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AGENDA

#

Description

Owner

Time

1

Chairman's Welcome & Note of Apologies

S Linnett

10.00

2

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

S Linnett

10.05

3

Minutes of the Previous Meeting: Wednesday 31 July 2019
(attached)

S Linnett

10.10

S Linnett

10.15

S Linnett

10.20

D Carter

10.25

D Carter

10.30

D Carter

10.45

To approve
3 Minutes Public Board meeting 310719 final.doc
4

7

Matters Arising - Action Log (no actions)
To note

5

Chairman's Report (verbal)
To note

6

Merger Update (attached)
To note
6 Proposed Merger Update Nov 2019.docx

7

15

Executive Board Report (attached)
To note
7 Executive Board Report November2019.doc

8

21

BLMK Longer Term Plan (attached)
To note

9

8 BLMK Header.doc

67

8 BLMK Longer Term Plan.pptx

69

Performance Reports (attached):
To note
9 Performance Reports Header.doc

177
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#
9.1

9.2

Description

Quality & Performance
9.1a Q and P Exec Summary.doc

179

9.1b Quality Performance Report Board Oct.pptx

183

Finance
9.2 Finance Report.doc

9.3

10

Time

L Lees/C
Jones/C
Thorne

10.55

M Gibbons

11.05

A Doak

11.15

A Gamell

11.25

I Mackie

11.30

M Prior

11.35

S Linnett

11.40

V Parsons

11.45

V Parsons

11.50

215

Workforce
9.3 workforce Report November 2019.pptx

Owner

227

Clinical Outcome, Safety & Quality Report (attached)
To note
10 COSQ Report Jul Aug Sep.doc

11

233

Finance, Investment & Performance Committee Reports
(attached & verbal)
To note
11 FIP Report to Nov 2019 Trust Board v3.docx

12

239

Hospital Re-Development Committee Reports (attached)
To note
12 Hospital Redevelopment Report - November 19....

13

247

Charitable Funds Committee Reports (attached)
To note
13 Charitable Fund Report November 2019.doc

14

251

Risk Register (attached)
To note
14 RR November 2019.doc

15

255

Board Secretary Report (attached)
To ratify
15 Board Secretary Report - November 2019.doc

259

15a ToR Digital Strategy Committee Sept 19.docx

263

15b ToR Workforce Cttee Sept 19.docx

267
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Details of Next Meeting: Wednesday 5th February 2020,
10.00am in COMET Lecture Hall

17
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Owner
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BOARD OF DIRECTORS
Agenda item

3

Category of Paper

Paper Title

Minutes of the Meeting held on
Wednesday 31 July 2019

Date of Meeting

6 November 2019

Lead Director

David Carter

To action
To note
For Information

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

Tick

To ratify
Equality

Clinical

N/A

Links to Strategic
Board Objectives

All objectives

Links to
Regulations/
Outcomes/Extern
al Assessments

CQC
Monitor

Links to the Risk
Register

All Board Level Risks rated High Risk (15+)

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

ACTION REQUIRED
To approve the Minutes.

Public Meeting

Private Meeting
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THE LUTON & DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Minutes of the meeting held on Wednesday 31 July 2019
Present:

Mr Simon Linnett, Chairman
Ms Cathy Jones, Deputy Chief Executive
Ms Angela Doak, Director of Human Resources
Mr Matthew Gibbons, Acting Director of Finance
Ms Liz Lees, Chief Nurse
Ms Catherine Thorne, Director of Quality
Dr D Freedman, Chief Medical Adviser
Ms A Gamell, Non-Executive Director
Ms G Lungley, Non-Executive Director
Mr I Mackie, Non-Executive Director
Mr R Mintern, Non-Executive Director
Mr Mark Prior, Non-Executive Director
Dr Vimal Tiwari, Non-Executive Director
Mr Mark Versallion, Non-Executive Director

In attendance:

Ms Victoria Parsons, Board Secretary
Ms Philippa Graves, Director of IT
Ms Anne Sargent (Minute Taker)
11 Members of the Public (including Governors)

1.

CHAIRMAN’S WELCOME & NOTE OF APOLOGIES
The Chairman opened the meeting, noting it was a meeting in public and that
questions (other than points of clarity), would be taken at the conclusion of the
agenda. Thanks were recorded to Alison Clarke, in her absence, for
everything she undertook and achieved as a NED at L&D. It was noted that
this would be the final public Board meeting of V Parsons and V Tiwari, with
appreciation formally recorded to both of them.
Apologies were noted from D Carter, A Clarke and S Barton.

2.

ANY URGENT ITEMS OF ANY OTHER BUSINESS TO BE DECLARED
AND ANY DELARATIONS OF INTEREST?
No items were declared.

3.

MINUTES OF MEETING HELD ON WEDNESDAY 1 MAY 2019
The minutes were approved as an accurate record.
Proposed:

4.

M Versallion

Seconded: V Tiwari

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

CHAIRMAN’S REPORT
The Chairman made reference to the new Prime Minister, noting the focus on
police and additional funding for 20 hospitals. Whilst it is unclear which
hospitals will benefit from this investment, L&D are aware that senior
politicians and civil servants are thinking about the Trust. He noted that the
STP/ICS appear to be driving forward, along with the region, in this postelection environment.
A Gamell, G Lungley, R Mintern and I Mackie each introduced themselves as
this was their first public Board meeting attendance.

6.

MERGER UPDATE
C Jones outlined that Bedford Hospital has published its 3 year plan with a
strong commitment to the links being built. The private Board meeting would
consider the full business case for the Pathology Service merger later in the
day, whilst full merger plans await a decision on capital.

7.

EXECUTIVE BOARD REPORT
C Jones presented the report, noting Dr Mulla’s attendance in relation to C
Diff changes.
L Lees outlined that L&D had the second most challenging trajectory for C Diff
and that reporting guidelines have changed this year, making it much tighter.
Against the new trajectory, we are higher than where we should be.
Dr Mulla explained what C Diff is, the categories and how patients are
measured and attributed to the categories. L&D may have reached a tipping
point in terms of the environment, cleaning and patient flow, all of which need
to be scrutinised to stem the tide in a coordinated way. Dr Mulla highlighted
the following:
L&D are currently seventh, having previously been first, compared to
neighbouring Trusts. There has been no dramatic change in the numbers of
community acquired C Diff. There is no reason to focus on the wearing of
lanyards if we know that these are placed in pockets and that ‘bare below the
elbows’ and hand washing are observed. L Lees commented on the success
of ‘bare below the elbows week’ recently. She added that L&D no longer
have a decant ward due to capacity issues, but need to find an alternative to
enable deep cleaning of affected wards. In response to a question from A
Gamell, L Lees clarified that if we applied last year’s rules, we would still be
higher than we were last year. C Jones added that the momentum has to be
maintained to move towards responsive HPV cleaning, review the strategy
and incorporate into the procurement of cleaning. Following discussion, C
Jones summarised that a report will go to September COSQ, having explored
the RCAs of July patients, to work out an appropriate strategy to keep our
patients safe from infection, noting there are some ‘quick wins’ around use of
probiotics and antimicrobials.
C Jones continued with the remainder of the report:
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Medical Education – Prep for Practice doctors would be welcomed to L&D the
following week, supported by Medical Education and COMET. Anaesthetic
trainees have been reinstated to the Trust.
Equality, Diversity and Human Rights Annual Reports have been to COSQ
and are now published.
Winter Pressures and Super Stranded Patients – the Trust remains in ‘winter’
in terms of contingency areas being open and have met the run rate for
contingency as two years ago. The Trust has done well in reducing super
stranded patients. Patient numbers have increased, but they are staying for
less time but there is no real sign of abatement. L&D is doing a lot to turn
around patients at the front door and working with CCS to ensure they deploy
their staff in a way that helps avoid admissions.
Pensions – C Jones gave an overview of the detailed papers at appendix 2,
noting that L&D consultants have historically done additional work which is
non-pensionable and that the Trust strategy has been to have very small
teams of hard working consultants. The pension changes have meant that
consultants wish to stop doing additional hours and have requested to take
out anything over their core 10 sessions. This has had a particularly big
impact on endoscopy sessions which has just about been mitigated during the
week but Saturday operating has dropped to zero during June and July. This
is a huge risk to L&D with service managers and clinical leads doing
everything possible to keep things running. The Chairman added that this is
very complicated with many options for consultants to consider. M Gibbons
reiterated the complexity for individuals, whose circumstances are all very
different. A Doak advised the Board that the Trust is working hard to engage
with consultants during this period.
GDE – the nerve centre company have been appointed and are on-site doing
very detailed work.
M Prior advised of the plan to work with the council to increase parking
capacity on site. M Versallion expressed disappointment at the local authority
and STP support to parking issues. M Prior noted the importance of working
with them holistically, not in a piecemeal fashion and that there are some
technological ways to help. The Chairman added that councils have been
advised to work under their duty to co-operate. C Jones added that there is a
residents meeting scheduled the following day to focus on the energy centre.
8.

PERFORMANCE REPORTS
Quality & Performance Report – the Board acknowledged the report,
highlights on the Quality section were presented by L Lees as follows:
Pressure ulcer incidence – L&D need the reduction to continue. Complaints –
compliance is currently at 68% against our own trajectory of 30 days, with
divisions signed up to achieving 90% by end of August.
C Thorne commented on incidents, noting that numbers are broken down
showing those that are ‘open’ have reduced. There is a lot of work to try to
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improve timescales around incidents. D Freedman noted that mortality
continues to improve. C Jones asked the Board to ignore the A&E chart, as
we are not required to report during the pilot process, which has been
extended. Stroke performance data has reverted back to ‘b’ with the biggest
risk noted as getting patients to the stroke unit as soon as possible. Work is
underway with clinicians to improve this.
Finance Report – M Gibbons introduced the report, highlighting:
It is good news that L&D have delivered the target for the first quarter and
unlocked rewards associated with that, though the target does get harder as
the year progresses, plus there is an added challenge relating to pensions
which affects elective income. The target for the year has changed to £12m
surplus due to a re-count on 2018/19 accountability funding. Lower capital
plans have been submitted, largely due to the energy centre cost going into
next year. Recovery plans are being worked out with divisions, all efficiency
plans have project leads and the Trust is about to begin its re-forecasting
process.
Workforce Report – A Doak presented the report, highlighting:
Thanks were recorded to those involved in the recent ‘Tent Events’ and
personally to V Parsons, who has been a core member of that team. Regular
Skype interviews now take place, attracting nurses from around the world.
The Trust is not currently seeing a big impact related to Brexit and is
supporting affected staff through the settlement process. Mandatory training
is generally on an upward trajectory and COSQ look individual compliance,
with support given to areas struggling with compliance. Life support training
remains an issue with COSQ due to receive a report on this. A Gamell
referred to high sickness absence of HCAs. A Doak explained that
recruitment, retention and sickness all factor into this, which is actively
managed and supported, to understand the reasons, with regular reports to
matrons and divisions. L Lees added that this is a hard job and is about
recruiting the right people.
9.

CLINICAL OUTCOME, SAFETY & QUALITY (COSQ) COMMITTEE
REPORT
A Gamell took the report as read, noting that this is mostly covered in the
Quality Report.
V Tiwari made reference to noise levels as mentioned under patient
experience. L Lees explained that the biggest issues relate to admissions at
night, handover and general noise levels, where it is important to ensure the
Trust has sufficient noise reduction measures such as ear plugs, soft close
bins etc.

10.

FINANCE, INVESTMENT & PERFORMANCE (FIP) COMMITTEE REPORTS
I Mackie took the report as read, observing that it is comprehensive and
detailed. He highlighted the following 2 areas:
Cash - collections are slightly out for the month and should be rectified by the
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following month. Performance efficiencies – the level being delivered is
approximately a quarter of what will be required later in the year. I Mackie
requested that the re-forecast be brought forward and that the pension issue,
which is not in the budget, be part of the re-forecast.
11.

HOSPITAL RE-DEVELOPMENT COMMITTEE REPORTS
M Prior presented the report, noting the progress on the Energy Centre within
the current quarter, from which there are some important financial benefits.
New theatres will be commissioned on the revised timescale and the Trust is
moving to progress the next stage of design for the helipad.

12.

CHARITABLE FUNDS COMMITTEE REPORT
S Linnett took the report as read.
V Parsons advised the Board that C Bygrave would stand down as chair of
this committee with immediate effect. The role would be taken by a Trust
member, the current proposal is that this would be S Linnett which would be
ratified by the Committee following this meeting. V Parsons noted that the
parents’ accommodation celebrations will take place at end of August.

13.

AUDIT & RISK COMMITTEE REPORT
M Gibbons, on behalf of S Barton, took the report as read, with nothing to
add.

14.

RISK REGISTER
V Parsons advised the Board of three risks added this quarter: Pension
Scheme, Agency Costs and Financial Target.

15.

BOARD SECRETARY REPORT
The Board Secretary took this as read.
The Board ratified the Terms of Reference, as listed, which had been
reviewed in the previous 3 months. The next Board meeting would be asked
to ratify Terms of Reference for the Workforce Committee and the IT Strategy
Committee.
ANY OTHER BUSINESS
No further business was raised.
QUESTIONS/COMMENTS FROM NON BOARD MEMBERS
The following questions/comments were raised by the audience:
1. An update on Helipad fundraising was requested. S Linnett advised that
the cost in aggregate is approximately £5m with £1.6m outstanding. The
Trust anticipates the gap will narrow during August when significant
donors will be approached.
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2. Are there likely to be any issues with residents related to the Helipad?
S Linnett advised that planning permission has been granted but there is a
requirement to move the site by 5 feet which will be re-submitted. We do
not anticipate issues relating to this.
3. Thanks were recorded to V Parsons who has supported governors, been
committed to democracy and holding the chair to account.
4. It was requested that the Ambassador magazine acknowledge an
archived photo of HM the Queen opening a wing.
5. It was acknowledged that the Trust should now make reference to ICS
rather than STP.
6. A personal observation was raised re hospital experience relating to
administration, in particular, trying to arrange appointments together and
ensuring tests are carried out prior to seeing consultants. C Jones
acknowledged this, explaining the benefits of new IT systems.
S Linnett recorded personal thanks to V Parsons for the immense amount of
support and V Tiwari for her wise words for the Board and himself personally.
V Tiwari responded that it had been a real privilege to work at L&D where she
has been impressed by the hard work and truly amazing people.
SUMMARY OF ACTIONS
To be made available after the meeting.
16.

DETAILS OF THE NEXT SCHEDULED MEETING:
Wednesday 6 November 2019, 10.00am, COMET Lecture Hall
CLOSE

These Minutes may be subject to disclosure under the Freedom of Information Act 2000,
subject to the specified exemptions, including the Data Protection Act 2018, General Data
Protection Regulations (GDPR) and the Caldicott Guardian principles
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Agenda item

6

Paper Title

Proposed Merger Update

Date of Meeting

6 November 2019

Lead Director

David Carter –Chief Executive

For Information

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

To ratify

Financial

Quality/Safety

Category of Paper

Tick

To action
To note

Patient Experience

Equality

Clinical

Governance

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

N/a
Objective 1 – Deliver the Quality Priorities
Objective 2 – Deliver National Quality and Performance Targets
Objective 3 – Implement the Strategic Plan
Objective 5 – Optimise our Financial Position
NHS Improvement
CQC
Commissioners
Internal Audit
Hospital Redevelopment
CCG verification processes
Non-Achievement of Financial
Agency costs
Target
Backlog maintenance
Vacancy rates
Management capacity

PURPOSE OF THE PAPER/REPORT
Update on proposed merger.
SUMMARY/CURRENT ISSUES AND ACTION
Attached is an update plus a copy of the Stakeholder update on the merger.

ACTION REQUIRED
To note the Merger update.
Public Meeting

Private Meeting
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Merger Update – November 2019
The key development in relation to the merger is the appointment of the Shadow
Board which has now been announced. The arrangements for the meetings of the
Shadow Board are being produced.
An event to launch the proposed organisational structure to general managers, lead
clinicians and senior nurses is planned for 4 November. This process will allow
corporate department heads to schedule their own proposals to support the new
organisational structure.
The work is continuing on the business case and a meeting has been scheduled with
the Regional Director of Finance to discuss the financial elements of the merger to
allow the assumptions to be issued in the long term financial model component of the
business case.
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October 2019 – Edition 8
Stakeholder update on the merger of Bedford Hospital and Luton and Dunstable
Hospital
Good progress has been made with the plans to merge Bedford Hospital and the L&D Hospital
since our last Stakeholder Newsletter. You will be aware that the capital funding bid for the
L&D Hospital has now been confirmed. This merger has always been reliant on the capital
funding bid approval in order to realise the full benefits of the proposed plans.
The approved £99.5m of funding means the L&D can plan to proceed expeditiously the
delivery of a new 5 storey acute services block at the Luton site to enable urgent replacement
of some of the site’s most outdated estate. This will make a real significant difference to patient
and staff experience by delivering new facilities for critical care, maternity services, the level 3
neo-natal intensive care unit (NICU) and operating theatres.
Bedford Hospital’s Three Year Operational Plan highlights a number of planned investments to
the site which includes a new CT scanner and a new Learning and Education Centre for
students and staff. In addition, there are also plans to develop services at Bedford through a
number of proposed capital investment projects (Children’s A&E, Theatre upgrades etc.).
These will be more achievable to fund as an integrated Foundation Trust in financial surplus.

Merger timescales
Both Trusts will be working towards 1 April 2020 to merge officially. The principle supporting
the merger is that it will be a clinically led integration and the coming together of teams and
one management structure will take time and follow due process process. On April 2020 there
will be one Trust Board and a change of the Trust name to Bedfordshire Hospitals NHS
Foundation Trust.

6 Proposed Merger Update Nov 2019.docx
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New Shadow Board announced
The Shadow Board will start meeting from November 2019 and will provide an important role in
considering matters affecting the new Foundation Trust. It will make recommendations to the
two existing Trust Boards as they retain their statutory responsibilities until the merger is
completed. They will concentrate on specific areas relating to the merger:
 Arrangements to ensure that the transaction is viable and safe on Day One;
 Matters related to the new organisation such as communication and branding;
 Any major capital transactions or contracts with third parties of either hospital that
extended significantly beyond 1st April 2020.
The Board consists of Executive Directors and Non-Executive Directors (detailed below). In
addition to this structure, Kandarp Thakkar, Director of Clinical Service Improvement (from
Bedford) will lead the clinical integration and service development during and post-merger and
Damian Reid, Director of Finance, and Fiona MacDonald, Director of Workforce and
Organisational Development (both from Bedford) will be central to developing the strategic
capability of the Trust post-merger. There is a commitment to integrated leadership within the
new Trust that will include Executive presence across both hospital sites.
Strong clinical leadership is vital to ensure a successful clinically led Integrated Trust. On
establishment the new Board will have joint Medical Directors which includes one from each
hospital site. The Council of Governors will increase to include five public governors from
Bedford Borough (and surrounding counties), six Bedford Hospital staff and an appointed
Governor from Bedford Borough Council to ensure balanced representation across the new
Foundation Trust geography.
Next steps
A series of Stakeholder/Public Briefing sessions are planned for early December to create
opportunities for the Executive Teams to update you on the progress of the merger and more
importantly for you to ask any questions you might have. Full details of these sessions will be
confirmed in the next Stakeholder Newsletter in November.
We will continue to keep you updated as work progresses and appreciate your ongoing
support. If you have any questions you can email either
communications@bedfordhospital.nhs.uk or communications@ldh.nhs.uk
Best wishes,
David Carter

Stephen Conroy

Chief Executive, L&D University Hospital

Chief Executive, Bedford Hospital
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BOARD OF DIRECTORS
Agenda item

7

Category of Paper

Paper Title

Executive Board Report

Date of Meeting

Wednesday 6 November 2019

Lead Director

D Carter

Tick

To action
To note
For Information

Paper Author
Executive Directors
To ratify
Indicate the impact of the paper: Financial
Quality/Safety
Patient Experience
Equality
Clinical
Governance
History of
Committee
Executive Board – 28th October 2019
Reporting & Date
Links to Strategic
All Objectives
Board Objectives
Links to
CQC
Regulations/
NHS Improvement
Outcomes/External
Information Governance Toolkit
Assessments
Hospital Redevelopment
CCG verification processes
Links to the Risk
Non-Achievement of Financial
Agency costs
Target
Backlog maintenance
Register
Vacancy rates
Management capacity
PURPOSE OF THE PAPER/REPORT
To update the Board on items discussed / presented / approved by the Executive Board in
readiness for Board awareness or approval.
SUMMARY/CURRENT ISSUES AND ACTION
1.
Medical Education Update
2.
Management of CQUIN
3.
Complaints Board Update
4.
Mortality Board Update
5.
Nursing & Midwifery Staffing
6.
Winter Pressures and Super Stranded Patients
7.
18 Weeks
8.
Compliance Issues
9.
7 Day Services
10.
GDE Update
11.
Information Governance Quarterly Report
12.
Infection Control Report
13.
Healthcare Worker Flu Vaccination
14.
BLMK STP
15.
Freedom to Speak Up
16.
Estates & Facilities Update
17.
Communications & Fundraising Update
18.
Policies & Procedures Update

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

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

Private Meeting

1
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1.

MEDICAL EDUCATION UPDATE

Performance & quality framework
School of surgery – In March 2019 the trust submitted an updated response to the
improvement plan following the exploratory visit in 2018. Following this submission
the Deanery and Head of School for Surgery are happy with the positive engagement
and progress that has been made by the department and trust. They have now
formally closed the improvement plan. The trust and department will continue to
engage with the Improved Surgical Training programme to meet the requirements set
out in this and improve the surgical experience for junior doctors.
School of Anaesthetics – In August 2019 higher anaesthetic trainees returned to
the anaesthetic department. At the last planned trainee forum with all the anaesthetic
trainees (Sept 2019) the trainees reported to be settling in well and feeling that they
were well supported. They feel they are getting good training with exposure to a wide
variety of complex patients. The plan for review by the Deanery is an exploratory visit
which is due on the 30th Jan 2020. Leading into the visit the monthly trainee forums
will continue and feedback will be actioned as needed.
GMC Survey 2019 – The outcome of the GMC survey was shared with the trust in
July 2019. The trust had a number of red flags; these have been actioned and
reported back to the Deanery. In Oct 2019 the Deanery have closed, downgraded or
are reviewing the flags as part of existing monitoring. They again feel that the trust
has responded to the feedback and has shown engagement in the process to
improve the training environment. They will feedback to the DME on the existing
monitoring plan.
Trainee Feedback - The trust continues to have active processes to engage trainees
and seek feedback. This has been seen as positive by the trainees. The feedback
from the trainee reps is that trainees value the input from the trust and recognise how
the trust actively responds to concerns raised in a timely manner.

2.

MANAGEMENT OF CQUIN

The Trust is working to implement the National 2019/20 CQUINs. NHS England has
prioritised quality improvements for this year’s CQUINs which are aimed at fully
embedding best practice (identified in NICE Guidance) to ensure long term
sustainability across the NHS.
The datasets for quarters 1 and 2 were uploaded to NHS England by the due dates
(Q1 August and Q2 November). Flu data will be due in March 2020.

2
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No

1a

1b

Scheme sub-part
title

Key outcomes

AMR - Lower
Urinary Tract
infection in older
people

90% of antibiotic prescriptions for
lower UTI in older people, meets
NICE guidance NG109 and PHE
diagnosis guidance (60-90%)

AMR - antibiotic
prophylaxis in
colorectal surgery

90% antibiotic surgical prophylaxis
prescriptions for elective colorectal
surgery being a single dose
prescribed in accordance to local
antibiotic guidelines - using NICE
CG74 (60-90%)
80% uptake of flu vaccine by
frontline clinical staff between 1st
Sept-28th Feb 2020 (60-80-%)

2

Staff Flu
Vaccinations

3a

Alcohol and
Tobacco Screening

3b

Tobacco Brief
Advice

80% of inpatients (age 18+)
admitted for at least 1 night who
are screened for BOTH alcohol and
tobacco (40-80%)
90% smokers given brief advice
including offer of NRT (50-90%)

Q1

Q2

32%

63%

(not counted by
NHSE toward target)

(partial achievement)

61%

92%

(partial
achievement)

(fully achieved)

N/A

No target but 43% achieved
so far

63%

83%

(partially achieved)

(fully achieved)

33.3%

43%
(6/14 pts)
(not achieved)

(not achieved)
3c

4

5a

5b

5c

Alcohol Brief Advice

Three high impact
actions to prevent
Hospital Falls

Same Day
Emergency Care Pulmonary
Embolism (PE)

90% pts identified as drinking
above low risk levels, given brief
advice or specialist referral (5090%)

36.4%
(not achieved)

80% of inpatients (age 65+,
39%
admitted for 48hrs+) receiving key
falls prevention actions: Lying and
(not counted by
standing BP at least once; no
NHSE toward target)
hypnotics/antipsychotics/anxiolytic
s OR documented rationale;
mobility assessment within 24hrs
of admission to inpatient unit
which states aid not required or
the walking aid is provided within
24hrs of admission (25%-80%)
75% patients with confirmed PE are
managed in same day setting
100%
where clinically appropriate - NICE
CG144 (50-75%)

Same Day
Emergency Care Tachycardia with
Atrial Fibrillation
(AF)
Same Day
Emergency Care Community
Acquired
Pneumonia (CAP)

75% patients with confirmed AF are
managed in same day setting
where clinically appropriate - NICE
CG180 (50-75%)

Specialised Services
Scheme
Specialised Services
Scheme

75%
(3/4 pts)
(partially achieved)
45%
(partially achieved)

95%

86%

90%

97%

87%

TARN data submissions

Fully met the
requirements

Awaiting outcome

Participation in specialist services
networks

Fully met the
requirements

Awaiting outcome

75% patients with confirmed CAP
are managed in same day setting
where clinically appropriate - NICE
CG191 (50-75%)
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3.

COMPLAINTS BOARD UPDATE

The Complaints Board met on 4 September 2019 and received the final draft of the
revised Standard Operating Procedure (SOP) for complaints. The committee
approved the changes in the process which includes the way the Trust is dealing with
complaints, training and interventional processes. At the July Complaints Board, the
Chief Nurse had tasked the Divisions to achieve an overall response rate of 90% by
the end of August 2019. The reported figure was an overall percentage of 88% and
the Divisions were thanked for their hard work in improving response times and
particularly congratulated Medicine and DTO Divisions who both achieved over 90%.
The Complaints Board went on to discuss issues relating to care plans and discharge
and agreed to spend more time discussing these issues at the next meeting.

4.

MORTALITY BOARD UPDATE

Over the past year, despite seeing a 6% increase in activity, our number of deaths
was 100 fewer than last year (1218 vs 1318). Our rolling 12 month HSMR currently
sits at 91.18, and 86.66% for the month of July (last individual month for which
figures are available). The only mortality metric where we now sit above the national
average is SHMI (101.54), but even this is at an all-time low, and now sits within the
“as expected” range. We know that this metric tends to lag behind the others, so it
would be fair to say that the improvement seen in mortality during the previous
quarters has been maintained. As a small caveat, it appears that as we approach
winter, the numbers of deaths are now returning to a more normal level, which may
be reflected in future statistics.

5.

NURSING & MIDWIFERY STAFFING

The Report for July, August and September is attached as Appendix 1

6.

WINTER PRESSURES AND SUPER STRANDED PATIENTS

Emergency activity in the second quarter has remained high for the time of year,
although not as marked an increase on last years as was seen in Q1. The year to
date with non-elective discharges 6.5% higher than at the end of month 6 in 2018/19
(based on initial month end count). Contingency bed usage remains high and the
delay with the completion of the new operating theatres has required the use of the
endoscopy recovery area on a number of occasions during September and October
2019.
The number of super-stranded patients has remained persistently high following a
deterioration at the end of the summer, although remains lower than the winter runrate for 2017/18. This remains a key area of scrutiny and effort for the executive
team, with three times a week sitreps on 8 wards and a weekly long length of stay
round with the Chief nurse, Deputy Chief Exec and a Medical Director to support
teams with escalation of the most challenging patients and ensure that plans are in
place for all patients.
4

7 Executive Board Report November2019.doc
Overall Page 24 of 269

7.

18 WEEKS

The deterioration in the Trust’s 18 week position continues, with a September month
end performance of 89.5%. The consultant pension issues have resulted in a
reduction in extra sessions carried out in month and this continues to adversely
impact the core clinical capacity. With no current expectation of the position
changing in the short term and the risk of a second wave of sessional reductions as
senior staff receive pension statements this month, this remains a significant
operating risk for the organisation.

8.

COMPLIANCE ISSUES

JAG Accreditation
The 5 yearly JAG inspection of Endoscopy took place on 31st July 2019. The
inspection was broken down into 4 domains, Clinical Quality, Quality of Patient
Experience, Workforce and Training. Prior to the visit the team uploaded evidence of
their quarterly audits, action plans, current wait times, areas of strength and current
challenges.
The feedback from the upload of evidence and site visit was overwhelmingly positive
and praised the staff including the nursing, medics, the booking and admin team and
leadership team. The outcome of the visit was for the Endoscopy JAG accreditation
to be deferred for a period of 6 months in order to achieve three key actions. These
actions were to cease the use of Endoscopy as a space to be opened for
contingency unless in very exceptional circumstances, to reduce the number of
trolleys in the female recovery to 3 so that the physical space around each trolley
meets JAG standards and finally to buy further bedside monitors so there is one per
trolley space in each recovery. JAG require an update to the action plan by October
28th where the Endoscopy team will be able to report that the concern has either
been fully addressed or is progressing well and on course for completion.

5
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NICU Peer Review
The final report was received from the EoE Neonatal ODN (East of England
operational delivery network) leads on the 4th October following a review visit at the
end of July. The report noted the NICU staff were an enthusiastic team who were
engaged and attended network meetings. The improvements to the governance
process were noted as commendable and good practice and the news of the capital
money for the new acute services block was welcomed by the review team. No
concerns were raised by the review team, but the key area for focus and
improvement (outside of the physical environment of the unit which will be addressed
by the redevelopment) continues to be the qualified staffing ratio and the fill rates.
This requires a strategic workforce response and this will be undertaken by the senior
NICU team.

9.

7 DAY SERVICES

The 7 Day Hospital Services Programme aims to deliver improvements for patients
by supporting high quality care seven days a week. Ten clinical standards were
developed in 2013 and with the support of the Academy of Medical Royal Colleges,
four of these clinical standards were prioritised for delivery to ensure that patients
admitted in an emergency receive the same high quality initial consultant review,
access to diagnostics and interventions and ongoing consultant directed care at any
time on any day of the week.
These 4 priority standards against which we must deliver for 90% of patients 7 days
per week are:
-

Standard 2: Time to consultant review
Standard 5: Diagnostics
Standard 6: Consultant directed interventions
Standard 8: Ongoing daily consultant-directed review

In addition to compliance with the 4 key standards, the Trust is required to provide a
progress report towards achieving the remaining 6 standards:
-

Standard 1 Provision of patient information
Standard 3 MDT assessment of emergency patients within 14 hours of
admission
Standard 4 Handovers
Standard 7 Access to mental health services
Standard 9 Access to support services in hospital, primary, community and
mental health settings

Work is currently on-going to confirm the outputs of the current compliance audits
and the Board will receive a full Board Assurance paper at its meeting of Nov 27th.

6
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10.

GDE Update

On 17th September 2019, NHS Digital confirmed the Trust had delivered all of the
Phase 2 programme key milestones, and authorised the release of the next tranche
of funding, £1.5M to the Trust, to commence Phase 3. The detailed HIMSS Gap
analysis required some Programme work stream changes, and the changed
programme has been ratified by NHS Digital, and has required some additional
business cases to be written for consideration by the Trust. The GDE Programme
elements will still be delivered by the end of December 2020, but the delivery of the
Trust’s Digital Transformation will continue after this date linked to the Digital
Strategy and the forthcoming merger.
The Bedford Fast Follower relationship has been strengthened in the past few
months through shared senior resources between Luton and Bedford, and through
regular workshops ensuring information and lessons learnt are shared by both sides
and best practice encouraged. A dedicated Programme Assurance role across the
two sites has also aided in improving the Bedford fast follower relationship, and the
newly recruited joint Chief Nursing Information Officer role will also help to deliver a
shared digital journey.
The GDE Programme is in implementation phase, with multiple projects either gone
live or scheduled to go Live in the next three months. During September 2019, Refer
to Pharmacy (TCAM) and FMD (False Medicine Directive) went Live, and a regional
launch event for Refer to Pharmacy was on 17th September 2019, with AHSN, GP,
Commissioners and Care providers being present, as well as the Trusts GDE &
Pharmacy teams, and it was well received. The Switchboard upgrade as part of the
Unified Communications work stream went Live on 25th September 2019, with
minimal impact to the Trusts business, and now there is a new switchboard
infrastructure to replace the previous one which was 25 years old.
The eObs module of the Inpatient Care Coordination System went Live on the 7th
October 2019 in ward 19B, an area that were new to mobile electronic observations,
and was then implemented in all adult Trust areas that previously used the old
system Wardware on the 8th October 2019. Over 1000 users are currently using the
new system with Wardware being stood down. This will be followed by the addition of
new functionality every few weeks until March 2020. This has been an incredibly fast
paced project and a great achievement for the Trust, and we are really grateful to the
project team and staff who supported the roll out process day and night throughout
this intensive period.
Milk Tracking and ePortal/BI procurement and Virtual Clinic Pilot are scheduled to be
completed by the end of this year. IAAS Migration is progressing well and also
scheduled to be completed by the end of this year. EPMA and the Paperless A&E
Business Case are progressing well and scheduled for review in the November 2019
Programme Board.
Cranfield Innovation Centre reflects the innovative and creative nature of the GDE
Programme, which showcases the clinical environment such as Nursing Bay, which
is getting busier with more staff members and suppliers using the state of art facility
with 7 pods now ready for suppliers. There are approximately 35 staff members who
use Cranfield as their office site, and all supplier planning sessions are being
conducted there. On 28th August, there was a supplier engagement day which was
well attended with positive feedback.
7
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As a GDE site the Trust is required to submit 6 Blueprints for technological change
projects they have undertaken. We have successfully submitted 4; these are the
Emergency Department process, Electronic Referral management, IAAS and Virtual
Ward. The team are currently working on Milk Tracking for Blueprinting.

11.

INFORMATION GOVERNANCE QUARTERLY REPORT

This is attached at Appendix 2

12.

INFECTION CONTROL REPORT

Clostridium difficile - For 2019/20 cases reported to the healthcare associated
infection data capture system will be assigned as follows:
i.

Hospital onset healthcare associated: cases that are detected in the hospital two
or more days after admission.
ii. Community onset healthcare associated: cases that occur in the community (or
within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous four weeks.
iii. Community onset indeterminate association: cases that occur in the community
(or within two days of admission) when the patient has been an inpatient in the
trust reporting the case in the previous 12 weeks but not the most recent four
weeks.
iv. Community onset community associated: cases that occur in the community (or
within two days of admission) when the patient has not been an inpatient in the
trust reporting the case in the previous 12 weeks.
The new apportioned ceiling for C.difficile is 19 cases.
L&D figures up to date are:
Total against trajectory
24
Total to date HOHA
14
Total to date COHA
10

8
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The Infection control team has focused on a number of areas:
a)
b)
c)
d)
e)

Antimicrobial prescribing
Probiotic use
PPI switch to ranitidine
Hand hygiene
The patient environment: The ICT has recommended that enhanced cleaning of
busy admission areas and the regular cleaning and decontamination of shared
patient equipment. In the last month the ENGIE team has undertaken cleaning of
large sections of A&E, EAU and wards 3 and 4 using HPV where possible. It is
anticipated that reducing the bio-burden in busy areas of the Trust with particular
focus on shared facilities will help reduce transmission of infection. The Trust is
considering implementing a programme of pro-active “deep cleaning” and
decontamination of shared facilities and equipment across the site.

