accident and Emergency
Department, Adult Inpatients, and Children’s Inpatient and Day Case.
Complaints - COSQ acknowledged the improvements in Medicine and DTO response times.
However, Women & Children and Surgery are failing to meet the 35 day response target. The
Complaints Board is monitoring the activity and ensuring that Divisions are learning from
complaints and linking them with SIs. The quality of complaint responses remains high.
PLACE Action Plan update - The updated PLACE action plan was received and noted. The
Board Secretary noted that a Governor had asked about dementia friendly flooring in urology. The
Chief Nurse confirmed that the Dementia Nurse Specialist will be working with the redevelopment
team regarding a dementia friendly environment. Catering was discussed and it was recognised
that portion size has been highlighted as an issue on a few occasions. The privacy and dignity
audit was scheduled to be undertaken later in the week.
9. Report from Clinical Operational Board
The minutes of the Clinical Operational Board meeting held on 27 October 2015 were received
and noted.
10. Workforce Update
Statutory Training and Appraisals – The Training and Development Report covering activity to
30 November 2015 was received and progress noted.
11. Deanery Update
The Director of Transformation reported that a report has been received with regard to acute
medicine and progress is good. Governance relating to induction, trainee passwords and access
to systems was highlighted as an issue which has now been addressed. Another concern was
raised in relation to the tracking of patients within the organisation, work is in progress to ensure
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continuity of care is paramount.
There has been no further feedback in relation to the Obs and Gynae return.
12. Risk Register
The risks assigned to COSQ which were due for review were discussed and updated.
13. Clinical Audit
COSQ were informed of the successful Clinical Audit Celebrating Success event and it was
suggested that some presentations are re-run at Grand Round.
14. Papers Received for Information:


Minutes Nursing and Midwifery Board, November.
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Finance, Investment & Performance Committees: 17 November
2015 and 17 December 2015
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Progress Clinical and Strategic Developments
Objective 7 – Optimise our Financial Position
Monitor
CQC
Commissioners
Internal Audit
620 – CIP Targets
944 - Non-Achievement of Financial
Target

945 – CCG verification processes
638/815 – Agency spend

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Finance, Investment &
Performance Committees during June 2015
SUMMARY/CURRENT ISSUES AND ACTION
The Reports give an overview of the matters addressed including the following:










Finance Report
Forecast Cash Position
Fast Track Action Plan
CQUIN
Monitor Declaration
Monitor Targets
Re-engineering 5 Year Plan and Savings Programme
Hospital Re-Development Update
Offices Business Case

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

Private Meeting
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT
TO BOARD OF DIRECTORS
This Report updates the Board of Directors on the matters considered at the 17th November
2015 meeting of the Finance, Investment and Performance (FIP) Committee.
Present: Jill Robinson (Chair), David Hendry, John Garner, Mark Versallion, David Carter,
Andrew Harwood and Mark England.
In Attendance: Matthew Gibbons, Tim Hughes, Jason Rosenblatt (for Angela Doak), Ricky
Shah, and David Hartshorne for item 7.
1. Apologies for Absence
Simon Linnett, Pauline Philip & Angela Doak
2. Chairman’s Issues
Following some debate on the style and content of the FIP minutes and the FIP report to the
Trust Board, the Committee Chairman requested that both be made available to her for
review prior to wider circulation.
This was agreed, recognising that this may result in a delay in the documentation being
available to other Board members.
3. Minutes of the Previous Meeting
The minutes of the previous meeting where accepted as a true and accurate record.
4. Matters Arising not elsewhere on the Agenda
The following matters arising were considered:
Business case tracking was clarified and a process was agreed;
Revised target expectations – the Managing Director confirmed the national monitoring
arrangements and associated penalties;
Patient Administration System – the Director of Re-engineering provided an update on
progress with the project;
Staffing Variance Analysis – discussion took place within the context of the Month 7 finance
report that highlighted reasons why increases in staffing levels were far higher than activity
levels, further analysis is to be undertaken;
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Agency Rules – the implications and anticipated consequences of Monitor’s agency cap
proposals were presented and discussed. It was recognised that the forecast item 5i) has
been based on the cap being imposed in accordance with the current proposals;
Capital Expenditure – the working draft of the 2016/17 capital expenditure plan was
outlined, it was agreed that further work needs to be undertaken in order to maintain it
within available funds.
5. Month 7 - Financials
i) Finance Report
The Deputy Director of Finance presented the Finance Report, including the current and
forecast financial positions that the Trust Board is obliged to confirm:
The month 7 surplus position is £542k.
The year-end forecast is a surplus of £36k, inclusive of £4.8m non-recurring, non-cash
savings.
The FIP Committee were asked to form view on both these positions in order to make a
recommendation to the Trust Board.
After due and careful consideration of these issues and reflection on the wider
discussions, the Committee agreed to confirm the month 7 position of a £542k surplus,
and a year-end forecast position of a £36k surplus to Monitor. However, acknowledging
that the forecast was dependent on delivery of significant Divisional Trading initiatives
and cost reduction programme, both recently introduced, it was agreed that before the
Month 8 forecast was submitted there would be a detailed review of progress against
these initiatives in order to reconfirm they were on track.
The Managing Director confirmed that the majority of the Q1 contract challenges had
been successfully resolved with Q2 being a work-in-progress.
ii) Forecast Cash Position to March 2016 & WCF
The Director of Finance presented the draft cashflow through to March 2016, with the
recognition that it was a work in progress.
Following a request from the Committee Chair to report cashflows related to the ITFF
loan separately from Business as Usual in order that any timing issues in utilisation of the
loan were not confused with available funds to support business as usual, this being
particularly important in view of: the low levels of cash being forecast; dependency on
delivering the improvement initiatives; and the probability of requiring working capital
funding within the medium term. This was agreed.
iii) Fast Track Action Plan – Phase I
This was discussed under 5(i).
3
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iv) Fast Track Action Plan – Phase II
The Managing Director recognised that there were risks associated with both the
Divisional forecasts and the savings from the Fast Track Action Plan (FTAP). In order to
ensure FIP was fully informed of these risks the Deputy Director of Finance confirmed
that future reports to FIP would contain an assessment of monthly phased performance,
ownership and critical milestones at Divisional level.
v) CQUIN – YTD Performance
The Committee Chair asked whether the Managing Director was still comfortable with
the expectation that the Trust would deliver 87% of the CQUIN value. The Managing
Director confirmed that the 87% was still achievable.
vi) M7 Monitor Declaration
As reported above, the Committee agreed to confirm the month 7 position of a £542k
surplus, and a year-end forecast position of a £36k surplus to Monitor.
6. Quarter 2 – Other Governance
i) Monitor Targets
The Managing Director confirmed that performance against the Monitor targets
continued in line with previous reports.
ii) Re-engineering – 16/17 & 5 Year Plan
The Director of Re-engineering presented the revised 5 year plan, it was agreed that
substantiation of predicted savings would be provided at a future meeting.
7. Hospital Re-development
i) FBC Update
The Hospital Redevelopment Programme Director gave a verbal update on progress towards
the full business case.
ii) Enabling Schemes Cost & Budget Review
The Programme Director presented the summary round up of the Enabling Schemes.
iii) Offices Business Case
The offices business case was presented for consideration by FIP with an approval decision
to be made at a later meeting in December. The paper was duly noted.
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8. Any Other Business
The Junior Doctors strike was discussed and the Committee was reassured that
arrangements were in place to deal with issues that may arise.
9. Date & Time of Next Meeting
It was agreed that due to the risks contained in the forecast, while the next scheduled
meeting is 20th January 2016, the Committee requested that there should be a meeting
arranged prior to submission of the Month 8 forecast to confirm progress against the
forecast step up in Divisional performance and delivery of FTAPII. The final agreed date was
17 December 2015.
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE MINUTES
These minutes reflect the matters considered at the 17th December 2015 meeting of the
Finance, Investment and Performance (FIP) Committee.
Present: Jill Robinson (Chair), Simon Linnett, David Hendry, John Garner, Mark Versallion
(via telephone link), Pauline Philip, David Carter, Andrew Harwood, Angela Doak and Mark
England.
In Attendance: Matthew Gibbons, Tim Hughes and David Hartshorne (for items 5(ii) &
5(iii)).
1. Apologies for Absence
None
2. Chairman’s Issues
The Director of Finance referenced communications from Monitor that provided some
context for items discussed later in the agenda.
3. Minutes of the Previous Meeting
The minutes of the previous meeting where accepted as a true, fair and accurate record.
4. FIP Action Log and Matters Arising not elsewhere on the Agenda
To be carried forward due to exceptional nature of this FIP.
5. Capital Planning
i) FY16/17 Capital Plan
The Director of Finance presented the draft capital expenditure plan for 2016/17,
confirming that it was a work in progress and excluded the impact of the ITFF phase 1
loan. There was some discussion on this and it was confirmed that the medical
equipment requirements were currently set to be equivalent to 2015/16.
ii) Offices Business Case: On-site
The Hospital Redevelopment Programme Director re-presented the business case for the
construction of on-site office space, confirming that this replaces the £6m case that was
presented to FIP in September but has since proven to be unachievable.
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The case has been narrowed down to two options, the first of which is smaller but within
the £7.2m envelope afforded from the loan already agreed with the ITFF. The second
option provides a larger footprint for office space and increases the opportunity for
releasing valuable clinic space within the main hospital site, albeit requiring a further
£2m.
Following some discussion on the business case it was agreed to proceed with the
enabling works. Decisions remained pending on the scope of the scheme and the
procurement route, and were dependent on further information being received.
iii) Offices Business Case: Off-site
The Hospital Redevelopment Programme Director presented the business case for using
the Poynt for re-providing office accommodation a short distance from the main hospital
site.
It was agreed that the Trust would pursue the Heads of Terms with further work to be
carried out to establish the condition of the building services and develop layout
drawings, with an update to be brought back to FIP in January 2016 before any
commitment to undertake works on the site.
iv) Mortuary Development
This was discussed under 5(i).
6. Month 8 - Financials
vii)