A commode audit has been undertaken by the Infection control team. The audit
identified that cleaning of the commodes between patients was identified as deficient
with a significant number visibly stained with faecal matter. Ward managers have
been informed of the findings of the audit and are required to demonstrate
improvement in cleaning standards. Additionally, in some areas damaged and
broken commodes have been identified which are in the process of being replaced.
E.coli bacteraemia - E.coli is the commonest cause of bloodstream infections. The
majority of these infections are secondary to urinary tract infections.

9
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RSV & INFLUENZA
The 2019-20 RSV and influenza season is just beginning with small numbers of
laboratory confirmed cases identified so far.
The Trust has received capital funding from the Department of Health to extend its
diagnostic capabilities for the rapid identification of patients with RSV and Influenza
and other respiratory infections. We are now in the process of implementing POC
testing (PCR based) in A&E and the Obstetric unit and extended respiratory
screening by PCR testing in the Microbiology department. This additional capcity will
mean rapid testing and streaming of patients attending the hospital.

13.

HEALTHCARE WORKER FLU VACCINATION

There is a requirement by NHSE/I that Trusts should publish a self-assessment on
progress in their programme to administer flu vaccinations to staff. The letter
detailing this and the completed best practice management checklist is included at
Appendix 3

14.

BLMK STP

The current STP Central Briefing is attached to this report at Appendix 4

10
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15.

FREEDOM TO SPEAK UP

One new concern was formally raised by staff for the period 1 July to 30 September
2019 around attitudes and behaviours (perceived Bullying and Harassment) and
raised by a Nurse. The case has been closed as the situation between the two staff
members has improved to the point where the issue has been resolved. There were
also two informal conversations where the staff members did not want the issues
investigated nor any further taken as they were looking for sign-posting/direction for
issues raised.
Guardian Update
Sarah Newby has left the trust and Clive Underwood (Lead Nurse- Theatres) and
Speak-up Champion has taken over the Freedom to Speak-Up Guardian role on a
temporary basis. This leaves Phil Spencer as the other Freedom to Speak-up
champion (Melissa Damodaram has now left the Trust).
Plans for next quarter
October was Speak-up month with events including

Speak-Up stand in the main Staff cafeteria on 8 October;

Speak-up events for L&D staff at Arndale House on 15 October and the
Orthopaedic Hub on 22 October;

Recruitment of new Speak-up Champions.

Review of Raising Concerns policy to that of a Speak-Up Policy in line with
National Guardian specifications and aligned to the well-led domain of CQC
Assessment

Greater communication of Freedom to Speak-Up Guardian and Freedom to
Speak-up Champion role to staff through staff forums, Trust newsletters,
intranet page etc

Scope Guardian Role in Trust against National Freedom to Speak-Up
Guardian specifications and interface between Board/Corporate
responsibilities and Speak-Up Guardian role/mandate.

16.

ESTATES & FACILITIES UPDATE

Hard FM Services
Water Services:
Site wide water legionella testing:
 Evolution our water safety contractor has been engaged to carry out site wide
legionella testing for 2019/20. A formal tender for a water safety contractor will be
let by October 2019.
Tap replacement:
 Tap replacement has taken place on an ad hoc basis when older taps have failed
or been identified as a possible source of infection. A tender will be let to change
out up to 50 IPS panels and associated taps sinks etc. in the 2019/20 Capital
budget
Silver copper ionisation unit:
 The Silver copper ionisation unit has been installed and connected silver copper
ionisation levels are being monitored and will be reported back to the Water
Safety group.
Identification of dead legs and return water supplies:
11
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Evolution water services have been retained to investigate water system action
logs from legionella and pseudomonas positives.

Lifts - Dilapidation surveys have been carried out on all lifts and forwarded to the Lift
AE for approval of remedial works. Lifts 1 and 4 tender designs have now been
completed.
Lift 15 works have been completed. A programme of works will then be released for
the refurbishment of the lift externals on lifts 13, 14, 16.
Electrical - Electrical infrastructure project progressing. Substation H completed and
handed over, Substation G has been handed over and migrations are ongoing. The
new kitchen panel has been ordered and further migrations will take place on
completion of the installation. Site wide PAT testing is continuing. Fixed installation
tender is with East of England procurement for single tender analysis on a framework
agreement this will be let by end October 2019.
Ventilation - The SSD ventilation plant design has been agreed and a new
installation will be put in place as part of the ventilation upgrades. Noise surveys are
being carried out as part of the planning application. All critical air plant verification
reports have been reviewed and an action plan has been put in place to carry out all
remedial AHU works required for these areas. The Contract has been let to VES for
the refurbishment of air handling units for Theatres A-D and Theatres 1-6. Theatres
A-D and 5 plus their recovery AHUs have been refurbished between August 17th and
30th 2019, and significant gains in air changes have been achieved. Procurement for
testing and maintenance of the air handling units has been tendered and returns are
under review.
Asbestos - Planning is progressing on duct clearance for EPC and EI. R&D survey
undertaken of main runs of ducts from Maternity to VIE exit and branches of that
main run. Mobilisation of the contractor team has started on site. Re-survey and
labelling of areas completed by Tetra and surveys loaded on to FX Space.
Boilers - New EPC will replace all primary heating / hot water systems during 20/21.
SSD steam boilers also due to be replaced as part of EPC as early works. HSSD is
now going to be fed hot water services from the existing boilers via plate heat
exchangers rather than from Maternity which was causing flow issues within the
Maternity building.
Personnel - Band 4 Electrical applicant unsuitable. Post is back out to recruitment.
2 x Band 4 Mechanical posts out to advert again. Band 6 Building Officer post out to
recruitment. Meetings have taken place between HR, Finance and Estates
Managers to discuss changes in Estates structure and numbers.
Fire - Compartmentation survey completed and drawings updated to reflect this.
Early reports have not shown any major issues but a multitude of minor concerns, all
remedial action being added to five year capital plan, estimate £1.5 M. A fire door
replacement tender is being compiled for contract tender release.
Soft FM Services
Cleaning Standards: Cleaning standards are being maintained but the on-going
challenge for passing High Level Risk is still an issue.
12
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Key Cleaning KPI’s:
Target Score
Very High Risk

98%

Engie
Reported
Scores – July
97.36%

Engie Reported
Scores –
August

Engie
Reported
Scored –Sept

97.77%

98.04%

High Risk

95%

94.98%

93.78%

94.24%

Significant Risk

85%

91.33%

90.80%

85.80%

Low Risk

75%

86.73%

81.09%

81.04%

The contract monitoring team are continuing to closely monitor the position /
performance.
Food Safety / Patient Services - There are still challenges with meeting all contract
standards and some KPI challenges.
Key Catering KPI’s - Engie are continuing with on-going kitchen deep cleaning
programme. This ensures all ward kitchens are cleaned weekly, in addition to daily
Housekeeper cleans. Virtually all catering staff have level 2 Food Hygiene
Certification and supervisor training to level 3 Food Hygiene has commenced. There
was a catering KPI failure in July and services are being closely monitored as there
are still repeat issues occurring.
PLACE:
National PLACE 2019 - 7th October assessors training took place, delivered by
PLACE lead. 11th October the Governors along with PLACE lead select areas to
assessed. Assessment and group confirmed 18th October. PLACE inspection took
place on the 22nd and 23rd October 2019. Data entry deadline 22nd November with
result due for publication early 2020. The scores this year should not be compared
with previous years according to NHSI advice as criteria, questions and scoring have
been changed.

17.

COMMUNICATIONS & FUNDRAISING UPDATE

COMMUNICATIONS:
External Communications and Media attention - We’ve received 24 media
enquiries over this period. This included seven requests following the Capital Funding
announcement where we facilitated filming onsite and radio interviews during the
day. We featured on Sky News, BBC Look East and ITV Anglia, as well as on the
Prime Minister’s and Secretary of State’s Twitter profiles.
We have also had numerous positive news stories for local press and our website
including the celebration of CIM Level 3 Team Leading/Supervising Apprenticeships,
success of HCAs who achieved their Advanced Level Diploma, the NICU Big Build
opening its doors and members of staff winning awards.
13
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Social Media impact - We now have 5,600 Facebook followers and 3,400 Twitter
followers providing a range of posts on L&D stories, health awareness information
and jobs. Working with Maternity we have recently launched a ‘Pregnancy and
Newborn Information at the L&D’ Facebook group to provide advice, events and hot
topics relating to pregnancy, the group has 165 members so far.
Internal Communications and Events - Our Staff Briefing sessions have continued
to be well received and we have varied the times of the briefings to target more
members of staff. The staff awards are also popular each month with great
responses from the winners.
We are currently developing a new intranet and aim to be live by the end of the year.
This will be interactive, user friendly and place us well ahead of our merger with
Bedford.
CHARITY:
Current financial year: 19/20 the charity has received £807k.
Helipad: The team has been successfully working across the community to drive
involvement and support. At a recent Bollywood event for the helipad organised by
the Hindi community £10k was raised. The helipad was also the chosen Appeal to
support at the Luton Community awards, raising £20k towards the appeal. HELP
have extended their support, pledging £3.5m and current applications in for review
£1.5m. Other on-going supporters include: The Bedfordshire Police Crime
Commissioner, CEO Luton Council, Luton Rotary North, Someries Rotary, Dominos,
Luton and Harpenden Mayors. It is also the chosen appeal for various schools
around the area.
Public engagement: Last month over 12 positive press articles were published in
support of Charitable activities. Social media posts reached 30k people.
Presentations given at Bedfordshire Police Awards (300), Community Interest Luton
Awards (600), Mayo Association Dinner (200), Bollywood event (400), Mayor events
(150) and fundraising activities (250) delivered to over 1900 people.
Schools engagement: As part of the aspiration to have greater collaboration with
schools, over 100 Year 9 students from Challney High School for Girls visited the site
for CPR training with resuscitation team recently. Last month over 7 schools and
2000 students engaged with across the local area. Recently the nursing team have
been supporting some of the assembly’s with the team, as ambassadors for
pathways into healthcare.
Volunteer numbers continue to increase in line with 25% projected growth, on track
to have 400 active volunteers by end of financial year.
The next two youth volunteering programmes are scheduled in and fully subscribed.
Following the success of the first Youth Volunteering programme and with current
plans for a collaborative, inclusive new work experience programme across the Trust,
we are confident this will boost volunteer numbers and offer up visible pathways into
recruitment.
Shop: Works continue on the first hospital Charity shop. Aim to open mid-November.
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Community Awards: Donna Pratt, Fundraising Assistant won an award for ‘service
with a smile’ and Yvonne Weldon, Dementia nurse won ‘healthcare hero’ at the
recent community awards, there was seven nominations for hospital staff.
NICU accommodation appeal: The Accommodation has been handed over to NICU
and is in use. It has been fully occupied since opening. Feedback has been positive.
Mag seed treatment and scanner – Funding awarded by Rotary, £50k. Clinical
team currently doing mini competitive process to evaluate best piece of kit for
treatment. Once evaluated the money can be drawn from Rotary.
Donor – Following on from last year’s naming rights, Dr Dhabuwala has offered a
lump sum donation to go into an endowment, the interest to support Nursing Awards
going forward.
Strategy – We have been progressing the plan submitted to the Board of Directors
last September. The team merged at the start of April and we have been recruiting
into the new posts. Office location and space need to be rectified to realise strategy
and also to accommodate new starters. Hospital lottery has now been launched.

18.

POLICIES & PROCEDURES UPDATE

The following Policies & Procedures were approved during August, September and
October 2019:
D03
V02
R13
IG16
C14
P22
H05

- Discharge Policy
- Visitors Policy
- Respiratory health surveillance
- Information Governance Policy
- Complaints and Concerns Guideline
- Pension Alternative Reward Policy
- Honorary Contract

15
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Appendix 1

MONTHLY REPORT ON NURSING AND MIDWIFERY STAFFING
LEVELS
NURSING AND MIDWIFERY STAFFING LEVELS QUARTER 2 2019
1.0

Introduction
The Luton and Dunstable University Hospital Nursing and Midwifery workforce is
assessed using the guidelines within the NHS improvement ‘Developing Workforce
Safeguards’ report 2018.
Benchmarks are set against their compliance with
recommendations set out in the report, to support a consistent approach to workforce
decision making by delivering high quality care through safe and effective staffing.
The recommendations are as follows:
 To deploy sufficient suitably qualified, competent, skilled and experienced Nursing
and Midwifery staff to meet care and treatment needs safely and effectively.
 To have a systematic approach to determine the number of staff and range of skills
required to meet the needs of people using the service and to keep them safe at all
times.
 To use an approach that reflects current legislation and guidance, where it is
available.

1.1 Summary of report
During Q2, July and August fill rates were slightly higher than September for Registered
Nurses. August had an increase in Bay Watch activity and fewer escalation areas
opened compared to September which had an increase in contingency beds opening but
a reduction in Bay Watch activity.
The data from model hospital indicates that the Trust CHPPD in comparison to our
recommended peers is lower in Q2 but remains above average (see chart 1&2). This
takes into consideration having a level 3 NICU and separate HDU and ITU departments
may affect the fill rates if other organisations do not have the same departmental
configuration as us.
There is a continued focus on recruitment and retention of Registered Nurses and
Midwifes. The HR team actively explores all avenues and strategies to address
recruitment and retention challenges. As part of the retention work with NHSi we are
currently reviewing our recruitment of registered nurses to ensure we have a more
flexible approach, with this in mind we have relaunched the registered nurse pool with a
focus on hard to fill day shifts.
An overview of maternity staffing and red flags.
2.0

Safe Staffing Process
The Trust has robust processes in place to ensure safe staffing across inpatient areas
Outlined below are the standard actions that are followed.






Continued daily monitoring and ward RAG rating of staffing levels across inpatient
wards.
Active management by the Operational Matron and support from Divisional Matrons
to review staffing requirements twice a day
Working with agencies to identify long line of rostered duties to support areas with
high vacancies.
Controlled release of unfilled shifts to agencies.
Additional support provided by e-Roster and Bank.
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2.1

Matrons, Specialist Nurses and the Education Team working clinically where needed.
The provision of the Clinical Site Nurse service in the evening to cover the handover
of the night shift and support staffing across the Trust.

Average Shift Fill Rates for the Trust
The overall average fill rate for quarter 2 declined. July’s average fill rate of 97.21% fell
by 3.11% in August to 94.1%, with a further reduction of 0.4 % in September to 93.7%.
The difference between July and August may appear to be significant, the rationale for
this is outlined below:
 Increased requirements for temporary staff in August (see chart 7).
 A higher demand for enhanced care in August led to a requirement of 406
occasions for cohort bays and 1:1 care. The highest demand so far for this
financial year and 69 occasions more than July which was 337 occasions.
 September saw the lowest demand for enhanced care in quarter 2. There were
293 occasions for Baywatch. The decrease in enhanced care did not boost fill
rates because there were more escalation areas open in August than September
(27 occasions in August vs 44 occasions in September)
 There has been an increase of sickness in both registered nurses and healthcare
assistants.
 Ward 5 which is currently not established was opened for 23 days in August and
remained open throughout September.
 Upper thresholds of annual leave taken in August
Table 1 – Average Unify Return fill rate by staff group
Day



2.2

Night

Trust Average
Fill Rates

Registered Nurses

Care Staff (HCA)

Registered Nurses

Care Staff (HCA)

September

89.8%

94 %

94.3%

96.8%

August

92.5%

91.4%

96.6%

94.1%

July

93.81%

94.80%

97.03%

97.21%

See Appendix 1 for full UNIFY return rate for September
See Appendix 2 for a full list of CHPPD by ward for September.

Care Hours per Patient day (CHPPD)
CHPPD measures the total care hours received by each patient over a 24 hour period.
The standard calculation uses hours worked by staff divided by the number of patients
on the ward in the 24 hour period. The table below (table 2) displays CHPPD for July
and August and September. Charts 1 and 2 are the latest available data sourced from
model hospital dashboard (variation chart). That chart shows comparison of the L&D
CHPPD data for all nursing staff (nurses, midwives and HCAs) to peer Trusts as well as
other Trusts for quarter 1 and 2.

2
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Table 2- Average CHPPD
Average 24 Hour
Trust Average

Registered

Care Staff

All Staff

September

6.4

3.3

9.7

August

6.4

3.1

9.5

July

6.6

3.2

9.8

Chart 1: Q1 Care Hours per Patient Day (CHPPD): Data source Model Hospital Dashboard

Chart 2: Q2 Care Hours per Patient Day (CHPPD): Data source Model Hospital Dashboard

3
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3.0

Enhanced Care
There remains a requirement for enhanced care provision for our highest risk patients.
The wards requiring enhanced care did not change in quarter 2 but there was significant
drop in demand by 113 in September. In July the requirement was 337 occasions and
August was 406, which was the month with the highest demand.
There are wards with a significant increase in requests: Gastroenterology ward 11 had
its highest use of enhanced care so far this year, rising from 7 occasions in July to 37 in
August. Infection Control ward 18’s usage also doubled in August (31 in July & 61 in
August). During August and July the complex Medical wards 14 and 15 requirements
rose by nearly 40%, and a consistent number of requests are received from
Rehabilitation 19b, Surgical Assessment Unit and Trauma Orthopaedics ward 23. The
significant drop in September included ward 15 whose demand reduced by half and
ward 18 whose demand was a third of August’s figures. (See charts 3 & 4)

Chart 3: Baywatch Trend

Chart 4: Baywatch by ward
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4.1

RMN
Registered Mental Health Nurse (RMN) usage reduced compared to Q1. The use of
RMNs in paediatrics were on occasion attributed to delays in transfer of care to our
mental health partners. Ward 21 saw a sharp rise in the use of RMNs due to medical
outliers in August. Any shortfalls continue to be managed by the wards undertaking risk
assessments and using HCAs to provide 1:1 care to minimise risks (see chart 5). RMN
demand for September decreased by 37 in comparison to August during which there
were 155 requests. July had the lowest request for this quarter – 137. The fill rate for
RMNs improved over the 3 months. (See table 3).
Chart 5 – RMN usage by ward

Table 3 - filled & Unfilled RMN shifts

RMN Shifts
Filled percentage
4.2

Jul-19
Filled
Unfilled
112
25
81.75%
18.25%

Aug-19
Filled
Unfilled
130
25
83.87%
16.13%

Sep-19
Filled
Unfilled
101
17
85.59%
14.41%

Staffing Datix
Q2 data highlighted a significant increase in Datix incident reports raised in August and
September relating to staffing shortages in Maternity, this correlates to annual leave in
August being at its peak and their vacancy rate. In adult nursing, the reasons for raising
a concern are consistently around staff shortages, which correlate with the days with a
poor fill rate. The number of incidents raised by Ward 21 relates to the number of
medical outliers on the ward which impacts on staffing coupled with the high acuity of
patients and their ability to support enhanced care. (see chart 6 and appendix 1, 2 & 3)
Staff are encouraged to raise Datix incidents or red flags if staffing falls below the
required level
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Chart 6: Datix relating to Staffing for September by ward
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5.0

Sickness
The monthly average target of sickness absence of the Trust is 3.32%. Tables and
charts below display monthly rates and trends of sickness absences of registered nurses
& midwifes, and healthcare assistants. There was slight drop in sickness among
registered staff in September but not significant enough to have made an impact on fill
rates for September. The slight increase in nursing and midwifery sickness absence in
August compared to July also had minor impact on fill rate or CHPPD given that staffing
demand had significantly increased due to enhanced care. According to the available
data for the year HCAs have higher sickness rates than RGNs. HCA rates are mostly
above 5% (see table 5).
Table 4 – Nursing and Midwifery Sickness Rates
Month

Oct18

Nov18

Dec18

Jan19

Feb19

Mar19

Apr19

May19

Jun19

Jul-19

Aug19

Sep19

In Month %

3.18%

3.40%

3.84%

4.38%

4.03%

3.44%

3.14%

3.69%

3.41%

3.57%

4.16%

4.02%

12 Month Rolling
Average

3.77%

3.73%

3.74%

3.78%

3.74%

3.72%

3.67%

3.66%

3.62%

3.67%

3.72%

3.69%

Trust Target

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

Chart 7 – Nursing and Midwifery Sickness Trend

There was a small improvement of 0.86% on HCA sickness in July but there has been a
gradual rise since then, it rose in August by 0.62% and 0.40% in September. Managers are
being asked to focus their attention on sickness absence management, with support from
Human Resources to avoid delays and cancellations of stage 2 sickness meeting.
Table 5 – Health Care Assistants Sickness Rates
Month
In Month %
12 Month
Rolling Average
Trust Target

Oct18

Nov18

Dec18

Jan19

Feb19

Mar19

Apr19

May19

Jun19

Jul19

Aug19

Sep19

6.31%

5.37%

5.37%

5.90%

5.95%

5.94%

5.09%

6.38%

6.25%

5.48%

6.03%

6.43%

6.31%

6.36%

6.31%

6.23%

6.17%

6.07%

5.99%

5.93%

6.07%

6.03%

5.95%

5.88%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%

3.32%
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Chart 8 – Healthcare Assistant Sickness Trend

5.0

Coverage comparisons of Bank/Agency and unfilled shifts
There are a number of contributory factors which have an impact on fill rate and the
need to support with bank and agency. Vacancy, sickness absence and opening of
escalation areas (Ward 5, Cath lab, endoscopy, Children’s ED, SSSU, theatre A- E and
theatre 1-6) are 3 of the major contributory factors. Contingency areas were opened on
26 occasions in September. Ward 5 which has the highest capacity (18 beds) was
remained open for 23 days in August and remained open throughout September. Wards
are asked to supply a registered nurse or swap one for an agency nurse to support the
contingency areas. The use of contingency areas for flow usually reduces over the
summer months however there was an increase in the use of escalation areas in
September. Other than ward 5, two other escalation areas were opened on 14
occasions for a total of 44 days.
Chart 9 - Bank and Agency Usage

Coverage Comparison (Care Hours)
All Ward Areas by Hours

80000

Hours

60000
40000
20000

Unfilled

0
Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- May- JunAug- SepJul-19
18
18
18
18
19
19
19
19
19
19
19
19
Unfilled 196662256120868 8992 9368 9667 8398 7203 10580 8658 8548 9659 7217

Agency
Bank

Agency 1209611309106731024311234 9476 12329 9859 1072911188 9507 1041010244
Bank

27947286002682629451283583051135487330913209532025318613563235027
Month
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5.1

eRostering
Table below shows Healthroster KPIs of the various divisions. Net hours refer to unused
hours that could be utilised to fill shifts. Divisions falling below the Trust target are
highlighted in yellow. Though the divisions may not have met the Trust target in some
cases this is unavoidable because the staff need to accumulate enough hours equivalent
to a working shift before it can be allocated. In August all but two divisions exceeded
their annual leave % this has been raised with the Matrons who sign off the rosters with
the expectation that this will be robustly monitored going forward. Divisions met their
target for annual leave allocation. Roster approval targets were met by both mangers
and matrons. The only KPI requiring improvement is net hours balance. Some of the
challenges revolve around on boarding of overseas nurses and new starters. That
requires a manual intervention by the Healthroster team to initialise individual rosters.
Others are in relation to the need to wait for excess hours for any individual to
accumulate to 12 hours before allocated (most wards work 11.5 hour shifts). (See table
7).
Table 7:July- September 2019 - eRostering KPIs (averages by division)

5.2

Vacancies and Recruitment Activity
Nurse Recruitment – There were a total of 34 nurses started in post between July and
September of which 10 were registered with the NMC and 24 with registration pending.
During Q2 12 registered nurses joined the nurse bank. Retention of staff particularly band 5’s
remains an ongoing challenge and a focus for Q3. 20 band 5 nurses left the Trust during this
period. The Trust continues with both local and overseas recruitment for registered nurses.
International Recruitment – The Trust is continuing with regular Skype interview campaigns
for Non-EU qualified nurses. There are currently 182 overseas nurses in the pipeline who
have passed their IELTS/OET and are now progressing through the various stages of the
NMC process. Throughout this period 24 overseas nurses arrived at the Trust. 34 overseas
nurses passed their OSCE exam and gained their NMC registration. A further 27 overseas
nurses are scheduled to arrive on 2nd October 2019.
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The remaining 24 nurses will sit their OSCE exam during the next two months. Dates for
OSCE exams are limited due to high volume of overseas candidates throughout the country.
Further Skype interviews are planned each month.
HCA Recruitment - The Trust continues with regular recruitment campaigns for both
permanent and bank positions to try to reduce vacancies and provide an effective bank
resource. There have been 31 substantive HCA starters and a further 32 HCA’s joined the
bank during this period. 15 substantive HCA’s have left the Trust during this period. The next
planned Open Day is scheduled for 17th October 2019.
WTE Commentary
 There are currently 132 band 5 nursing vacancies across the Trust. There are 206
Band 5 nurses currently going through the recruitment process. 182 are PreRegistered Nurses and 24 have been recruited through local campaigns. There are
42 international nurses currently preparing for OSCE.
Currently there are 99.6 WTE vacancies for band 2 Healthcare Assistants with 37 currently
going through the recruitment process and due to commence between October and
December.
6.0 Midwifery Report
This report provides an assessment of staffing across Maternity Services at the Trust
covering the period September 2019. The overall deficit in terms of staffing within maternity is
30% clinical midwives. This includes long term sickness and maternity leave and vacancy.
This deficit in staffing has resulted in the following measures being put in place to support
safety:




6.1

During September the maternity staffing has been supported by specialist midwives
across the service supporting staffing in clinical areas and the midwifery manager and
Matron working clinically and attending the Maternity Unit out of hours to support the
services.
There is an escalation policy in place within the maternity services.
The unit holds weekly reviews of staffing and four hourly monitoring.
A forward plan review of weekly staffing and elective workload across the service and
working with Cons Obstetricians to ensure prioritisation on clinical need.
Staffing

Staff are redeployed between clinical areas to meet the demands of changing clinical activity.
Staffing levels are continually assessed throughout the day by the maternity manager of the
day. Staffing issues are escalated to the midwifery manager on call and escalation plans
implemented as required in line with the red flag criteria for Maternity Services. When staffing
levels fall below requirements, the specialist midwives and clinical matrons work clinically to
support activity and ensure women in established receive of one to one care in Labour. The
Trust is fully compliant with the national requirement for women to receive 1:1 midwifery care
in established labour this is monitored on a monthly basis and September was 99.8%.
6.2

Midwifery Red Flags

A Midwifery red flag event is a warning sign to review the clinical activity and staffing acuity.
If a midwifery red flag event occurs, the midwife in charge is informed. The midwife in charge
will determine the root cause and the action required. Red Flags are reported via the incident
reporting system and escalated to the manager.
There is a robust process for daily reviews of red flag incidents by manager of the day Red
flags are discussed and reviewed on an ongoing basis at maternity and neonatal team
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huddles. Reviews of red flags incidents during this period, demonstrates appropriate
escalation and action.
MIDWIFERY STAFFING RED FLAGS










Missed or delayed medication during an admission.
Missed or delayed care (for example, delay of 60 minutes or more in washing and
suturing)
Delay of 30 minutes or more in providing pain relief.
Delay of 30 minutes or more between presentation and triage.
Delayed recognition of and action on abnormal vital signs.
Any occasion when 1 midwife is not able to provide continuous one-to-one care and
support to a woman during established labour.
Delayed or cancelled elective activity e.g. ECV, Elective LSCS, Induction of labour.
Full clinical examination not carried out when presenting in labour.
Delay of 2 hours or more between admission for induction and beginning of process.

There were a total of 21 staffing red flag incidents below in September 2019.
Month

Number Red Flag for Staffing

September
2019

21

Action

Delay in Induction of labour /
augmentation due to staffing

Escalated to Midwifery manager
on call apologies to the mother
and contacted other units to
transfer close observation on the
ward and delayed transfers.
Escalate to consultant on call.

Impact of the shortfalls in staffing in September 2019 resulted in the following: Inutero transfers refusal rates - There have been 4 inutero transfers refusals in
September due to the staffing deficit.
 21 delays in Inductions of labour due to staffing – All mitigated with no harms
 Continuity of care models have not been fully implemented – Midwives have been
allocated to work on Labour Ward to maintain safety
 Midwives not getting their breaks and claiming overtime
 Late shift Midwifes in community being called in to cover the service and therefore
not been able to meet the target for bookings at 10-12 weeks and this will impact
on antenatal screening. This has impacted on the bookings by 10 weeks which is
currently 42% and bookings by 12 weeks and 6 days at 79%.
 Staff morale and short term sickness.
 The vacancy is currently 16% for midwives and 10% for support workers.
Recruitment Strategy
Short Term


Ongoing recruitment of band 5/6 Midwives to allow us to reduce the current vacancy
across maternity for midwives band 6-7.
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3WTE Nursery Nurses recruited to support transitional care on the postnatal wards
and they will commence in December 2019.
We have recruited 15 midwives in June 2019 who will commence in posts at October
2019.
An urgent meeting was held by the Head of Midwifery and Clinical Midwifery
Managers with the Band 7’s on 20th August 2019 to raise concerns about staffing and
solutions to support the staffing within the service. The following requests have been
made by the Band 7 midwives. The Band 7s requested agency or enhanced bank
rates of 20%. A proposal is being developed to incentivise hard to fill shifts by the
general manager and finance leads.

Long Term Strategy




Increase in student midwives from HEE for approximately 10 additional student
midwives for September 2019 to support midwifery staffing.
Student midwives who come from Hertfordshire University.
We have increased the 21 month student midwives to 8 per year (previously 4). We
are implementing the CPAL method for students support which should increase the
placement capacity. A paper is being drafted for on call midwives within the service.
This will further support staffing in times of escalation and support the continuity of
care models within the service.

Appendix 1: September Fill rate
Day
Ward Name

Haem Onc Unit
Cobham Clinic
SCBU/ NICU
Ward 25
Ward 24
Ward 19b Rehab
Ward 19a
Ward 14
Ward 15
Ward 17
Ward 18
Ward 16
CCU (Ward 6)
Ward 12
Respiratory (Ward 10)

Night

Average fill rate registered nurses/
midwives (%)

Average fill rate
- care staff (%)

Average fill rate registered
nurses/ midwives
(%)

85.9%

92.9%

98.2%

99.0%

86.5%

82.8%

98.1%

96.7%

97.8%

102.0%

92.8%

100.0%

80.0%

82.0%

83.8%

80.7%

84.7%

95.6%

97.1%

92.3%

90.7%

85.8%

102.2%

99.4%

97.0%

104.7%

97.1%

99.9%

82.0%

88.6%

86.5%

99.9%

82.9%

90.4%

84.5%

96.4%

97.7%

94.7%

113.1%

98.0%

88.1%

96.7%

93.7%

81.4%

87.2%

103.7%

91.5%

95.5%

85.9%

108.0%

94.6%

100.0%

91.4%

97.1%

80.2%

98.9%

80.3%

80.2%

96.0%

98.9%

Average fill rate care staff (%)
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Ward 11
EAU 2 (Ward 4)
Female MSS (Ward 3)
Ward 34 (Gynae)
Ward 33 (Mat 2nd Floor)
Ward 32 (Mat 1st Floor)
ITU
HDU
Ward 23
EAU (Ward 1)
Ward 22
Ward 20
Ward 21

82.4%

89.5%

91.9%

97.5%

88.7%

95.8%

88.9%

97.6%

96.5%

97.5%

101.0%

95.6%

99.4%

88.5%

92.4%

100.0%

81.8%

92.1%

90.8%

89.4%

91.9%

85.7%

103.2%

107.2%

92.3%

94.5%

99.6%

100.0%

96.1%

110.8%

101.1%

104.7%

108.5%

86.5%

95.0%

97.0%

94.5%

93.0%

96.4%

100.0%

91.3%

104.6%

94.6%

93.0%

85.2%

95.9%

93.7%

99.3%

88.3%

91.8%

81.8%

92.4%

Appendix 2 – September CHPPD
Ward Name
Haem Onc Unit
Cobham Clinic
SCBU/ NICU
Ward 25
Ward 24
Ward 19b Rehab
Ward 19a
Ward 14
Ward 15
Ward 17
Ward 18
Ward 16
CCU (Ward 6)
Ward 12
Respiratory (Ward 10)
Ward 11

Registered midwives/
nurses

Care Staff

Overall

4.9

3.3

8.2

4.6

2.4

7.0

13.8

0.9

14.7

7.8

2.8

10.6

6.7

4.2

10.9

3.0

4.5

7.5

3.7

3.8

7.5

2.7

4.8

7.6

2.3

4.6

6.9

5.0

4.0

9.0

3.6

3.6

7.1

3.1

2.8

5.9

6.7

2.7

9.5

3.0

3.0

6.0

3.0

2.6

5.6

2.9

3.9

6.8

13

7 Executive Board Report November2019.doc
Overall Page 48 of 269

EAU 2 (Ward 4)
Female MSS (Ward 3)
Ward 34 (Gynae)
Ward 33
Ward 32
ITU
HDU
Ward 23
EAU (Ward 1)
Ward 22
Ward 20
Ward 21

6.2

3.2

9.4

3.7

2.7

6.3

5.6

3.2

8.9

3.7

3.9

7.7

3.5

1.9

5.3

32.5

1.1

33.6

26.1

5.6

31.6

3.6

3.7

7.2

6.4

3.1

9.4

3.5

3.0

6.5

3.3

2.3

5.6

4.1

3.6

7.6

Appendix 3: August Fill Rate

Ward Name

Haem Onc Unit
Cobham Clinic
SCBU/ NICU
Ward 25
Ward 24
Ward 19b Rehab
Ward 19a
Ward 14
Ward 15
Ward 17
Ward 18
Ward 16
CCU (Ward 6)
Ward 12
Respiratory Ward (Ward 10)

Day
Average fill rate
- registered
nurses/
midwives (%)

Average fill
rate - care
staff (%)

Night
Average fill rate
- registered
nurses/
midwives (%)

Average fill
rate - care
staff (%)

94.0%

86.2%

98.4%

93.7%

85.5%

96.1%

98.4%

100.0%

99.7%

99.7%

99.8%

100.0%

100.0%

99.2%

87.9%

94.0%

100.5%

82.3%

81.5%

92.4%

91.3%

86.2%

100.0%

100.0%

88.6%

90.1%

100.0%

100.0%

92.3%

82.7%

100.0%

96.7%

101.0%

80.4%

98.9%

96.3%

98.3%

86.4%

100.8%

90.6%

85.3%

102.9%

94.4%

83.3%

90.2%

106.1%

99.0%

92.5%

99.0%

104.8%

100.0%

86.4%

89.6%

94.6%

99.5%

99.7%

83.5%

81.8%

97.9%

87.3%
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Ward 11
EAU 2 (Ward 4)
Female MSS (Ward 3)
Ward 34 (Gynae 3rd Floor)
Ward 33 (Mat 2nd Floor)
Ward 32 (Mat 1st Floor)
ITU
HDU
Ward 23
EAU (Ward 1)
Ward 22
Ward 20
Ward 21

84.7%

84.0%

87.9%

97.7%

91.8%

87.5%

94.0%

110.4%

93.9%

82.2%

95.9%

92.0%

100.6%

85.4%

100.0%

100.1%

80.3%

101.2%

86.0%

92.1%

92.6%

86.2%

108.0%

101.2%

84.4%

108.9%

92.7%

-

99.8%

88.0%

98.0%

89.9%

94.9%

93.7%

97.5%

80.4%

88.1%

84.4%

96.6%

90.2%

92.0%

102.0%

94.5%

92.9%

97.1%

89.5%

99.4%

90.1%

92.0%

87.0%

96.9%

90.7%

Appendix 4 – August CHPPD
Registered
midwives/ nurses

Care Staff

Overall

4.6

2.9

7.5

Cobham Clinic

4.7

2.7

7.4

SCBU/ NICU

11.9

0.7

12.6

Ward 25

10.6

3.6

14.2

Ward 24

6.9

3.8

10.7

Ward 19b Rehab

2.9

3.9

6.8

Ward 19a

3.8

4.3

8.1

Ward 14

2.7

4.6

7.3

Ward 15

2.4

4.1

6.5

Ward 17

4.5

3.4

8.0

Ward 18

4.3

3.8

8.1

Ward 16

3.0

2.7

5.8

CCU (Ward 6)