Finance Report

The Deputy Director of Finance presented the Finance Report, including the current and
forecast financial positions that the Trust Board is obliged to confirm:
At month 8 the Trust is reporting a £456k surplus and forecasting a year-end surplus of
£36k. The Board noted that achievement of the year end target was dependent upon the
FT securing some anticipated non-recurrent monies.
7. ITFF January 2016 – Financial Proposition
The Director of Finance presented the draft paper requesting a further loan from the ITFF
for FIP review and comment before sending to Nick Rose at the ITFF.
It was agreed that the paper was suitable for sending to the ITFF.
8. Management & Divisional Leadership Structure – Surgical Division
The Managing Director presented a paper outlining the management changes proposed for
the Surgical Division.
7
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The proposal was agreed, subject to the additional costs being offset by an increase in
planned income.
9. Patient Admin System Project Update
The Director of Re-engineering presented a paper updating the Committee on the Patient
Administration System project. In order to meet the very challenging timescales for a
decision it was proposed to delegate decision making authority to a sub-group of FIP.
It was agreed to assess the practical implications of this in order to reach a decision at the
earliest possible opportunity. [Post-minutes note: This was the January Board Seminar].
9. Any Other Business
None.
10. Date & Time of Next Meeting
27th January 2016, 12 noon to 3pm.

8

10FIPCommitteeReports.docx

Page8of8
OverallPage93of141

BOARD OF DIRECTORS
Agenda item

11

Paper Title

Audit and Risk Committee

Date of Meeting

3 February 2016
Andrew Harwood – Director of
Finance

Lead Director

Category of Paper
To action
To note
For Information

Paper Author
David Hendry
Indicate the impact of the paper:
Financial

Quality/Safety

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

Tick

To ratify

Patient Experience

Equality

Clinical

Governance

Audit and Risk Committee Report for 13 January 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
External Auditors

Risks 20+ reviewed

PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval of the Audit and Risk Committee.

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








External Audit - ISA 260 Audit Highlights Memorandum/ Management Representation, assurance on
Quality and Progress Report with Technical Update
Internal Audit – Draft I.A. Report 2014/15, Progress Report on CIP, Activity Reporting and Assurance
Mapping Progress Report
Counter Fraud – Annual Report and Resignation
Assurance from Sub Committee - Clinical Outcomes Safety & Quality Committee
Board Secretary Report
Compliance Policy Review – Standing Orders, Standing Financial Instructions & Scheme of Delegation
Private discussion with Auditors

ACTION REQUIRED
To note the 20 May 2015 Audit and Risk Committee Report
Public Meeting
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REPORT of 13 JANUARY 2016 AUDIT and RISK COMMITTEEMEETING

Please find attached the Report from the 13 January 2016 Audit and Risk Committee.
For governance and auditing purposes:

The Committee members Present were:
David Hendry, Alison Clarke, John Garner, Vimal Tiwari, Mark Versallion and
Jill Robinson



In attendance were:
Fleur Nieboer & Jodie Lusby (KPMG – External Audit), Paul Foreman (PwC –
Internal Audit), Juliette Meek (PwC – LCFS), Andrew Harwood, Jenny Pigott,
and Victoria Parsons. Philippa Graves and David Carter attended for their
relevant matters arising agenda items.



Apologies were received by: Robin White (Medical Representative)



Conflicts of Interest & Changes:
None identified.



The minutes/report of the previous meeting held on 2 September 2015 were
approved as an accurate record.

RECOMMENDATION
The Board is asked to note this Report.
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Report from the Audit Committee
1. Introduction
This report updates the Board of Directors on the matters considered at the Audit & Risk Committee
on 13 January 2016.
The Board of Directors is asked to note the content of the Audit & Risk Committee Report.
2. Minutes of Last Meeting – 2 September 2015
The minutes of the meeting on 2 September 2015 were approved.
3. Matters Arising
David Carter provided an update on the implementation of the recommendations from the A&E
Waits and the Activity Reporting Internal Audit Reviews.


A&E Waits - a manual mechanism has been put into place to mitigate the risk. This process is
working and this is no longer on the agenda of the CCG. Internal Audit will revisit as part of
the audit programme.



Activity Reporting – the high risk recommendations around capturing data for outpatient
procedures and high cost drugs have been implemented. David Carter is to work with GMs
and internal audit to provide an update on the implementation of all the recommendations
from the 14/15 report and identify the areas to be targeted as part of this year’s internal
audit programme.

Philippa Graves attended to provide assurance that the request from the Department of Health to
confirm plans and capability in place to respond to cyber incidents had been responded to. She also
provided an update on the cyber incidents that arose in the summer and the actions taken and
confirmed the actions taken to date from the IT Controls Audit.
Robin White has been confirmed as the Medical Representative for the Audit & Risk Committee.
Concerns were raised that the meetings would conflict with his clinical responsibilities. With this in
mind the decision is to be revisited to ensure that the Medical Representative is able to attend on a
regular basis.
Victoria Parsons provided an update on the Trust’s actions to date in respect of the Very Senior
Manager’s Pay Assurance. Benchmarking has been undertaken in conjunction with NHS Providers
and a Hay Review will be undertaken in 2016 to feed into the Annual report.
4. KPMG External Audit
KPMG informed the Committee of their work since the last meeting which had predominantly been
planning. The Audit Plan would be shared outside of the Committee. They also provided a technical
update for the Audit & Risk Committee members and Trust Management to highlight key regulatory
developments including tariff update, Lord Carter Efficiency Report, Agency pay caps and Reference
Cost Assurance programme.
An action was noted for David Hendry and Jill Robinson to be sent a copy of the Reference Cost
Report and associated correspondence.
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The Audit Committee noted the update.
5. PricewaterhouseCoopers Internal Audit
PwC informed the Committee of their work since the last meeting noting they had


Issued the final report on CIPs and E-Rostering; and



Issued a draft report on Estates & Facilities, Diagnostic Waiting Times, and Key Financial
Controls;