6.1

2.1

8.2

Ward 12

3.6

2.6

6.1

Respiratory Ward (Ward 10)

3.0

2.3

5.3

Ward 11

2.9

3.5

6.4

Ward Name
Haem Onc Unit
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EAU 2 (Ward 4)

6.0

2.8

8.8

Female MSS (Ward 3)

3.9

2.5

6.4

Ward 34 (Gynae 3rd Floor)

5.9

3.3

9.2

Ward 33 (Mat 2nd Floor)

3.8

3.5

7.2

Ward 32 (Mat 1st Floor)

3.9

2.0

6.0

ITU

32.8

0.9

33.7

HDU

22.9

3.6

26.4

Ward 23

3.4

3.8

7.2

EAU (Ward 1)

6.9

3.2

10.1

Ward 22

3.5

2.9

6.5

Ward 20

4.0

2.9

6.9

Ward 21

4.6

3.4

8.0

Appendix 5: July Fill Rate
Day

Night
Average fill
rate registered
nurses/
midwives (%)

Average fill rate
- registered
nurses/
midwives (%)

Average fill
rate - care
staff (%)

Haem Onc Unit

92.9%

80.2%

100.0%

95.7%

Cobham Clinic

89.4%

89.8%

100.0%

100.0%

SCBU/ NICU

99.1%

98.8%

98.8%

100.0%

Ward 25

89.1%

85.8%

87.9%

89.0%

Ward 24

102.7%

87.2%

81.5%

101.3%

Ward 19b Rehab

90.8%

94.3%

97.1%

104.2%

Ward 19a

81.8%

95.7%

100.1%

104.4%

Ward 14

101.7%

88.9%

100.9%

100.7%

Ward 15

92.4%

102.4%

100.1%

82.5%

Ward 17

105.0%

102.7%

104.5%

100.7%

Ward 18

101.2%

99.2%

93.7%

93.3%

Ward 16

92.5%

107.5%

103.1%

83.2%

CCU (Ward 6)

91.2%

108.6%

98.9%

102.6%

Ward 12
Respiratory Ward (Ward
10)

89.1%

85.5%

96.3%

96.7%

83.2%

97.8%

99.2%

104.1%

Ward 11

80.8%

94.7%

90.3%

99.7%

EAU 2 (Ward 4)

88.5%

99.1%

94.3%

106.4%

Female MSS (Ward 3)

100.0%

88.4%

98.4%

94.1%

Ward 34 (Gynae 3rd Floor)

100.7%

87.3%

96.6%

96.7%

Ward 33 (Mat 2nd Floor)

80.3%

94.4%

82.7%

92.2%

Ward Name

Average fill rate
- care staff (%)
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Ward 32 (Mat 1st Floor)

95.2%

93.3%

110.0%

100.4%

ITU

94.4%

98.7%

94.7%

0.0%

HDU

98.2%

100.4%

99.2%

89.5%

Ward 23

91.5%

94.6%

96.4%

97.8%

EAU (Ward 1)

93.3%

90.5%

96.8%

95.1%

Ward 22

97.5%

97.6%

98.6%

95.6%

Ward 20

93.6%

90.2%

98.4%

98.6%

Ward 21

94.9%

98.4%

103.5%

104.0%

Appendix 6 – July CHPPD
Ward Name
Haem Onc Unit
Cobham Clinic
SCBU/ NICU
Ward 25
Ward 24
Ward 19b Rehab
Ward 19a
Ward 14
Ward 15
Ward 17
Ward 18
Ward 16
CCU (Ward 6)
Ward 12
Respiratory Ward (Ward 10)
Ward 11
EAU 2 (Ward 4)
Female MSS (Ward 3)
Ward 34 (Gynae 3rd Floor)
Ward 33 (Mat 2nd Floor)
Ward 32 (Mat 1st Floor)
ITU
HDU
Ward 23
EAU (Ward 1)
Ward 22
Ward 20
Ward 21

Registered
midwives/ nurses

Care Staff

Overall

4.6
5.1
11.7
9.9
7.7
2.9
3.9
2.7
2.3
4.7
3.7
3.3
6.7
3.7
3.0
2.9
6.0
3.7
6.1
3.8
4.1
35.6
23.5
3.3
7.0
3.7
4.1
4.5

1.5
2.6
0.8
3.4
4.4
3.8
4.5
4.9
4.1
4.1
4.1
2.6
2.2
3.3
2.6
4.1
3.2
2.4
3.0
3.7
2.4
1.4
4.5
3.8
3.3
3.0
2.7
3.4

6.2
7.8
12.5
13.3
12.2
6.7
8.4
7.6
6.5
8.7
7.9
5.9
8.9
7.0
5.6
6.9
9.1
6.1
9.2
7.5
6.4
37.0
28.1
7.2
10.2
6.7
6.9
7.9
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Appendix 2
Information Governance (IG) Quarterly Board Report
October 2019
Purpose of this report:
Report by:




Update, information & awareness
Heidi Walker IG Manager/Data Protection Officer

Data Security & Protection Toolkit (DSPT)
Luton and Dunstable University Hospital NHS Foundation Trust will be submitting a baseline
assessment on the 31st October 2019
The DSPT now has sixteen extra requirements and the Trust’s current position is: Standards not met
(with improvement plan)
76 of 116 mandatory evidence items provided
25 of 40 assertions confirmed
These figures will increase significantly before the baseline is submitted on 31st October 2019 and be
reported in the next quarterly report.
IG Incident Reporting Tool
The DSP Toolkit also incorporates an IG Incident Reporting Tool which the Trust is required to use for
reporting IG incidents. Under GDPR serious IG breaches (defined as incidents that are highly likely, to
have an impact on the ‘rights and freedoms’ of the individuals concerned), MUST be reported to the
ICO within 72 hours of the Trust becoming aware of the incident. Once information about an incident
has been submitted through the tool the details are automatically fed to the ICO unless the tool decides
from the information provided that it is not a reportable incident.
There have been 0 reported incidents (using this tool) for the last quarter.
General Data Protection Regulation (GDPR) Progress Update
Progress towards compliance with the requirements of GDPR continues. Areas of compliance
currently being or about to be worked on include:
Data Privacy Impact Assessment (DPIA)
The DSPT requires organisations to publish their DPIA’s as part of the organisations transparency
materials. A register of approved DPIA’s is now published on The Trust website and updated on a
monthly basis.
Third party assessments are completed during the DPIA process. The DPIA document has been
amended to include responsibilities regarding The DPA Act and GDPR. This change was approved at
the Information Governance Steering Group on 23rd Oct 2019
Data Flow Mapping & Departmental Information Assets
Work continues with the Deputy I.G manager engaging with departments and reviewing the data flows
both outward and inward bound.
This a legal requirement and failure to have detailed information mapping of all the Trusts personally
identifiable data flows could leave the Trust open enforcement action/fines from the Information
Commissioners Office.
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Shared folders/access controls
To comply with GDPR, The Trust needs to have strict data access control and a full awareness of:

what data they hold,

why they are holding it and

what permissions they have to use it.
PID is stored within folders on the share drive and it’s necessary for workflow, however; if staffs are
saving PID onto departmental folders (within the share drive) they must ensure that only the relevant
staff members have access to that information.
It is advised that all heads of department review which staff members have access to their
departmental folders/drive. This action needs to be prioritised and awareness raised to ensure that
staff access’ to PID within folders/drives are legitimate and not excessive.
Without a clear option to audit the share drive user access and the controls surrounding it leaves The
Trust extremely vulnerable.
Subject access requests (SAR)
Under the Data Protection Act 2018/GDPR we have 30 days to respond to a SAR; however we aim to
comply with the Caldicott recommendation of 21 days.
The Trust has received and processed 2910 subject access requests in a 12 month period and the
department continues to see an increase in requests for medical records from Solicitors, patients,
Police, Courts, Council and other professional bodies.
The team have been overstretched and compliance figures fell due to a back log of requests.
All of the team are now trained to process subject access requests and an extra resource has joined
the team 2 days a week to support this function. This has had a hugely positive effect and the
department is back on track efficiently processing requests.
Compliance for responses within the legal 30 day deadline has risen from 74% to 82.5% in the last
quarter.
Year 2019/20
Q1

April-June

Q2

July – September

Q3

October – December

Q4

January – March (to date)

No of
requests
633
811

Total Received
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Requests received from

Number of Requests
Q1

Q2

Patient

201

226

Court Order/Social Services

12

7

Solicitors

244

379

Health Organisations

59

55

Police

11

19

Coroner

8

6

Government

16

24

Insurance

27

44

Legal

47

16

Other pending requests for October

179

35

Q3

Q4

Total

Freedom of Information (FOI)
Under the Freedom of Information Act public authorities are required to respond to requests no later
than 20 working days.
The Trust has received and responded to 804 requests in a 12 month period.
The Act makes this clear:
“a public authority must comply with section 1(1) promptly and in any event not later than the twentieth
working day following the date of receipt.”
The compliance for The Trust Freedom of information requests is improving. The departmental process
has been streamlined and deadlines closely monitored which is highlighted in the figures below:
Compliance for FOI responses this quarter has dipped slightly to 71% from 72.8% however this is still a
significant improvement compared with previous quarters (43.8%)
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Year 2019/20

No of requests

Breached Legal deadline of 20
working days

April-June

198

54

July – September

212

62

October – December
January – March
Total Received

Part of transparent processing is about being clear, open and honest the IG department are preparing
to publish all FOI responses within its publication scheme. This will allow the trust to conform to
guidance and hopefully reduce the amount of duplicate requests whilst raising compliance figures.
Mandatory IG Training
The Trust must adhere to national guidance which requires Information Governance training to be
completed annually.
The compliance target required by the Data Protection Security Toolkit (DSPT) is 95% on an annual
basis. It was raised at the Information Governance Steering Group (IGSG) on the 23rd Oct and the
DSPT will be updated with the new plan and the board will be updated in the next quarterly report.
To assist with the annual targets staff will not have access to the new nerve centre system if they are
not up to date with their IG training and workforce are cleansing data to remove bank staff that haven’t
worked at The Trust within 3 months.
The IG Team will deliver additional class based training to focus on local issues and breaches This
helps staff to understand the importance of data protection and ensures that staff are kept up to date
with data security, and that they are equipped with the knowledge of how to spot potential online
security threats as well as using data in line with legal requirements.
Current position
Percentage of staff completing Information Governance training is 83 % every 2 years.
The board annual IG Training was completed on the 26th June 2019
The Board received Cyber Security Training provided by NHS Digital on the 16th Oct 2019.
National Data Opt Out
The national data opt out is a service that allows patients to opt out of their confidential patient
information being used for research or planning e.g.




for research purposes such as to identify the effectiveness of a new drug
to provide information to support the safe and effective delivery of health and care services
for a patient who has died, where they had previously set a national data opt-out
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It was introduced on 25 May 2018 enabling patients to opt out from the use of their data for research
and planning purposes, in line with the recommendations of the Nation Data Guardian in her review of
Data Security, Consent and Opt-outs.
All health and care organisations in England must comply with the national data opt-out policy by
March 2020
The Trust must:



Implement a technical solution to enable staff to check lists of NHS numbers against those with
national data opt-outs registered.
Have a process in place to ensure only the filtered data is used or disclosed

The check for National Data opt-outs service uses the messaging exchange for social care and health
(MESH)
The Trust does not currently comply with the National Opt-outs (as noted in the privacy notice) and
Information Governance will be managing it locally until IT implements the relevant technical solution.
This item is now progressing with the solutions board.
Staff Guidance
A suite of staff guide leaflets have been compiled for the following subjects and will be available via the
intranet next month:
Basic rules for secure working
Code of conduct
DPA & GDPR Guide
FOI Guide
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Appendix 3

NHS England and NHS Improvement
Pauline.Philip@nhs.net

Mr David Carter

Chief Executive,
Luton and Dunstable University Hospital NHS Foundation Trust

17 September 2019

CC: Mr Simon Linnett
Chair,
Luton and Dunstable University Hospital NHS Foundation Trust
Dear David,
Healthcare worker flu vaccination
The vaccination of healthcare workers against seasonal flu is a key action to help
protect patients, staff and their families. Provider flu plans for 2018/19 saw a national
uptake rate amongst front line staff of 70.3%, with some organisations vaccinating
over 90% of staff. Our ambition is to improve on this through the actions outlined in
this letter.
In March 2019, the Department of Health and Social Care (DHSC), NHS England
and Improvement and Public Health England (PHE) wrote to all trusts setting out the
appropriate vaccines for adults up to 64, the egg and cell-base Quadrivalent
influenza vaccines (QIVe and QIVc) and for over 65s, the adjuvanted trivalent
influence vaccine (aTIV) as well as QIVc.
Today, we are writing to ask you to tell us how you plan to ensure that all of your
frontline staff are offered the vaccine and how your organisation will achieve the
highest possible level of vaccine coverage this winter.
Background
Healthcare workers with direct patient contact need to be vaccinated because:
a)

Flu contributes to unnecessary morbidity and mortality in vulnerable
patients

b)

Up to 50% of confirmed influenza infections are subclinical (i.e.
asymptomatic). Unvaccinated, asymptomatic (but nevertheless infected)
staff may pass on the virus to vulnerable patients and colleagues

c)

Flu-related staff sickness affects service delivery, impacting on patients
and on other staff – recently published evidence suggests a 10% increase
in vaccination may be associated with as much as a 10% fall in sickness
absence
23
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d)

Patients feel safer and are more likely to get vaccinated when they know
NHS staff are vaccinated

Whilst overall uptake levels have increased every year since 2015/16, there is
significant variation in the uptake rates achieved as some trusts have developed
excellent flu programmes that deliver very high level of vaccination coverage,
however others have not made the same progress.
An evaluation of last year’s flu season showed that trusts that have developed a
multicomponent approach have achieved higher uptake levels. Innovative methods
to reach staff, going ward-to-ward, holding static and remote drop-in clinics and
encouraging staff to contact vaccinators directly have been established. Trusts also
used incentives to encourage staff, and even small incentives, such as badge
stickers, worked to reinforce positive messages. Above all, board and ward
leadership are critically important to promote vaccination to staff, providing visibility
and transparency.
In order to ensure your organisation is doing everything possible as an employer to
protect staff and patients from flu, we would strongly recommend working with your
recognised professional organisations and trade unions to maximise uptake of the
vaccine within your workforce. You can also access resources including National
Institute for Health and Care Excellence (NICE) guidelines:
https://www.nice.org.uk/guidance/ng103 and Public Health England’s Campaign
Resource Centre: https://campaignresources.phe.gov.uk/resources/campaigns/92healthcare-workers-flu-immunisationWe are now asking that you complete the best practice management checklist
for healthcare worker vaccination [appendix 1] and publish a self-assessment
against these measures in your trust board papers before the end of December
2019. Your regional lead will also work with you to share best practice
approaches to help support an improvement in your uptake rates.
It is important that we can track trusts’ overall progress towards the 100%
ambition and all trusts will be expected to report uptake monthly during the
vaccination season via ‘ImmForm’.
As discussed, there is variation of uptake rates between trusts. Many trusts have
made successful progress and have achieved near full participation, whilst other
trusts are not increasing uptake rates quickly enough to protect staff and patients. It
is important that improvements are made in those trusts. To support this, the
healthcare worker flu vaccination CQUIN is in place again this year. New thresholds
for payment have been set at 60% (minimum) and 80% (maximum).
We are also increasing requirements for trusts who have had low uptake rates. Each
trust that was in the bottom quartile for vaccination uptake (at 61.7% or below) in the
published data (Immform in 2018/19) will be required to buddy with a higher uptake
trust. Working with them will provide an opportunity to learn how to prepare,
implement and deliver a successful vaccination programme.
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For trusts in this quartile progress will be reviewed weekly during the flu
season by regional teams in addition to the monthly reporting that is provided
to PHE via Immform.
In 2018/19, your trust achieved a frontline healthcare worker flu vaccination
uptake rate of 76.6%. This does not put your trust in the lower quartile of
trusts.
Organisations should use the Written Instruction for the administration of seasonal
‘flu vaccination developed by The Specialist Pharmacy Service. NHS trusts
vaccinating their own staff may consider that a PGD is more appropriate if it offers a
benefit to service delivery e.g. provision by healthcare practitioners other than
nurses, who may legally operate under a PGD. Health and social care workers
should be offered either the egg or cell-based quadrivalent influenza vaccine. For
the small number of healthcare workers aged 65 and over, if you are unable to offer
the cell-based flu vaccine, these staff should ask their GP or pharmacy for an
adjuvanted trivalent influenza vaccine (aTIV) which is preferable to the nonadjuvanted egg-based flu vaccine particularly if they are in an at risk group.
Finally, we are pleased to confirm that NHS England and Improvement this year is
offering the vaccine to social care and hospice workers free of charge this year.
Independent providers such as GPs, dental and optometry practices, and community
pharmacists, should also offer vaccination to staff. There are two parallel letters to
primary care and social care outlining these proposals in more detail.

Yours sincerely,

Pauline Philip
National Director of Emergency and Elective Care
NHS England and NHS Improvement

Ruth May
Chief Nursing Officer
NHS England and NHS Improvement

Professor Stephen Powis
National Medical Director
NHS England and NHS Improvement
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Appendix 1 – Healthcare worker flu vaccination best practice management
checklist – for public assurance via trust boards by December 2019
A

A1

A2
A3
A4
A5
A6
A7
B
B1
B2
B3
B4
B5
B6
C
C1
C2
C3
D
D1
D2

Committed leadership
Trust self(number in brackets relates to references listed below the table)
assessment
Board record commitment to achieving the ambition of 100% of
front line healthcare workers being vaccinated, and for any
healthcare worker who decides on the balance of evidence and
personal circumstance against getting the vaccine should
anonymously mark their reason for doing so.
Trust has ordered and provided the quadrivalent (QIV) flu vaccine
for healthcare workers
Board receive an evaluation of the flu programme 2018/19,
including data, successes, challenges and lessons learnt
Agree on a board champion for flu campaign
All board members receive flu vaccination and publicise this
Flu team formed with representatives from all directorates, staff
groups and trade union representatives
Flu team to meet regularly from September 2019
Communications plan
Rationale for the flu vaccination programme and facts to be
published – sponsored by senior clinical leaders and trades unions
Drop in clinics and mobile vaccination schedule to be published
electronically, on social media and on paper
Board and senior managers having their vaccinations to be
publicised
Flu vaccination programme and access to vaccination on induction
programmes
Programme to be publicised on screensavers, posters and social
media
Weekly feedback on percentage uptake for directorates, teams
and professional groups
Flexible accessibility
Peer vaccinators, ideally at least one in each clinical area to be
identified, trained, released to vaccinate and empowered
Schedule for easy access drop in clinics agreed
Schedule for 24 hour mobile vaccinations to be agreed
Incentives
Board to agree on incentives and how to publicise this
Success to be celebrated weekly
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Appendix 2 - Healthcare w orker flu vaccination best practice m anagem ent checklist – for public assurance via trust boards by Decem ber 2019

A

Com m itted leadership (num ber in brackets relates to references listed below the table)

Trust self assessm ent

A1

Board record commitment to achieving the ambition of 100% of front line healthcare w orkers being vaccinated, and for any
healthcare w orker w ho decides on the balance of evidence and personal circumstance against getting the vaccine should
anonymously mark their reason for doing so.

The Board is comitted to achieving maximum uptake by frontline health care w orkers, and w here staff do not w ish to
receive the vaccine, they are asked to complete a declination form stating their reason. This information is collated by
the Occupational Health department.

A2

Trust has ordered and provided the quadrivalent (QIV) flu vaccine for healthcare w orkers

Quadrivalent (QIV) flu vaccine w as ordered earlier in the year, plus 120 doses of Trivalent for those staff over the
age of 65, as recommended

A3

Board receive an evaluation of the flu programme 2018-19, including data, successes, challenges and lessons learnt

A Report w as produced to show the achievement of the CQUIN flu vaccine uptake target for 2018/19, detailing
achievements and w here individuals signed a declination form, reasons w hy they declined the flu vaccine. This w ill
be repeated again for 2019/20

A4

Agree on a board champion for flu campaign

Board Champion for Staff Health and w ellbeing is the Director of HR

A5

All board members receive flu vaccination and publicise this

Board members have received the vaccination and this w as publicised externally via face book and tw itter and
internally via new sletters and emails

A6

Flu team formed w ith representatives from all directorates, staff groups and trade union representatives

The Chief Nurse agreed that the Occupational Health nurses w ould be the main team responsible for delivering the
flu vaccine. How ever, they w ould be supported w ith additional resource. In additionone of the Matrons has also
been identified as a vaccinator.

A7

Flu team to meet regularly from September 2019

The Occupational Health team discuss uptake and progress on regular

B

Com m unications plan

B1

Rationale for the flu vaccination programme and facts to be published – sponsored by senior clinical leaders and trade
unions

Staff are reminded of myth busting facts via email on a very regular basis. Posters are also distributed to all clinical
areas.

B2

Drop in clinics and mobile vaccination schedule to be published electronically, on social media and on paper

Drop in clinics regularly advertised via emails, and signage outside the occucational Health department. A message
w ill be included in payslips for October and November stating the importance of having the flu vaccine and that this is
available at Occupational Health.

B3

Board and senior managers having their vaccinations to be publicised

Board members together w ith senior managers w ho received the vaccination are publicised externally via face
book and tw itter and internally via new sletters and emails

B4

Flu vaccination programme and access to vaccination on induction programmes

Occupational Health Staff attend induction and also statutory training sessions.

B5

Programme to be publicised on screensavers, posters and social media

There is a scrolling message in place on the front page of the Trust intranet.

B6

Weekly feedback on percentage uptake for directorates, teams and professional groups

Regular feedback to all staff Trust w ide. There is also a w eekly email to the Chief Nurse confirming uptake of the
vaccination across all w ards and clinical areas.

C

Flexible accessibility

C1

Peer vaccinators, ideally at least one in each clinical area to be identified, trained, released to vaccinate and empow ered

The trust has a tried and tested process of the Occupational Health team taking the lead on administering flu
vacccinaitons. The Chief Nurse, review ed the process and agreed that this should continue for this year but that
senior nursing staff w ould actively encourage staff to have their vaccination. The Matron for Elderly Care has
become a peer vaccinator and is concentrating on vaccinating her clinical areas.

C2

Schedule for easy access drop in clinics agreed

Staff members have been encouraged to drop into the occ health department, Monday - Friday, betw een the hours of
8 - 16.30. Members of the occ health team also go to proactively seek w illing members of staff to be vaccinated

C3

Schedule for 24 hour mobile vaccinations to be agreed

The Trust has not adopted a model of a 24 hour mobile vaccination service as this has not been an issue in past
years.

D

Incentives

27
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Board to agree on incentives and how to publicise this
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Board Report
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Success
to be celebrated w eekly

The Occupational Health department gives a small token gift to all staff w ho have the vaccination. This year is a
branded pen and flu fighter pin badge for those w ho attend the occ health department and a pin badge for those w e
vacciante in their ow n w ork areas. We are mindful, how ever, that the main incentive for staff should be to protect
their patients, their colleagues and themselves.
Regular communicationof progress is in place via email as w ell as reports at meetings such as Infection control,
Health and Safety and Board Committee, Executive meetings etc
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28

7 Executive Board Report November2019.doc
Overall Page 63 of 269

29

7 Executive Board Report November2019.doc
Overall Page 64 of 269

30

7 Executive Board Report November2019.doc
Overall Page 65 of 269

31

7 Executive Board Report November2019.doc
Overall Page 66 of 269

BOARD OF DIRECTORS
Agenda item

8

Category of Paper

Paper Title

BLMK Longer Term Plan

Date of Meeting

6 November 2019

To action
To note

Lead Director

David Carter
Peter Howitt, BLMK Director of
Paper Author
System Re-Design
Indicate the impact of the paper:
Financial

Quality/Safety

Patient Experience

Equality

For Information
To ratify
Clinical

Governance

History of
Committee
Reporting & Date

N/A

Links to Strategic
Board Objectives

Objective 1 – Deliver the Quality Priorities
Objective 2 – Deliver National Quality and Performance Targets
Objective 3 – Implement the Strategic Plan
Objective 5 – Optimise our Financial Position

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

Tick

CCG
NHS Improvement/England
Hospital Redevelopment
Non-Achievement of Financial Target
Vacancy rates

Agency costs
Backlog maintenance
Management capacity

PURPOSE OF THE PAPER/REPORT
To give an update on the BLMK Longer Term Plan
SUMMARY/CURRENT ISSUES AND ACTION
Board are asked to note the information in the report.

ACTION REQUIRED
To note the content of the reports.
Public Meeting

Private Meeting

8 BLMK Header.doc
Overall Page 67 of 269

Overall Page 68 of 269

WORKING DRAFT
ONLY
V16

Bedfordshire, Luton
and Milton Keynes
(BLMK) Longer
Term Plan (2019-24)
for Wellbeing and
Health

999
111
8 BLMK Longer Term Plan.pptx
Overall Page 69 of 269

Contents Page
Foreword
Summary
The Structure of this Plan
Ch 1 -Why we need to Change and Improve
Our population
Health Inequalities
Wider determinants of health
Public Voice
Growth
Ch 2 - Our Partnership
Our Vision and Aims
Our Partnership Focus
Our Partnership Working
Ch 3 - Summary of Place Priorities
Milton Keynes
Luton
Bedford Borough
Central Bedfordshire
8 BLMK Longer Term Plan.pptx

Ch 4 - Improved Health and Care
Population Health
Population Health Management
Proactive, multi-agency and multi-disciplinary primary
and community care
Direct Digital Care
Elective Care
Personalised Care
Urgent and Emergency Care
Mental Health
Cancer
Maternity
Children and Young People
Learning Disability and Autism
Stroke, Respiratory and Diabetes
Merger of Luton and Dunstable and Bedford hospitals
Research and Innovation
Ch 5 - Enabling Improved Health and Care
Workforce
Digital Information Sharing
Estates
Finances
Ch 6 – Risks and Issues
Overall Page 70 of 269
Ch 7 - Appendices

Foreword
This is our plan for health and care in Bedford
Borough, Central Bedfordshire, Luton and Milton
Keynes for the next five years.
It is clear on our aims and partnership focus. Only by
working together can we achieve the improvements in
people’s wellbeing and health that we want to see.
We are signing this document off at a moment in time,
but we recognise that we will fail if what is contained
here is set in stone. We will need to keep improving
and developing in how we work and what we are
seeking to achieve. More detailed work will follow
establishing the key implementation steps as part of
operational planning for 2020-2021.
15th November 2019

Richard Carr,
SRO for BLMK Integrated Care System
Patricia Davies,
AO for Bedfordshire, Luton and Milton
Keynes CCGs
Stephen Conroy,
CEO Bedfordshire Hospitals Trust

Ambulance Services
Volker Kellermann
Director of Business and Service
Development South Central Ambulance
Services
Mayor Dave Hodgson
Leader Bedford Borough Council

Councillor James Jamieson
David Carter
Leader Central Bedfordshire Council
CEO Luton and Dunstable Foundation Trust
Councillor Peter Marland
Joe Harrison
Leader Milton Keynes Council
CEO Milton Keynes University Hospital
Trust
Navina Evans,
CEO East London Foundation Trust

Luton?

Claire Murdoch
CEO Central and North West London
Foundation Trust
Matthew Winn
CEO Cambridgeshire Community Services
Trust
Tom Davies
Medical Director East of England
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Summary – Bedfordshire, Luton and
Milton Keynes Longer Term Plan
(2019-2024) for Wellbeing and Health
The organisations responsible for health and care in Bedford Borough,
Central Bedfordshire, Luton and Milton Keynes are working together to
improve the wellbeing and health of the population they serve.
This partnership has been going since 2016 and has already made some
improvements (see box 1).

Box 1: What we have achieved together
• Acknowledged leader in Primary Care Network Development (see video
here)
• Successfully bid for a number of mental health programmes including
mental health support teams in schools.
• Secured £99.5 million capital money for the redevelopment at the Luton
and Dunstable Hospital site.
• Social prescribing (identifying non-medical solutions to wellbeing issues)
in place across the partnership.
• Obtained national resources for programmes to improve population
health management, strengthen the role of the voluntary sector and
make greater use of volunteering.
• Award winning High Intensity User service spreading from Milton Keynes
to Luton, Bedford Borough and Central Bedfordshire.

DRAFT

Now we are setting out our plans for the next five years. The goal in
everything we are doing is to achieve the vision we have agreed as a
partnership:

“Improving our people's health, enhancing their quality
of care and being a great place for our staff to work, all
whilst delivering value for money.”
We want people to live longer in good health. When people need care
they should get the very best available. We should be good employers
that retain high quality staff. And we have a duty to spend public money
wisely on the services that will make the biggest difference.
To determine our priorities at the next level of detail, we have spoken to
our population (see box 2), we have responded to the commitments in
the national NHS Long Term Plan and we have built on national and
international best practice.

Box 2: What we have heard
• People are enthusiastic about the local nature of health and care services and
the fantastic staff who work in them.
• There is a desire for more pro-active and preventative care, especially in areas
such as mental health.
• People want better access to primary care and are willing to explore
alternatives (such as online consultations or seeing other health professionals)
to face-to-face GP consultations.
• There is an expectation that information is shared to provide better, more
joined-up care.
• Communities are willing to work with public services to help improve
wellbeing and health.
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The result is our Partnership Focus, which has been annotated here to further explain
our commitments. Our Partnership Focus is not the totality of what we are doing, but
shows the key priorities on a page, to which our partners have all signed up.
Public services,
don’t have all
the answers,
but must work
with
communities
to help people
stay well and
healthy
Factors such as
good jobs and
housing affect our
wellbeing and
health more than
health services,
so we need to
work together to
improve these.

Our Partnership Focus
1

2

3

Priorities
Working in and with communities to improve
wellbeing and health, including tackling social
isolation and reducing health harming behaviours.
Focusing on wider determinants of wellbeing and
health with action on:
• Housing and Growth
• Education
• Poverty and Prosperity
• Reducing Carbon Footprint
Proactive, multi-agency/disciplinary primary and
community care. Aligned at Primary Care Network
level and delivering holistic care based using
population health management approaches.

We are creating
4 Merger of Bedford and Luton Hospitals to create
joined up teams
more efficient and resilient secondary care.
of health and care
professionals
dedicated to
Having one hospital Trust for
keeping people
Greater Bedfordshire will lead to
healthy and well
higher quality, more efficient
in their
own
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Going to hospital unexpectedly is
not great for people and is
expensive for public services. It is
better for everyone if we can help
people stay well and healthy.

Immediate Focus
Reducing avoidable
unplanned care across
the system.

Personalised care and
support from all sectors
Social Prescribing –
supporting and coaching
people to address nonmedical needs
High Intensity Users –
Helping those frequently
accessing services through
proactive support.

We will start from the perspective of what
matters to people, designing care and
support to meet their needs, building on
the success of existing work.

Enablers
Digital.
Need shared
information across
LA and NHS care
services for
population health
management and
shared best
practice on digital
services.

Digital health and
care services lag
behind our
experiences in other
aspects of our lives.
This must change if
we want more
convenient and
efficient care and
services.

Integrated Care
Partnerships.
Being developed in
Milton Keynes and
for Bedford
Borough, Central
Bedfordshire and
Luton.

Public services need to work in partnership
to maximise their impact. This is a change
from a previous focus on individual
organisations excelling.
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Making this Partnership Focus happen will require us to work together
in new ways. The most significant change is the Primary Care Network
(PCN). Primary Care Networks bring together a number of GP practices,
community health services, mental health services and social care to
serve populations of 30-50,000 people. The 22 PCNs in Bedfordshire,
Luton and Milton Keynes are the foundations of our partnership.
Co-operation is happening at Local Authority level where the Councils
and the NHS have worked together to develop plans for our four places
– Bedford Borough, Central Bedfordshire, Luton and Milton Keynes.
Sometimes there will be opportunities to collaborate at a bigger scale
between providers (Integrated Care Partnerships) across all partners
(what is known as the Integrated Care System) and beyond (we are part
of the Eastern NHS Region which extends to Norfolk and Essex).
Our partnership must also expand to include a greater role for the
voluntary sector who particularly excel at improving wellbeing through
forging strong communities. We are developing a Board for the
partnership that will make it easier for them to be involved.
At all levels of partnership we will be seeking to achieve our vision.
Some of the tangible differences people will experience as a result are
set out in Box 3.

DQ: Any Pictures/text from engagement on
partnerships?
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Box 3: What differences will people see
By 2020 Reduced rates of stillbirth, neonatal death, maternal death and brain
injury.
By 2021 all GP practices will be offering online consultations
By 2022 people will be able to receive urgent care from community services
in their own home within 2 hours of the issues being identified
By 2023 there will be personalised (known as stratified) care pathways for all
types of cancer
By 2024 there will be a comprehensive 24/7 mental health crisis response
service appropriate for all ages

This plan is not the start, nor the end. It is a staging post on a journey to
improved wellbeing and health for the people of Milton Keynes, Luton, Central
Bedfordshire and Bedford Borough.
There is lots of work to do over the next five years to deliver the commitments
contained in here. This work will be done in a co-operative, transparent and
inclusive way.
Our commitment is that the improvements set out in this longer term plan will
be made with the public using an approach of co-production. And in doing so
we will remain focused on our vision:

“Improving our people's health, enhancing their quality
of care and being a great place for our staff to work, all
whilst delivering value for money.”
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The Structure of this Plan

DRAFT

Chapter 1 sets out why we need to change and improve, considering our current
population, their burden of ill-health (including inequalities), what our
population think about health and care and how our population will grow.
Chapter 2 considers how we will work in partnership, including our vision and
aims and the focus of our partnership.
Chapter 3 looks at our plans at the level of our places (Bedford Borough, Central
Bedfordshire, Luton and Milton Keynes)
Chapter 4 is the largest chapter looking at how we plan to improve health and
care over the next five years. It is divided up into sections on major types of care
(e.g. urgent and emergency care) and illness groups (e.g. cancer and mental
health). Where possible these sections follow the structure:
• What is the context for delivery?
• What do we know people are concerned about?
• What progress has been made as a system so far?
• Future Ambition: What do we plan to do next?
• What difference will this make to people across BLMK?
• How will we know we’re making a difference
Chapter 5 then consider some of the big enablers to the changes we are seeking
in Chapter 4. These are workforce, digital information sharing and estates.
Finally, Chapter 6 details how there is much more supporting information
underpinning this plan.
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Why we need to Change and Improve
Our Population
Health Inequalities
Wider Determinants of
Health
Engaging with our
Communities
Growth

BLMK Long Term Plan
Chapter 1
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Our Population
• Almost one million people live in Bedford, Central Bedfordshire, Luton and Milton
Keynes (BLMK). These are four very different places that are also diverse within
themselves. These differences affect what local people need from their health and
social care services.