The programme is slightly behind plan currently but it is expected to be fully delivered to feed into
the Annual Report.
The Committee requested that Alison Clarke be involved with the Divisional Governance Review and
that all the NEDs feed into the Terms of Reference for the Clinical Governance Audit Review. It was
agreed to defer the Hospital Redevelopment audit to 16/17 and to use this resource to provide
assurance over the Lorenzo project if timescales allow.
CIPS Report – after much debate it was agreed this should be on a Board Agenda where the other
executive directors will be in attendance. FIP on the 27th January will crystallise the issues for the
medium term so a Board Seminar after this will help to determine the best way to implement the
recommendations from this review.
E-Rostering – Angela Doak/ Jim Machon to attend the next meeting to feedback on implementing
the recommendations.
The Audit Committee noted the update.
6. Counter Fraud - PricewaterhouseCoopers
PwC informed the Committee of their work since the last meeting including the creation of a Fraud
Risk Group and the Group’s first meeting. They are on plan to deliver the work plan by the end of
March.
Three referrals have been received. All have been closed and have been logged on the NHS Protect
FIRST system where appropriate.
The Audit Committee noted the update and requested a column be added to the ‘Work Against
Work Plan’ table for ‘Trust Action’.
7. Board Secretary Report
The Audit Committee noted the report from the Board Secretary and the work on the Assurance
Framework & the Risk Register as at January 2016. Risk 944 is to have an additional mitigation added
‘Applying for Working Capital Facility’.
8. Sub Committee Updates
COSQ noted developments on improving the clinical governance structure in the Medical Division.
NICE Guidelines Committee was well attended and the outcomes will be fed into the clinical
governance processes. Alison Clarke will be requesting divisions to attend COSQ to provide updates
on delivery of clinical audit.
There were no issues to be fed back from the Executive.
4

11AuditandRiskCommitteeRe

Page4of5
OverallPage97of141

9. Review of Audit & Risk Committee Terms of Reference and Workplan
The Committee was asked to share comments on the existing terms of reference and work plan with
David Hendry. The updated proposed terms of reference will be on the agenda of the next
Committee.
10. Accounting Policies 2015/16 Discussion Document
The proposed change in capitalisation criteria and ongoing accounting treatment for equipping costs
was agreed.
11. Review of Financial Control – Forecasting & Planning Accuracy
Item deferred due to sickness
12. Any Other Business
None identified
13. Date of Next Meeting: 16th March 2016 2pm
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BOARD OF DIRECTORS
Agenda item

12

Category of Paper

Paper Title

Hospital Redevelopment report

Date of Meeting

3 February 2016

Lead Director

Pauline Philipp, Chief Executive

To action
To note
For Information

Paper Author
David Hartshorne
Indicate the impact of the paper:
Financial

Quality/Safety

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

Tick

To ratify

Patient Experience

Equality

Clinical

Governance

Redevelopment Programme Board, 13 January 2016
Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan
Monitor
HSE
CQC
All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project
SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The Programme Board on 13 January was inquorate. The meeting reviewed the progress on the
development of the FBC design for the Services Block.
The AECOM team have continued to progress the stage 4 design. The 1:200 drawings have now
been signed off by the users. Good progress is being made with the M&E services design. In
parallel, a detailed cost plan for the works has been issued, and work is continuing to reduce the
forecast cost.
The Orthopaedic centre and the new ward in St Marys has been completed. Commissioning of the
Temporary Theatre units is in progress.
Planning for service diversions and demolition to enable construction of the new office block has
started.
ACTION REQUIRED
The Board is requested to note the report.
Public Meeting

Private Meeting
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REDEVELOPMENT PROGRAMME BOARD REPORT
22 January 2016
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors on the progress of the Redevelopment Programme.
2. Redevelopment Programme Board, 14 October
The Programme Board met on 13 January 2016. The meeting was chaired by Simon Linnett, Trust
Chair. The meeting was inquorate but considered the following issues:
a. The FBC delivery programme. A detailed programme has now been developed which
brings together all of the activities, including the design to be delivered by AECOM,
which are required for the FBC. The meeting agreed to the proposals for ongoing
review of progress
b. The meeting discussed the proposed way forward for reviewing and updating the
activity model as the scheme evolved. It was agreed that a further update would be
presented to the meeting in February
c. A paper on proposals for procurement of the construction work was reviewed. It was
agreed that the redevelopment team would commence preparation of documentation
for procuring the works through an OJEU notice
d. The design team gave a presentation highlighting progress to date with the design
work, and in particular the work that was being done on value engineering. The Chair
requested further review of value engineering at the meeting scheduled for February
e. The process to review risk was discussed. The Chair asked for a detailed review of the
risk register to take place at the meeting in February
f. There was a discussion on the progress of work to develop an OBC for the Energy
Centre. The Programme Director advised that a full discussion on the work would be
required at the next meeting
g. The progress on the enabling schemes being funded by the £19.9m loan from the ITFF
was discussed. The Orthopaedic centre is now complete, and ward 19B in the St Marys
building will be handed over on 14 January. Work is in hand to accelerate
commissioning of the Temporary Theatres to reduce the projected delay in completion.
A full cost review of the schemes will be presented to the FIP meeting on 27 January
h. There was a brief discussion about the potential to establish an Asset Management
Vehicle (PropCo). This will be discussed further at the meeting in February
3. FBC programme
The works to deliver the design work are on programme. The AECOM team have continued to
progress the stage 4 design. The 1:200 drawings have now been signed off by the users. Good
progress is being made with the M&E services design. In parallel, a detailed cost plan for the
works has been issued, and work is continuing to reduce the forecast cost.
A detailed register of Trust and Redevelopment Programme risks has been established. This will
be reviewed with the Executive during the coming month.
A process to manage the evolution of the assumptions on activity within the OBC has been
agreed. This involves input from external stakeholders as well as from the Trust. There will be
regular reporting of the evolution of the activity data prior to confirmation of the baseline to be
adopted in the FBC..
Cost review meetings have been established. Current management of the design has identified
about half of the value engineering savings set out within the OBC.
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4. Enabling works
1. Orthopaedic centre. This is now open
2. Temporary theatres. These are currently being commissioned and are scheduled to be
operational on 27 January.
3. Ward refurbishment. Ward 19B in St Marys is now complete.
Design work on wards 10, 11 & 12 is in progress.
4. Office block. It was agreed at FIP on 17 December that enabling works for the proposed
office block could proceed. This is now in hand. A decision on the size of the block to be
built is being held pending confirmation of the supplementary funding requested from ITFF.
In addition, work is progressing on a proposal to refurbish the ground floor of a building, the
Poynt, close to the hospital which will provide the short term accommodation needs for the
project. This will be reviewed at FIP on 27 January.
There has been significant over-runs on budgets associated with the current schemes. These are
addressed in a paper submitted to FIP on 27 January.
5.

Main scheme

The Planning Application is expected to be determined at the Planning Committee meeting on 10
February. Local Councillors raised concerns on the traffic management proposals and the impact of
car parking on residential streets. It has taken some time for these issues to be resolved.
A supplementary report on noise from the proposed helipad has now been submitted to the Council.
The application for the helipad will now be reviewed in March.
The redevelopment team are now commencing work to prepare a tender package for the
construction of the Services block. This will now be procured on a competitive basis following issue
of an OJEU notice.
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BOARD OF DIRECTORS
Agenda item

13

Category of Paper

Paper Title

Risk Register

Date of Meeting

3rd

Lead Director

All Directors

To action

February 2016

To note
For Information

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

Quality/Safety

History of
Committee
Reporting and Date

Links to Strategic
Board Objectives

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

Tick

Patient Experience

Equality

To ratify
Clinical

Governance

Clinical Outcome, Safety and Quality Committee 10th December and 27th
January 2015
Executive Board 26th January 2016
Objective 1 – Deliver Excellent Clinical Outcomes
Objective 2 - Improve Patient Safety
Objective 3 - Improve Patient Experience
Objective 4 – Deliver National Quality and Performance Targets
Objective 5 – Implement our New Strategic Plan
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
Monitor – Trust Governance Framework
CQC – All regulations and outcomes
MHRA
All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT

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


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

ACTION REQUIRED

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

13RRFebruary2016.doc

Private Meeting
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Risk Register Governance
The are 34 Board Level Risks on the Risk Register. 32% are currently high risk (15+). There has
been a significant amount of activity on the risk register and one escalation from Divisional Risk to
Board Level Risk.

% high risk April 2013 - January 2016
70
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Nov

July
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All the Board Level risks are up to date with an action plan.
Board of Directors Review
The Board reviewed the risks on the 25th November 2015.
Risk ref
944
620
617
945
968
950
669
903
994
1018
861

Risk Description
Financial Position
CIP Target
Telephony systems
CCG verification
Use of Cardiac Centre for
escalation
Bed Pressures
Appraisal
Integrated care
C Diff
HSMR
Pathnet Delivery

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Add reference to CQUIN
Maintain risk
Amend responsibility and maintain risk.
Maintain risk. Increasing action to mitigate
Amend risk and maintain
Query review to reduce risk
Review following Mortality Board
Maintain risk

Risks for escalation were discussed and none were identified as a Board Level Risk.
Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks on the 10th December 2015 and 27th January 2016.
Risk ref
968
776
921

Risk Description
Use of Cardiac Centre for
escalation
Use of Paeds ED for escalation
Streaming to Urgent GP Clinic from
ED

13RRFebruary2016.doc

Agreed conclusion
Review grading as good controls in place
Maintain medium risk. Good controls in place
Maintain risk. Review controls
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Risk ref

Risk Description

994

C.Diff Target

1018

HSMR

Agreed conclusion
Maintain risk
Maintain risk

Executive Board Review
The Executive Board reviewed all Board Level Risks on the 26th January 2016.
Risk ref
606

Risk Description
24 hour endoscopy

994

C.Diff Target

Agreed conclusion
Escalated as a Board Level Risk December
2015
Maintain risk

Review risks associated with the change in 18 week guidance and the impact on the Trust target.
Risk Review
New risks were reviewed between 18th November 2015 – 16th January 2016
25 risks were approved for the risk register none at Board Level although 6 were assigned as
Trustwide Risks
8 risks were closed, none at Board level:

13RRFebruary2016.doc
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BOARD OF DIRECTORS
Agenda item
14
Paper Title
Board Secretary Report
Date of Meeting
3rd February 2016
Lead Director
Chief Executive
Paper Author
Victoria Parsons – Board Secretary
Indicate the impact of the paper:
Financial

Quality/Safety

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

Patient Experience

Equality

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

Tick

Governance

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

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

SUMMARY/CURRENT ISSUES AND ACTION





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

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

Private Meeting
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1. Council of Governors
There are currently three vacancies on the Council of Governors
1) University of Bedfordshire (actively seeking a replacement)
2) Bedfordshire CCG
3) Hertfordshire Valley CCG (Trust has never had a representative)
In December 2015, Pam Vassallo-Todaro resigned as staff governor for Nursing and Midwifery
class. In line with the Constitution this will remain vacant until the next election.
In January 2016, Norman Costin, Appointed Governor for Central Bedfordshire Council was
replaced with Cllr Maurice Jones. A meeting has been set up with the Chairman.
2. Members
The next Ambassador newsletter will be issued in February 2016.
3. Use of the Trust Seal
Date used
10th December
2015
10th December
2015

Seal
number
113

Subject

114

o

o

Contract for ARJ Construction Limited
for the refurbishment of St Mary’s
Ward 19b
Contract for ARJ Construction Limited
for the refurbishment of the part
ground floor of the Travelodge into a
fracture clinic

Supporting
information
N/A
N/A

4. Policies and Procedures
Two policies were approved at the Policy Approval Group that are on the list for requiring Board
Ratification.
Policy
I04 – Infection Control Policy

Board Action
To be ratified

S03 – Safe Staffing in Escalation

To be ratified
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1. GLOSSARY
CCDC

Consultant in Communicable Disease Control

CPD

Continuous Professional Development

DIPC

Director of Infection Prevention and Control

DoH

Department of Health

HPA

Health Protection Agency

HPU

Health Protection Unit

HAI

Hospital Acquired Infection

IC

Infection Control

ICC

Infection Control Committee

ICT

Infection Control Team

ICN

Infection Control Nurse

KPI

Key Performance indicator

MRSA

Meticillin Resistant Staphylococcus Aureus

NAIS

No Avoidable Infection Strategy

PCT

Primary care Trust

RCA

Root Cause Analysis

SHA

Strategic Health Authority

SSI

Surgical Site Infection

SI

Serious Incident
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2. AIM/PURPOSE
This document is developed to provide the over arching Infection Control
framework and organisational roles and responsibilities at the Luton and
Dunstable University Hospital NHS Foundation Trust.
3. INTRODUCTION
Healthcare associated infections are loosely defined as any infection that is
acquired as a result of interaction with healthcare provision. In a complex
NHS service delivery for health is carried out in many different ways. This
document will restrict itself to control of HAIs in hospitals in the main but
recognises the increasing role of community services.
The Trust provides secondary healthcare facilities to Luton and South
Bedfordshire serving a population of 300,000 (approx). The hospital provides
a comprehensive range of inpatient and outpatient services and has a very
busy A&E department. There is a population mix which is mainly white with
significant contributions from the Indian sub-continent, Eastern Europe and
sub-Saharan Africa.

Physical isolation of infected patients is the corner stone of all infection control
programmes. Important infections that commonly require patient isolation are
as follows:
a) MRSA
b) Diarrhoea and vomiting
c) Tuberculosis
d) Multi-resistant gram negatives e.g. E.coli, Klebsiella, Enterobacter sp
e) The febrile patient returning from abroad
f) The ill HIV patient
At the Trust it is recognised that we don’t have the desired number of isolation
rooms. We are trying to make progress towards current recommendations for
50% of beds to be single rooms in new builds in the NHS (see NAI Strategy).
The structures, fabric and ward plans are varied. They range from
Nightingale style wards to modern with bays and siderooms where cohort
nursing is a physical possibility.
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4. DUTIES AND RESPONSIBILITIES
4.1 POLICY STATEMENT:
The Trust Board and Executives of the Trust are committed to ensure
provision of high level of infection control and prevention. This document will
set out clearly the mechanisms by which this service is delivered reliably to all
patients.
This document is written to be read in conjunction with the following:
a) Infection Control Manual 2015
b) No Avoidable Infection Strategy 2015 (Appendix 3)
c) Roles and Responsibilities paper 2015
These documents should be updated every 2 years. In line with other Trust
policies it will be available to all staff on the intranet and the public.
4.2 ORGANISATIONAL ARRANGEMENTS
The Trust has a very strong culture of “Patient Safety”. Infection prevention
and control is at the core of the patient safety strategy.
The Chief Executive of the Trust is responsible for ensuring that the
arrangements for the prevention and control of infection are in place in
accordance with Department of Health legislation (CQC Outcomes, The
Health Act 2006).
A Trust Board executive (currently the Chief Nurse) is nominated as the
executive with responsibility for infection control.
The DIPC (Director for Infection Prevention and Control) and the Medical
Director oversee infection control in the Trust and provide reassurance to the
Board.
The Divisional Director and Divisional Matron & General Manager for each
division lead on infection control.
Every Ward Sister/Manager is responsible for infection control and in
collaboration with the Divisional Matron & general manager will work
towards the divisional NAI strategy.
The Infection Control Committee serves as the specialist advisory forum to
the Trust on all issues of Infection Prevention and Control. (see appendix 1)
The ICC reports to the Clinical Operational Board (sub-committee of the Trust
Board).
The Infection Control team (ICT) is led by the Director of Infection
Prevention and Control (DIPC) and includes a consultant microbiologist, 2
infection control nurses (ICNs), one infection control support nurse, one parttime surveillance nurse and an infection control secretary.
Core infection control functions e.g. clinical advice, education and surveillance
are the responsibility of the ICT (see section 6 and appendix 2). The
Antimicrobial pharmacist and the continence care nurse also attend ICT
meetings. There are close links with other relevant groups like the Estates &
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Facilities, Water management committee and Drugs & Therapeutics
committee etc.
The ICT reports to the Infection control committee (ICC). Close links are
maintained with the local Health Protection Unit on matters of public health
related to infection. The ICT and ICC have good relations with the Director of
Public Health at the local Authority.
The DIPC and the Chief Executive meet regularly (1:1) to discuss infection
control.
The DIPC will attend the Trust Board meeting quarterly. Key performance
indicators (KPIs) will be regularly submitted to the Trust Board
A network of infection control Link Personnel is established throughout the
hospital. This network is supported by the ICT. Regular educational meetings
are arranged to support the group. These staff provide a 2 way conduit
between their wards and the ICT
All documentation related to the control and prevention of infection should be
regularly reviewed and updated.
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4.3 Reporting and accountability
4.3.1Trust Organisational Chart (Appendix 7)
4.3.2 – Infection Control Reporting