DRAFT

Placeholder
Map to be redrawn

• The number of people aged 85 and over is projected to double by 2035 and there will
be higher than average growth in the number of adults aged 65 and over and the
number of children and young people aged 10-19 years old.
• Luton is the most urban, most deprived and most ethnically diverse; Bedford Borough
and Milton Keynes are urban with significant ethnic minority communities with some
rural areas; Central Bedfordshire is the most rural, least deprived and least diverse of
the four areas. It does however have pockets of deprivation and around 30% of its
residents use acute hospitals outside of the BLMK footprint.
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Health Inequalities in BLMK
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Stubborn health inequalities persist across Bedford Borough, Central Bedfordshire,
Luton and Milton Keynes. As well as being unfair, health inequalities are costly,
putting a strain on employment and productivity, hitting national and local
economies and impacting our public services. Everyone deserves the same
opportunities to lead a healthy life, no matter where they live or who they are and
the ingredients for a healthy life are relatively straight-forward: a good education, a
decent job, safe and secure accommodation, friendships and networks to feel part of.
Evidence suggests that health care services only determine about 20% of how healthy
we are.[1] Other determinants of health include social-environmental factors,
genetics and behaviour choices. It is because these social and environmental factors
are so important, and a combination of actions from all parts of this system are
needed to reduce inequalities, that our local authorities and partners have set out
our priorities for action in the Joint Health and Wellbeing Strategies:
Bedford Borough
https://www.bedford.gov.uk/social-care-health-and-community/health-andwellbeing-board/
Central Bedfordshire
https://www.centralbedfordshire.gov.uk/info/31/meetings/223/health_and_wellbein
g_board_-_meetings_and_agendas/5
Luton (currently being refreshed will be updated after 5th November)
https://www.luton.gov.uk/Health_and_social_care/health/publichealth/public-health
-reports/Pages/Health-and-wellbeing-strategy.aspx
Milton Keynes
https://www.milton-keynes.gov.uk/social-care-and-health/health-and-wellbeingboard
8 BLMK[1]
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Wider Determinants
of Health
Action is happening at Local Authority level to
increase the availability of safe and secure
accommodation, reduce the educational
attainment gap and tackle poverty. The links
below provide some of the detail:
The Bedford Borough Jobs hub provides
bespoke careers advice and guidance to people
of all ages, backgrounds and abilities. In
2018/19 the Jobs Hub helped 697 people into
employment and training.
https://www.bedford.gov.uk/jobs-andcareers/jobs-hub/
Central Bedfordshire is working with schools to
ensure they have the right school places, in the
right locations, delivering the best education
https://www.centralbedfordshire.gov.uk/info/3
/schools_and_education/527/schools_for_the_
future
Luton has set itself an ambitious target to
eliminate poverty by 2040 and its procurement
strategy outlines the approach it is embedding

https://www.luton.gov.uk/Council_governm
ent_and_democracy/Lists/LutonDocuments
/PDF/Corporate
Finance/Procurement/procurementstrategy.pdf
Milton Keynes has commissioned a long-term
Housing First service following a successful 12
month pilot, where 85 rough sleepers were
supported into permanent accommodation,
with only one person returning to rough
sleeping.
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Wider Determinants of
Health

Action is happening at Local Authority level to
build healthy places, connected communities
and tackle climate change are high priorities
for BLMK. The links below provide some of the
detail:
Bedford Borough Council has reduced the
carbon emissions from its buildings by 62% and
is committed to becoming carbon neutral by
2030. The Council is also relaunching its
Climate Change Fund which will support local
communities to reduce their carbon emissions.

http://www.councillorsupport.bedford.gov.uk/ieListDocuments.aspx?C
Id=675&MId=5075&Ver=4

Central Bedfordshire works in partnership with
the Bedfordshire Rural Communities Charity to
provide Good Neighbour Schemes and
Community Wellbeing Champions to help build
stronger communities and reduce social
isolation.
Luton are working to create an environment
which increases access to healthier diets

https://www.luton.gov.uk/Health_and_social_care/health/Pages/luton
-food-plan.aspx

Milton Keynes council has committed to
becoming carbon neutral by 2030 and are
taking innovative approaches such as the
Children’s Social Care team piloting electric
cars, believed to be a first for the UK.

https://www.milton-keynes.gov.uk/environmental-health-and-tradingstandards/mk-low-carbon-living/the-2019-2050-sustainability-strategy
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Costs of Unplanned Care
Currently too much of the health care provided in Bedfordshire, Luton and Milton Keynes is unplanned care, with people going to
A&E, accessing a GP out of hours and being unexpectedly admitted to hospital. DN: Any figures we can use?
Although some emergency care will always be needed, unplanned care which could have been prevented is bad for people:
• Unplanned care is inconvenient for people e.g. waiting in A&E
• Stays in hospital can make it harder for people to regain their independence through lack of mobility and reduced muscle mass.
[1] There is also the risk of a healthcare acquired infection.
It is much better for problems to be avoided before unplanned care (especially hospitalization) is needed.
And it is a an inefficient use of resources:
• Each person seen Out of Hours by a GP costs £x compared with £y in hours.
• The average cost of a stay in hospital following a fall which has broken a hip is £X. A home visit to identify and fix falls and trip
risks costs less than £100
The NHS will be able to have more impact if it reduces the need for unplanned care and there is the potential to create a virtuous
circle, with money saved from reducing unplanned care invested in more pro-active interventions, which in turn reduces
unplanned care.
So there is a clear patient and value for money argument for reducing unplanned care usage.

[1] NHS Improvement, Guide to Reducing Long Hospital Stays, June 2018,
https://improvement.nhs.uk/documents/2898/Guide_to_reducing_long_hospital_stays_FINAL_v2.pdf
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Engaging our local communities
We recognise the need to understand what is important to local people in delivering on the priorities set out in the NHS Long Term Plan. Our local plan is based on what we
know from previous engagement and that carried out by local Healthwatch, as well recent conversations with a range of groups and individuals held during summer 2019.

Understanding what is important to our communities
Following the publication of the NHS Long Term Plan (LTP) in January 2019, BLMK ICS partners started to consider what this meant for people living in Bedfordshire, Luton and Milton Keynes
and how we might deliver on the priorities set out in the NHS LTP while meeting the needs of local residents. In order to do this, we needed to understand what is important to local people in
relation to health and care services.
We recognised that we already knew a lot about this from previous engagement activity undertaken as individual organisations within our places
(Bedford, Central Bedfordshire, Luton and Milton Keynes) and across the BLMK ICS (see Appendix X – Overview of engagement across BLMK).
Healthwatch were commissioned nationally to support STPs/ICS’ with local engagement around the LTP and during March and April 2019 this
was undertaken across BLMK. As well as conducting a general survey, Healthwatch ran focus groups across BLMK to explore people’s views on
cancer and mental health. These findings were captured in a report and shared with ICS leaders and the general public (see Appendix X – NHS
Long Term Plan BLMK “What would you do?”). A summary of these key areas is below:
Cancer health and care services
Across BLMK treatment and care after diagnosis was seen as working well, however many of the respondents said that:
• More health education, with campaigns not just focusing on screening, but providing other information, such as increases in survival and new treatments;
• Screening not restricted by age;
• Better communication: improved and more timely, throughout the cancer journey to help people make informed choices; raised awareness of the services that are available, both
community and NHS.
Mental health services
Access to online information and services were seen by focus group attendees as an area that was something tat worked really well but most felt that there were significant areas that needed
to be transformed. These were:
• Better access to services and a more holistic approach – therapies that work in conjunction with each other and are delivered together would provide a more comprehensive treatment,
particularly for complex needs;
• More support in prevention and early intervention before people get into crisis;
• Better
awareness
both in terms of signposting of services that do exist.
8 BLMK Longer
Term
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Understanding what is important to our communities
We used Healthwatch’s work as the basis of our engagement approach, which aimed to build on this work and other work already in progress, while considering new ways to ensure that residents
voices and views are at the core of our future plans (see Appendix X – Our engagement approach). We will continue this approach throughout delivery of the NHS Long Term Plan.
We worked with our partners and networks to identify opportunities to go along to forums/ meetings to talk to a variety of individuals and groups to find out what mattered to them. In 12 weeks,
we attended over 40 events to engage with local people. At the events we talked to residents to find out what mattered to them in relation to health and care services. In
addition, we coordinated with BLMK partners to utilise existing channels and networks to undertake targeted engagement. Our work with partners supported our aim to ensure views from young
people and other seldom heard groups were heard and these included youth voices and faith groups.
What do we know people are concerned about?
We captured wide ranging views and some key themes emerged:

1. Access to services, including getting to see a GP quicker as a key concern.

Across BLMK this issue was of particular concern to a significantly large number of people both demographically and culturally. This was also supported by
Healthwatch’s findings through their survey.

80%

Said “improved access to GP services would help them stay well”

2. Information and access to support a healthier lifestyle. This particular issue was important to some of our seldom heard groups and again
supported by Healthwatch findings.

53%

Said that “better information to help with self-care and health” and wellbeing would be
good”

3. Better signposting to services and using technology to support more joined up care, i.e. shared care records

Over 60%

highlighted that “shared access to records would be helpful and

technology to monitor health remotely would be useful”

45%

said that “greater use of
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4. More services for children and young people’s mental health
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Youth voices
We attended a number of youth groups across BLMK through Healthwatch and our local authority stakeholders who run youth groups. For young
people in BLMK the overwhelming area of concern was the provision of mental health services and the ways they could access them. Many
respondents remarked that there should be more support, signposting and information provided in schools. Many respondents said that worries and
issues surrounding exams had a significant impact on their
mental health.
Another key area of concern was accessibility to facilities for fitness and health. Over 16s expressed a concern that after GCSEs there wasn't any
timetabled fitness/exercise or access to facilities within schools. Many of the respondents would like to see access provided at schools as it was easier
and free. A significant number of respondents felt that private and council health and fitness facilities were simply out of reach because they were
so expensive.
Faith groups
“Have more facilities
and education for
people of Asian origin to
do with their diets and
heritage leading to
diabetes and heart
conditions.”

“Mental health support in
schools - mental health is
discussed in life skills lessons
but there isn't any practical
support available This is
especially acute during exam
periods in school.”

The events we attended across BLMK gave us with the opportunity to engage with around 150 people from within the Asian communities. This
included attending faith groups within the Sikh, Hindu and Muslim community. For a significant proportion of these groups there is a desire to
have information and support to lead a healthier lifestyle to tackle obesity and diabetes in their communities but one of the key barriers is
language. One particular person explained that cooking skills and recipes still remained to be cooked using traditional ingredients which were
detrimental to health, however, due to lack of language appropriate advice many people continued to cook in this way as they simply didn't know
any different. There was also a desire to have information and support through targeted events as opposed to leaflets.

What progress has been made before?
In recent years we have worked with communities across BLMK to help inform and shape services (see Appendix X) and this work has informed many
of the areas of development outlined throughout this local plan. We continue to develop our system-wide and co-design approach to engagement,
following successful working together on areas such as maternity services.

What do we plan to do next?

What difference will this make to people across BLMK?

We are committed to ongoing engagement with local communities. We have further
meetings planned already with a range of groups to support delivery of the priorities that
have been agreed locally and at scale. We will continue local conversations to understand
what matters to local people and in implementing the commitments in this plan will take
a co-design/production approach.

We want to build on the opportunity the NHS LTP presents to have broader conversations – informed,
regular with representatives from across our diverse communities. This will ensure the patient voice
guides us and enables us to plan and deliver services that will best meet local needs and change things
together.

How will we know we’re making a difference?
We monitor performance as well as patient and public experience/ feedback in different ways. As we demonstrate improvements in experience as a result of local involvement eg. local maternity
patient
forums/ groups, we expect to see more people wanting to get involved. If we are getting it right, we would also expect to see a reduction in concerns being raised to Healthwatch and
8 BLMK services;
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Population Change
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The 2017 Report of the National Infrastructure Commission on the Cambridge-Milton Keynes-Oxford Arc considerably raised growth
expectations for our area, calling for a million new homes by 2050. This report has since been endorsed by government. BLMK is right
at the centre of the Arc. We therefore estimate that around 350,000 of the million new homes could be within BLMK, a near doubling
of homes in BLMK over the next 30 years. Clearly health and care services need to grow to deal with this rising population. At the
moment, we don’t know where many of these new homes will be located as the planned Oxford to Cambridge road and rail links will
influence development locations and locations would need to be agreed through the local planning processes.
Population
If recent population trends continue in the future, our total population will increase by nearly one quarter by 2050. The level of growth
associated with the Arc could see the population increase by over 80%.
Under the Arc aspirations, the number of children and young people could increase by nearly two thirds, the working age population by
over 80% and the population aged over 65 by over 120%.
Health and Care Infrastructure
If health and care services continue to be delivered as they are now, this level of growth would require approximately 20 additional
Primary Care Networks, double the current acute hospital capacity, and around 400 additional extra care homes.
Workforce
Similar increases in workforce would be required. This is addressed later in the plan at Workforce in Chapter 5.

As our population grows it is vitally important that the available health and social care resources grow to
match, to avoid our population being disadvantaged. We will work with NHS England and Improvement to
ensure that happens.
8 BLMK Longer Term Plan.pptx
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Place holder for additional slide showing projected
growth
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Our Partnership

Our Vision and Aims
Our Partnership Focus
Our Partnership

BLMK Longer Term Plan
Chapter 2
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Our Aims

Our Vision

The original BLMK STP (Sustainability and Transformation Partnership) committed
to the Institute of Healthcare Improvement’s triple aim. Our 2019/20 System
Operating Plan broadened it out to the quadruple aim, including a supportive
environment for our staff (see Figure 1).
This is a nationally endorsed approach which NHSE/I are considering putting into
legislation. Other ICSs (e.g. Frimley Health and Care) have adopted the quadruple
aim as their focus. It is consistent with what we have heard in our engagement
and provides a clear focus.

Enhanced
Quality of
Care

Improved
Health and
Wellbeing

Quadruple
Aim

Great
place to
work

Value for
Money

Aim

What this will
mean for people

How will we know we
have succeeded?

Improved
Health and
Wellbeing

We want every person in
Bedfordshire, Luton and
Milton Keynes to live
healthy lives for as long
as possible

•
•

Enhanced
Quality of
Care

People have access to
personalised, high quality
health and social care
that considers what
matters to them as
individuals.

•

Value for
Money

In achieving the other
three aims, the best use
is made of the public
sector pound.

•
•

Great Place
to Work

We want those working
in health and care in
BLMK to feel valued and
to enjoy their work.

Measures being developed to
align with the NHS People Plan

Figure 1: The Quadruple Aim

Our vision is therefore “Improving our people's
health, enhancing their quality of care and being a
great place for our staff to work, all whilst delivering
8 BLMK Longer Term Plan.pptx
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•

•

Healthy life expectancy
Reduced gap in life
expectancy at birth
Improvement in
population wellbeing
(exact measure TBC)
All organisations in BLMK
to be assessed as good or
better by quality
regulators.
Other measures of quality
being developed with
BLMK co-production group.

Living within our resources
Best use of public sector
pound
Directors of Finance are
defining these measures
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Our Partnership Focus
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Adding to the wider vision, and drawing on the rationale of why we need to change and improve, we have agreed some specific
areas of focus as a partnership. Our Partnership focus is the golden thread running through our longer term plan.

1

Priorities
Working in and with communities to
improve wellbeing and health, including
tackling social isolation and reducing
health harming behaviours.

2

3

Focusing on wider determinants of
wellbeing and health with action on:
• Housing and Growth
• Education
• Poverty and Prosperity
• Reducing Carbon Footprint
Proactive, multi-agency/disciplinary
primary and community care. Aligned at
Primary Care Network level and delivering
holistic care based using population health
management approaches.

4

Merger of Bedford and Luton Hospitals
to create more efficient and resilient
secondary care.

Immediate Focus
Reducing avoidable
unscheduled care
across the system.

Personalised care and
support from all sectors
Social Prescribing –
supporting and
coaching people to
address non-medical
needs
High Intensity Users –
Helping those
frequently accessing
services through
proactive support.

Enablers

Digital.
Need shared
information across
LA and NHS care
services for
population health
management and
shared best
practice on digital
services.

Integrated Care
Partnerships.
Being developed in
Milton Keynes and
for Bedford
Borough, Central
Bedfordshire and
Luton
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How the whole system will come together
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Primary care networks (PCNs)
• Looking after a population of 30-50k, we have 22 in BLMK.
• We are strengthening primary care by creating ‘networked’ practices which will see GP practices and other out-of-hospital services join
together to deliver proactive and integrated models of care for a defined population.
Places
• Our four places (circa 200-300K) are our Local Authority areas – Bedford Borough, Central Bedfordshire, Luton and Milton Keynes.
• They provide the footprints for effective joint working between health and local authorites on issues such as prevention
Integrated care partnerships (ICP)
• Looking after a population of 200 to 800k - These partnerships are developing from our CCG footprints
• ICPs will integrate hospital, Local authority, mental health and community and primary care teams/services to ensure the most effective
use of resources.
Integrated care systems (ICS)
• Looking after a population of 1million+ - Our health and care partnership is a first wave ICS.
• Allows for whole system strategy and planning and develops accountability arrangements across a system. As an ICS we are able to
implement strategic change and transformation at scale whilst managing performance and finances.
Region
• With a population of 7 million - Working with other partnerships and NHS England (East of England) on a shared vision and objectives
• This is an agreed system ‘mandate’ which holds systems to account and allows for system development intervention and improvement.
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Place holder – Additional slide on our partnership
arrangement following CEO workshop

8 BLMK Longer Term Plan.pptx
Overall Page 91 of 269

Summary of Place Priorities
Luton
Milton Keynes
Central Bedfordshire
Bedford Borough

BLMK Longer Term Plan
Chapter 3
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Cambridgeshire Community Services
NHS Trust;
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Improved Health and Care
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Population Health
Population Health Management
Primary and Community Care etc

BLMK Longer Term Plan
Chapter 4
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The BLMK Approach to
Population Health
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What this means in terms of our Partnership Focus –
working with communities to improve wellbeing and
health.
We are working in and with communities to improve wellbeing and health, including
tackling social isolation and reducing health harming behaviours.
There are examples across the system where communities have been supported to build
on the assets already existing to improve health and wellbeing e.g. development of social
movements in Milton Keynes and Luton. Social Prescribers and Village Agents in Bedford
Borough and Central Bedfordshire are helping to connect people within their
communities as well as building capacity.
However, we know that there is more to do and we are one of four areas participating in
this year’s cohort of the Building Health Partnerships programme. This will enhance
relationships between the Voluntary, Community and Social Enterprise sector and BLMK
to deliver improvements to care and health for local people. Alongside tangible benefits
for people (currently being defined) the process will also support culture change and new
ways of working.
We are considering the role of volunteering, as well as peer mentoring, both in terms of
additional capacity in health and care and as a means of tackling social isolation.
Both of these areas link to a forthcoming “Be Part of Something” campaign we are
planning, which will emphasise the potential for people to connect with local
communities through groups or volunteering opportunities. This will be supported by
online resources to find groups and for people to create their own group where one
doesn’t exist.
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Specifically with regard to obesity, we are attempting to address the multiple and
complex causes of obesity through a set of coordinated actions which together will help
to create a local environment where healthy choices are easier. Our approach is being
developed with local communities but initiatives could include working with businesses
and schools to make healthy food choices more accessible, and supporting local
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communities to be more active through their travel, work and education.

What this means in terms of Our Partnership Focus – Action on wider determinants of
wellbeing and health
DRAFT
Housing and Inclusive Growth
As Slide 18 sets out, housing growth is significant in BLMK and
the level of growth associated with the Oxford-Cambridge Arc
could see the population increase by over 80%.

In all new developments in BLMK we will seek to apply the
Putting Health into Place principles. [1] We will ensure that
adequate health and social care infrastructure is developed to
meet the needs of new communities, and that as far as possible
new facilities are developed in a way that enables integrated care
and promotes community cohesion.
Good quality, safe and secure housing is fundamental to good
health and wellbeing. There is a particular focus on improving
quality across the private rented sector as well as meeting overall
demand for housing.
The recent Public Health Reports in Bedford, Central
Bedfordshire and Milton Keynes outline the links between
housing and health, with recommended actions to improve
outcomes. Luton’s report is focused upon inclusive growth. Links
can be found in Chapter 7.

Anchor Institutions
The term anchor institutions refers to organisations such as hospitals and councils that
are rooted in an area by virtue of their mission, buildings and relationships with local
people. [2] All partners within the ICS have important roles as Anchor Institutions
including their ability to help address wider determinants such as poverty and reducing
carbon footprints.
In terms of spending locally, in pursuit of their goal of eliminating poverty by 2040, Luton
Council are proposing that over the next five years they will increase the proportion of
their goods and services bought locally. Similar discussions and commitments are being
considered by other ICS Partners as part of the broad range of initiatives to increase
prosperity and reduce worklessness.
We recognise the impact of the delivery of care on climate change and the impact of
climate change on health e.g. air pollution and flooding. Partners within the ICS are
committed to minimising their carbon footprint, looking at the delivery of care and
procurement of services. Each NHS Trust has a Sustainability and Development
Management Plan in place which sets out how they are reducing their carbon footprint.
Anchor institutions also need to support the health and wellbeing of their workforce,
patients and visitors. This includes adopting and implementing Smokefree Trusts [3] and
by taking every opportunity to embed prevention as part of care and not just tackling the
presenting condition.

By adopting a partnership focus we can reduce inequalities, increase healthy life expectancy,
.
reduce social isolation and improve wellbeing
Putting
Health
into Place, https://www.england.nhs.uk/wp8 BLMK [1]
Longer
Term
Plan.pptx
content/uploads/2018/09/putting-health-into-place-v4.pdf

[2] Sarah Reed et al., Building healthier communities: the role of the NHS as an anchor institution, Health Foundation,
August 2019
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[3] See Duncan Selbie Blog https://publichealthmatters.blog.gov.uk/2018/05/31/progressing-a-smokefree-nhs/

Population Health
Management in BLMK

DRAFT
What progress has been made as a system so far?
Our Population Health Management approach is based on understanding our
population at a Primary Care Network Level. All Primary Care Networks in BLMK
have segmented their population as per the table below.

Population Health Management
Population health management improves population health by data driven
planning and delivery of proactive care to achieve maximum impact. [1]
It includes population segmentation and other methods to identify ‘at risk’
groups; designing and targeting interventions to prevent ill-health, to improve
care and support for people with ongoing health conditions and reduce
unwarranted variation in outcomes.
What is the context for delivery?
The NHS Long Term Plan expects that the NHS will deploy population health
management solutions to support ICSs to understand the areas of greatest
health need and match NHS services to meet them.
De-personalised data extracted from local records will enable more
sophisticated population health management approaches, and by 2021/22 it
is expected every Integrated Care System in England will have systems that
support population health management.
8 BLMK Longer Term Plan.pptx
[1] https://imperialcollegehealthpartners.com/wp-content/uploads/2018/07/Population-HealthManagement-Flatpack-Version-1.0-Final-Sent.pdf

The most advanced PCNs are then developing their multidisciplinary care
responses for these different segments of the population. For instance, following
the completion of their population segmentation, The Watling Network have
developed an MDT approach to caring for their frailty focus cohort. This is being
delivered at network level and includes nurses working across the PCN to care
for vulnerable over 66 year olds. In addition to this, the PCN is working with their
Patient Participation Group to deliver exercise programmes for the cohort and
are now exploring greater integration with secondary care.
32
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Future Ambition: What do we plan to do next?
1. Developing our vision for population health management
We will work with national experts to develop our vision; ensuring that our
population health management approach uses the wealth of data we already
have, encompasses prevention and early intervention across the life course,
and addresses the wider determinants of health such as housing, employment
and education
2. Strengthening the foundations for Population Health Management
• We will map and develop our population health management workforce
capabilities
• We will support our Primary Care Network leaders to develop their
population health management skills and literacy
3. Enabling data-driven system planning and quality improvement

•

•

We will ensure that ICS and place-based planning continues to be
informed by population health intelligence, and develop a more
sophisticate understanding of the impacts of anticipated demographic
growth
We will develop a shared approach to monitoring population health
outcomes, and provide resources for Primary Care Networks to identify
and address unwarranted variation in health outcomes

4. Supporting Local Innovation
We will support each ‘place’ to evaluate, refine and – where appropriate –
scale up Primary Care Network and ‘tactical’ population health management
solutions

8 BLMK Longer Term Plan.pptx

DRAFT
BLMK has just been successful in our bid to join Wave 2 of the NHS England
and Improvement Population Health Management Development
Programme. We aim to use this accelerated 20 week programme to
enhance the PHM capabilities of a group of PCNs so that by 2020/21 the
majority of our PCNs will be using Population Health Management
Approaches.
What difference will this make for people in BLMK?

•
•
•
•

Preventative interventions like screening and immunisations are
accessible to those people who are least likely to seek them out
People with long term conditions receive the support they need to
effectively manage their conditions, in a way that is more tailored to
their personal circumstances
Professionals are able to better anticipate when someone is likely to
develop additional health or care needs, and intervene to prevent or
mitigate those additional needs.
Health and care resources are used more effectively and matched to
the needs of local communities.

How will we know if we are making a difference?

•
•
•
•

Patients report greater confidence to manage their own health.
Professionals are able to recognise, record and support patients to
address the social factors that often underlie physical and mental ill
health issues.
Reduced unwarranted variation in treatment and outcomes for
cardiovascular disease, respiratory disease and cancer.
Reduced growth in inappropriate hospital attendances and admissions,
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a key aspect of Our Partnership Focus..

Proactive, multi-agency and multi-disciplinary primary
and community care.
What is the context for delivery?

• This is one of our top priorities as a partnership – we believe
it is fundamental to better, more sustainable care.
• Responsive, proactive and accessible primary and
community health care is based around the lists of
registered patients held by GP practices and must be
delivered in partnership with a wide range of professionals
who are supported to better understand the health and
wellbeing needs of the local communities they serve.
• GPs will play a central clinical leadership role for patient
care, supporting and directing the provision and coordination of high quality healthcare for those that are ill.
• Population health management (see previous section) will
mean that increasingly care will be more proactive in
support of our local residents with the highest and most
complex needs.

DRAFT

What do we know people are concerned about?
Engagement has consistently shown that people want improved access to
primary care. This was a clear message from the Healthwatch
engagement and 80% of survey respondents said that “improved access
to GP services would help them stay well.” Our survey also showed
people are willing to consider alternatives to a GP with 69% saying that
would be willing to see another healthcare professional (such as a
pharmacist or a paramedic) if they could be seen quicker.
The issue of the join-up of service was also raised. When organisations
work separately patients and residents are not always at the centre of
services. This means that care starts and stops at the door of the
organisations responsible for providing it or people, often at their most
vulnerable, have the challenging task of navigating a complex health and
care system.

8 BLMK Longer Term Plan.pptx
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What progress has been made as a system so far?

DRAFT

Working with the National Association of Primary Care (NAPC) since April 2018 we have developed Primary Care Homes (PCH) model of care.
The new model of care ‘a complete care community’ as depicted below fundamentally is built around patients, for patients to ensure that
they get the right care in the right place at the right time.

8 BLMK Longer Term Plan.pptx
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Future ambition: What do we plan to do next?
We are utilising the 22 PCN across BLMK to bring together likeminded practices to formalise the ‘Primary Care Home’ model of care
which can be described as:

• Provision of care to a defined, registered population of
approximately 30,000 - 50,000
• An integrated workforce, with a strong focus on partnerships
spanning primary, secondary, community and mental health and
social care

DRAFT

Next we need to help the 15 other PCNs move to a model of fully integrated
community-based healthcare
All our PCNs will be supported to develop in line with the NHS maturity matrix
[1] with many being encouraged in future to go further faster utilising
opportunities including the eight modules outlined in the national PCN
development prospectus.
We will implement the 7 national service specifications on time. These are:

• A combined focus on personalisation of care with improvements in
population health outcomes (shared decision making and
supported self-care)

From April 2020

• Aligned clinical and financial drivers through a unified, capitated
budget with appropriate shared risks and rewards

• Enhanced health in care homes (see slide 39)

So far across BLMK we have co-designed and tested an approach for
developing fully integrated community-based healthcare through
expanded community teams focused on identified and agreed priority
patient population cohorts in 7 out of the 22 BLMK PCNs.

• Supporting early cancer diagnosis (see slide y)

• Structured medication reviews and optimisation
• Anticipatory care (see slide 39)
• Personalised Care (see slide x)
From April 2021

• CVD Prevention and Diagnosis
• Tackling neighbourhood Inequalities
Further detail on this can be found in our Primary Care Strategy (see Chapter
7)

8 BLMK Longer Term Plan.pptx

[1] NHS England and NHS Improvement, PCN Maturity Matrix, August 2019
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What difference will this make to people across
BLMK?
The implementation of the Primary Care Home model will mean that :

•

Health, social care and voluntary community services work together so that our people
receive care from the appropriate service or professional

•

There will be more focus on enabling people to be seen and treated in a community
setting or their own home.

•

The GP remains central to patient care, able to coordinate care across all elements of
physical and mental health and social care needs will reduce the need for people to be
referred from one team to the next.

•

People will be able to see a greater range of healthcare professionals directly in Primary
Care starting with clinical pharmacists in 2019/20, physiotherapists and physician’s
associates in 2020/21 and paramedics in 2021/22 [1]. This should free up GP time and
improve access.

•

Social prescribing will be in place incorporating Social Prescribing Link Workers. This will
help people to get access to local groups, activities and new hobbies. Individuals will
have support tailored to their needs, ranging from very regular, intensive support to
single-contact interventions.

•

Patients will benefit by being able to access services quickly and will be helped to be
more independent and manage their own health needs, understanding when and who
to call for assistance if their condition exacerbates

•

People at End of Life will be supported, through advanced care planning, ensuring they
have choice and control over the decisions that influence the way they are cared for.

•

As outlined in the section on Population Health Management, our care model will
become proactive – identifying local residents who are susceptible to their health
deteriorating and provider a much improved care co-ordination service for those with
complex needs or without any formal/informal networks.

How will we know we’re making a
difference ?

DRAFT

All PCNs are encouraged to consistently evaluate their
progress as they develop their emerging ‘new care models’.
This includes:

ü Identifying and agreeing system and PCN population
health priorities
ü Having a clear definition of the change that is required as
a result of the population health intervention
ü A balance of measures are agreed and in place to inform
PCH decisions
ü The PCN routinely reviews its chosen metrics

[1] The benefits of paramedics in primary care can already be seen at one practice in Luton
https://www.england.nhs.uk/2019/01/gp-practices-free-up-3000-extra-patient-appointments8 BLMK Longer
Term Plan.pptx
through-primary-care-network/
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A new NHS offer of urgent community response and recovery support
What Is the Context for Delivery?
THE BLMK system is committed to honouring the NHS Long Term Plan goal of
more investment in community health services. Using the SDF allocations the
system expects that by 2024 the responsiveness of community health crisis
response services will have improved to two hours of referral (in line with NICE
guidelines), where clinically judged to be appropriate. In addition, all parts of the
BLMK should be delivering rehabilitation/reablement care within two days of
referral to those patients who are judged to need it.

What progress has been made before?
Across BLMK there are teams in each place delivering an urgent care response
and rehabilitation services, often jointly with Council teams. However none of
the teams are currently delivering a two hours response consistently over a
seven day a week period. The Home1st team in Milton Keynes and Rapid
Response team in Luton all have the constituent parts and clinical leadership to
meet this aspiration, but need to be connected with other parts of the system
better and increase their capacity.

What do we plan to do next?
Reducing avoidable unscheduled care is a clear priority in BLMK. Therefore we
are eager to bid to become Accelerator site as part of the national Ageing Well
programme.
This will cover the whole ICS footprint; involve the three community health
providers collaborating to a single model of delivery; fully involve the two 111
and Ambulance providers and work hand in glove with the three hospitals and
four place based social care teams. All of these organisations fully support the
application to become an accelerator site.

8 BLMK Longer Term Plan.pptx

DRAFT

What difference will this make to people across BLMK?
• Fewer people will need to be admitted to hospital - both for zero length
of stay and longer admission periods
• We will focus on reducing the numbers being admitted into hospital from
all types of care homes as a priority
• More people will retain their independence after they are discharged
from hospital in a timely manner
• As an accelerator site we would want to consistently deliver the national
standard for the 2 hours and 2 day response in the first quarter of
2021/22 – thereby fulfilling the Long Term Plan aspirations two years
earlier than planned.
• All relevant health and care professionals will have access to the capacity
available in urgent care teams on a live basis and will therefore use the
teams more readily
• Delivering this change, will also reduce the bed usage in the three local
hospitals – this is especially important as two of the organisations are
merging and therefore need every support to manage bed capacity
during this crucial time.

How will we know we’re making a difference?
Our urgent response and re-ablement teams will be rigorously evaluated to
determine :
• Whether this approach is succeeding on all aspects of the quadruple aim
• Is delivering the national specification (that will be developed during this
time)
• Reduce acute bed days used
• Improves rehabilitation goals for local residents
• Reduces the numbers of local residents placed permanently in care
homes by Local Government
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Commitments to deliver the Community health and Ageing Well Programme

DRAFT

Enhanced Health in Care Homes

Anticipatory care model

We are making good progress in achieving the Enhanced Health in
Care Homes Framework across BLMK.

As set out in Slide 28 our approach to proactive care for complex
patients at risk of poor outcomes is to seek to identify them at a
PCN level and then wrap a multi-agency and multi-disciplinary
team around them.

This has included the roll out of NHSMail to care homes. Such access
allows care home staff to communicate securely and quickly with
health care staff about their residents. 55% of care homes already
have access to NHSMail. By September 2020 this will have risen to
85% of care homes.

For next version: Flesh out work in Luton as an example.

A summary of our progress in this area is included on the next slide.

Statement concerning:
• Each of the three community providers confirming they are inputting into Community Data set
• Each of the community providers confirming they will use 111 service as the front door for crisis response in each area
• CCG and ICS committing to the funding increase guarantee for community and primary care
8 BLMK Longer Term Plan.pptx
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Enhanced Health in Care Homes – Position as of July 2019
BLMK* Priorities: NHSE Enhanced Health in Care Homes Framework
*System-wide schemes. There are other additional schemes at local
level – CCG/LA
Element 1: Enhanced primary
Red Bag scheme
care support
Medication reviews programme

NHS 111 *6 bypass for care homes
Element 2: Multi-disciplinary
Complex case management
team (MDT) support
35 care homes in BBC and 32 in
CBC

Element 4: High quality care

Bedford Borough
36 care homes in scope

Central Bedfordshire
38 care homes in scope

Luton
21 care homes in scope

Milton Keynes
27 care homes in scope

All residential and nursing homes
36/36 and 51 LD homes
All residential and nursing homes
36/36
All care homes (CQC registered) have
access to an annual clinical pharmacist
review, anticipated coverage, 100%,
subject to capacity.
All residential and nursing homes
36/36
Referral to fortnightly cluster MDT.
1/36 NH has commissioned enhanced
primary care support.

All residential and nursing homes
38/38 and LD homes.
All residential and nursing homes
38/38
All care homes (CQC registered) have
access to an annual clinical pharmacist
review, anticipated coverage, 100%,
subject to capacity.
All residential and nursing homes
38/38
All residential and nursing homes
38/38
Enhanced service pilot Ferndale NH
and Flitwick practice commenced.
Whzan in 7/38 homes.
QTUG falls risk assessment equipment
in 4 homes.

21/21 Care Homes

27/27 Care Homes

Telehealth and telemedicine schemes

Whzan live in 5/36 care homes

Trusted Assessors

BHT assessor supporting majority of
BBC care homes 35/36

Hydration training (reducing UTIs)

17/21 Care Homes. Plans in place to 27/27 Care Homes
increase coverage via risk stratified
approach.

All residential and nursing homes
21/21
All residential and nursing homes
21/21
EMOC with CCS in all Care Homes

Not required as already in place
for 27 / 27 care homes
27/27 Care Homes
Home first rapid response

0/27 Care Homes
Plans being developed to address
this

36/36 Care Homes
Assistant Practitioner leading Drink
Well project
BLMK workforce development
programme in progress.

4/6 Nursing homes
2/15 Residential homes
Pilots: Whzan and LDH Videoconference triage
Trusted Assessor role is in place at L&D Local agreement – not required.
and BHT. TA supporting 32/38 care
homes.
38/38 Care Homes
21/21 Care Homes
Assistant Practitioner leading Drink
Well project
Joint workforce planning in place for
BLMK workforce development
38/38 via CBC Care Association.
programme in progress.

14 care homes have NHS.net address,
6 in progress.

13 care homes have NHS.net address,
10 in progress.

16/21 Care Homes, 5 in progress.