Trust
Board

Clinical
Operational
Board

DIPC

Infection Control
Committee

Medical
Director

Infection Control
Team

Divisional Director
and General Manager
NAI report
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4.3.3 ICT Collaboration with Other Trust Committees
D&T
PLACE
NMB
CNS

Drugs and Therapeutics
Patient Environment Action Team
Nursing & Midwifery Board
Clinical Nurse Specialist Group

Clinical
Audit &
Effectiveness
Committee

Infection
Control
Committee

Water
management
committee

Drugs &
Therapeutics
Committee

Emergency
Planning

Infection
Control
Team

Link
Person
Forum

Health &
Safety
Committee

NMB
CNS Group

Medical
Equipment
Group
Risk
Management
committee

PLACE

4.4 ROLES AND RESPONSIBILITIES
The Trust promotes a strong message of ZERO tolerance to avoidable
infection. Duties and responsibilities towards infection prevention and control
have been clearly outlined. All staff are required to sign up to this
responsibility so that it is part of individual job plans. The annual appraisal
process will emphasise individual targets towards infection prevention.
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5. ORGANISATION AND MANAGEMENT OF INFECTION PREVENTION
AND CONTROL
The Infection Control Team (see Appendix 2) is made up of small team of
infection control professionals who are available for day to day advice.
5.1 Contacting the team
Contact during working hours:
Sue Fox
ext 7321 bleep no: 152
Marietta Niala ext 7321 bleep no: 231
Dr Mulla
ext 7338 bleep no: 233
Out of hours advice is available via the switchboard
The Infection Control Manual is available on the Trust intranet site.
5.2 Risk Assessment, Surveillance and Reporting
The ICT monitors significant infections like MRSA and C.difficile and ensures
that “risk assessments” are performed daily so that patients are managed
appropriately (see Appendix 4)
All MRSA positive patients (colonisation and infection) are identified on a list
and marked as infection alert on PIMs (patient information management
system). This list is updated daily by the infection control nurses.
Other alert organisms are monitored.
Notifiable diseases and other infections of public health importance are
reported to the Health Protection unit (HPU). If required urgent information is
communicated to the HPU by telephone. For a list of Notifiable diseases
please see the Infection Control Manual.
ICT collects data for C.difficile cases, MRSA, MSSA, E.coli and GRE
bacteraemia as part of mandatory reporting to the DoH (Dept of Health). The
Trust considers surveillance a measure of quality and encourages activity in
this area e.g. surgical site surveillance.
Locally every month each ward is provided with its figures for C.difficile and
MRSA bacteraemia. This information is plotted on a process chart on the
ward. Every ward manager is required to share this information with their staff
and display it on the ward.
The ICNs attend a “bed management meeting” every day helping in
prioritising patient admission to limited isolation facilities.
Information regarding significant infections is gathered by a variety of ways
principally via the laboratory results and ward rounds. The microbiology
consultants inform the ICT about all such infections.
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The Trust NAI strategy will facilitate ward and directorate based information
gathering which will be supplied to the ICT by performing daily individual
patient “risk assessments” (appendix 6).
5.3 Training
The ICT spends considerable time on training. Education and learning about
infection control and HCAIs is mandatory for all staff. Infection control is part
of induction and statutory training programmes. Record of attendance is
maintained by the Training department. Non-attendance is reported to the
relevant manager by the training department. It is emphasised that
mandatory infection control training is part of CPD.
5.4 Audit
The ICT has an annual programme of clinical audit that is monitored by the
Clinical Audit and Effectiveness committee.
Audit is part of every directorate NAI strategy that is monitored through the
performance framework.
The Hygiene Code self assessment is carried out quarterly and reported to
the DIPC, ICC and the Board of Directors.
5.5 Serious Incidents
The ICT is committed to reducing SI related to lapses in infection control
procedures. It is important to investigate such episodes and all lessons learnt
are disseminated through the organisation.
Root Cause Analysis is performed on all episodes of MRSA bacteraemia and
cases of hospital acquired C.difficile diarrhoea.
This process is managed by the DIPC and the Head of Risk & Governance
but is carried out by the clinical directorate.
Information from RCAs is regularly analysed by the DIPC and ICT. Results of
such analysis is presented at the ICC and any learning is disseminated
throughout the organisation through ward communication and Infection
Control Newsletters
5.6 Staff, Patient and Public Communication:
The ICT provides information on infection control to all staff, patients and the
public. This allows staff to review their practice and make decisions to
promote good practice, patients to be aware of information about infection and
the public are aware of the Trusts position related to infection control issues.
This is done by:
1)
Information regarding alert organisms like MRSA and C.difficile is
provided to the DoH.
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2)

3)
4)
5)

6)

The DIPC Quarterly Report covers all aspects of alert organisms
and surveillance conducted by the ICT –this is available for staff
and the public.
Every ward displays their MRSA and C.difficile rates and hand
hygiene rates in a public area.
Patient information leaflets are available for MRSA, C.difficile and
other common infections.
The ICT / DIPC have close links with patient and public forums and
regular presentations on infection control issues are made to
hospital doctors, Governors and Trust Board.
An infection control website is maintained which further enhances
our ability to provide information.

6. PROCESS FOR MONITORING COMPLIANCE - ASSURANCE AND
PERFORMANCE FRAMEWORK
6.1 The NAI Strategy 2015 (Appendix 3)
The NAI Strategy has created the environment to involve all levels of clinical,
non-clinical and managerial staff to commit to infection control roles.
Infection control responsibilities will be division based with each Divisional
Director and General Manager being responsible for delivery of infection
control and prevention within their area.
With the assistance of the Infection control team all directorates are required
to produce their NAIS plan. The KPI is achievement of the Directorate NAI
strategy that will be monitored by the Medical Director. The Trust Board will
receive reports on individual directorate performance. The DIPC will attend
the Trust Board meeting quarterly.
The DIPC will produce an annual report on infection prevention and control,
which will include a forward plan. This report will serve to inform the Board
and require endorsement by the Board and Executive team.
The Trust aims to take a long term view on infection control and prevention
which is reflected in the NAI strategy.
6.2 Risk Management
The NAI strategy and the ICT / ICC inform the Trust Risk assessment
programme. The DIPC is a member of the Trust Clinical Operations Board.
In conjunction with the Head of Quality Development the DIPC will review
infection prevention and control risks to the organisation and inform the Trust
Risk Register (see Risk Management Policy)
7. References - See Appendix 6
8. Associated Documentation - See Appendix 5
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10. Appendices
Appendix 1
Infection Control Committee
Membership
Director of Infection Prevention & Control
Consultant Microbiologist
Head of Infection Control
Infection Control Nurse Specialist
Infection Control Support Nurse
Antibiotic pharmacist
SSI surveillance nurse
Medical Director
Chief Nurse
Director, Estates & Facilities
Head of Estates Operations
Sterile Services Manager
Domestic Services Manager
Theatre Manager
Consultant Physician
Consultant Urologist
Consultant Orthopaedic surgeon
Matron Representative
Consultant in communicable disease control (CCDC)
Beds & Herts Health Protection Unit
Occupational Health Consultant
Senior Occupational Health Nurse
IC secretary
The ICC is a sub-committee of the Clinical Operational Board.
It is made of infection control specialists and representatives from medical
nursing and senior managerial staff. The ICT is the principal functionary of the
ICC.
The ICC function is to
Inform and re-assure the Trust Board and executive team on infection
prevention and control.
•
Receive and disseminate relevant information from associate groups
( Drugs & Therapeutics, Health & Safety)
•
Review progress against NAI strategy
•
Review of surveillance activity
•
Disseminate expert advice on SSI monitoring and prevention
•
Liaise with expert groups internal and external to agree most up to date
guidance
•
Receive the DIPC reports and recommend an annual infection control plan
to the Trust board.
•
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Appendix 2
Infection Control Team
The ICT is housed in the Department of Medical Microbiology. Dr Mulla who
is the Trust Infection Control Doctor and DIPC is the lead. The ICT members
meet on a daily basis and communication between the members is excellent.
Formal meetings are also scheduled every month.
Membership:
Director for Infection Prevention & Control
Head of Infection Control
Infection Control Nurse Specialist
Infection Control Support Nurse
SSI Surveillance Nurse
Consultant Microbiologist
Secretary
Accountability
Report to the Infection Control Committee
Roles
The ICT is a specialist team providing guidance to the Trust and leading on
fulfilling Trust commitment in many areas.
It will:
1. Produce an Annual report (DIPC) with a proposed action plan for the
Trust Board and Executive.
2. Ensure compliance with Hygiene Code and other Department of Health
recommendations e.g. “Saving Lives”.
3. Contribution to patient safety in the Trust.
4. Monitor and provide surveillance results on important diseases which
may cause infection in hospitalised patients e.g. MRSA and C.difficile
infections
5. Deliver training and education to all Trust staff e.g. statutory training, IC
link staff
6. Provide expert advice on matters leading to reporting of infection SI.
7. Review progress with annual audit programme
8. Monitor progress on national infection control related issues.
9. Contribute to other Trust committees like Senior Nurses Group, Drugs &
Therapeutics committee etc.
10. Liaise locally and nationally with Public Health England and provide
information and advice to the Consultant in Communicable Disease
Control (Beds & Herts HPU).
11. Collaborate with Bedfordshire & Luton Clinical Commissioning Group
(CCG) on issues of infection control.
12. Provide information to patients and the public in matters of infection.
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Appendix 3
No Avoidable Infection Strategy (Hyper link)
This document has been divided into seven domains. Directorates have been
asked to maintain the same structure so that measurement of progress can
be standardised.
1)
2)
3)
4)
5)
6)
7)

Improve hand hygiene compliance
Reducing environmental load – Improve the level of cleanliness
Implement antibiotic stewardship
Surveillance
Improve ability to contain infection
Improve the speed of diagnosis
Reduce the burden of infection in the community
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Appendix 4
Infection control policies and documents:
Infection Control manual
DIPC report
C.difficile care plan
MRSA care plan
Individual patient risk assessment form
Infection control transfer form
Diarrhoea outbreak assessment form
Patient leaflets
1. MRSA screening leaflet
2. MRSA
3. Clostridium difficile
4. Clostridium difficile GDH positive
5. Barrier nursing
6. Norovirus
7. Multi-drug resistant gram negative (MDRO)
8. Controlling hospital infection
9. Carbapenamase resistant Enterobacteriaceae (CPE) – 3 leaflets
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Appendix 5
Infection control - Linked policies:
Bed Management policy
Occupational Health related policies
Needle stick policy & guidelines
Health & Safety
Uniform & Dress code policy
Waste policy
Antibiotic guidelines
Cleaning strategy
Catering policy
Management of C.difficile
Latex policy
Catheterisation (urinary) guidelines – Adult
Adult short peripheral venous cannulation clinical guidelines
Guidance document for the care & management of adult patients with
short-term central lines
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Appendix 6

GUIDANCE ON WHO TO CONTACT FOR WHAT,
INCLUDING DIRECT WEB LINKS FOR EASY
ACCESS
GOVERNMENT RESOURCES:-

COSHH Essentials –
A website produced by the Health and Safety Executive that provides advice
on controlling the use of chemicals for a range of common tasks and aids
compliance with the Control of Substances Hazardous to Health Regulations
(COSHH).
www.coshh-essentials.org.uk

Department of Health (England) –
Telephone: 020 7210 4850 (9am – 5pm Monday to Friday)
www.dh.gov.uk

Health and Safety Executive –
Government organisation responsible for regulating risks to health and safety
arising from work activity in Britain. The HSE aims to protect people’s health
and safety by ensuring that risks in the workplace are properly controlled.
Telephone: 08701 545500
www.hse.gov.uk
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Public Health England –
Provides impartial advice and information to health professionals and the
public, including communicable diseases, emergency planning and
bioterrorism.
Telephone: 020 8200 4400
www.phe.org.uk

National Patient Safety Agency (NPSA) –
Special Health Authority, created in July 2001, to improve the safety and
quality of care through reporting, analysing and learning from adverse
incidents and ‘near misses’ involving NHS patients.
Telephone: 020 7927 9500
www.npsa.nhs.uk

US Centers for Disease Control and Prevention (CDC) – Hand Hygiene in
Healthcare Settings –
CDC is the US federal agency for protecting the health and safety of people in
the US. The website provides guidelines for hand hygiene and materials to
promote hand hygiene in healthcare settings.
www.cdc.gov/handhygiene

Infection Control Nurses Association –
Professional body representing those both working in the field and with an
interest in infection, prevention and control.
Telephone: 01506 811077
www.ips.uk.net

Hand Hygiene Resource Centre (HHRC) –
A project of the Saint Raphael Healthcare System (in New Haven,
Connecticut, US) that aims to advance the quality of patient care and reduce
infection by improving hand hygiene practices in healthcare settings. The
website provides educational materials designed to promote awareness.
www.handhygiene.org

National electronic Library for Health –
Includes quality-assured and systematic reviews with links to other sites,
guidelines and sources of evidence.
www.nelh.nhs.uk
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National Institute for Health and Clinical Excellence (NICE) –
Provides best-practice guidance for patients, health professionals and the
general public with downloadable guidelines. Please note, on 1 April 2005,
NICE joined with the Health Development Agency to become the new
National Institute for Health and Clinical Excellence.
www.nice.org.uk/
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Safe Staffing Escalation Policy for Nursing

1.0

Introduction
Nursing and Care Staff1 play a critical role in delivering safe, high quality care to
patients and service users. There is significant evidence that demonstrates
having the right number of staff delivering care in the right place, impacts
positively on both clinical outcomes and patient experience (Francis Report,
2013). Facilitating safe staffing ensures that we prioritise the safety and
experience of our patients and staff. Patients have a right to be cared for by
appropriately qualified and experienced staff in safe environments as described
in the National Health Service (NHS) Constitution (Royal College of Nursing,
2010).
“How to ensure the right people, with the right skills, are in the right place at the
right time” describes 10 expectations of NHS care services in the management
of Nursing staffing levels (National Quality Board, 2013). Expectation 2 describes
the need to ensure that processes are in place to enable staffing establishment
to be met on a shift-to-shift basis. This policy aims to identify these processes
within Luton and Dunstable University Hospital that are in place to meet this
need.
In July 2014 the National Institute for Health and Care Excellence (NICE)
published a guidance document titled “Safe staffing for nursing in adult inpatient
wards in acute hospitals.” It makes recommendations on the ideal levels for
staffing of adult inpatient wards in acute hospitals. It also identifies organisational
and managerial factors that are required to support safe staffing for nursing. This
policy is written with this guidance in mind.
It is essential that clinical areas either admitting elective/planned admissions or
accepting emergencies or providing support to these services, are appropriately
staffed at all times. This policy is intended for immediate and short term staffing
challenges. Longer-term plans will be contained in the Trust’s Business
Continuity Policy.

2.0

Purpose





1

To provide effective guidance to those staff that have responsibility for
ensuring staffing levels are safe on a shift by shift basis.
To ensure that all inpatient and outpatient areas at Luton and Dunstable
University Hospital Foundation Trust (The Trust) have adequate nursing
staff to meet patient needs.
To facilitate health care staff in the right place at the right time with the
appropriate skills necessary to deliver safe care.
To direct staff in the use of defined escalation pathways to mitigate any
risk as a result of poor staffing and/or skill mix.

Care staff denotes those that assist with the delivery of nursing care i.e. healthcare assistants, assistant practitioners
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3.0

Duties and Responsibilities

3.1

Chief Nurse (CN) and Deputy Chief Nurse (DCN)

3.2



Ensure that the organisation has an agreed position with regards to safe
nurse staffing and skill mix establishment which takes into account
changes in professional and evidence based standards.



To hold, sign-off and to support divisions in bi-annual reviews of skill mix
establishment to ensure that safe staffing and skill mix are being delivered
operationally (Appendix 1)



Ensure that the organisation is compliant with the national requirements
for monthly submission of nurse staffing fill rates.



To take evidence based staffing levels to the Trust Board for sign-off
thereby ensuring that any proposed changes to the nurse staffing and skill
mix establishment are discussed and agreed.



Chair the 3 times daily staffing meetings with Matrons to review patient
activity with staffing levels.



Review Incident reporting (Datix) themes and trends and discuss with
Matrons at Bi-monthly Quality Performance Meetings.

Divisional Matrons/Lead Nurses


To be responsible and accountable for the delivery of patient care with the
appropriate skill mix in the clinical area(s) that they are responsible for.