Enhanced WiFi

20/36 Wi-Fi audits completed

3/38 Wi-Fi audits completed

SystmOne care home module

2 Residential homes confirmed for
pilot

2 Nursing homes confirmed for pilot

9/21 Wi-Fi audits completed. Full
coverage by end June.
2 Nursing homes confirmed for
pilot

6/27 Care Homes
Plans progressing to introduce to
all
Wi-Fi audits underway. Planning
for procurement & roll out.
2/27 Care Homes at ‘silver’ level.
Plans progressing to introduce to
all

Element 5/6: Joined-up
Shared workforce planning for care
commissioning & collaboration home and domiciliary care staff
between health, social care –
and care home sector
Element 7: Harnessing data and Nhs.net
technology

27/27 Care Homes
Newly appointed to cover all
homes
3/27 Care Homes
Rollout to other homes to
commence 6th June.
BLMK workforce development
programme in progress.

RAG
100% coverage across all care homes in scope
> 50% coverage across all care homes in scope – or project plan

8 BLMK Longer Term
Plan.pptx
to roll out
by 31/3/19

< 50% coverage across all care homes in scope
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Direct Digital Care

DRAFT

What is the Context for Delivery?
In our daily lives, the use of technology has transformed the way we live our lives with many of us now using digital platforms and Apps to do our
shopping, banking, holiday bookings etc. Routinely, many of us also use technology to source information nd manage our health and well being.
Previously the use of technology across healthcare and well being services has been limited and where technological solutions have been available
awareness and adoption has been partial.
The NHS Long Term Plan states that ‘people will be empowered and their experience of health and care will be transformed, by the ability to access,
manage and contribute toto digital tools, information and services’ adding that over the next five years , ‘every patient will be able to access a GP
digitally, and where appropriate, opt for a virtual outpatient appointment.’ [1]
Across BLMK we are aiming to improve our digital technology to enable individuals to access, manage and contribute to their health and well being
journey. This includes developing alternatives to face-to-face consultations i.e. video and online consultations, patient apps to enhance personal
management of outpatient appointments, remote monitoring to support early diagnosis and reduce unnecessary admission to hospital and the use of
wearable technology to improve health & well being and manage specialised conditions such as diabetes.
What Do We Know People Are Concerned About?

Ø The potential for greater use of technology in service delivery was raised in our engagement, particularly amongst younger groups.
Ø 64% of our survey respondents said they would be happy to have telephone or online consultations as an alternative to face-to-face appointments .
Those who were not often had specific reasons e.g. hearing difficulties and a requirement to lip read.
Ø The use of technology in supporting remote monitoring was highlighted as beneficial with 46% of respondents citing this as a positive step forward.

[1] NHS England and Improvement, NHS Long Term Plan, January 2019, pages 93 and 95
8 BLMK Longer Term Plan.pptx
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Direct Digital Care

DRAFT

What progress has been made in the system so far?
GP Consultations

Ø 48% of GP Practices are now offering online consultations which allows a patient to contact the surgery email or text to report a new condition or send
updated information via email or text. This covers approximately 50% of all our BLMK residents.
Ø 96% of GP practices across BLMK now incorporates online options as part of their service (booking, repeat prescriptions, and access to records). Across
the BLMK system we are piloting primary care video conference patient contact.
Care Homes

Ø In Luton a pilot with care homes is testing the adoption of a remote monitoring app for the most vulnerable patients to identify and treat health issues
earlier, thereby reducing unnecessary admissions to the Emergency department. Early indications suggest this has reduced emergency presentations by
17% in this area.
Primary & Secondary Care

Ø In Milton Keynes virtual clinics have been adopted within several specialities across the patient pathway including; Ophthalmology, Urology, Colorectal,
Trauma & Orthopaedics (fracture clinic) resulting in improved pathways for patients and reduced visits to their local hospitals
Mental Health

Ø Young People across BLMK have access to “Kooth,” an online counselling and support platform.
Outpatients

Ø Milton Keynes Foundation NHS Trust has developed the new MyCare Patient App. The MyCare App is a portal that currently enables people referred to
MKUH outpatients department to; confirm their attendance for outpatient appointments, cancel their appointments or change the date / time of their
appointment. Patients can also; see their test results online and view letters that have been sent from the hospital to their GP (see next slide). At this time
over 70,000 patients have registered to use this App to manage their outpatient appointments. (see next slide for more information)
Ø Bedfordshire
are introducing
8 BLMK
Longer Term Plan.pptx

a teledermatology clinic, to provide faster access and reduced the need for consultant outpatient appointments.
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Patient App
What is the MyCare Patient
App?
The MyCare App is a portal that
currently enables Milton Keynes
Hospital patients to;
*confirm their attendance for
outpatient appointments, cancel
their appointments or change the
date / time of their appointment.
Patients can also;
*see their test results online and
*view letters that have been sent
from the hospital to their GP
Any other developments
planned?
Our clinicians are coming up with
opportunities to engage with
patients via the app all of the
time. The next batch of
developments may include;
*Allowing patients to utilise
devices to inform their health
care record
*Electronic consent forms
*Viewing your hospital patient
record via your mobile
8 BLMK Longer Term Plan.pptx

What do patients say about it?
98% have no concerns about using
the app
95% found it Very Easy or Easy to
register
100% found it Very Easy or Easy to
use the service
“Do all NHS hospital have a solution
like this? It’s fab!”
Results from MyCare patient portal Survey (September
2019)

How will it benefit clinicians?
*The app enables patients to cancel
and change appointments which
means these can be freed up and
rescheduled, improving utilisation of
clinic slots.
*Where patients choose to go
‘paperless’ it reduces costs for the
hospital.
*Where test results show no reason
for concern, patients can be
reassured in a timely manner and
managed within a virtual clinic saving
them the time of coming onto the
hospital campus.

43
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Digital Direct Care

DRAFT

What Do We Plan to Do Next?
We will continue to transform the way we adopt and use technology to support and deliver our health and well being services to our residents so that patients and clients
experience an optimum care pathway.
Our ambitions for the future include:
Ø All GP practices will be offering online consultations by April 2021.
Ø Currently video consultations for patients is offered in two practices in Bedfordshire, plans are currently being developed to offer this functionality to all other
Practices across the BLMK system
Ø Continuing to raise awareness and increase the availability and uptake of patient o line services and the NHS App where available
What Difference Will this make to People Across BLMK?

Ø The increased use of digital technology in primary and outpatient care will ensure residents and patients have a greater range of options, improved support, and
appropriately joined up care at the right time, in the optimal setting for their needs.
Ø The ability to take photographs and have them immediately available in the patient’s record has transformed things for both the patient and clinicians at MKUH.
Patients attending the dermatology clinic can now see their image electronically and immediately whilst they are still in the consultation room with the consultant to
support diagnosis and plan of care. They also have the ability to see images at subsequent visits and as such can see the progression of conditions over the course of
treatment cycles, thereby improving their care experience.
Ø Adoption of the remote monitoring Apps and shared care records will reduce the number of non elective admissions in hospital and ensure patients needs are
assessed at the point of need and alert carers and clinicians to any deterioration so that necessary actions can be taken with limited delays.

How Will We Know We’re Making A Difference
We will monitor inputs, outputs and outcomes, which demonstrate;

Ø Increase in the number of GP Practices offering online and video consultations
Ø Sustained reduction in face-to-face outpatient appointments by a third by 2024
Ø Increased patient satisfaction levels in accessing GP & outpatient services
Ø Reduction in non elective admissions to Hospital from care homes across BLMK
8 BLMK Longer Term Plan.pptx

Ø Reduction in unnecessary patient travel, helping achieve our priority of reducing carbon footprint
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Elective Care - First Contact Practitioners
What is the context for delivery?
The NHS Long Term Plan expects that systems should have scaled their provision
of First Contact Practitioners (qualified autonomous physiotherapists who are
able to assess, diagnose, treat and discharge) so that all patients across England
have access by 2023/2024.
National evaluation of First Contact Practitioners pilot sites has demonstrated
faster access to diagnosis and treatment for people with Musculoskeletal (MSK)
conditions. [1] The First Contact Practitioners have supported more patients to
effectively self-manage their conditions.
Health Education England (HEE) are supporting implementation of First Contact
Practitioners, embedded within Primary Care Networks, from 1st April 2020. HEE
have committed to funding 70% of the First Contact Practitioner roles in
2020/2021.
What do we know people are concerned about?
Variation in waiting times for Physiotherapy
Limited capacity in General Practice with difficulties in booking appointments
and having access to MSK-expertise
What progress has been made as a system so far?
Bedfordshire CCG expanded its pilot to cover 60% of the population in
Bedfordshire based on initial MSK First Contact Practitioner specification. This
has led to an increase in patients with MSK conditions being managed within
their GP practice with a reported positive patient experience
MK are piloting with a group of practices covering a population of 50,000 (20%
of total MK population)

DRAFT
Future ambition : What do we plan to do next?
In line with 1st April 2020 requirement, Primary Care Networks will be supported to
implement First Contact Practitioners roles for MSK.
Following full implementation of First Contact Practitioners across BLMK Primary
Care Networks, further scoping of non-MSK roles will be carried out including
dieticians, occupational therapists and podiatrists
There will also be promotion of MSK digital self-care applications to support MSK
related exercises and pain management (any more detail?)
What difference will this make to people across BLMK?

•
•
•
•

Faster access to diagnosis, advice and treatment for MSK problems.
Increase patient confidence in self care and self management
Provide physiotherapy closer closer to home
Free up GPs to deal with other health problems

How will we know we’re making a difference?

• Improved patient experience and outcomes
• Improved access to GP Practice appointments
• Reduction in the number of referrals to specialist MSK services

Luton are scoping the First Contact Practitioner model with alignment to the
developing Primary Care Networks
[1} NHS England and Improvement, Elective Care High Impact Interventions:
First Contact
Practitioner for MSK Services, May 2019
8 BLMK Longer
Term Plan.pptx
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Elective Care - Waiting time for Planned Surgery
What is the context for delivery?
Patients should not expect to wait more than 18 weeks from the point of referral to
treatment times (RTT).
We therefore need to increase the amount of planned surgery year on year to cut
long waits and reduce waiting lists.
What do we know people are concerned about?
Delays to planned treatment can be detrimental to patient’s health and wellbeing and
places strain on the wider health and social care system, including pain relief
prescriptions, absence from work and in some cases, an increase in emergency
presentations.
Patients would like to be informed of waiting times at the point of referral.
Being seen in the right place first time with access to health records and test results
helps patients understand and manage their care.
What progress has been made as a system so far?

•

Processes are in place across both provider and commissioners to review and
monitor delivery against the constitutional standards for 18 weeks Referral to
Treatment Time and 52 week long waits. Where indicated, recovery plans are
agreed to address the causes.

•

Milton Keynes CCG and Milton Keynes University Hospital are a Wave 1
implementer site for the NHS E-Referral Capacity Alerts which provided a flag to
referrers indicating that patients were unlikely to be seen within 18 weeks. This
flag influenced the patient’s choice of provider at the point of referral.

•

All three CCGs have been assessed as compliant with the NHS Choice
framework[1] and we continue to monitor and promote the offering of Choice at
the point of referral

8 BLMK Longer
Term England,
Plan.pptx
[1] NHS

NHS Choice Framework, April 2016

DRAFT
Future ambition: What do we plan to do next?
We commit to delivering the standards set out in the NHS Long Term
Plan and Implementation Framework regarding NHS-managed choice
for patient’s waiting at 26 weeks for treatment and the full roll-out of
NHS E-Referral Capacity Alerts.
The acute providers and commissioners will undertake a review of the
waiting lists across our system to identify capacity risks and solutions
to ensure patients are treated in line with the NHS Constitution rights.
[2]
Standardisation of measuring our system performance against RTT
targets
What difference will this make to people across BLMK?
People will have a greater choice of provider and earlier access to
treatment
How will we know we’re making a difference?

•
•
•
•

Reducing the time patients have to wait to receive treatment
Reduction in number of 52 week long waits
Improvement in patient experience
Improvement in patient’s health and wellbeing

[2] NHS Constitution for England, October 2015
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Personalised Care
What is the context for delivery?
Our Partnership Focus makes clear that we want personalised care
and support for all. To support this we are an exemplar site for the
Personalised Care Programme, working to embed the
Comprehensive Model of Personalised Care[1] across our health
and care system. This means we are implementing
What do we know people are concerned about?
Some people feel they would benefit from a more person-centred
approach to their care planning and to have more control over the
care and support that is offered to them.
Quote from engagement (to be sourced)
There are some people for whom commissioned services do not
fully meet their needs and/or achieve the outcomes they would like
to achieve

[1] NHS
England,
Comprehensive Model of Personalised Care, November 2018
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What progress has been made as a system so far?
Through our work as an exemplar site for the Personalised Care
Programme, we have made good progress in implementing the key
features of the Comprehensive Model of Personalised Care.
Personalised care and support planning
300 staff have had training on providing personalised care, with more
sessions planned for this year to include a “train the trainer” model.
We are reviewing care plan documentation and processes to ensure
they encourage a person centred approach
Patient Activation Measure and Social Prescribing
Patient Activation Measure [2] questionnaires are now used across our
system as part of social prescribing pathways
Social Prescribing is available and expanding across our system. As of
April-September 2019 there had been 1333 social prescribing referrals,
with 518 in Bedfordshire, 425 in Luton (April-August) and 390 in Milton
Keynes.
Shared Decision Making
Establishing shared decision making (clinicians supporting patients to
make a decision) initially with Chronic Obstructive Pulmonary Disease
patients.
Personal Health Budgets
All patients now have a personal wheelchair budget
We are working to expand personalised care and budgets to more
people across our system
Co-production
We regularly consult across our system to support decision-making and
have a co-production group of service users.
[2] The Patient Activation Measure helps to identify how confident people are in
having the skills and knowledge to manage their own care.
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Future ambition: What do we plan to do next?
We continue to expand the personalised care approach, initially targeting the
following groups of patients:
Mental Health (S117) and Learning Disabilities
Long term conditions and frailty
Maternity
End of Life
Mental Health and Learning Disabilities
We are developing a personalised offer for those entitled to Section 117 aftercare (people who
have been admitted to hospital under the Mental Health Act 1983). This will include personal
health budgets in readiness for the legal ‘right-to-have’ such budgets.
We will ensure that the mental health providers and adult social care teams use the
personalised approach to develop the skills and knowledge of the people and staff to manage
personal budgets and empower people with serious mental health illness to self-care.
Some people with complex mental health needs or Learning Disability clients are living in their
own homes or supported accommodation and receive complex packages of care, whilst being
assessed for suitability of personal health budgets.
Continuing Healthcare (CHC)
We will continue to work together to further develop CHC functions, processes and policies in
order to ensure a high-quality personalised approach. We are committed to Personal Health
Budgets being the default position for those receiving domiciliary care.
Long-term Conditions and Frailty
We will continue to make use of frailty index risk assessment tools in order to identify those
who would benefit from personalised anticipatory care and support planning, self-care
management, heath coaching, community support, advice and guidance, navigation and rapid
response MDT intervention, to identify and monitor those at risk of acute admissions.
Maternity
Particular focus will be on ensuring that all women have a personalised care plan by 2021,
developed with midwife and other health professionals support, which sets out personal
decisions about care, and wider health needs and is kept up to date as pregnancy progresses.
8 BLMK Longer Term Plan.pptx
We will ensure that Personal Maternity Budgets are developed as part of our core offer.

DRAFT
End of Life (EOL)
We are currently transforming EOL care to include a focus on advanced care planning in
Primary Care, training and education.
Children and Young People
We will continue to embed the personalised care approach within our offer for Children
and Young People, including those entitled to Continuing Healthcare, as well as Looked
After Children. This will include person centred care plans as well as personalised
healthcare budgets, where appropriate.
Person Centred Care and Support Planning
We are committed to ensuring that people receive a truly person centred approach to
care planning, continuing the shift to ‘what matters to you’ rather than ‘what is the
matter with you’. We will continue to expand on this approach through further
comprehensive staff training and review. We expect the number of people with
Personalised Care and Support Planning to increase from 7266 in 2018/19 to 18400 in
2023/24.
Self-Care and Self-Management
Within the self-care/self-management programme, there are two main areas of activity:
1. Directory
We will further develop local directories to ensure they are a trusted source of current
information for services and support to help people to manage their conditions in the
community.
2. Health coaching – capacity building
There will be continued training for various professional groups, including adult social
care, housing, GPs and practice staff covering the following:
• Conversational skills
• Behaviour change theory
• Motivational interviewing
• Goal-setting
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What difference will this make to people across BLMK?

• People will feel able to have a shared decision making conversation about
their care and treatment, including medication, where they are able to discuss
what truly matters to them and the outcomes they wish to achieve.

Turn into graphs

• The increasing numbers of people with Personal Health Budget (see Graph X)
will have choice over the care and support they receive in order to meet their
needs and goals. And those using a Personal Health Budget to employ
personal assistants should receive more consistent care
• Everyone who can benefit will have access to non-medical wellbeing solutions
through social prescribing, with a significant increase in referrals (see Graph Y)

2018/19
(Baseline)

Total number of Personal Health
Budgets that have been in place in
the financial year to date

32

2019/20

9

0

2020/21

1,29

0

2021/22

1,98

0

2022/23

2,82

5

2023/24

3,42

0

4,30

How will we know we’re making a difference?

• Evaluation of the impact of the personalised approach, including patient
surveys and feedback.
• Measure the changes in the Patient Activation Measure at patient level as well
as PCN level
• Contributions to reduction in unplanned care.

Social Prescribing Link Worker Referrals
2019/20 - 3,920
2020/21- 6,170
2021/22 - 9,690
2022/23 - 12,350
2023/24 - 15,010

8 BLMK Longer Term Plan.pptx
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High Intensity Users:
The journey from Blackpool to BLMK
Redraw and explain – Why is
CCG planning guidance
significant, does it encourage
everywhere to take this up?
Any milestones before this?
What does the Agreed
System approach mean?

April 2019
BLMK HIU agreed system
approach

8 BLMK Longer Term Plan.pptx

“De-medicalise,
Decriminalise
and Humanise”

September 2018
CCG Planning Guidance for
2019/20

All of BLMK is now in the process of
adopting and adapting the successful High
Intensity User (HIU) programme first
developed in Blackpool.
The HIU group are varied, but are often
working age with a range of conditions and
extensive users not just of health, but wider
public services.
Milton Keynes was the first in BLMK to
introduce this personalised response to
each individual’s circumstances working
with the Charity P3 to provide tailored
support.

October 2018
MKCCG ‘Live Life’ combined
HIU/social prescription scheme

November 2019
Luton HIU lead embedded in
Luton Lifestyle Services Offer

2012/13
High Intensity Service
Users launched in
Blackpool

High Intensity Users

Results shows that 999 Ambulance calls
and hospital admissions drop by about 90%
among the group. The impact was not just
felt by the health community as calls to
the police 999 and 101 numbers from this
group also reduced by 52%.

Qtr 3 2019/20
Bedfordshire
business case to
be finalised

The MK programme is now multi-award
winning and we are replicating it across
BLMK, having held a system conversation
on how we do this involving over 70 health
and care professionals on 9 October 2019.
This personalised intervention will clearly
support Our Partnership Focus on reducing
unplanned care.
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Long Term Plan Commitments for Urgent & Emergency Care
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What do we know people are
concerned about?
The number of patients treated in A&E is much
higher than five years ago. Some hospitals
find it difficult to achieve the target of 9 5 % of
patients to be seen, treated and discharged/
admitted within four hours. A&E attendances
and Non- Elective admissions have increased by
around 1.5% locally and 2.7% nationally in the
year to date.

A&E attendances and
Non-Elective admissions
up by

1.5%

What progress has been made as a
system so far?
Streaming:
A&E Front Door streaming is in place across BLMK.
Direct Bookings:
Many services across BLMK are receiving direct
bookings from 111 including Urgent Treatment
Centres (UTCs), Extended Access and GP practices.
Winter Planning:
There is a single winter plan in place and
implemented across BLMK.

8 BLMK Longer Term Plan.pptx
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By expanding and reforming urgent and emergency care services, our practical
goal is to ensure patients get the care they need fast, relieve pressure on A&E
departments and better offset winter demand spikes.
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What do we plan to do next?
Streaming:
A scale and place review of opportunities to
increase the numbers of patients streamed away
from Acute settings.
Direct Bookings:
An expansion of directly bookable services via
111 and maximising utilisation of all directly
bookable services.

W

r

What do we know people are
concerned about?
The NHS system is a complicated one, often
leading to confusion for our patients who don’t
know who to call or where to go. In turn, many
end up attending A&E or calling 999, especially
during the out-of-hours period.

?

Winter Planning:
A scale and place development and
enhancement of BLMK winter plans.
The Development of a communication plan,
informing the public of the transformation of
the urgent care system.

Supporting patients to navigate the optimal service ‘channel’, we will embed a
single multidisciplinary Clinical Assessment Service (CAS) within integrated NHS
111, ambulance dispatch and GP out-of-hours services from 2019/20.

999

+

VISIT
A&E

What do we plan to do next?
To develop an integrated technical and clinical
pathway between 999 and 111.

What difference will this make to
people across BLMK?
A Clinical Advisory Service will provide a rapid
clinician response where required. This will
reduce the need for patients to be sent to
hospital, or for an ambulance to be called when
an urgent care response can fulfil patient need.
Patients will be able to talk to a clinician in the
comfort of their own home. Where needed,
they will be seen by an Urgent Care practitioner,
via a suitable booked appointment, improving
the patient experience.

What difference will this make to
people across BLMK?
By encouraging patients to access a fully
integrated out-of-hospital urgent and
emergency care service, patients can be triaged
and directed to the appropriate service.
How will we know we’re making a difference?
How will we know we’re making a difference?

There will be a reduction in waiting times in A&E.
Patients will be seen in the right place at the right
time, together with a reduction in the growth of
A&E attendances.

What progress has been made as a
system so far?
A multidisciplinary CAS is currently active across
BLMK, integrated with 111 and GP out-of-hours.
CAS clinically validates ambulance and A&E
dispositions.

There will be reduced A&E attendances for
those who could be managed in urgent care
services, a reduction in A&E waiting times
and a reduction in unnecessary ambulance
call outs and conveyances.

055
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We will fully implement the Urgent Treatment Centre model by autumn 2020 so
that all localities have a consistent offer for out-of-hospital urgent care, with the
option of appointments booked through a call to NHS 111.
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We will continue to work with ambulance services to eliminate hospital
handover delays.
W
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What do we know people are
concerned about?

What difference will this make to
people across BLMK?

What do we know people are
concerned about?

What difference will this make to
people across BLMK?

The variation across counties and localities is
often confusing for patients with services that
are similar but different, which are often given
completely different names.

Patients can be booked into the UTC via 111 (if
appropriate after triage) and they can also
walk in/be streamed via A&E where the UTC is
co-located on a hospital site (Bedford and MK)
for an improved patient experience.

Long waits in hospital for the handover of
patients, thus causing a delay in the ambulances
getting back on the road to take the next call,
impacting on ambulance response times.

Patients not having to wait in major
departments’ reception areas.

What progress has been made as a
system so far?
Urgent Treatment Centres fully implemented
across BLMK with UTCs located in Bedford, Milton
Keynes and Luton. Appointments are bookable via
111 12 hours a day, seven days a week.

Enables prompt and effective management of
those patients with life threatening conditions.

How will we know we’re making a difference?

Reduced waiting times for patients being booked
in and streamed.

Improved patient experience.

What progress has been made as a
system so far?
Handover delays vary across BLMK, however,
close working between the ambulance services,
acute hospitals and commissioners continues to
ensure we improve this.

What do we plan to do next?

What do we plan to do next?

To develop an integrated urgent care pathway
across BLMK incorporating GP Extended Access
and other Urgent Care Provision to ensure a
consistent offer..

Reduce handover delays via shared action
plans between Acute Trusts, Ambulance
Services and CCGs.

?

Improved response times for high priority
ambulance call outs.

??
How will we know we’re making a difference?

Reduction in ambulance time lost to handover
delays. Improved performance against
ambulance response targets.

8 BLMK Longer Term Plan.pptx
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We will also increase specialist ambulance capability to respond to terrorism.
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Safely Reduce Avoidable Conveyance.
W

r

t i s t he
ha

What do we know people are
concerned about?

What difference will this make to
people across BLMK?

What do we know people are
concerned about?

The threat to our population from terrorism.

Assurance that there is sufficient specialist
ambulance capability in place which is regularly
tested with system partners to ensure that our
system can effectively manage terrorism incidents.

A number of patients being conveyed to
hospital unnecessarily due to insufficient access
to pathways across BLMK, particularly during
the out-of-hours period.

Our emergency preparedness and response.

What progress has been made as a
system so far?
EAST and SCAS Terrorism Plan in place.

What progress has been made as a
system so far?

What do we plan to do next?

Elements of the national Ambulance
Improvement Programmes are in place across
BLMK relating to:

• Falls

Review EAST and SCAS Terrorism Plan, currently
working with NHSE/I to increase specialist
ambulance capability to respond to terrorism.

• Mental Health Crisis
• Care Homes
• Access to GP/HCP Advice
• Optimising the response
• Optimising the clinical skills of the workforce.

What do we plan to do next?
Work with both Ambulance Services to produce
a gap analysis against the Ambulance
Improvement Programme.
Develop an action plan against the gap analysis.

What difference will this make to
people across BLMK?
Patients will be signposted, referred to and
booked into appropriate services to suit their
healthcare needs at the right time, thus
reducing unnecessary conveyance to hospital.
How will we know we’re making a difference?

Reduced A&E attendances, with a reduction in
subsequent hospital admissions.
Reduced volume of ambulance conveyances,
resulting in ambulances being available to attend
to patients much sooner.

How will we know we’re making a difference?

By having sufficient specialist capability in place,
which is regularly tried and tested.

8 BLMK Longer Term Plan.pptx
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Every acute hospital with a type 1 A&E department will move to a comprehensive
model of Same Day Emergency Care. This will increase the proportion of acute
admissions discharged on the day of attendance from a fifth to a third.
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We will, as part of the NHS Clinical Standards Review being published in the spring,
develop new ways to look after patients with the most serious illness and injury,
ensuring that they receive the best possible care in the shortest possible timeframe.
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What do we know people are
concerned about?

What difference will this make to
people across BLMK?

What do we know people are
concerned about?

Patients are being admitted to wards due to
skeletal Same Day Emergency Care, which can be
scattered across different areas of the Acute, and
badged with different names such as Ambulatory
Care, Acute Assessment Unit, Surgical
Assessment Unit, Clinical Decision Unit etc.

Reduce pressure on hospital bed stock by
optimising the number of patients receiving
SDEC.

Current clinical standards can be confusing
and difficult to achieve with a requirement for
significant investment.

What progress has been made as a
system so far?
Luton & Dunstable hospital have an existing
Ambulatory Care Centre within L&D running
12 hours a day.
Bedford and Milton Keynes hospital also has
existing Ambulatory Care Services, however
these are only available Monday to Friday.

Better patient experience, not needing to
be admitted into a bed, where appropriate
enabling discharge on the same day.

What progress has been made as a
system so far?

Reduced volume of admissions, increasing
flow through the hospital with a safer Bed
Occupancy percentage.

• Time within one hour for emergency

How will we know we’re making a difference?

treatment for critically ill and injured patients

We will monitor SDEC as a percentage of
emergency admissions.

• Time in A&E.

Improved four-hour standard performance.

What do we plan to do next?
BLMK to roll out the recommendations when
published in Autumn 2019.

pr ov e d 4 ho u
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What difference will this make to
people across BLMK?

t
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Re-badging of Ambulatory Care to Same Day
Emergency Care.

££

• Time to initial assessment

an

Work with providers to extend availability of
SDEC to seven days a week, 12 hours a day
across the whole of BLMK.

£

Field Testing taking place in Luton & Dunstable
hospital during the summer of 2019 reviewing:

What do we plan to do next?
Benchmark current percentage of emergency
admissions which are SDEC against national
target.

£

How will we know we’re making a difference?

Reduce risk of patient harm through long waits
and avoid overnight stays giving the right
treatment quickly.

Patients will be treated in a timely and clinically
appropriate manner, spending the right time in
an acute setting and being treated more quickly.
Standardised approach to emergency care.

e
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The NHS and social care will continue to improve performance at getting people
home without unnecessary delay when they are ready to leave hospital.
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What do we know people are
concerned about?
Medically Optimised patients can be delayed
leaving hospital due to a number of factors,
including insufficient discharge planning and
higher levels of complex clients, often with
behavioural issues.

What do we plan to do next?
Development of Discharge App to help identify
patients and expedite discharge (Bedfordshire
and Luton). MK may follow at a later date.
Introduction of the DPTL lists may encourage
earlier discharge planning, and a focus on
working to EDDs.

What progress has been made as a
system so far?

What difference will this make to
people across BLMK?

Delayed Transfer of Care across BLMK remains
on target, with pathways in place to facilitate,
discharge and reduce delays.

Patients will spend less time in hospital, being
proactively managed in an integrated way
whilst in hospital or intermediate units. This will
not only free up acute and intermediate beds
and increase flow but will also result in lower
demand for services as a result of reduced
decompensation, particularly amongst older
and more frail members of the population.

How will we know we’re making a difference?

Reduced length of stay in hospitals. Better
patient experience.
Lower risk of muscle wastage in the elderly due
to unnecessary hospital delays in discharge.
Increased hospital flow.

8 BLMK Longer Term Plan.pptx
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Introduction
Mental health is a priority for Bedfordshire, Luton and Milton Keynes
partners. We know that the mental health is a significant concern for
the populations we serve, and that they expect us to deliver better
prevention for people at risk, improved community and crisis care for
those who need it, and to tackle the health inequalities that people
with mental health problems often experience. We also know that
mental health problems are often a factor in complexity that impacts
across the health and care system and beyond. For these reasons, we
are committed to working together to help people and communities to
build resilience, and to support people with mental health problems
and their families to achieve their health and life goals through good
quality person-centred services.
To do so, we will ensure that mental health is at the heart of the
development of our integrated care system, with sustainable mental
health providers working together with primary, secondary, social care
and voluntary sector partners to develop integrated whole person
services and deliver the NHS Long Term Plan. Mental Health provision
will be increasingly integrated with physical health through Primary
Care Networks and Integrated Care Partnerships.
The rest of this sections summarises our plans on mental health and a
more detailed mental health specific plan is attached as an appendix.
8 BLMK Longer Term Plan.pptx
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What Difference Will This
How Will we Know We’re
Make To People Across
Making A Difference
BLMK

What Is The Context For Delivery

What Do We Know People What progress Has Been
Are Concerned About
Made Before

What Do We plan To Do
Next

Mental health inequalities can have
significant impact on an individual’s
wellbeing.

Mental health inequalities
are often linked with wider
We are identifying health
cultural and societal
systems of disadvantage
inequalities within our
which impact on a person’s Bedfordshire, Luton and
wellbeing, including adverse Milton Keynes footprint.
childhood experiences,
stigma and discrimination.

We will formulate localised
By recognising mental
solutions to overcome
health inequalities, we can
barriers to access,
work to reduce stigma,
experience and outcomes.
improve people’s health
These will include
outcomes and people will
personalised care plans and
live healthier lives for
more locally-based access
longer.
to mental health support.

Women and their families
do not always get
Mental ill health during pregnancy and the
consistent advice about
postnatal period can have serious
what care is available or
consequences for the health and wellbeing
about their medication.
of a mother and her baby, as well as for her
They worry about being
partner and other family members.
mentally unwell in
pregnancy or with a baby.

The Bedfordshire and Luton
Specialist Perinatal Mental
Expand the service to
Health Community Service
support women from prehas been established and
conception to 24 months
the Milton Keynes Specialist
after birth and further
Perinatal Mental Health
support for their partners
Community Service has
been expanded.

A greater number of people
will access care closer to
home and report improved
care outcomes. People will
live healthier lives for
longer.

There will be a continued
There will be earlier
improvement of experience
intervention and support to
for women and their
prevent mental health crisis
partners and they will
for women.
receive timely holistic care.

8 BLMK Longer Term Plan.pptx
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What Is The Context For
Delivery

What Do We
What progress
Know People Are Has Been Made
Concerned About Before

Between the ages of
5-15, one in every
Children and young people have nine children has a
There has been
additional access to support via mental disorder.
increased access to
Half of all mental
NHS-funded mental health
mental health
services and school or college health problems are
support for children
based Mental Health Support established by the
and young people.
age of 14, with 75%
Teams.
established by the
age of 24.

What Difference How Will we
What Do We plan Will This Make To Know We’re
To Do Next
People Across
Making A
BLMK
Difference

The Mental Health
There will be three Support Teams will
new Mental Health work in schools and Children and young
Support Teams and colleges to support people with mild to
expansion of mental children and young moderate mental
health crisis support.people experiencing health needs will be
There will also be mental health issues supported, with a
the development of to help children and focus on those
children and young young people get struggling to access
the right support
people’s eating
education.
disorder services. and stay in
education.

There is an
Access to treatment
increasing need for There has been year
Improving Access to
will increase,
residents to access -on-year progress
Psychological Therapies (IAPT)
including the
timely psychological made with providing
services will be expanded with a
expansion of
therapies,
psychological
focus on older people and Long
support for people
particularly for
therapies for more
Term Conditions.
who have a long
people who have a residents.
term condition.
long term condition.

National targets for
People will have
access and recovery
greater access to
will be met and
talking therapies
people with long
and will recover well.
term conditions will
There will be further
have increased
integration with
access to talking
primary care.
therapies.

8 BLMK Longer Term Plan.pptx
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What Is The Context For
Delivery

What Do We
What progress
Know People Are Has Been Made
Concerned About Before

What Difference How Will we
What Do We plan Will This Make To Know We’re
To Do Next
People Across
Making A
BLMK
Difference

People may not be
We will roll out new
People will be able
receiving the care Integrated primary
models of care
and community
to access the care,
they need due to
By 2023/24 there will be new
People will receive
across Primary Care
treatment and
current thresholds services are under
models of integrated primary and
evidence-based care
Networks from
support at the
for services and that development, which
community care for adults and
to help them
2020/21, aiming for
earliest point of
people discharged should remove
older adults with severe mental
recover and stay
full coverage by
need so that they
from services are thresholds to ensure
illnesses, built around Primary
well. We expect to
2023/4. There will
can live as well as
vulnerable. People that people can
Care Networks. There will be an
see reduced
be increased
possible in their
with severe mental access the care,
increased focus on improving
inpatient
monitoring of
treatment and
communities. There
illnesses have
access to psychological therapies,
admissions, reduced
physical health
support at the
will be improved
poorer physical
improving physical health care,
crisis incidence,
checks achieved in
earliest point of
physical health and
health outcomes
access to employment and
improved
each Primary Care
need. There are now
access to
than the general
support for self-harm and
employment and
Network. Individual
systems in place to
employment for
population and
coexisting substance misuse.
increased access to
Placement and
people with severe
there is a need to undertake physical
There will be the further
psychological
Support Services will
mental illnesses.
assist people with health checks in
development of dedicated
therapies. There will
operate across
primary care
There will be
severe mental
services such as Early
also be improved
Bedfordshire, Luton
improved
illnesses to gain and settings. There are
Intervention in Psychosis (EIP)
physical health and
and Milton Keynes.
Individual
experience and
keep paid
Services and Adult Community
improved outcomes
There will be the
outcomes for people
employment. There Placement and
Eating Disorder Services. There
and experiences for
further
is a concern that
Support services
with a first episode
will be a particular focus on
older adults and
development of
there is not an
across Bedfordshire
of psychosis, adults
addressing the mental health
Early Intervention in
carers to address
integrated approach and Luton and there
with eating
needs of older adults wherever
Psychosis (EIP)
their mental health
to older people’s
is the mobilisation
disorders and older
they may arise or present.
Services and Adult
needs.
care and support
of a new service for
people with mental
Community Eating
needs across mental Milton Keynes.
health needs.
Disorder Services.
and physical health.
8 BLMK Longer Term Plan.pptx
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What Is The Context For
Delivery

What Do We Know What progress
People Are
Has Been Made
Concerned About Before

What Difference
What Do We plan Will This Make To
To Do Next
People Across
BLMK

There is currently
the mobilisation of
There is a concern
adult and older adult Crisis provision for
that there is not allCrisis Resolution and children and young
age 24/7 Crisis
Home Treatment
people will be
Resolution and
Teams that will be implemented. Crisis
By 2023/24 there will be 100%
Home Treatment
able to operate 24/7.cafes/sanctuaries
coverage of 24/7 age
Team support.
Crisis provision for will be opened
appropriate crisis care, via NHS
People want
children and young across Bedfordshire,
111. This will include 100%
alternatives to A and
people is being
Luton and Milton
coverage of 24/7 mental health
E for when they are
developed. There is Keynes. The first
crisis care provision for children
in crisis. Children
crisis café will open
a plan to develop
and young people which
and young people
in Luton in January
crisis
combines crisis assessment, brief
face difficulties
2020. We will work
cafes/sanctuaries
response and intensive home
accessing
treatment functions.
across BLMK as an with the ambulance
appropriate out-ofalternative to A&E services to improve
hours crisis services
the mental health
and all acute
which results in the
hospitals have
response.
reliance on A&E.
psychiatric liaison
services

People of all ages
will have access to
crisis support 24/7.
Adults will have
alternatives to A&E
when in crisis.
People will have
better support from
the ambulance
services when in
mental health crisis.
People will be well
informed regarding
their options if they
are in crisis.

How Will we
Know We’re
Making A
Difference

There will be
reduced use of A&E,
reduced admissions
to inpatient beds
and people will feel
better supported
when in a crisis.
There will be
increased support
for children and
young people and
for their families at a
time of crisis.
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What Difference How Will we
What Do We plan Will This Make To Know We’re
To Do Next
People Across
Making A
BLMK
Difference

What Do We Know
What Is The Context For
People Are Concerned
Delivery
About

What progress
Has Been Made
Before

By 2023/24 the therapeutic
There is a concern that
offer from inpatient mental
people may not be
health services will be
receiving the quality of
improved by increasing
care they need and have
investment in interventions
unnecessary lengths of
and activities, resulting in
stay in inpatient mental
better patient outcomes and
health services.
experience in hospital.

There will be a
reduction in lengths
of stays and there
We have eliminated We will review care
will be better
inappropriate adult and the therapeutic
patient outcomes
out of area
offer on our
and experience
placements.
inpatient wards.
whilst in a mental
health inpatient
service.

The mental health
providers have
There is a need to reduce
developed zeroThere is a focus on suicide the risk of suicide in key
suicide ambition
prevention and suicide
high risk groups; provide
plans for their
bereavement support
better information and
mental health
services providing timely and support to those bereaved
inpatients units.
appropriate support to
or affected by suicide; and
Bereavement
families.
to reduce rates of selfsupport services are
harm.
being provided
across BLMK.
Luton has been
selected as a test
By 2023/24 20 high-need
People who are rough
site to establish a
areas will have established sleepers have problems
new service for
new specialist mental health accessing the mental
rough sleeping
provision for rough sleepers. health support they need.
specialist mental
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health support.

We will develop a There will be more
real time data
support for our
system for
residents to prevent
Bedfordshire, and suicide and to
continue with place reduce self-harm.
based risk reduction. There will be
We will further
improvements to
develop
mental health
bereavement
services such as
support services.
24/7 crisis care.

DRAFT

There will be
improved
experience of care
for people who
require inpatient
mental health
services.

There will be a
reduction in suicide
rates and improved
suicide bereavement
support for families
and staff.

Specialist mental
There will be an
There will be
health provision for integrated approach
increased access and
rough sleepers will to meeting the
continuity of care
be developed across needs of rough
for rough sleepers.
BLMK.
sleepers.
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Cancer
1 in 2 people will get cancer in their lifetime. Across BLMK approximately 4,500 people
are diagnosed with cancer each year and 40% of those diagnoses will lead to death.
The most commonly diagnosed cancers are breast cancer, prostate cancer and
colorectal cancer. There are approximately 1,769 preventable cancers in BLMK each
year. Smoking is a major cause. Smoking rates are higher in Luton than the England
average at 18.9% and the smoking prevalence has stopped decreasing in BLMK. Lack
of physical activity and obesity are also significant. In order to achieve world-class
outcomes for patients, we must tackle these preventable risk factors.
Our context for improvement on cancer is:

§ The incidence of cancer is predicted to increase.
§ Work by NHS RightCare and our Patient Experience survey suggest that
improvements can be made in certain areas of cancer care. For instance, one year
survival rates for breast cancer are worse than England for Luton and Milton
Keynes CCG - one year survival for lung cancer is worse than England for
Bedfordshire CCG and one year survival for colorectal cancer is worse than
England for Luton CCG. BLMK has therefore identified Early Diagnosis and
Personalised Care as key priorities.
§ Cancer services should be localised where possible and centralised where
necessary.

DRAFT
The NHS Long Term Plan sets two bold ambitions for improving cancer outcomes.
These build on and accelerate the significant progress already made through
delivery of the recommendations of the Independent Cancer Taskforce (2015):

•

By 2028, 55,000 more people will survive cancer for five years or more each
year; and

•

By 2028, 75% of people will be diagnosed at an early stage (stage one or two)

The BLMK cancer transformation programme is supported by NHS England
Improvement East of England Cancer Alliance. Their funding has enabled much of
the cancer work programme progress to date. This funding is expected to continue
for the next four years giving the system some stability in terms of resourcing plans
to deliver the NHS Long Term Plan ambitions.
BLMK ICS have produced a plan on a page summary of our work on Cancer (see
next page) for the delivery of the transformation programme and a local cancer
strategy is being finalised following workshops and events with key partners,
clinicians and stakeholders.
The rest of the cancer section then looks in detail at each area. In developing this
plan for Cancer, Healthwatch supported BLMK by bringing together focus groups of
people with cancer and their views have helped shape our next steps.

§ The NHS Long Term Plan set out requirements to improve diagnostic capacity and
improve the way cancer services are organised. BLMK has already started a
programme of work around this
§ We want to reduce health inequalities over the next ten years. In some parts of
BLMK there is an 11 year difference in life expectancy between the least and most
deprived areas, with the main cause of death attributed to Cancer.
§ BLMK works with three different Cancer Networks (with tertiary centres in
Cambridge, Oxford and London) which adds to a complex system of delivery.
8 BLMK Longer Term Plan.pptx
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2019-2028
PLAN ON A PAGE
National strategy
Reduce growth
in number of
cancer cases

2019 / 2023
Deliverables

Local approach

Our vision

§ Improve 1 year survival rate
§ Meet 62 day RTT target 85%
for all cancers
§ Achieve 2 week GP to
consultant waiting times
§ Improve screening uptake to
meet national targets
§ By 2020, the Faster
Diagnosis Standard will be
introduced to ensure most
patients receive a definitive
diagnosis or rule out cancer
within 28 days of referral
§ By 2023 BLMK intends to
achieve 8% increase in
achievement of FDS

Cancer care available
to all in our system

Improve
survival

Improved cancer care
with earlier diagnosis

Improve care,
treatment and
support

Increase awareness
and improving early
diagnosis working
with cancer charities

Improve and
increase uptake of
all cancer screening
programmes

Improve quality of 2
week wait referrals to
reduce variation in
primary care

Excellent support
during and post
treatment

Improve quality
of life after
treatment and at
End of Life

The ability for
patients to access
services to support
them

Improve
efficiency and
effectiveness

LUNG
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Version 4: October 2019

PROSTATE

CANCER IN THE
COMMUNITY

PERSONALISED
CARE

VAGUE
SYMPTOMS

Longer Term
Deliverables

Redesign pathways to
support our committed
to achieve the national
62 day standard

Improve 1 year survival
rates moving BLMK
from below the
national standard

Great patient
experience
FIT

Increase the patient
experience across
primary and
secondary care

Improving the quality
of life for those people
living with and beyond
cancer diagnosis
UPPER GI

SCREENING

DIGITAL
HISTOPATHOLOGY

By 2028 we will design
services and deliver new
models that:
§ Ensure 55,000 more people
will survive cancer for five
years or more each year
§ Enable 75% of people to be
diagnosed at stage one or
two

COLORECTAL

RAPID DIAGNOSTIC
CENTRES
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Earlier and Faster Diagnosis
What Do We Know People Are
Concerned About

What progress Has Been
Made so far

The NHS Long Term Plan sets three
ambitions for improving cancer outcomes.





• By 2020, the Faster Diagnosis Standard
will be introduced to ensure that most
patients receive a definitive diagnosis or
rule out cancer within 28 days of
referral
• By 2023 BLMK intends to achieve 8%
increase in achievement of Faster
Diagnosis Standard
• By 2028, 55,000 more people will
s urvive cancer for five years or more
each year; and
• By 2028, 75% of people will be
diagnosed at an early stage (stage one
or two).



NHS Long Term Plan deliverable
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Are we doing enough to raise
awareness of cancer signs and
symptoms?
In BLMK we still have a high
proportion of cancers diagnosed
through emergency route at
stage 3 and 4
We will not achieve LTP
ambition of 75% diagnosed at
stage 1 and 2 without a BLMK
joint approach to Early
Diagnosis
One year survival is below
England average particularly in
Luton
Cervical screening coverage has
fallen across BLMK, in line with
the national trend. (PHE, NHAIS
2018)






Implement the national best
practice timed pathways for
Prostate, Colorectal, and
Lung so that patients are
diagnosed within 28 days
from referral.
Roll out of FIT testing in
primary care across BLMK
Introduced MPMRI
diagnostic test for Prostate
cancer pathway at BHT
Introduced Straight to Test
pathway at MKFT for
Colorectal cancer pathway
Introduced faster radiology
reporting at L&D for Lung
cancer pathway

DRAFT

What Do We plan To Do What Difference Will This
Next
Make To People Across
BLMK










First phase of Targeted
Lung Health checks
Programme in Luton
CCG
Develop joint CCG Early
Diagnosis Plan
Improving GP referral
practice
Development of Rapid
Diagnostic Centre
within BLMK starting
with Vague Symptoms
pathway
Improve primary care
education and public
awareness on
recognising signs and
symptoms of cancer
Improve access to
patients in primary and
community care
avoiding A&E – right
care, right time, right
place









Reduce the number of
people diagnosed at a later
stage which will improve
survival rates. The current
target is 56% and will be
75% by 2028
Improve patient experience
particularly in Milton Keynes
Improve cancer
performance against the
NHS Constitutional
standards so that all Acute
Trusts are maintaining the
62 day target
Improve 1 and 5 year
survival rates
Improve Faster Diagnosis
Standard by 8% uptake by
2023(work in progress to
quantify)
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Screening
NHS Long Term Plan deliverable
Improved uptake of the national bowel,
breast and cervical cancer screening
programmes, to meet the minimum
published programme standards. This can
be achieved by addressing inequalities,
improving access to services and reducing
variation so that providers consistently
meet the national standard.

DRAFT
What Do We Know People Are
Concerned About


• From September 2019, all boys aged 12

and 13 will be offered the HPV
vaccination
• By 2020 HPV primary screening for
cervical cancer will be implemented
across England
• From summer 2019, the Faecal
Immunochemical Test will be
implemented across England
• By 2023/24 significant improvements
will be made on uptake of the screening
programmes

What progress Has Been
Made so far

There is significant variation in 
uptake across BLMK. Screening
uptake rates have been
declining over the years.

Bedfordshire and Milton Keynes
screening uptake is generally in
line with national average,
Luton is significantly below
national average
Healthwatch found that people 
feel the screening programmes
should not be restricted by age,
so we need to better explain
the value for money and quality
of care reasons for doing so.

What Do We plan To Do What Difference Will This
Next
Make To People Across
BLMK

There are place based plans 
around screening uptake
already in delivery
Luton CCG undertook a
campaign specifically aimed
at increasing cervical
screening uptake in

conjunction with Luton
Borough Council
Bedfordshire CCG is working
with CRUK to work with
practices with poorest
screening uptake as part of
a targeted piece of work.
The team is looking at how
GP practice IT systems can
flag non-responders more

effectively to the primary
care team for action
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Support Public Health 
England with the
implementation of
introducing FIT Test to 
the national Bowel
Screening Programme
Support Public Health 
England with roll out of
HPV screening
programme initiatives
to reduce risk of HPVrelated cancers. HPV
for boys
implementation Sept
2019. HPV girls is
complete.
Develop common
approach to increasing
screening uptake in
partnership with
primary care and
Cancer Research UK
local facilitators
Develop a bid for
funding via EOE Cancer
Alliance to approach

The earlier cancer is
detected the more likely
outcomes are improved
Increased uptake rates
across BLMK particularly for
cervical screening
If successful in Screening bid
in December 2019
outcomes for screening will
be improved as set by the
EOE Cancer Alliance for
2023/2024 for significant
improvements on uptake of
screening. (See EOE Cancer
Alliance Five Year Plan)
especially focus on cervical
cancer
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Treatment
NHS Long Term Plan deliverable

DRAFT
What Do We Know People Are
Concerned About

The aim is that patients will receive the

most effective, precise and safe
treatments, with fewer side effects and
shorter treatment times. Key strands of

work include:

Maintain cancer waiting times

Introducing genomic testing

Improving radiotherapy access and
outcomes

Continue to improve access to clinical
trials

Enhance cancer services for children
and young people

What progress Has Been
Made so far

There is variation across BLMK 
in terms of patients treated
within 62 days
Many of the Long Term Plan

ambitions are commissioned by
other stakeholders – specific
concerns have been raised as to
how BLMK views are
represented in relation to cocommissioning

Cancer Board established to
have oversight of all LTP
ambitions
Well established cancer
transformation programme
in place to improve cancer
waits

What Do We plan To Do What Difference Will This
Next
Make To People Across
BLMK
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Work with the Cancer
Alliance to implement
the safer treatment
ambitions
Support the delivery of
an updated specification
for radiotherapy and
children and young
people
Explore local
opportunities to
redesign pathways to
improve diagnostic and
treatment options
Currently BLMK are
exploring innovative AI
Solutions with IBM and
other commercial
collaborators to improve
patient pathways and
clinical decision making
Use transformation to
increase capacity within
diagnostics services
across BLMK








Improve patient outcomes
Improve patient experience,
this will be done via the
BLMK Patient Forum, Patient
Stories, BLMK Cancer
Representation and the
continuation of national and
local surveys
Improved performance
Increase survival rates
Reduce variation in diagnosis
and treatment
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Personalised Cancer Care
What Do We Know People Are Concerned What progress Has Been Made so far
NHS Long Term Plan deliverable
About
Roll out personalised care interventions,

Patient Experience survey and focus 
The programme has already
including supported follow up pathways to
group feedback theme is that people
achieved the 19/20 planning
improve quality of life.
want more information to help them
guidance deliverable for
make informed choices. They also
personalised care in Breast
would like raised awareness of
Cancer services across BLMK
• By 2020 all breast cancer patients will
services
available
across
Health
and

Introduced new roles across
move to a personalised (stratified)
Social Care
Acute and Community services
follow-up pathway once their treatment
to support patients at the point
ends, and all prostate and colorectal
of diagnosis and throughout
cancer patients by 2021.
their treatment
• By 2021 everyone diagnosed with cancer

GP practices across BLMK are
will have access to personalised care,
participating in a pilot in
conjunction with the EoE Cancer
including needs assessment, a care plan
Alliance and Anglia Ruskin
and health and wellbeing information
University to provide Cancer
and support
Care Reviews at GP practice level
• From 2021, the new Quality of Life (QoL)

Introduced ‘coping with your
metric will be in use locally and
diagnosis’ opportunities across
nationally.
BLMK for patients to talk to
health professionals at point of
diagnosis

Increased access to physical
activity with trained
professionals

Rolled out Cancer Care in the
Community model in Luton

DRAFT
What Do We plan To Do Next
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What Difference Will This Make To
People Across BLMK
Working with Acute,

Improve patient experience
Community and Macmillan 
Moving Cancer care into more
partners continue to roll
integrated approach to delivery
out and improve quality of
providing seamless care to
personalised care
patients
interventions such as

Patients and carers feeling more
needs assessments, care
in control of their health
planning and health and

Reduce A&E attendances by
wellbeing support in key
place based care approach to
specialities – Breast,
cancer care in the community
Urology and Colorectal
Working with lead nurses
and EoE Cancer Alliance,
develop Patient Centred
Follow Up pathways
supported by IT Remote
Monitoring systems
Continue to expand Cancer
Care in the Community
across BLMK as part of
place based plans and
linked to Primary Care
Networks
Develop IT tools as routine
part of patient pathway to
support self-management
ie NHS Apps and patient
portals
Roll out further Cancer
Care Reviews in Primary
Care as part of PCN
Overall Page 135 of 269
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DRAFT

Workforce
NHS Long Term Plan deliverable

Workforce
Over the next 5 years it is expected that
additional clinical and diagnostic staff
will be recruited. All patients will have
access to clinical nurse specialists or
other support worker.
• All patients, including those with
secondary cancers, will have access to
the right expertise and support,
including a Clinical Nurse Specialist or
other support worker
• Recruit an additional 1,500 new
clinical and diagnostic staff across
seven priority specialisms between
2018 and 2021

What Do We Know People Are What progress Has Been
Concerned About
Made so far




BLMK’s workforce challenges
are consistent with the
national picture in terms of
recruitment and retention in
key professional groups such
as Radiology, Pathology,
specialist nursing and
consultant posts.
The workforce issues relating
to Cancer will be addressed
through the wider BLMK
workforce plan





What Do We plan To
Do Next

BLMK is participating in an 
EoE workforce project led
by GE to understand gaps
and opportunities for skillmix redesign. Outcomes of
this review will be available 
in November 2019
Implement Agile MDT
concept which will make
best use of clinical time
and improve productivity.
This model of care will be

an integrated and
multidisciplinary approach
to patient care.

Provide in-house
training opportunities
for staff to develop
into – the ‘grow our
own’ concept
Provide an
appropriate
infrastructure matrix
working, IT
connectivity and a
virtual working
environment
Develop digital
solutions for
enhancing workforce
gaps with efficiency

What Difference Will This
Make To People Across
BLMK




Improved patient
experience
Reduction in delays to
treatment as a result of
staff vacancies
Reduction on workforce
gaps in key specialities
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Specialist Cancer Care
NHS Long Term Plan deliverable
The incidence of cancer is predicted to
increase and therefore we need to ensure
that providers and commissioners are
adequately prepared to manage the
increasing demand.

What Do We Know People Are
Concerned About





DRAFT

What progress Has Been
Made so far

Cancer services should be

localised where possible and
centralised where necessary.
Patients have identified that
pathways in secondary care are 
good, however the link into
primary and community care
needs improvement.
Patients have identified
transport as an issue, with the
requirement for travel to
specialised services being
recognised.

What Do We plan To
Do Next

Participated in review of 
specialist cancer services at
one of the BLMK tertiary
providers
Review fragile services and
explore opportunities for
shared services across 
providers.
There
are
opportunities through the
merger of two of our local
providers


Manage capacity
issues by allowing staff
to work in sites across
BLMK providing peer
support – one team
approach.
Forge better
communication and
links with our tertiary
centres.
BLMK ICS Cancer
strategy is a key
enabler of developing
new care models and
identifying innovation
and research

What Difference Will This
Make To People Across
BLMK





Improved patient
experience
Reduction in delays to
treatment
Improved pathways and
integrated care
Develop more sustainable
services
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DRAFT

Primary Care
NHS Long Term Plan deliverable

What Do We Know People Are What progress Has Been
Concerned About
Made so far

The NHS Long Term Plan set an

expectation from 2020 that Primary Care
Networks (PCNs) will support Early
Diagnosis through a programme of

enhanced services to the GP contract. The
NHS Long Term Plan also states that
systems should have plans to improve GP
Referral practice

‘I had to see my GP eight times 
before I was referred to
hospital’ Reference
GP scores are not improving on
annual National Cancer Patient
Experience Survey


What Do We plan To
Do Next

Significant Event Audit

undertaken in Primary
Care to understand reasons 
for high emergency
presentations of Lung
Cancer
A number of GP training
events undertaken.



What Difference Will This
Make To People Across
BLMK

Continue targeted GP 
training events
Work with PCNs on
developing Early
Diagnosis Direct
Enhanced Service
contract. Service

specification due out
in December 2019
Work with CRUK to
develop BLMK plan for
supporting primary
care with screening
uptake initiatives

Cancers will be found
earlier which results in
earlier curative treatment
leading to better patient
experience, and survival
rates.
Care closer to home will be
a model that PCNs will be
developing in the areas of
earlier diagnosis,
diagnostics closer to home
and patient education
which will lead to personal
ownership and
empowerment.
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Maternity [1]
What is the context for delivery?
In February 2016 Better Births set out the five year improvement plan for NHS
maternity services in England which would see maternity services become safer,
more personalised, kinder, professional and family friendly. Better Births recognised
that such a vision could only be delivered through locally led transformation. The
Local Maternity System (LMS), a partnership of those working on maternity
services, for Bedfordshire, Luton and Milton Keynes (BLMK) was established, in
response to this, in March 2017.
Our Vision - ‘To deliver seamless, system wide maternity care with comparable high
standards across the Local Maternity System which is co-produced with service users
offering choice, safe, kind and personalised care provided in the right place to
improve user experience’
We will expand the implementation of Better Births up to 2021 to incorporate the
NHS Long Term Plan commitments up to 2024.
What do we know people are concerned about?
• BLMK LMS has developed strong relationships with the 3 local Maternity Voice
Partnerships (MVP) and the local communities
• The LMS Co-production Steering Group is made up of public representatives,
clinicians, childbirth groups, mental health and disability groups.
• Over a three month period in 2018, we listened to 900 women and asked about
everything from the experience they had with their GP to the hospital and in the
community
• In June 2019 we hosted a “Whose Shoes” event which brought together
parents and health care workers to discuss their experiences of maternity care
in BLMK.
• Key themes emerging from these engagement events include:
Ø
Ø
Ø
Ø
Ø
Ø

Breastfeeding support
Continuity of carer
Adherence to birth plans
Support for mental health
Post natal care
Care on maternity wards
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[1] More detail on maternity and neonatal care is contained in a separate appendix (see Chapter 7)

What progress has been made as a system so far?
DRAFT
The development of the LMS continues to be an iterative process, as it requires the bringing
together of three areas, who have not historically worked together before, to deliver safe and
sustainable, joined up maternity services. This is challenging and complex work that requires
huge commitment from partners across the STP. Since 2017 the LMS has developed strong,
more joined up, working relationships, underpinned by a transformation programme with
effective governance and reporting arrangements in place. One particular achievement has
been the securing of funding to deliver perinatal mental health care across BLMK
Future ambition: What do we plan to do next?
• We will have fully implemented the Saving Babies’ Lives care bundle (version 2) by March
2020. A gap analysis is currently being undertaken and actions will be added to the LMS wide
safety action plan, which includes actions to reduce maternal smoking rates.
• We will work with the clinical network to learn from the pilot Maternal Medicine Networks.
• Build on the pilot phase of our Continuity of Care (CoC) programme to progress plans
towards 35% CoC by March 2020 and over 50% by March 2021. Specifically focussed on
target populations.
• BLMK will progress the development of a local personalised care plan that is co-produced
with our service users and learns from the pilot schemes in each trust.
• Milton Keynes Midwifery Led Birthing Unit to go live December’19.
• All women to receive improved postnatal care, in line with an agreed improvement plan
• Continue investigating and learning from incidents, and sharing this learning through the LMS
and with others. We are also working with Healthcare safety Investigation Branch where
appropriate.
• We will improve access to postnatal physiotherapy to support women who need it to recover
from birth. We will ensure that women have access to multidisciplinary pelvic health clinics
and pathways across the LMS via referral. Clinics can also provide training and support for
local clinicians working with women, such as GPs and midwives.
• Continue to develop public sector services and reach out to community and voluntary sector
support to create a system-wide alliance that can support women to breast feed in the
communities where they live.
• All trusts to progress through the BFI levels of accreditation.
• Work to implement the recommendations of the Neonatal Critical Care Review.
In all these actions we will adopt the principle of co-production to develop excellent services
with the people who use them.
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What difference will it make to people across BLMK?

How will we know we are making a difference?

• Safer maternity services will deliver standardised care with the majority of
women reporting that they have experienced personalised care
• Women will have continuity of carer and choice to be able to access midwifery
led care (wherever this is safe and realistic) for the birth of their baby
• There will be r educed rates of stillbirth, neonatal death, maternal death and
brain injury. Fewer mothers and families will be traumatised by tragic
pregnancy and birth related events. There will be fewer babies and children
with disabilities relating to birth trauma.
• Improved outcomes for women and babies particularly in vulnerable ‘target
groups’
• Learning will take place from incidents to improve care.
• Women will be able to access and input to their personalised care plan
• Fewer women will be effected by genitourinary and continence issues following
child birth.
• Babies will be healthier with improved short, medium and long term health
outcomes
• There will be an improved experience for Mums, partners and families when a
baby is in Neonatal Intensive Care

• Feedback from mothers and families
• We will monitor rates of stillbirth, neonatal death, maternal death and brain injury
during birth aiming for a reduction of 20% by the end of 2020/21, and 50%
reduction by 2025
• Increasing numbers of women will receive continuity of care
• We will monitor documentation to ensure that all pregnant women have a
personalised care plan and can make choices about their maternity care, during
pregnancy, birth and postnatally
• Monitor activity for women giving birth in midwifery settings (at home and in
Midwifery Led Birthing Units).
• Increased breast feeding initiation rates and continuation of breast feeding at 6-8
weeks
• Maternity Voice Partnership report good engagement and work progressed in a
coproduced manner
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Children and Young People – Unplanned Care
What is the context for delivery?

•

Children and young people account for 26% of A&E attendances and are the
most likely age group to attend A&E unnecessarily. [1]

•

Children Age 0-4 have the highest number of attendances at A&E.

•

The Royal College of Paediatrics and Child Health estimate that 15-40% of
children’s A&E attendances could be seen out of hospital

What do we know people are concerned about?
Each one of these A&E attendances tells us that a parent was worried, and either
unable or unsure how to access a more appropriate service.
What progress has been made as a system so far?

• Care pathways are developed, promoted and used for high-volume acute care
conditions. As a minimum this includes: respiratory conditions, fever,
gastroenteritis, abdominal pain, head injury, seizure and self-harm.

[1] Royal College of Paediatrics and Child Health, Child health in 2030 in England
2018

DRAFT

Future ambition: What do we plan to do next?
• Reduce avoidable attendances at emergency departments (and zero length of stay hospital
admissions) through learning programmes for community and primary care, expansion of
rapid response nursing, care co-ordination, improving self-care;
• Reduce variation across practices, working with Primary Care Networks to deliver high
quality children and young people service
• Design and implement models of care that are age appropriate, closer to home and bring
together physical and mental health services.
• Support parents, carers and their children to better manage minor illness and long term
conditions e.g. asthma and epilepsy
• Scope integrated BLMK wide services for children and young people with epilepsy,
constipation and asthma and wheeze based on NICE recommended clinical guidance for
2020/21
What difference will it make to people across BLMK?
• Increase in availability of urgent care in the community
• Better outcomes and patient experience for children and young people and their families
• Improved outcomes for children and young people with long term conditions, especially
asthma, diabetes and epilepsy
How will we know we are making a difference?
• Reduction in attendance and emergency admission rates
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C & YP – SEND
What is the context for delivery?
Strategically: We are committed to pursuing improvements for children and young
people with special educational needs, with determination and pace, in order to
improve their lives
What do we know people are concerned about?
• Bedfordshire and Luton SEND inspections (2018) resulted in requiring a Written
Statement of Action (WSOA) to deliver improvements.
• Milton Keynes SEND inspection (2018) did not require a WSOA but still identified
areas for improvement
• Coproduction (parent carers forum)
• Information and Advice (improve the online Local Offer)
What progress has been made as a system so far
• Delivery against WSOA and recommendations for improvements
• Developing representative Parent Carer Forum membership and activities
• Ensuring offer is continually up to date and provides choice
Future ambition: What do we plan to do next?
• Re-inspection (note not required for MK).
• Agree co-production processes
• Develop Personal Health Budgets (PHB) offer
What difference will it make to people across BLMK?
• Improve the outcomes for children and young people with special educational
needs
• Parent Carer’s voice and experience will shape the SEND strategic direction
• Greater personalisation and choice to Parent carers and their children
How will we know we are making a difference?
• Result of re-inspection
• Feedback and engagement from Parent Carers
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• Feedback and engagement from Parent Carers and uptake of PHB’s

DRAFT
What do we plan to do next

What Difference Will
This Make To People
Across BLMK

How Will we Know We’re
Making A Difference

Continue, and review and amend Appropriate identification KPI data (waiting times
existing EHC plans in a timely
and implementation of
for a EHC) and feedback
way.
support to improve the
from Parent Carers
outcomes for CYP.

Ensuring that health, care and
therapeutic services are coordinated and have the capacity
to meet the needs of children
and young people with special
educational needs, in a timely
and responsive way.

Services have the
capacity to meet the CYP
needs in a responsive and
timely way

KPI data (waiting times),
Quality Assurance data
and feedback from
Parent Carers

Identify gaps in adult services
that do not meet the needs of
YP with SEND. Workforce
development plan to raise
awareness of SEND in adult
health services
Increase GP annual health
checks for 14yrs and over with
LD

Ensure health needs are
seamlessly provided and
YP feel supported and
confident

Feedback and
engagement from YP and
their Parent Carers
GP annual health check
numbers increase
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DRAFT

C & YP – LD & Autism
What is the context for delivery?

•

Establish how proposals for people with learning disabilities and/or autism align
with plans for mental health, special educational needs and disability (SEND),
children and young people’s services and health and justice;

•

System investment should identify what community provision is in place for
intensive, crisis and forensic community support. This includes seven-day
specialist multidisciplinary services and crisis care and community teams for
children and young people that can be built upon or strengthened with clear
alignment with mental health and social care.

What do we know people are concerned about?

• Driving improvements in complex case management through the use of CETRs and LEAP
• BLMK bid to NHSE for a pilot to deliver an intensive support team based on the Ealing model.
• Each place Health and Local Authority scoping how to work together on this agenda.
Future ambition: What do we plan to do next?
• Positive Behaviour support training and planning.
• Increase the use of PHB for CYP with ASD/LD
• Work with Children Continuing Care framework to ensure appropriate provision is in place
for individual CYP.
• Develop a consistence approach to Transforming Care pathways for BLMK (Prioritise this to
progress at pace as part of the forming place based integrated care partnerships.

•

Parents say that they experience that the system is fragmented and that they
often end up being their child care coordinator .

•

Practitioners struggle to understand each other roles across the different
agencies.

What difference will it make to people across BLMK?

•

There is nota consistent system of lead professional in place.

•

Professional and parents are worried about there being a gap in service
provision for CYP who have LD and Autism who experience crisis.

• CYP and parents will have increased choice around provision
• Care will be personalised to individuals CYP and their families
• Families will have access to the care and treatment they need to support them in caring for
their children and young people

•

There is a possibility that this gap leads to family breakdown, an increase in
residential school placement and an increase in avoidable admissions.

How will we know we are making a difference?

What progress has been made as a system so far?

•

BLMK steering group in place.

•

BLMK SEND Summit held in April 19

•

BLMK Transforming Care Board driving improvement in care of the most
complex CYP

8 •BLMK
Longer Term
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the Plan.pptx
Transforming Risk register process.

•
•
•
•
•
•

Reduced hospital admissions leading to reduced cost for NHSE
Clarity of pathways of care
Improved CYP and family experience
Improved staff experience
Reduced hospital admissions leading to reduced cost for NHSE
Reduction in family breakdown and CYP being cared for in residential settings and
placements leading to reduced costs for LAs
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DRAFT
Develop keyworkers for
children and young people with
the most complex needs and
their carers/families from
2020/21. Initial funding will
focus on supporting children
and young people who are in
mental health inpatient units.
Indicative additional funding
allocations have then been
made to support roll out of
these services in 2023/24;

Parents and professionals
would say there is no
consistent approach to
ensuring every CYP has a key
worker.

Further reduce the number of
CYP in hospital:

Take control of local
budgets

Make best use of PHBs

People are concerned that CYP
end up in hospital because
community provision is not
robust enough to support
them in crisis.

Further ‘catch up’ in the
number of Learning Disabilities
Mortality Reviews (LeDeR) in
2019/20.

People are concerned that
there a number of LeDeR
reviews outstanding and they
are not taking place within the
recommended timeframe to
ensure learning is captured.

Each place reviewing their
arrangements in relation to
keyworker and care
coordinator roles.

By 2023/24 CYP with LD/ASD or
both with the most complex
need will have a designated key
worker , beginning with those
at risk of admission and
extending to the most
vulnerable Children including
those that face multiple
vulnerabilities (LAC, Adopted
,Transition)
This should align to the
dynamic risk stratification
process

Constant approach to
coordinated care
Reduce friction between teams.
Improved experience for CYP
and their families.

Improving the Transforming
Risk register process.

Increase the number of PHBs
for CYP with LD /ASD

CYP and parents will have
increased choice around
provision

Driving improvements in
complex case management
through the use of CETRs and
LEAP

Ensure care plans are
personalised and evidence
based

Increased numbers of
personalised care plans and
PHBs. Audit of numbers and
effectiveness

Care will be personalised to
individuals CYP and their
families

Reduction in admissions and
residential placements as
above

Public funds will be used
effectively to support CYP and
their families to stay well and
achieve their potential
reducing the need for high
costs care when things go
wrong.
The learning will inform
practice development and the
shaping of services

Through the experiences
gathered from the families in
the review process.

Local Systems are reviewing
their plans to ensure that
LeDeR reviews are undertaken
within 6 months of the
notification of death.

Plan to ensure that all LeDeR
reviews are undertaken with 6
months of the notification of
death and the learning
embedded in to practice.

Improved CYP and family
experience
Improved staff experience
Improved outcomes for CYP
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DRAFT
Roll out, as part of new PCN
arrangements the Stopping Over
Medication of People with a
learning disability or autism and
Supporting Treatment and
Appropriate Medication in
Paediatrics (STOMP-STAMP)
programmes

People are concerned that
STOMP-STAMP is not embedded
consistently across the service
provision and not routinely being
audited.

Tackle the causes of morbidity
and preventable deaths in people
with a learning disability and for
autistic people:

Improve uptake of the
existing annual health
check in primary care for
people aged over 14 years
with a learning disability, so
that at least 75% of those
eligible have a health check
each year
Information and training on
supporting people with a learning
disability and/ or autism and
ensuring reasonable adjustments
are being made to support people
with a learning disability or autism

People are concerned that CYP
are not having routine health
checks and therefore opportunity
to identify early health issues are
missed

Information has been sent to
Primary Care teams.
Medicine management teams are
exploring how to audit practice at
scale
STOMP - STAMP included as part
of all CETRs
Data is being collated around
number of health checks being
completed.

Embedding audit requirements in
quality Schedules for key
providers.
Continue to raise awareness
through training and learning
events

Less inappropriate, ineffective
medication will be used.

Medicine audit
CETR outcomes

More effective none medical
treatment and intervention plans
will be offered.

A pilot of the introduction of a
specific health check for people
with autism and if successful,
extend it more widely.

Identification of health issues and
the opportunity for treatment will
happen earlier.

By 2023/24 a digital flag in the
CYP record will ensure staff know
a CYP has LD/ASD

Services will be more accessible
to CYP with ASD/LD

Numbers of health checks
completed (QOF)
LeDeR data and learning from
reviews.

Information to raise awareness in
Primary Care has been provided.

Parents say challenges remain in
relation to some services not
making reasonable adjustments
to support CYP with LD/ASD. This
results in limited access to specific
services.

A SEND self-assessment tool has
been developed for services to
use to identify area of
improvement and in need of
adjusting in order to support
people with learning disability.
Work has taken place with CYP
and parents around adjustments
needed to local clinical
environment for CYP with
ASD/LD

Explore options for delivering
awareness training for staff on
supporting CYP with LD/ASD

CYP will have an improved
experience of care and treatment

Feedback from parents and CYP
Learning from the SEND selfassessment tool.