To hold ward managers to account for having appropriate staffing capacity
and capability on a shift to shift basis, following escalation procedures
where necessary (National Quality Board, p.38, 2013)



To liaise with the other Matrons and Ward Managers in order to support
and monitor the use of the escalation pathway. This will allow the
redistribution of staff, dependent on the areas requirements or shortfalls.



To regularly review the existing nursing establishment using evidence
based tools, triangulation and professional judgement. This includes
prospective establishment reviews with the Chief Nurse/Deputy Chief
Nurse.



Develop and implement local processes that ensure staff work safely
within the limits of their competency at all times.



To review and approve rosters submitted from wards/departments.
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3.3



To have responsibility for investigating and taking action on any adverse
incidents relating to nurse staffing and skill mix establishment.



To implement local escalation pathways to ensure patients are cared for
safely with the right staff in the right place at the right time and with the
right skills.



To locally record any red flag shifts and ensure these are discussed at the
staffing meetings so that all actions can be taken to minimise the impact of
these (for further information regarding red flags see section 4.0)



Where staffing issues occur, ensure the Trust’s incident reporting system
(Datix) is completed to reflect staffing concerns and actions taken are in
line with the use of the escalation processes if there is a sudden staffing
shortfall (Appendix 3)

Operational Matron / Out of Hours Bleep 555 holder


To ensure the continuity of actions taken during the day to address any
workforce concerns out of hours.



To co-ordinate the 3 times daily staffing meetings, ensuring the escalation
pathway is followed and redistribution of staff is realised.



To communicate with nursing colleagues throughout the shift if any
changes in patient requirements occur that need consideration and
addressing.



To inform the Operational Manager on call and the CN/DCN, if unable to
resolve the risks to patient safety due to short staffing +/- poor skill mix.



Where staffing issues occur, ensures the Trust’s incident reporting system
is completed to reflect staffing concerns and actions taken using the Nurse
Staffing RAG Rating Tool (Appendix 1a,1b,1c)



To have an overview of staffing and patient acuity across the organisation.
To plan ahead to address any potential changes in the service that may
require additional staff support or escalation (Appendix 2)

To communicate ‘hot spots2’ to the team in the control room for inclusion on the daily
bed report. This allows the patient flow team to try and curb patient movements into
these areas.

4.0

Ward Manager/Charge Nurse/Senior Sister

Hot spots are described as those patient care areas that may struggle to deliver direct patient care due to concerns such
as high acuity of patients or poor skill mix
2
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3.5

4.0



To be professionally accountable for safe nurse staffing and skill mix /
establishment in the clinical area they are responsible for.



To escalate to the Matron within the respective Directorate / Division
where nursing levels fall outside recommended guidance and/or present a
risk to patient safety and quality of care.



To hold operational accountability for the delivery of safe nurse staffing
and skill mix establishment in the clinical area that they are responsible for
including the management of safe and efficient rosters. This includes
following the escalation process and informing their line manager of any
concerns.



To have responsibility for managing day-to-day actual and potential risk in
their ward or department relating to nurse staffing and skill mix
establishment in accordance with Trust policy, escalating to the Matron in
the first instance.



The purpose of the ward based staffing boards is to enable staff numbers
to be displayed publicly on each ward on a shift by shift basis. White
boards have been placed at the entrance to all ward areas and must be
updated by the nurse in charge at every shift change.



To understand the evidence based methodology used to determine the
nursing and/or midwifery staffing in their area of responsibility (National
Quality Board, p.38 2013)

All Staff


To ensure that if inadequate staffing/skill mix is not resolved, it is identified
via incident reporting. This includes notification of ‘red flag’ events
(National Institute for Health and Care Excellence, 2014)



Take responsibility for working with colleagues to deploy staff effectively in
line with their job description, competence and code of conduct to address
areas of risk within the organisation.



To raise concerns regarding staffing and/or the quality of clinical care
within the organisation in a timely manner.



Participate in discussion and decisions regarding staffing in their clinical
area.

Red Flag Reporting
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The National Institute for Health and Care Excellence (NICE, 2014) states the need
to have guidelines on staffing levels for all areas that house patients overnight. This
is in order to prevent unsafe care which can lead to patients dying unnecessarily
(NICE, 2014). In line with these recommendations, Trusts are asked to have locally
defined ‘red flag events’ that prompt staff action to review and implement escalation
pathways that address the area of concern.
At Luton and Dunstable University Hospital these red flags are reviewed on a daily
basis by the Divisional Matrons. Red flags for the hospital are defined as the
following:
1. Total number of RN’s required is filled by more than 50% agency staff
2. Day shifts where Registered Nurse to patient ratio is greater than 1:8
In the event that a red flag occurs, escalation pathways should be followed and the
risk mitigated as best as possible (Appendix 1a, 1b, 1c). At the end of every month,
a dedicated member of the nursing workforce reviews all red flag incidents for the
hospital. This information is collated and reported to the Trust Board with an
attached thematic analysis.
5.0

Escalation Process

The National Quality Board (NQB) Guidance 2013 describes the expectations of all
NHS organisations in relation to escalation processes affecting the ability to provide
safe patient care. The NQB guidance states that staff should;


be aware of the escalation policies in place



flag where they think staffing capacity and capability falls short of what
is required



be able and prepared to use the escalation policies

The Divisional Matrons/Lead Nurses hold responsibility and professional
accountability for ensuring robust escalation procedures are embedded within their
respective areas and that these are followed in line with the local red, amber and
greed (RAG) rating guidance (see appendix 1).
All Ward / Unit Managers should evaluate and risk assess the staffing levels on a
shift by shift basis. All wards should maintain a record of decision making around
nurse staffing where escalation has been required. On discovering a staffing short
fall, members of staff should refer to the process described in the Action flowchart
(Appendix 3) and take the appropriate actions to address the situation.
All staff will be made aware of and encouraged to use official avenues’ to report
concerns regarding provision of safe care to senior managers and via the incident
reporting system. This includes the use of the Trust’s Incident Reporting system.
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5.1

Daily Staffing Meetings

These are held three times a day (with ad hoc meetings arranged as requested by
CN/DCN) with a Band 7 or above nursing representative from all divisions being
present. A representative from the temporary staffing office is also present. These
meetings are led by the Operational Matron (OM) or 555 (Senior Nurse) and
supported by the CN/DCN. At these meetings all areas requiring health care staff are
reviewed for:





unfilled duties
skill mix
patients requiring one to one care
patients requiring mental health support

The Operational Matron/555 bleep holder facilitates discussion and staff movement
in conjunction with the divisional representative in order that every attempt is made
to staff all areas safely. A joint decision is made on the RAG rating of each division.
This information is then given to the Operational manager for inclusion in the bed
report. The bed report is then disseminated accordingly. (Appendix 2)
A prospective review is undertaken of all staffing gaps for the forthcoming twenty
four hour period with solutions sought as necessary and approvals for temporary
staff usage obtained.
6.0

Monitoring Compliance and Effectiveness

NICE recommends that safe nursing data be collected as an indicator of adequate
staffing levels in acute hospitals (NICE, 2014). In line with these recommendations
Luton and Dunstable University Hospital collects, interprets and publishes the
following information:









National Inpatient Survey results
Falls data
Pressure ulcers
Medication administration errors
Nursing overtime
Planned, required and available nurses for each shift
Temporary staffing use
Statutory and mandatory training compliance

Staffing levels are monitored monthly by individual departments reporting staffing
levels below minimum establishment levels, to General Managers and form part of
the Harm Free Care dashboard which is reported to the Clinical Outcomes, Safety
and Quality Committee, a subcommittee of the Trust Board.
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7.0

Supporting References

NHS Constitution for England (Department of health 2015)
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/thenhs-constitution-for-england
Mid Staffordshire NHS Foundation Trust Public Inquiry (Robert Francis 2013)
http://webarchive.nationalarchives.gov.uk/20150407084003/http://www.midstaffspubl
icinquiry.com/report
Safe staffing for nursing in adult inpatient wards in acute hospitals (NICE 2014)
https://www.nice.org.uk/Guidance/SG1
Safer staffing for older peoples wards (Royal College of Nursing 2010)
https://www.rcn.org.uk/professional-development/publications/pub-004234
How to ensure the right people, with the right skills, are in the right place at the right
time (National Quality Board 2013)
http://www.nhsemployers.org/~/media/Employers/Documents/Need%20to%20know/
nqb-how-to-guid.pdf
Nursing and Midwifery Council, The Code 2015
http://www.nmc.org.uk/standards/code/read-the-code-online/

8.0

Appendices

1a, 1b, 1c

Nurse Staffing RAG Rating Tool

2.