Continue to seek feedback from
CYP and parents in regard to
services and adjustments that are
need to support CYP with ASD/LD
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Learning Disability and Autism
The Bedfordshire, Luton and Milton Keynes Transforming Care Partnership (TCP) was formed
in 2015 in a response to the Department of Health initiated programme and comprises the
three CCGs, NHS England’s specialised commissioners and the four local authorities. The TCP
programme aims to improve services in the community for people with learning disabilities
and/or autism to ensure that fewer people need to go into hospital for their care. Where
people do need to go into hospital, the aim is to make sure they are as close as possible to
where they live.
What do we know people are concerned about?
On average, people with learning disabilities die sooner than people in the general
population. Through the Learning Disability Mortality Review Programme (LeDeR) we want
to ensure prompt reviews, which lead to learning and improvement. People with a learning
disability have difficulty using mainstream health services and may not be getting the care
they need to achieve the best health outcomes. The numbers receiving an annual health
check is lower than we want.
Over recent years we have seen an increase in the numbers of young adults with learning
disabilities and/or autism accessing statutory care services, many with complex needs due to
additional mental health difficulties or behaviour that challenges.
The Ofsted and Care Quality Commission (CQC) inspections of Bedfordshire and Luton
Special Educational Needs and Disability services in 2018 resulted in requiring a Written
Statement of Action (WSOA) to deliver improvements. Although this was not the case in
Milton Keynes, the 2018 inspection also identified areas for improvement.
Although the numbers of people with a learning disability and/or autism in hospital from the
area are relatively low, and we have been effective in reducing admissions, we are
concerned about availability of appropriate accommodation and support providers skilled in
meeting the needs of people. The lack of appropriate emergency accommodation or respite
facilities makes it difficult for us to respond during a crisis or family breakdown. This can
8 BLMK Longer Term Plan.pptx
lead to avoidable hospital admissions, longer lengths of stay and too many adults and
children being accommodated out of the area.

What progress has been made so far?
We established new priorities in February 2019 to improve the health, wellbeing
and life chances for people with learning disabilities and/or autism. These focus
on: Early Help and Prevention; Market Shaping and Developing Small Supports;
Improving Physical and Mental Health; and All-age Intensive Support.
Our Joint Strategic Needs Assessment (JSNA) provides us with a systematic review
of the health and wellbeing needs of people with learning disabilities and/or autism.
We will use this to inform our delivery plans, highlight any gaps in knowledge or
services and inform our decision making.
We have been developing a ‘dynamic support register’ to enable local services to
anticipate and meet the needs of people with a learning disability and/or autism
who display behaviour that challenges or who are at risk of developing behaviours
that challenge. We are using this to inform the future planning of services.
What do we plan to do next?
We are working with the National Development Team for inclusion (NDTi) to
develop our approach to engagement with adults with a Learning Disability and/or
Autism and their carers. This will inform and shape our approach to improving
existing services and working with the market to develop new services and
approaches to care.
[1] Department of Health and Social Care (2018) The Government response to the Learning
Disabilities Mortality Review (LeDeR) Programme Second Annual Report. Available
from: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_d
ata/file/739560/government-response-to-leder-programme-2nd-annual-report.pdf
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Early Help and Prevention
Working across the TCP and with education services and the voluntary
sector, we will jointly develop support for children and young people with
ASD or other neurodiversity. We will work universally with early-years
settings, schools and health services to ensure that children presenting early
indicators of learning disabilities, autism or other neurodiversity are
identified and that families and carers have access to appropriate support
and advice. We will also ensure that all settings have access to awareness
training to support children with any neurodiversity; particularly those with
sensory processing difficulties for whom mainstream settings are a challenge.
Alongside CYP colleagues, through our approach to SEND across the TCP,
people with a learning disability and/or Autism will be a focus area for
improvement and awareness, especially for parts of our system with a
Written Statement of Action.
Over the next three years we will work alongside children’s and young
people’s mental health services to test the most effective approaches to
reducing access to specialist services and reducing waiting times for
diagnostic assessments. This will focus on a needs-based approach to
services.

Market Shaping and Small Supports Programme
We are using the information from the JSNA and Dynamic Support Register to develop
the provider market across the area. The developing support tool will assist us to map
and assess existing service provision across the system in line with national services
model. We will use a contract quality governance approach with existing and new
providers to ensure a robust quality framework is in place to meet expected standards,
including restricting the use of seclusion, long-term segregation and restraint.
We intend to focus on developing providers for people with more complex needs and
autism with a focus on developing ‘small supports’ to encourage and grow communitybased, high quality, person-centred and value for money small providers to add to the
choices currently available. Using personalisation with a focus on Individual Service
Funds, including maximising the use of Personal Health Budgets, we will continue to
work with people to enable them to remain in their own community within their own
home. Where appropriate, we will work with people who are currently placed out of
area to move back to where their family and friends are located. To support more care
in the community, we will work towards enabling local providers to take more control of
local budgets to reduce avoidable admissions, enable shorter lengths of stay and end
out of area placements, using capital investment to support the development of new
housing options and suitable accommodation in the community.
Through the implementation of place-based plans, we will work with local partners and
providers to offer internship programmes for people with a learning disability and/or
autism, implementing the national support programme in partnership with NHS
Employers.
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Improving Physical and Mental Health
Through our Health Outcomes Workstream we will take action to tackle inequalities in
health and life expectancy for people with learning disabilities and autism. The TCP has
prioritised the need to improve the uptake of Annual Health Checks to meet the 75%
target as well as screening for people and to stop the over-medication of adults and
children in line with the National initiative (STOMP/STAMP) [1] to reduce inappropriate
prescribing of psychotropic medication. We ensure we continue a robust programme
of learning from the deaths of people with a Learning Disability including using the
outcomes and learning from the Learning Disabilities Mortality Review Programme
(LeDeR) to improve the lives and have plans in place to ensure that the backlog of
reviews is addressed and that future reviews are completed in a timely manner.

All-age Intensive Support
Since 2015 the number of children, young people and adults with a learning disability and/or
autism in inpatient care has reduced, but not as significantly as we would have liked. Over the
next three years we aim to further reduce the numbers of people in inpatient settings and
minimise lengths of stay by having 100% compliance with the policies for Care and Treatment
Reviews (CTRs) and Care, Education and Treatment Reviews (CETRs) and ensuring that all
inpatients are on the 12-point discharge plan. We will also improve resilience and support for
people at risk of admission and will contribute to national review of C(E)TR policies, embed
learning, and ensure implementation and achievement of KPIs.
In order to meet these targets, we will increase investment in the development of all-age
intensive support services including crisis and forensic community support, which will ensure 7day Multidisciplinary Team (MDT) input. We will work to enable more people to receive
bespoke care in the community, closer to their homes and families, and provide a 7-day
specialist, multidisciplinary service that can be accessed at times of crisis. We will additionally
implement an effective pathway that focuses on early help and prevention by ensuring that
support is not reliant on diagnosis and that children and adolescents with learning disabilities,
autism or other neurodiversity as well as their families and carers develop resilience and have a
reduced risk of crisis.

Through our plans to work with the Department of Education to improve the
awareness of, and support for children and young people with learning disabilities
and/or autism we expect to see improvements in mental health by addressing
identification, early help, diagnosis and intervention. In particular working to improve
knowledge and support around autism, sensory processing disorders, atypical autism
profiles and the associated mental health and behaviour difficulties will give children
and young people the best start in life, reducing mental ill health in the future. By
Where is becomes essential for someone to be admitted to hospital, we will ensure that this
implementing the National Learning Disability Improvement Standards in all NHS
meets the quality standards for inpatient care whether in the NHS or independent sector.
funded services, including private providers, we will ensure greater consistency of
How will we know we have made a difference?
provision and more effective working with people with learning disabilities and/or

People with learning disabilities and/or autism will live healthier and longer lives, with improved
autism, their families and carers. We will work with partners to bring hearing, sight &
physical and mental health;
dental check into special schools.

There will be a reduction in the number of people admitted to hospital due to mental health crisis
and when this cannot be avoided, the length of stays will be reduced;
[1] Public Health England (2015) Prescribing of psychotropic drugs to people with learning
disabilities and/or autism by general practitioners in England. Available from:

More people will be in receipt of personal health budgets;
https://webarchive.nationalarchives.gov.uk/20160704161911/http://www.improvinghealthan 
Restricted use of seclusion, long-term segregation and restraint for all;
dlives.org.uk/securefiles/160704_1723//Psychotropic%20medication%20and%20people%20wi

Carers and parents will feel supported and empowered;
th%20learning%20disabilities%20or%20autism.pdf

There will be a demonstrable reduction in the number of people accommodated outside the local
8 BLMK Longer Term Plan.pptx
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area; and

CVD, Stroke & Respiratory
What is the context for delivery?
The strategic approach for CVD, Respiratory and Stroke is being developed from
the “bottom up”, recognising the different needs of our communities while seizing
opportunities to operate within a common framework and tackle important issues
“at scale” to deliver a sustainable healthcare system into the future.
The overarching principle of the approach for CVD, Respiratory and Stroke is to
optimise care through using risk stratification, evidence-based treatments and
models of care and support self-care and prevention. The programme is
recognised as integral to the Primary Care Strategy and development of the
Primary Care Networks.
What do we know people are concerned about?
We know we need to improve how we prevent, diagnose & treat these conditions
because:-

•

Compared to similar areas, the smoking prevalence in Central Bedfordshire is
significantly higher in all three groups (BLMK adults who are current smokers,
those in routine and manual occupations and those with a serious mental
health condition),

•

Compared to similar areas, smoking related admissions are high in MK and
Central Bedfordshire.

•

Hospital admissions for asthma in <19 year olds are high in MK and Luton;
admissions for COPD are high everywhere except Luton

•

14% of deaths in MK are caused by respiratory diseases.

•

24% of deaths in BLMK are caused by circulatory diseases.

•

13% of BLMK patients have recorded high blood pressure. This is slightly lower
than average (14%), with thousands across BLMK thought to be unidentified. A
lower proportion of people with hypertension have their blood pressure under
control than the national average.
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What progress has been made as a system so far?

DRAFT

Across BLMK, a number of opportunities have been identified to improve patient care and
outcomes through enhancing detection and improving management (including self-care). These
opportunities include:

•
•
•
•
•
•
•
•
•
•
•
•

Low identified COPD prevalence compared with the 10 similar CCGs
Primary care variation in diagnosing COPD, review & breathlessness assessment
High opportunity in non-elective spend in COPD, Asthma and Heart Failure
Low Hypertension prevalence for Bedfordshire CCG compared with the 10 similar CCGs
Suboptimal recording of offering of support for smokers to quit smoking
Low prevalence of AF compared to the prevalence expected
High opportunities for patients with CVD and Respiratory conditions to choose where
they want to die, outside of secondary care
High number of strokes and highest prevalence of strokes per 100,000 population
Variation in Early Supported Discharge services
Low number of stroke patients assessed at 6 months
Inpatient rehabilitation need is met through spot purchased beds from a small number
of local providers
The proportion of people with diabetes achieving all three treatment targets is lower
than the national average

Future ambition: What do we plan to do next?

• We aim to set up and develop a Long Term Conditions Strategic Commissioning Board
• Use the system wide gap to develop an overarching long term conditions strategy.
• Undertake engagement with the three Governing Bodies on draft themes/objectives
from the proposed work streams to address the aims and objectives of the NHS Long
Term Plan and RightCare Programme.
• Undertake engagement with the ICS stakeholders on the proposed work streams to
address the aims and objectives of the NHS Long Term Plan.
• Discuss and agree the finalised Long Term Conditions Commissioning Collaborative
plans in response to the NHS Long Term Plan and RightCare Programme.
• Develop and deliver a citizen/patient/public engagement process regarding the BLMK
Long Term Conditions Commissioning Programme.
• Patient-Centred workshops focussing on Respiratory and CVD, specifically
OverallHeart
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Circulatory disease
13% of BLMK patients have recorded high blood pressure. This
is slightly lower than average (14%), but a lower proportion have
their blood pressure under control.

24% of deaths in BLMK are caused
by circulatory diseases.

Among people with diabetes, a higher proportion than average
go on to develop complications, including angina (MK and
Luton), heart attack (Luton), heart failure (MK and Luton) or
stroke (MK).

Coronary heart disease admission rates
are higher than nationally in all three
CCGs.

There are significant opportunities to improve circulatory disease outcomes:
The risk
condition

Opportunities

Blood Pressure

Atrial Fibrillation

89,900 undiagnosed

7,200 undiagnosed

27,100 poorly controlled

2,400 poorly controlled

Diabetes

Stroke / TIA

Chronic Kidney Disease

13,200 undiagnosed
84,600 ‘pre-diabetic’

1,800 poorly controlled

15,100

42% do not receive all 8 care

blood pressure

undiagnosed

Reducing BP in all adults with
hypertension by 5 mmHg
reduces risk of CVD events by

Decrease in CVD, acute kidney
injury & renal replacement

processes

Outcomes

Reducing BP in all adults with
hypertension by 5 mmHg
reduces risk of CVD events by

10%

Anti-coagulation of high risk AF
patients: averts one stroke in
every 25 treated

Decrease in heart attacks,
strokes, kidney, eye & nerve
damage

10%
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CVD
What Do We plan To Do
Next

DRAFT
What Difference Will This
Make To People Across
BLMK

1. Pro-active case finding of
people with high blood
pressure and improved
management, including
supported selfmanagement, to control
blood pressure.
2.

3.
4.
5.

• Improve self-awareness
and self-management of
long term conditions.
• Increased access to
information and support
needed to stay as healthy
as possible, prevent
deterioration in their
Self-management plans
condition and maxims
for patients with CVD,
health and wellbeing.
employing innovative
• Improve patient
approaches such as
experience.
technology and
• Reduce the risk of heart
wearables.
failure and AF-related
Healthy Living Campaigns.
stroke.
Further integration with
• Improved lifestyle through
Social Prescribing.
preventative interventions.
Emphasis on
• Reduce unnecessary visits
personalisation.
to hospital.

6. Healthy Living Campaigns. • Improve patient
7. Emphasis on
experience.
personalisation.
• Reduce the risk of heart
failure and AF-related
stroke.
• Reduce unnecessary visits
to hospital.

How Will we Know We’re
Making A Difference
• Greater self-management
and independence
(measure via patient
activation mechanism).
• Outpatient referrals may
be reduced.
• Reduced need for
unplanned care and a
reduction in non-elective
admissions.
• Prevalence gaps improve.

• Quality of care improves.
• Reduced need for
unplanned care and a
reduction in non-elective
admissions.
• Improved morbidity and
mortality statistics.
• Unwarranted variation is
improved.

What Do We plan To Do Next

What Difference Will This Make
To People Across BLMK

How Will we Know We’re
Making A Difference

8. Emphasis on
personalisation.

• Improve patient experience. • Quality of care improves.
• Reduce the risk of heart
• Reduced need for unplanned
failure and AF-related stroke.
care and a reduction in non• Reduce unnecessary visits to
elective admissions.
hospital.
• Improved morbidity and
mortality statistics.
• Unwarranted variation is
improved.

9. New heart failure pathways • Ability to return home as
which include cardiac rehab
quickly as possible with the
to be rolled out in 19/20.
necessary support patients
10. Development of an
need to maintain
integrated cardioindependence and quality of
pulmonary rehabilitation
life.
service.
• Improve patient experience.
11. Emphasis on
personalisation.

• Quality of care improves.
• Re-admissions are reduced.
• Increase in the number of
discharges to usual place of
residence.
• Unwarranted variation is
improved.

12. Emphasis on
personalisation.

• Quality of care improves.
• Re-admissions are reduced.
• Increase in the number of
discharges to usual place of
residence.
• Unwarranted variation is
improved.

• Improve self-awareness and
self-management of long
term conditions.
• Improve patient experience.
• Reduce the risk of heart
failure and AF-related stroke.
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Stroke

DRAFT

What Do We plan To Do Next

What Difference Will This
How Will we Know We’re
Make To People Across BLMK Making A Difference

1. Review by GIRFT in MK on
stroke pathways for
opportunities to enhance
current pathways including
focus on prevention and
rehabilitation.

Quality of care improves.
Improved morbidity and
mortality statistics.
Increase in the number of
discharges to usual place of
residence.
Unwarranted variation is
improved.

Ability to return home as
quickly as possible with the
necessary support patients
need to maintain
independence and quality of
life.
Improve patient experience.
2. Development of thrombectomy
Reduce the risk of AF-related
pathways.
stroke.
3. Review current HASU/ASU
arrangements with response to
the GIRFT feedback regarding
patient experience out of hours.

4. Review and address stroke
inpatient rehabilitation
variation with respect to Early
Supported Discharge,
Community rehabilitation and
stroke reviews at 6 and 12
months.

What Do We plan To Do
Next

What Difference Will This
Make To People Across
BLMK

7. Development of
Ability to return home as
thrombectomy pathways. quickly as possible with the
necessary support patients
8. Development of an
need to maintain
Integrated Stroke
independence and quality of
Delivery Network
life.
(ISDNs), system wider
Improve patient experience.
stroke review being
Reduce the risk of AF-related
undertaken and the
stroke.
results to inform ICSwide stroke service
development.

How Will we Know We’re
Making A Difference
Quality of care improves.
Improved morbidity and
mortality statistics.
Increase in the number of
discharges to usual place of
residence.
Prevalence gaps improve.
Unwarranted variation is
improved.

9. Improved post-hospital
stroke rehabilitation
models.

5. Work across the system to
improve detection and
appropriate anticoagulation of
AF in order to prevent stroke.
6. Ensure system adopts key
changes to ‘Stroke and
transient ischaemic attack in
over 16s: diagnosis and initial
management’ as
8 BLMKrecommended
Longer Term Plan.pptx
by NICE.
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Respiratory

DRAFT

What do we plan to do next?

What difference will this make to people across BLMK?

How will we know we’re making a difference

1. Pro-active case finding of people with high blood pressure and
improved management, including supported selfmanagement, to control blood pressure.
2. Self-management plans for patients with CVD, employing
innovative approaches such as technology and wearables.
3. Improving self-management through COPD passport.
4. Integration and increased uptake with Social Prescribing.

Reduce the number of respiratory related conditions and
incidence of COPD, Asthma and Pneumonia.
Improve self-awareness and self-management of long term
conditions.
Reduce unnecessary visits to hospital.
Increased access to information and support needed to stay as
healthy as possible, prevent deterioration in their condition and
maxims health and wellbeing.
Improve patient experience.
Improved lifestyle through preventative interventions.

Greater self-management and independence (measure via patient
activation mechanism).
Outpatient referrals may be reduced.
Reduced need for unplanned care and a reduction in non-elective
admissions.
Prevalence gaps improve.

5. Ensuring all practices across BLMK have access to paediatric
oxygen saturation monitor with necessary training.
6. Comprehensive review of Respiratory pathways in line with
NHS RightCare – COPD, Asthma, Pneumonia and Flu.

Reduce unnecessary visits to hospital.
Improve patient experience.

7. Pro-active case finding of COPD.
8. Quality Assured Spirometry Testing.
9. Comprehensive review of Respiratory pathways in line with
NHS RightCare – COPD, Asthma, Pneumonia and Flu.

Improve self-awareness and self-management of long term
conditions.
Reduce unnecessary visits to hospital.
Improve patient experience.

Quality of care improves.
Outpatient referrals may be reduced.
Reduced need for unplanned care and a reduction in non-elective
admissions.
Unwarranted variation is improved.
Quality of care improves.
Reduced need for unplanned care and a reduction in non-elective
admissions.
Unwarranted variation is improved.

10. Comprehensive review of Respiratory pathways in line with
NHS RightCare – COPD, Asthma, Pneumonia and Flu.

Improve self-awareness and self-management of long term
conditions.
Reduce unnecessary visits to hospital.
Improve patient experience.

11. Comprehensive review of Respiratory pathways in line with
NHS RightCare – COPD, Asthma, Pneumonia and Flu.

Reduce unnecessary visits to hospital.
Ability to return home as quickly as possible with the necessary
support patients need to maintain independence and quality of
life.
Improve patient experience.

Quality of care improves.
Outpatient referrals may be reduced.
Reduced need for unplanned care and a reduction in non-elective
admissions.
Unwarranted variation is improved.
Quality of care improves.
Re-admissions are reduced.
Increase in the number of discharges to usual place of residence.
Unwarranted variation is improved.

8 BLMK Longer Term Plan.pptx
Overall Page 153 of 269

DRAFT

Diabetes
What is the context for delivery?
The number of people with diabetes (diagnosed and undiagnosed) across BLMK is
projected to rise by 30% by 2035 so by then there will be approximately 87,500 people
living with the condition. The burden of diabetes is not spread evenly across BLMK
with higher prevalence observed in areas with large BAME communities.
Achievement of the 3 treatment targets (HbA1c, Blood Pressure, Cholesterol) for
people with diabetes in BLMK is slightly below the national average. However
achievement of the 3 treatment targets varies considerably between practices. For
example there is over a 3 fold difference in achievement of treatment targets for
people living with Type 2 diabetes between the highest performing practice (61.3%)
compared to the lowest performing practice (20.0%). This unwarranted variation
means with poorer treatment target achievement people with diabetes are likely to
have poorer health outcomes and more likely to experience complications.
What progress has been made as a system so far?
There is strong partnership working in BLMK ICS including Public Health, Diabetes UK
and the East of England Diabetes Clinical Network with ambitions to:

•

Deliver locally the diabetes commitments within the NHS Long Term Plan

•

Improve outcomes for people living with diabetes

•

Reduce unwarranted variations in achievement treatment targets across the BLMK
footprint

The strategic approach for transforming care for people with diabetes is being
developed from the “bottom up”, recognising the different needs of our communities
while seizing opportunities to operate within a common framework and tackle
important issues “at scale” to deliver a sustainable healthcare system into the future.
The overarching principle in improving outcomes for people with diabetes will be
similar to the approach being used for other Long Term Conditions. The approach will
be to optimise care through using risk stratification, evidence-based treatments and
models of care and support self-care and prevention. The transformation programmes
for Longer
peopleTerm
withPlan.pptx
Diabetes is recognised as integral to the Primary Care Strategy and
8 BLMK
development of the Primary Care Networks.

In 2016, NHS Diabetes Prevention Program (NDPP) was launched and BLMK was one of the
first areas in the country to successfully bid for and implement the program. This
identifies those at high risk and refers them onto a behaviour change programme. The
NDPP is a joint commitment from NHS England, Public Health England and Diabetes UK.
We are currently piloting a digital stream of the NDPP across BLMK. In 2016, the National
Diabetes Transformation program was introduced. Stakeholders across Bedfordshire,
Luton and Milton Keynes continue to work in collaboration to deliver on the National
Diabetes Transformation Priorities.
What do we know people are concerned about?

1. Excess weight and obesity
Excess weight and obesity is a major risk factor in developing diabetes. Excess
weight and obesity also contributes to morbidity in patients with diabetes.

2. Prevalence
Across BLMK, 66,231 people have either Type 1 or Type 2 diabetes. This is 8.5% of
the population 40.4% of people with Type 1 diabetes are of 40-64 years of age
42.8% of people with Type 2 diabetes are in the age of 40-64 years of age.

3. Treatment and Care Programs
Percentage of people with diabetes receiving all NICE recommended care processes
is less than national average in certain pockets across BLMK. 2016 Right Care
‘Where to look’ for BLMK pack identified the following areas of variation compared
to 5 best STPs with similar demographics.
• Rate of bed days
• % diabetes patients receiving all 3 treatment
• % patients receiving foot examination
• Variance in retinal screening
• % diabetes patients attending structured education
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What progress has been made as a system so far?

DRAFT

1.

NHS Diabetes Prevention Program has been successfully implemented across Bedfordshire, Luton and Milton Keynes. By April 2019, 1144 people with risk of diabetes
attended 6 months and achieved 2.8 kgs weight loss on an average.

2.

Work is underway to improve pathways for specific cohorts of population who are at risk of developing diabetes to access NHS Diabetes Prevention Program, for example,
mothers who had gestational diabetes in pregnancy and people with diabetes who have mental health problems.

3.

Structured education is being delivered in other languages other than English. Specific programs have been developed for people with learning difficulties.

4.

Personalised holistic care planning in primary care has been incentivised for all annual reviews with people with diabetes.

5.

NDA practice level data is being used to tackle variation in care process and treatment targets for people with diabetes. As refreshed data is released we will continue to
use it as intelligence to focus on where improvements can be made.

6.

Practice level data is being used to tackle variation in care process for people with diabetes.

7.

Development of business case for investment in accredited healthcare professional (HCP) training in diabetes competencies.

8.

BLMK level stakeholder forum has been set up to share learning across across the footprint for ongoing improvements in patient outcomes.

9.

A training programme is in place and ongoing to increase competencies in diabetes management for all BLMK HCPs.

10.

EDEN train the trainer programme (face 2 face training delivered by Diabetic Specialist Nurses) has been secured to enhance HCP knowledge and skills in diabetes care.

11.

Work continues to build on better integration between mental health and diabetes services focusing on psychological support.

12.

Work continues to collaborate with public health and excess weight services to halt rise in excess weight and obesity across BLMK.

13.

Place based diabetes improvement programmes continues to work with local stakeholders across health and social care together with people with diabetes and their
carers to deliver on the national diabetes transformation priorities.

14.

Continue to provided support to local Diabetes UK groups to help people living with diabetes to self care.

15.

BLMK has been selected as one of the national early implementer sites for the roll out of the diabetes digital offer.

16.

BLMK has been selected as one of the pilot sites to implement the low calorie diet for Type 2 diabetes remission.

17.

The hospital trusts across BLMK have all achieved the standard for the amount of diabetes inpatient specialist nurses (DISN) support they provide patients. This will be
monitored to ensure these standards are maintained.
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Future ambition: What do we plan to do next?

What difference will this make to people across BLMK?

• Work with System Partners to deliver improved outcomes for people
living with diabetes

Improve outcomes for people living with Diabetes including reductions in both major and minor lower limb
amputations; Increased use of diabetes care planning approach for annual reviews in primary care;
Increased provision of patient structured education programmes; Reduction of in-patient length of stays

• Consolidate and build on improvements made under the Diabetes
Care and Treatment Programme, focusing on:

Improve patient experience for people with Diabetes (we will continue to work with our local diabetes
patients groups to gain a better understanding of their experience of living with diabetes to support us in
shaping services and providing opportunities for self-management.)

• Improving access and uptake for structured education
programmes for people with diabetes (including introducing a
digital structured education option)
• Improving Treatment Targets in primary care (by increasing
healthcare
professional
competencies
in
diabetes
management, through personalised care planning and by
targeting resources at those practices most in need).
• Improving Multi-Disciplinary Foot care for people with
diabetes

As part of our engagement strategy we will undertake on line surveys to gain insights into patient
experiences which will provide a benchmark and helps to develop further improvement plans.
We will work closely with our local councils and key stakeholders in developing our action plans to raise risk
profile awareness and tackle variation within our local communities.
Improve long term health and outcomes for people with reduced non-elective admissions related to
Diabetes and Cardiovascular diseases

Tackle Health Inequalities in people with diabetes and cardiovascular diseases.

• Reduce hospital length of stays
• Increase use of diabetes care planning approach for annual
reviews in primary care
• Increase referrals and uptake of people at risk into the NHS Diabetes
Prevention Programme
• Explore opportunities for low calorie diet options

We will integrate our diabetes pathways and improve access to psychological therapies to support people
in managing distress and living with diabetes

Improve self-awareness and increase self-management for people living with diabetes

Reduce unnecessary visits to hospital and the ability to return home as quickly as possible with the
necessary support to maintain independence and quality of life
Improved access to diabetes structured education through digital provision to provide on-going support to
promote self-management
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Merger of Luton and Dunstable University Hospital
Foundation Trust and Bedford Hospital Trust

DRAFT

Legally the merger will be an acquisition of Bedford Hospital Trust by Luton and Dunstable
University Hospital Foundation Trust. The proposed name of the new organisation is
Bedfordshire Hospitals NHS Foundation Trust.
A shadow joint board will be operating from now and the proposed date for the merger is 1
April 2020 (subject to NHSE/I agreeing business case submitted on 1 December 2019).
The merger will not mean a reduction in the status of the Bedford site, which will continue to
provide:
• 24 hour A&E
• Inpatient paediatrics
• Consultant led obstetrics
The benefits include:
• Improved clinical resilience through clinicians working together and across the
two sites. This will lead to better access, 7 day services and research portfolios.
• The goal will be for the joint Trust to achieve a CQC rating of Outstanding.
• Better patient experience measured via friends and family test, national
patient surveys and waiting times
• Better patient outcomes through standardisation of protocols and policies,
using national data such as Getting it Right First Time and Model Hospital to
enable best practice and continuous improvements across sites
• Shared recruitment and staff training
• Shared governance, Statutory Instruments and peer review opportunities
• Economies of scale from a larger organisation (for instance merging of back
office functions).
This is an important development within BLMK and so a successful merger is part of
8 BLMK Longer
Term Plan.pptx
Our Partnership
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Research and Innovation
What Is the Context for Delivery?
There is huge potential for new innovations in health and care
from genome sequencing to use of artificial intelligence.
To help develop and spread innovation, Academic Health
Science Networks (AHSNs), partnering Universities with health
and care providers, are in existence across England and their
funding has been guaranteed until 2023.
BLMK has three AHSNs involved in our system – Milton Keynes
is part of the Oxfordshire AHSN, Luton is part of the UCL
Partners AHSN, whilst Bedfordshire is part of the Eastern
AHSN, based in Cambridge. This gives us access to three
internationally renowned universities.
What do we know people are concerned about?
Innovation and research was not a prominent theme in the
engagement, but it is a reasonable assumption that people
want access to the latest treatments.

UCL Partners AHSN has…..
Eastern AHSN has…..

DRAFT

What do we plan to do next?
We will share successful innovations that have come
from one AHSN with the other areas of BLMK.
We will ensure our health and care providers are playing
a full and active part in their respective AHSN.
What difference will this make to people across BLMK
People across BLMK will continue to be at the forefront in
accessing the latest interventions. Examples are
contained throughout this plan, such as the piloting of
Lung Cancer Screening in Luton.
How will we know we’re making a difference
Individual innovations will be rigorously evaluated to
ensure they are cost effective.

What progress has been made before?
Oxford AHSN developed Good Hydration! An award winning
programme to help ensure that care home residents are
getting enough fluids. This has been rolled out across care
homes in Milton Keynes.
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Enabling Improved Health and Care

DRAFT

Workforce
Digitally Enhanced Care
Estates
Finances

BLMK Longer Term Plan
Chapter 5
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Workforce
What progress has been made as a system so far?

Our health and care workforce across BLMK is detailed in Figure X .

DRAFT

We are working to deliver national priorities for the expansion of numbers of staff in critical
groups such GPs, nursing and mental health. Our focus, however, is also upon introducing new
roles and ways of working, alongside a digitally enabled approach, which means that integrated
health and social care teams are offering personalised, needs-based care, within primary care
networks, supporting the priorities of Our Partnership Focus.
We have developed a BLMK Health & Care workforce strategy and have adopted a workforce
development academy approach to its delivery. A few key achievements within 2018/19 have
included:
Grow Our Own
We have increased our numbers of WTE GPs from 415 in Sep 2017 to 424 in Dec 2018
(excluding registrars and including leavers/retired), which meets our forecast trajectories for
GP expansion in BLMK. Our general practice nursing numbers are also increasing , as are new
roles such as clinical pharmacists, social prescribers and clinical administrators.
Adaptable Skills; Flexible Approach
A Home-Based Staff BLMK workforce development group is developing an education and
training framework, learning portal and training passport to support skills development for
staff in nursing, residential and domiciliary care settings.
BLMK; A great place to work and learn
We have launched a BLMK staff facing ‘Live, Learn and Work’ website, focused on supporting
staff development, attracting staff to work locally and retaining our existing staff. This website
currently has over 500 hits a month, with further development on-going.
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Developing leaders and Organisations
We have created a ‘Stepping Into My Shoes’ staff interchange initiative. Staff have the
opportunity to shadow, mentor and share learning across our organisations and health and
care sectors, supporting the development of system values and behaviours and enabling staff
to identify and address some of the barriers to working in an integrated way. Hundreds of
staff have also come together through “System Conversations” including topics such as mental
health and prevention
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Our Long Term Plans

We have developed an operating model to oversee the delivery of our workforce
strategy and plans for health and social care staff (see Figure X)
The launch of the NHS Long Term Plan and the Interim People’s Plan provides us
with the opportunity to revisit our strategy against these requirements and ensure
our people planning and workforce transformation delivers a fit for the future
workforce aligned to our vision for integrated health and care services.
We have held a system-wide workforce event on the 4th October 2019 to test our
existing plans and longer term aspirations against our integration journey to 2024.
We have outlined below our current work streams and will revisit these following
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our system-wide
review.

Making BLMK the best place to work

DRAFT

• creating a healthy inclusive and compassionate culture (including ensuring equality and
diversity, tackling bullying and reducing violence)
• enabling great development and fulfilling careers (including CPD and ensuring recognition
of qualifications between employers)
• ensuring everyone feels they have a voice, control and influence (including freedom to
speak up, health and wellbeing and flexible working).

Immediate 2019/20 actions

What do we plan to do next?

1. System review of staff survey
results with identification and
spread of best practice employment
initiatives across NHS partners
2. Embed and monitor nationally
developed ‘balanced scorecard’
within the NHS Oversight
Framework to support excellence in
performance for our employment
practices
3. Continued development of our staff
facing website https://work-learnlive-blmk.co.uk to support staff
attraction into BLMK and promote
opportunities to learn and develop
together
4. As part of this development launch
an interactive recruitment microsite
to promote vacancies that are
difficult to recruit to and attract
younger people into health and
social care careers

1. Building upon our interactive
recruitment microsite develop a system
approach to engaging with schools,
colleges, carers officers and job
centres, adopting a shared approach to
recruitment fairs and initiatives.
2. Review the opportunity to establish
collaborative banks across partner
Trusts
3. Continue to participate in the East of
England Streamlining programme to
remove practical barriers to movement
of staff between organisations; support
employers to streamline induction and
onboarding processes
4. Build upon our existing individual
organisation examples of best practice
staff engagement activities e.g. ‘event
in the tent’ to provide system-wide
engagement events across health and
care partner organisations
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Improving the leadership culture
•
•
•
•

System leadership
Quality improvement
Talent management
Inclusion and diversity

Immediate 2019/20 actions

1. Alongside our governance review, revisit our
system Leadership Charter to ensure our
individual and collective behaviours, values
and competencies are lived experiences
2. Continue the implementation of our system
leadership and OD plan, including our
masterclass series, stepping into my shoes
initiative and focus on developing QI
approaches across our organisations.
3. Launch our system leadership programme,
‘Leading Beyond Boundaries; working in
partnership with Frimley 2020 to develop
30 system leaders from health, social care,
fire and police and partner with Herts &
West Essex STP in the Accelerated Director
Development Programme
4. Participate in our regional talent board
5. Support the expansion of NHS Graduate
Management Training Scheme; including
offering an ICS workforce flexi-placement
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What do we plan to do
next?

1. Continue to implement
our programme of work
to support primary care
networks to create multi
-professional teams that
collaborate across
traditional boundaries
2. Embed a co-design
approach to service
transformation, with
staff increasingly
developing personalised
care competencies,
moving from a ‘what is
the matter with you’ to
adopting a ‘what matters
to you approach’

DRAFT

Addressing Workforce Shortages

• Immediate focus on nursing workforce shortages, including retention, return to
practice, clinical placements and international recruitment
• entry routes into the profession building on the nurse apprenticeship and nurse
associate routes
• the development of a 'blended learning nursing degree' programme working with
higher education providers
• greater focus on primary and community nursing.
Immediate 2019/20 actions

What do we plan to do next?

1. Implement our BLMK system level job
guarantee approach
2. Increase clinical placement capacity
across our partner organisations
3. Continue to evolve our system
approach to relationship
management and performance
review with local university providers
4. Continue to implement our general
practice nursing workforce plan to
increase attraction, retention and
staff development
5. Provide senior system leadership to
workforce development through our
Director of Nursing partnership group
6. Continued expansion of nurse
apprenticeship and nurse associate
routes, with local leadership of our
regional TNA workstream from BLMK,
we aim to continue our rising trend
for increasing TNA learners to 91.