Daily staffing meeting Standard Operating Procedure

3.

Nursing Escalation Process if Sudden Shortfall
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Appendix 1a

Nurse Staffing RAG Rating Tool
Purpose





This document is to assist in the assessment of the level of risk due to nursing
establishment shortfalls, on a shift basis, within divisions and across the organisation.
To provide consistent communication of the levels of risk to the organisation
associated with staffing levels and patient acuity.
To direct actions to be taken as a result of nursing shortfalls.
To ensure all patient areas are staffed in order to facilitate direct patient care safely.

Process







Each division to collate staffing numbers and patient acuity and bring these to daily
staffing meetings.
Ops Matron/555 to assess the level of risk (RAG rating) for each division using the
divisional risk assessment criteria detailed below. This should then be used to
determine overall Trust risk rating for staffing.
Ops Matron/555 to report risk rating two/three times a day at the trust bed
management meeting.
The Operational Matron/555 then facilitates the movement of staff in order to either
maintain or reduce the risk rating dependent on requirements of the areas.
See the standard operating procedure document for ‘Daily Staffing Meeting’ for
further ops Matron/555 responsibilities.

Black Alert
A black alert will trigger a serious incident within the Trust. A black alert occurs when a
combination of operational requirements are unable to be met. This will have an impact on
the distribution of nursing staff across the Trust. For information regarding actions to take for
senior nursing staff, please refer to the document titled ‘Black Alert Plan’ (2015).

Definitions:
Contingency area

A ‘contingency area’ is locally defined as an area not usually used for
inpatients that has no agreed nursing establishment.

Ops Matron

Operational Matron responsible for coordinating nursing care across
the organisation and implementing actions listed below

RAG

Acronym for ‘red’, ‘amber’ and ‘green’

555

Senior nurse out of hours bleep

Safe Staffing Escalation for Nursing policyJan16 V3
14Appendix2-FinalSafeSta

10
Page10of15
OverallPage136of141

Appendix 1b

Division RAG Ratings – Nursing Staff
Green

Green

No shortfalls of qualified staff

Amber

Red
There is a shortfall of 2
qualified staff in one or
more areas

All 1:1 care provided for

There is a shortfall of 1
qualified staff in 1 or more
areas

Actions:

Actions:

Actions:

Liaise with other divisions to
move staff

Escalate to Ops Matron for
assistance

Reassess ability to deliver
direct patient care
throughout the shift

Consider use of support staff
(i.e. practice educators)

No action required

Reduced staff to patient
ratios on main units due to
the need to move staff to
provide 1:1 care

Move staff off non-statutory
study days to work on units
Ward manager to work in the
numbers
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Appendix 1c

Trust wide RAG Ratings – Nursing Staff
Green

No shortfalls of qualified staff
All 1:1 care provided for

Amber

Red

Two areas reporting division
‘Amber’ RAG rating

Three areas reporting
division ‘Red’ RAG rating

One contingency area open

Two contingency areas
open

Further contingency staff
identified

Actions:

No immediate action
required

Contingency staffing plan to
be available at bed
meetings

No staff identified for
further contingency areas

Actions:

Actions:

Liaise with other divisions to
move staff

Inform Chief / Dep Chief
Nurse of status

Divisional Matrons to reassess
ability to deliver direct patient
care throughout the shift

Move staff from affected
areas that are attending
internal training back to
their departments

Contingency staffing plan to
be available at bed meetings

Consider using corporate
nursing team to assist
Ops Matron/555 to
complete incident report
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Appendix 2

Daily Staffing Meeting Standard Operating Procedure
Dates and times of meeting
Three times a day - Monday to Sunday - at 0700hrs, 1000hrs, 1530hrs and ad-hoc,
as requested by Chief Nurse/Deputy Chief Nurse. On the weekend this may take
the form of a phone call from the unit bleep holders to the Operational Matron.
Venue
Accident and Emergency (A&E) relatives room - if this is not available the A & E
seminar room above the department can be used.
Membership






Chief Nurse/Deputy Chief Nurse.
Operational Matron (OM) of the day.
It is vital that unit bleep holders for Medicine, Department of Medicine for the
Elderly (DME), Acute Medicine, A & E, Critical are, Gynaecology and Surgery
attend. All other units are invited to attend if they would like assistance with
staffing.
Bank office representative.

Purpose of meeting





To review the nurse staffing for the forthcoming 24hr period (M, T, W, Th)
At the Friday meeting review the nurse staffing for the weekend ahead and
the following Monday.
Following this review, to ensure that all areas of the Trust have adequate
staffing levels taking into account acuity and holistic support requirements.
In liaison with the Corporate Nurse representative, to decide at which point to
send unfilled duties to the agencies.

Information required
Unit bleep holders to bring to the meeting:
 Staffing numbers for their unit for the next 24hrs (72hrs on Friday meeting)
 Any increased patient requirements that they may need additional care staff
support.
 Numbers of the following:
 Unwell mental health patients requiring one to one care
 Sectioned mental health patients with a delay in transfer of care
 Patients requiring Deprivation of Liberties (DoLS) Refer to Adult
Safeguarding Policy, 2015)
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 Patients with infections requiring isolation
 Patients requiring end of life care (Caring of Dying pathway
commenced)
 Any ‘hotspots’3
Bank office representative brings to the meeting:
 Requested shifts that have been filed
 Requested shifts that remain outstanding
Meeting Format
1. Review unfilled shifts and acuity of patients in:
a. Medicine
b. DME
c. Surgery
d. Acute Medicine
e. A&E
f. Gynaecology
g. Critical care
h. Any other areas that raise concerns
2. Review the information the Bank office provide on shifts filled and unfilled for
the next 24hrs (72hrs on Friday)
3. Following the review, agree and implement a plan to address any areas with
identified ‘red flags’
4. Review contingency area staffing as in agreed Standard Operating
Procedures for these areas
5. Ensure next 24hrs contingency staff rosters are available and a plan in place
if any additional areas need to open at short notice
6. Define nursing staff risk rating (see Nursing Staffing Risk Tool, 2014) for each
unit and overall rating for the day and night shifts
All of the above information is handed to the afternoon senior nurse at the
1530hrs meeting
Information sharing
1. OM/Manager will attend the 1100hrs and 1600hrs operations meeting in the
control room and share the above information to the team. This information is
then disseminated across the Trust via the bed report.
2. OM/Manager to brief Chief/Deputy Chief Nurse of the nursing staffing plan if
they have been unable to attend the staffing meetings.
3. OM/Manager to complete Incident report (Datix) for any overall nursing staff
risk rating of Amber or Red and to inform the General Manager on call.

3

Hotspots denotes those areas where there are unusual pressures affecting the ability to deliver safe patient care
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Appendix 3

Action Flowchart

Staffing levels are reduced from normal expected numbers
(Minimum staffing levels for expected workload have previously been agreed)
been agreed within divisions)

Nurse in Charge undertakes a risk assessment to include:





Patient dependency
Skill Mix required
Number of potential discharges and step downs available
Review of Clinical activity

Following the above review is staffing sufficient?

NO

YES
No further
action required

Is staffing issue resolved?

Nurse/midwife in charge will:




YES - No further

NO - Further

action required

steps are required

Ops Matron (555) Considers:




Using Nurse
Specialists/Practice Educators,
cancellation of study leave
Stopping/holding admissions to
area
Closure of beds

Informs General Manager and Chief
Nurse/Deputy Chief Nurse

Contact bank office to ascertain if cover
is available. (Text Alert sent out by bank
office)
Contact ward/dept staff who are not on
duty to see if available to come to work
If No bank cover is available contact
Ops Matron (Bleep 555)

Ops Matron will:


Review skill mix within division *
Move staff from GREEN to RED areas



Review skill mix across all divisions *
Move staff from GREEN to RED areas



Inform relevant Medical teams/Cons

*See Staffing RAG Rating Tool Appendix 1

Divisional Matron and 555 Bleep holders to
review the situation at 3 hourly intervals until
normal working and staffing is resumed

Completes incident report (Datix)
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