1. Review the opportunity to
develop a collaborative
system approach to
international recruitment
2. Develop collaborative
approaches across Trusts to
support workforce hotspots
e.g. across our mental health
trusts, across our acute trust,
aligned to service redesign
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A new operating model for workforce

Delivering 21st Century Care
• a transformed workforce with a more varied and richer skill mix, new types of roles and
different ways of working
• the scaling up of new roles via multi-professional credentialing and more effective use
of the apprenticeship levy.

Immediate 2019/20 actions

1. Continued implementation of our General Practice
Workforce plan, which reflects growth within the
workforce, however demonstrates how new roles
and new ways of working reflects an integrated
health and social care team approach to supporting
the development of our 20 Primary Care Networks
2. Commence pilot with ELFT to determine the mental
health competencies required within the PCN nonmental health workforce and the physical health
competencies required within the PCN mental
health workforce
3. Continued implementation and expansion of our
mental health, maternity and transforming care
learning disability workforce plans
4. Launch of our place-based pilots for Health and
Social Care rotational apprenticeships for support
worker roles
5. Launch of pilot for rotational posts to support
system resilience e.g. rotational paramedics.
6. Develop our approach to supporting staff to deliver
digitally enabled solutions to care, responding to
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What do we plan to do
next?

1. Building upon our
initial development of
43 Advanced Care
Practitioners roles
across partner
organisations to
expand the
opportunity for staff
to work at top of
licence skill sets
2. Implement a training
and education
framework to enable
the development of
personalised care
competencies and
skills with our health
and care workforce

DRAFT

• devolution of responsibility to the Integrated Care System, as over time we will 'take on
greater responsibility for people planning and transformation activities, in line with
developing maturity.'

Immediate 2019/20 actions

What do we plan to do next?

1. Continued development of skills and
capabilities for workforce modelling and
planning, in year this will include triangulation
of our PCN Strategic workforce modelling
with our wider plans and completion of
Cancer Workforce modelling, undertaken in
partnership with the EoE Cancer Alliance.
2. Continued development of single system
collaboration for people planning and
transformation e.g Education Partnership to
maximise shared learning and consolidate
commissioning for common courses, with
aspirations to collectively deliver in-house
training programmes utilising local expertise,
Apprenticeship Group to review levy
underspend and consider alignment to nonlevy paying organisations, a single system
Primary Care Training Hub with oversight of
delivery of the general practice workforce
plan and system GP clinical Leadership.

1. BLMK Local Workforce Action
Board has undertaken a
review of capacity and
capability requirements
against existing functions and
responsibilities, aligned to a
maturity assessment of both
LWAAB and our Primary Care
Training Hub.
Recommendations for a build,
buy and share approach are
made. Resource gaps exist.
BLMK ICS workforce leads will
work with regional and
national leads to build the
functions and capacity
required to adopt an
increasingly devolved role for
people planning and
transformation
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Digital Information Sharing
What is the context for delivery?
The move to more pro-active, multi-agency and multidisciplinary care can only be achieved if information is shared.
This will allow continuity of care whoever is seeing a member
of the public.
We also need “one version of the truth” data that can be used
as part of Population Health Management approaches to
predict and plan health care interventions and proactively
meet the demand for services and immediate care
requirements.
What do we know people are concerned about?
People expect health and care services to be sharing
information so they only have to tell their story once.
Over 60% of respondents to our public survey said that shared
access to medical records across healthcare professionals
would help people stay well and reduce hospital usage.
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What progress has been made as a system so far?

DRAFT

BLMK has an over- arching digital strategy (June 2018) setting out how we will use technology deliver
improved quality and efficiency.
GP Bookings.
We have 100% access from 111 services to allow bookings directly into extended access
appointments.
We have 96% of all GP practices able to receive direct bookings from 111 services
98 GP practices are able to book and interact with each others system
Complex planned discharges
Luton and Dunstable hospitals have developed a multi-agency digital discharge planning tool that
reports the live situation of patients for multi agency discharge planning to reduce hospital discharge
delays.
Access to Shared Information
Across BLMK 96% of GPs have the ability to see the records of community health care services. And
Community services can see GP records.
For instance, as part of its Digital improvement programme Milton Keynes has implemented the
Cerner Health Information Exchange, this has now been rolled out across GP practices and Milton
Keynes University Hospital which means that healthcare records can be shared across services and
professional groups to improve decision making and patient experience.
Milton Keynes University Hospital is an established ‘Fast follower Trust’ partnered with West Suffolk
Foundation NHS Trust who are a Global Digital Exemplar. Site. This means that the hospital is at the
forefront of rolling out established proven models of care supported by the latest digital technology.
Front line staff now have the information and technology at the point of care with their patients. The
Trust digital strategy has been updated to focus on ‘mobile first’ approach wherever possible and
examples of this includes Introduction of PowerChart Touch (PCT) which provides clinicians with
mobile access to eCARE records of their patients when required both on and off site.
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Digital Information Sharing

DRAFT
What do we plan to do next?

Integrated Data in Luton
In Luton an Integrated Data Model has been developed, initially to support the
Luton Frailty programme focused on preventing hospital admissions/ re-admissions
for the frail and elderly . The technology developed links daily acute activity data
with monthly primary care, social care, mental health, community, OOH/111 and
hospice data to produce a complete record of patient touch points across the
system. The insight supports a daily ‘huddle/MDT’ conversation to facilitate faster
and more informed patient intervention within Primary Care Networks (see Luton
Integrated Data Model diagram on next slide)

Funding has been secured from the Health System Led Investment Programme for the first
phase of the development for a shared care record across BLMK. Within BLMK we have
adopted a one system, development programme to create an shared care record which will
share health and care data through the national patient record locator. This will be split into
work in Milton Keynes and work in Bedfordshire. It will also include the development of
portals for the public to access their own care record, facilitating self-care and patient
activation.

Care Homes
A programme of delivering digital access in care homes across BLMK has been
initiated with 85% having completed Information Governance; 80% of all care
homes across BLMK have or have agreed to have public access Wi-Fi for clients,
visitors and staff and over 50% of care homes now having access to secure NHS
email to support sharing of secure email (patient identifiable data) between health
providers across the BLMK system as well as clinical access to patient information
for care professionals

As a result, shared care records will start becoming available from now and will be accessible
across BLMK by March 2022.

Information Governance
A system Information Governance Group has been established which is helping to
break down barriers in sharing information.

We will continue to work with patients and staff to improve knowledge and understanding of
healthcare records and choice linked to the sharing of data to support people’s health and
care. As part of the East of England accord, we will use localised branding but have a
common message across 6 million residents.

Cyber Security
A Joint Cyber Security group already has been established with Hertfordshire and to
the East of England. All our Provider Organisations and CCGs are on track to be fully
compliant ahead of the summer 2021 national deadline.
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We are also working with neighbouring STPs and the Thames Valley Local Health and Care
Record Exemplar (LHCRe) to ensure we support the delivery at the point of care based on the
national open data architecture standards, both wherever our residents present or where we
provide health and care support for members of the public from outside our area.

In addition, as part of the Wave 2 PHM development programme we will be progressing work
to bring together data sets so that we can risk stratify our population – Milton Keynes is
particularly advanced in this and the Luton work will also be beneficial here.
On cyber security, the majority of local care homes are engaged in a national pilot for cyber
security and will be sharing their findings.
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Luton Integrated Data Model
Linked intelligence supporting direct care and secondary service delivery

Secondary Care, Case
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Service & Pathway Design
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Primary Care
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Social Care
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Commissioning Services
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KEY – TYPE OF DATA FLOW
Yellow - Direct Care (Patient level PID)
Orange - Case Identification (Anonymous)
Orange - Case Identification (Patient Level PID)
Green – Commissioning & Other Services

Local Health & Social Care system
Front Line service delivery professionals
Luton Provider Alliance Organisations
BLMK ICS
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DRAFT
What difference will this make to people across BLMK?
This diagram explore further some of the differences these changes will make.

•

Automation, integration and interoperability of systems to allow staff to have
the test results, history and evidence they need to make the best decisions for
patients.

•

Enable redirection of resources to where they add most value.

•

Improve people’s experience and make it easier to access services.

•

Create simple on-line access for staff and residents.

•

Use technology to help health and care professionals communicate better and
enable people to access the care they need quickly and easily, when it suits
them.

•

Utilise websites and apps that make care and advice easy to access wherever
people are.

•

Work smarter to provide better care than ever before.

•

Heath care professionals will have full access to information at the point of care,
for example pathology results and radiology images from multiple sources
where appropriate.

How will we know we have made a difference?
ØIncreased interoperability and access between partner organisations in health & social care
ØIncreased number of ‘paper free/ light’ pathways across the system supported by increased
numbers of E-Referrals, Electronic prescription rates and electronic discharge summaries.
ØContinued development & expansion of a Pan-system perspective & understanding of patient
activity linked to the Luton Integrated Data Model, including its applicability for expansion
across other parts of the ICS system
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Estates

DRAFT

What is the context for delivery?

What do we know people are concerned about?

The buildings and land we have for delivering health and care are a key enabler
to help bring about the service transformation envisioned in Our Partnership
Focus.
We currently have significant population growth due to new housing, whilst
having inadequate primary, community and acute hospital estate, all of which
require significant investment to maintain.
Our Estates Programme focuses on delivering estates solutions to support our
transformation programmes. Our Estates Strategy is aligned with the other key
enablers of workforce and digital.
Joint working is a key component of this work programme, reflecting
strong shared ambitions to shift from a reactive, intermittent and often
fragmented health and social care model to one which is preventative, proactive
and integrated.
We have shared ambitions to deliver a new enhanced primary, community and
social care offer to our population. The Integrated Health and Care Hub
Programme seeks to ensure that thesePrimary
developments
are locally owned and
Care Premises
designed to meet the specific needs of each community. This is important given
Rationalisation of sites
the range of demographics and geographies
withinsustained
BLMK, from rural Central
Key “spokes”
(in. through Hub
Bedfordshire to diverse, urban Luton. (including
The new within
hubs will
support the proactive,
multiProgramme)
and
use facilities),
with clear care we need.
multi-agency and multi-disciplinary primary
and community
pathways to Hub
services

maximised utilisation

Effectiveness: the configuration of the local estate does not always
enable efficient or effective delivery of services in our primary and
community care settings. The condition and configuration of the local
acute estate leads to inefficiencies and presents backlog
maintenance challenges.
Capacity: the current estate does not have the capacity to meet the
needs of the local population – and this will be compounded by
housing and population growth.
Meeting Local Needs: the current model does not always provide
equitable access to high quality joined-up care, and requires some
communities and patient groups within BLMK to travel significant
distances to access specialist care.
Affordability: the current model, with an over-reliance on acute
hospital care, is not affordable or sustainable. Transformation of the
system is dependent on the right estate.
New community service
provision for stroke patients,
relocation of some mental health
and learning disability inpatient
services to improve access

8 BLMK Longer Term Plan.pptx
Overall Page 168 of 269

What progress has been made as a system so far?
BLMK Estates Workbook developed in 2018 (not publicly available as it contains
commercially sensitive information) set out the estates challenges and priorities across
our partner organisations.

DRAFT

Built:
• Urgent Treatment Centre on Bedford Hospital site open 2018
• Brooklands Health Centre in Milton Keynes open 2018
• Whitehouse Hub in Milton Keynes under construction, open 2020
Significant levels of capital funding have been secured from a variety of sources
to support delivery of our estates programme.
Funding Secured:
• £99.5m secured for merger-enabling capital programme across Luton &
Dunstable Hospital Foundation Trust and Bedford Hospital Trust
• £9.95m secured for development of Pathway Unit at Milton Keynes
University Hospital FT – Outline Business Case in progress
• £766k capital secured for development of stroke rehabilitation unit, clinical
pathways in progress
• Access to funding to develop Business Case for future capital spend at
Milton Keynes University Hospital from 2025 [1]
• £6m national capital secured for development of primary care Hub in
Gilbert Hitchcock House (Bedford)

8 BLMK Longer Term Plan.pptx

[1] Department of Health and Social Care, Health Infrastructure
Plan, October 2019
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Future ambition: What do we plan
to do next?
We will continue to develop the business cases for (and deliver) Integrated
Health and Care Hubs already in progress across Milton Keynes and
Bedfordshire, and progress pipeline of further Hubs across BLMK to provide
focal points for the delivery of integrated services within many of the local
Primary Care Networks.
• The £99.5 million capital will allow improvements to the Luton and
Dunstable site. This will include new Maternity accommodation, Neonatal
Intensive Care Unit, Operating theatres and Critical care. The work will
commence in 2020/21 and be completed by 2023/24, the end of this longer
term planning period.
• We will mobilise merger-enabling capital programme for Luton & Dunstable
and Bedford Hospitals.
• We will develop proposals for developments at Milton Keynes Hospital for
post 2024.
• We will commence development of Outline Business Case for local mental
health inpatient unit/s following completion of feasibility study
• We will prepare and prioritise further bids for funding to support delivery of
next phase of BLMK estates programme, to maximise Wave 5 opportunities
in Spring 2020
• In developing new primary care infrastructure, we will maximise
opportunities around developer contributions and involvement via Section
106/Community Infrastructure Levy.
• We will review estates implications for Rapid Diagnostic Centre
development and other priorities associated with NHS Long Term Plan
delivery,
establish work programmes accordingly.
8 BLMK Longer
Termand
Plan.pptx

•

DRAFT

Scheme

Activities

Merger-enabling (Luton Mobilisation of programme, with
and Bedford) Capital
work commencing in 2020/21
Programme
MKUH Pathway Unit

Outline Business Case (OBC) –
submission for national approval Oct
2019, expecting 3-6 months
timescale for national approval

Dunstable Hub

OBC – local approval by Apr 2020

Gilbert Hitchcock
House Hub

OBC – submission for national
approval Apr 2020

Submission of Wave 5
capital bids

Spring 2020
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DRAFT
What difference will this make to people across BLMK?

•
•

•

•

Improved quality of care and patient experience: care provided from
higher quality and clinically safer facilities, which also enable more
efficient care delivery
Improved access to sustainable primary and community care services:
delivery of new facilities/increased capacity to enable services to grow
and flourish, and to maintain high quality care provision and ease of
access
More person-centred and integrated health and social care: the
Primary Care Network model, supported by a network of integrated
health and care hubs, will offer a greater range of more joined-up
Delivery Risks / Issues (Red)
services with a focus on improving the health and wellbeing of local
people
Local provision of care: range of services to be delivered within
integrated health and care hubs will improve access to care, and
development of BLMK mental health inpatient services will enable
more people to receive care in a local setting.

How will we know we’re making a difference?

•
•
•
•
•

•
•

Reduction in capacity gap for primary/community estates,
and expansion of services in line with population growth
Greater range of services delivered in primary care settings
Continued improvements in patient experience measures,
including access
Continued improvements against acute estate performance
metrics, including reduction in critical backlog maintenance
More co-location of services which enable access to a wide
variety of health and wellbeing services in one place,
improving communication and pathways between services,
and reducing the need for patients to have appointments in
multiple locations
Improved facilities for staff and patients, assisting in
recruitment and retention
Reduction in demand for secondary care services, particularly
urgent care, as a result of enhanced and proactive primary
care offer supporting people to take greater control of their
own health and wellbeing.

8 BLMK Longer Term Plan.pptx
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Finance

DRAFT

Overview of Finances needed, highlighting money coming in and
pots of money we have successfully bid for.
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Supporting Information

DRAFT

BLMK Longer Term Plan
Chapter 6
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Links to appendices to be added

DRAFT

We have tried to keep this document as streamlined as possible (considering the wide range of issues
to cover). More detail on particular areas can be found in our appendices.
Engagement Appendices
Primary Care strategy
Workforce
MH Strategy
Maternity Strategy
Estates Strategy
Digital Strategy

Bedford Borough
https://www.bedford.gov.uk/social-care-health-andcommunity/bedford-borough-jsna/public-healthpublications/
Central Bedfordshire
https://www.jsna.centralbedfordshire.gov.uk/jsna/inf
o/17/additional_reports/99/dph_reports
Luton
https://www.luton.gov.uk/Health_and_social_care/he
alth/publichealth/Pages/Luton-annual-public-healthreport.aspx
Milton Keynes
https://www.milton-keynes.gov.uk/social-care-andhealth/2016-2017-joint-strategic-needsassessment/director-of-public-health-reports
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Feedback
We want to hear from you if you have feedback on our longer term plan
and/or want to get involved in co-designing/co-producing improvements.

Placeholder
Back Page
DRAFT

Please contact the relevant Healthwatch based on where you live and/or
access services:
Bedford Borough Healthwatch
Central Bedfordshire Healthwatch
Luton Healthwatch
Milton Keynes Healthwatch
Insert logos and contact details.

BLMK Longer Term Plan
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PURPOSE OF THE PAPER/REPORT
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Executive Summary and Headlines:
Quality and Performance Report – Jul-Sep 2019
RAG Key:
Target attainment – no risks to escalate
Risk to targets and/or issues identified
Targets not achieved – issues to escalate

Topic

Page No.

1

Pressure ulcers
In Q2 there was a total of 152 hospital acquired pressure ulcers
(HAPUs), representing a 12% increase in pressure ulcer incidence when
compared to Q1 2019/20. This increase was anticipated, reflecting the
changes to reporting, in particular, the 6 hour time frame allowed to
identify and accurately categorise damage on admission. The reporting
change has also identified a significant increase in the incidence of
device related pressure ulcers.

2&3

2

Falls
There was a total of 240 falls in Quarter 2. The number of falls per 1000
bed days remains at the external falls review recommendation of 4.8 and
below. There were 7 moderate harm incidents. Promotion of the
Inpatient Falls CQUIN continues across the Trust.

4&5

3

CAUTI & VTE
There has been little variance in catheter usage for the last 12 months
which remained around a mean average of 16%. There were 2 catheter
acquired urinary tract infections in Q2, both catheters inserted on
admission.
VTE risk assessment remains consistently good.

6

4

Infection Prevention and Control and Cleanliness
New criteria for allocation of Clostridium difficile infections came into force
from 1 April 2019. The revised ceiling for our Trust is 19 cases. However,
at the end of Quarter 2 the total number of cases of C.Difficile (Trust
apportioned) is 21 with 4 cases successfully appealed and 5 pending
investigations ongoing. The Trust has failed to identify any clustering
based on epidemiology and genotype studies. A programme of enhanced
cleaning and HPV disinfection has been carried out in the ED and acute
admission wards.

7

The High Risk category areas continue to fail to achieve the required
standard for cleaning.

8

5

Cardiac Arrest Rate
Over the last 6 months the average cardiac arrest rate has been
1.092/1000 discharges compared with 0.731/1000 discharges for the
same period in 2018. It is anticipated that the implementation of
Nervecentre will have a positive impact on the percentage compliance in
performing observations and support timely escalation.

9

6

Incidents and serious Incidents
5 serious incidents were declared in Q2 2019/20. Work to improve the
review and validation of harm is underway with divisional and specialist
leads to ensure accuracy and where necessary further prompt effective

10, 11

Internal
threshold –
in month
RAG
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completion of duty of candour requirements.
7

Patient Experience / Complaints
Friends and Family Test response rates – our FFT remains above
the national average for response and recommender rates for both
inpatients and the Emergency Department. Maternity and
Outpatients continue to struggle with response rates.

12, 13,
14, 15,
16

There were 41 formal complaints declared in September. General
Managers and Service Managers are instigating early interventions to
try and reduce the number of reported complaints. The percentage of
complaints responded to within 35 working days was 88% in August
2019. September performance is slightly lower and is due to 1
complain in Women’s and Children’s Division being investigated as a
serious incident.
8

9

Mortality
The sustained improvement in crude death rates is evident in the
standardised mortality indicators. In the year to September 2019 there
were 1218 deaths and stillbirths at the hospital, 100 fewer than for the
previous 12 months
Fractured Neck of Femur
The HSMR for fractured neck of femur has increased slightly to 107, but
the overall trajectory is an improvement from a peak of 183. Over this
period, crude mortality has stayed relatively static. A Quality
Improvement Board has been set up.

17,18

Learning from Deaths
There were no deaths identified in Quarter 1 2019/20 for which the SJR
outcome was ‘likelihood of avoidability’.

19

Cancer
All cancer targets were met in August 2019 following a more challenging
month in July.

20, 21,
22

Cancer four-week (28 day) ‘referral to definitive diagnosis’ – This
standard will be fully implemented in 2020 and has commenced in
shadow monitoring format for this year.

23

10

Emergency Department performance
The Trust has been selected as one of 14 sites to field test the proposed
new clinical access standards and so is not publishing 4 hour access
standard data during the pilot period.

24

11

18 Weeks
The Trust did not deliver the 18 week target for July, August, and
September 2019.

25

12

Stroke
The Apr-Jun SSNAP report has been published and our overall
performance has remained at a B rating. SALT and MDT working remain
areas of challenge, with time to stroke unit still being the greatest area of
concern.

14

Diagnostics
The number of patients waiting over 6 weeks was within the target
although the tolerance has reduced since the end of Q4..

28

15

Late Cancellations
All patients whose surgery was cancelled on the day had their procedure
rebooked within 28 days. Cancellations for non-clinical reasons peaked in

29

9.1a Q and P Exec Summary.doc

26, 27

2
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September due to the unexpected delay in opening the new operating
theatres and implementing the new operating timetable.
16

Length of stay
The Trust has a target to reduce the number of ‘super stranded’ patients
(those staying over 21 days) to an average of 57 beds occupied by
patients with a length of stay of over 21 days. The challenging position
continues, with the Trust seeing persistently high numbers of patients over
21 days.

30

17

Dementia
All dementia indicators were achieved in July and August 2019.

31
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Quality & Performance Report
July, August and September 2019 data
Chief Medical Adviser
Chief Nurse
Deputy Chief Executive
Director of Quality
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1

Harm Free Care

Safe

Effective

Caring

Responsive

Pressure Ulcers

From April 1 st in line with NHS Improvement recommendations (June 2018), new reporting of hospital acquired pressure ulcers (HAPU) came into effect. In accordance with the
new guidance this report will include all categories of pressure ulceration, identified after 6 hours of admission. This will include Categories (Grade) 1 to 4, Deep Tissue Injuries
(DTI) and unstageable pressure ulcers where depth cannot be determined (previously referred to as Unclassified Category 3). Pressure ulcers caused by medical devices, i.e. AntiEmbolitic Stockings, Oxygen Delivery devices, Plaster of Paris, will be reported as Device Related (DR).

9.1b Quality Performance Report Board Oct.pptx

Pressure Ulcer Incidence
In the reporting period there was a total of 152 hospital acquired pressure ulcers
(HAPUs), July = 44, August = 47 and September = 61. This represents a 12% increase in
pressure ulcer incidence when compared with Quarter 1 2019/2020.
The organisation anticipated an increase in HAPU, reflecting the changes to reporting in
particular the 6 hour time frame allowed to identify damage on admission. An analysis of
all HAPU demonstrated that 16% (n= 25 ulcers) were first identified an average of 1.24
days after admission (17 category 1, 7 Category 2, and 1 category 3).
Of the 61 pressure ulcers that occurred during September, 50% (n=30) occurred on 12
patients, the team is attempting to identify why this occurred:
• 2 patients had 4 pressure ulcers
• 2 patients had 3 pressure ulcers
• 8 patients had 2 pressure ulcers

Device related pressure ulcers (DRPU)
Since reporting changes, there has been a significant increase in the incidence of DRPU at
the Trust. Staff are much more aware of the impact of medical devices on skin integrity
potential risks and are more likely to report. Of the 152 pressure ulcers, 24% (n=37)
were caused by medical devices (DRPU). The chart opposite demonstrates the devices
involved. Plaster of Paris (POP) and orthotic devices accounted for 43% (n=16) of device
related pressure ulcers. This is a combination of both inpatient and outpatient POP. As a
consequence a number of key actions are being taken:
• A training package is currently under development, in conjunction with Tissue Viability
and Orthopaedic leads.
• Prompt senior orthopaedic review of these inpatients which is being addressed by an
Orthopaedic lead.
• Improved patient information regarding care of their plasters and when to seek advice.
• Identification method for high risk plasters.
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2

Pressure Ulcers

Harm Free Care

Safe

Effective

Caring

Responsive

Analysis
Although the increased level is of concern, following some thematic
reviews there are a number of factors influencing this:
• Increased awareness by staff of reporting any pressure damage, in
particular with device related damage.
• Potential under identification in ED and on EAU resulting in an increase
in the severity of category within a short timeframe .
• Workload of TVN team has increased significantly reducing capacity for
visual assessment of pressure damage.
• Missed opportunities of initial skin assessments with damage identified
out of timeframe resulting in hospital acquired.
Action and Next Steps
The increase in pressure ulcers, in particular across the medical directorate, prompted a meeting being called by the Chief Nurse, which included
the new Lead and Deputy Lead Nurses for Medicine, Tissue Viability lead and corporate nursing leads. A number of themes were highlighted as
contributing to the development of pressure damage:
• Quantify the number of patients who missed out on skin assessments at the front door.
• A focus on skin checks beneath devices.
• Non- compliance by patients – needs to be explored in more detail as many reasons for this occurring, including patients with dementia,
information given to patients.
• Pain – main reason identified for non-compliance. This issue has been explored further in a number of Pressure Ulcer Share and Learn Forums
and it has been identified that there is many incidences of the doctor (mainly Junior Doctors) under dosing PRN medication in conjunction with
nursing staff administering at regular intervals . This in turn delays prescribing of adequate and appropriate pain relief when patient referred to
the pain team.
• Early identification of risk and appropriate plans of care.
• A review of the Essential Care Round documentation.
• Identification and re- review of DTI (most resolve in 72 hours if managed correctly).
• Product use review, particularly in regards to moisture damage.

The Chief Nurse has also commissioned an external review of process supporting the TVN team to highlight improvements
The trial
for the use Report
of the repose
9.1b Quality
Performance
Board mattress
Oct.pptx in the ED and assessment areas has been approved and commences in November.
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A multiprofessional focus at the National Stop the Pressure Day on 13th November 2019.

3

Falls

Harm Free Care

Safe

Effective

Caring

Responsive

Inpatient falls
In July, August and September there were 74, 97 and 69 falls respectively (240 in total). This is a slight decrease from the same quarter last
year when there were 244 reported falls.
In Quarter 2 the number of falls per 1000 bed days was 3.5 for the whole Trust and 4.1 for the RCP rate. The rate continues to remain below
the RCP mean rate of 6.63 and the external review recommendation of 4.8.
Medicine had 25% of the falls, Complex Medicine had 24%, Surgery 17%, Emergency Medicine 16% and Stroke 6% with the remainder
between Contingency and Women & Children division.
Injurious falls
There were 7 moderate harm falls reported over the quarter. These were all managed conservatively. 4 patients sustained fractured neck of
femur injuries. 2 of these patients underwent surgical intervention, whilst 2 were too unwell to undergo surgery. Following PEARL panel
review for the fractured neck of femur incidents, there were no omissions in care identified and internal root cause analysis investigations are
ongoing. There were 2 falls with low harm reported on the Safety Thermometer.

9.1b Quality Performance Report Board Oct.pptx
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Harm Free Care

Safe
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Caring

Responsive

Falls

112 falls occurred in the day and
128 overnight.

Falls prevention initiatives
The Falls Clinical Nurse Specialist continues to disseminate weekly updates to the Matrons on falls data for their areas. A meeting is being
planned with Matrons to look at producing action plans on falls risk reduction strategies for their wards. These will be monitored by the
Corporate Nursing Team.
Training continues to be provided on individual ward “team days” as well as planned study days. Harm Free Care training days, using a
collaborative approach with Falls, Tissue Viability, Dementia and Continence Nurse Specialists has been very well received and will now be
available as a regular training programme in 2020.
Issues identified from RCAs highlighted the need to reinvigorate post fall management, particularly around moving and handling needs.
Training sessions for specific wards and departments has been organised along with the “Safer Management of the Fallen Patient” training
delivered by the Falls Clinical Nurse Specialist and the Moving and Handling team.
Promotion of the Inpatient Falls CQUIN continues across the Trust. Q2 results have shown a small improvement from Q1 (6%) in completing
the 3 elements. Focus continues on improving compliance in monitoring lying and standing blood pressure and medication review with
appropriate rationale for prescribing high risk medication clearly documented.
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VTE

Catheter Acquired UTI

Harm Free Care

Safe

Effective

Caring

Responsive

Use of Urinary Catheters:
This quarter saw a little variance in the use of catheters from the last 12 months which
remained around a mean average of 16% with July 16.94%, August decreased to 14.8%
and September back to 16%. In July and September the number of inpatients was
higher and this could have contributed to the rise in those months.
A new catheter audit came into effect in July which all wards now complete weekly.
Implementation of this process enables a clearer picture on the number of short term
and Suprapubic catheters inserted on admission as opposed to patients admitted with a
long term catheter in-situ. There is a strong correlation between the number of days a
urinary catheter remains in-situ and urinary catheter acquired infections. The data
collect also helps to identify the ratio of catheter acquired UTIs.
Effective from mid September 2019 the Continence Specialist Nurse has left her role to
take up post as the Prostate Cancer Specialist Nurse within the Trust. This will result in a
gap in the continence service while a suitable replacement is found.
There were 2 catheter acquired urinary tract infections (CAUTI) in this quarter, one in
July and one in August. Both CAUTIs were as a result of catheters inserted on admission.
Following completion of RCAs, the learning identified was fed back to both medical and
nursing teams involved. Information from the weekly audits are also giving data for
local teams to use for improving the processes.
VTE Risk Assessment:
In July 99.19% of patients were VTE risk assessed on admission. This percentage
compliance increased to 99.09% in August and dropped slightly to 98.70% in September.
The emergency prescribing option accounts for the remaining percentage of patients
whose VTE risk assessment was not completed on admission. Overall the percentage
compliance for Q2 remains above 98%. The focus for improvement is to ensure
accurate and timely risk assessments are completed for all appropriate patients on
admission. In addition, the patient safety team continue to promote good compliance
and ensure patients are prescribed appropriate prophylaxis.
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New Harm Free Care
The Harm Free Care data is sourced through a one day snapshot audit. The Trust has
delivered harm free care well above the national expected threshold of 95% for the
6
quarter.
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MRSA/C.Difficile/E.Coli

Infection Control

Safe

Returns

Before
patient
contact

Before
clean/aseptic

After body
fluid
exposure

Responsive
1 st

April 2019

The changes to the CDI reporting algorithm for the financial year
2019/20 are:
• Reducing the number of days to identify hospital onset healthcare
associated cases from >3 to >2 days following admission
• Community of healthcare associated: cases that occur in the
community (or within two days of admission) when the patient has
been an inpatient in the Trust reporting the case in the previous 4
weeks
• Community onset indeterminate association: cases that occur in
the community (or within 2 days of admission) when the patient
has been an inpatient in the Trust reporting the case in the
previous 12 weeks but not the most recent 4 weeks.

After
patient
contact

After contact
with patient
surroundings

April 2019
May 2019
June 2019

1982
1843
2194

90%
91%
86%

92%
91%
94%

93%
95%
94%

93%
95%
92%

88%
90%
88%

July 2019
Aug 2019
Sep 2019

2180
2130
2415

91%
91%
92%

95%
95%
97%

97%
98%
98%

94%
96%
95%

90%
91%
91%
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Caring
New reporting from

C. difficile – There were 2 Hospital Onset Healthcare Associated (HOHA)
cases and 1 Community Onset Healthcare Associated (COHA) case in
September. This brings the total number of C.Difficile (Trust apportioned)
cases so far for 2019/20 to 21 with 4 cases successfully appealed as no
lapse in the quality of care and 5 pending investigations are ongoing but
the Trust has failed to identify any clustering based on epidemiology and
genotype studies. A programme of enhanced cleaning and HPV
disinfection has been carried out in the ED and acute admission wards.
MRSA bacteraemia –There were no MRSA bacteraemia in September.
E. coli bacteraemia – The largest number of cases continue to be
identified on admission.
Month

Effective

Hand Hygiene - In September 27 out
of 41 areas recorded more than 50
hand hygiene opportunities observed
with the rest recording between 1 and
49 over the month.
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Cleanliness

The graphs below show the average audit scores in respect of the cleaning service. In September we saw an increase in the audit score across the
Trust, both Very High Risk and High Risk categories. High Risk areas fell short of the target score of 95% ,failing by only 0.26%. Very High Risk areas
achieved its second highest score of the year to date with an impressive 98.04% . Engie is currently down on management team, recruitment is in
place for a Domestic Supervisor however the team is working very hard to achieve a pass across all risk categories in the coming month.
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Cardiac Arrest Rate

Safe

Effective

Caring
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Improving the Management
Deteriorating Patient

of

the

Cardiac Arrest Rate

The cardiac arrest rate in July was 1.035, in
August was 1.114 and in September was
1.339. Over the last 6 months (April to
September) the average cardiac arrest rate
has been 1.092/1000 discharges compared
with 0.731/1000 for the same period in
2018.
There were 11 cardiac arrests in July and 10
in August. In September there were 12
cardiac arrests, 8 of these had concerns
raised around the frequency of observations
and 4 had concerns around escalation.
These arrests occurred in different areas
across the Trust.

Improvement activities
The patient safety team continue to support the ward managers to address concerns around observations and escalation with
appropriate members of staff as well as raising awareness with the wider team. It is anticipated that the implementation of
Nervecentre will have a positive impact on the percentage compliance in performing observations and support timely escalation as
the nurse in charge receives a ‘message’ if observations are overdue and if a patient has a raised NEWS.’
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Never events , serious incidents and clinical incidents

Incidents
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Effective

Caring

Responsive

Trend in severity of incidents: Work to improve the review and validation of harm is underway with divisional and specialist leads (i.e. falls, tissue
viability) to ensure accuracy and where necessary further prompt effective completion of duty of candour requirements. As part of this review it
has been agreed that in future all falls with fractures, regardless of potential avoidability should be graded as a minimum at moderate harm whilst
any fractured NOF should be classified as severe. This will ensure that the Trust adheres to national best practice, in line with NRLS/RCP guidance,
though this may increase the number of incidents graded at moderate/severe recorded moving forward.
Open Incident investigations: On a daily basis the Risk Team monitor the stage at which incidents are within the system. The stages are ‘awaiting
review’, ‘being reviewed’, ‘awaiting final approval’ and ‘finally approved’ with timescales for each stage. Incidents that exceed these timescales are
considered overdue. The table below shows the number of incidents that are overdue in each stage at the time of the report. Whilst the
percentage of overdue incidents has decreased over the previous month following work to close longstanding open incidents, additional plans are
underway to increase the number of datix handlers to improve compliance. Further measures to increase handler accountability are also planned.
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Duty of Candour
Statutory Duty of Candour applies when a patient safety incident has been identified where the patient has suffered moderate harm, severe
harm or death as a result of an act or omission in care.
The Risk Team is working with the Divisional Governance Facilitators to develop processes which will expedite these decisions to ensure the
appropriate response for patients and their families. These numbers are reported a month in arrears.
Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sept-19
Compliant

3

5

4

2

1

1

2

2

TBC

Serious incidents – run rate

3 Serious incident reports were due for submission to the CCG
2019/11474 – Intrauterine death at 40 + 4 - submitted
Care Management Problems:
Patient should have continued consultant led care after 36 weeks
Delay of 45 minutes in reviewing her on her admission
Recommendations:
Review pathways with obesity services
Process for the review of women out of area to be put in place
2019/13264 – Baby cooling
This is being led by HSIB and has yet to be completed

2019/13514 – Fall fractured hip - submitted
Care Management Problems:
Enhanced observations assessment was not completed
The injury was not identified before leaving the emergency
department
The patient did not receive any pain relief before transfer
Recommendations:
Patients must have relevant risk assessments completed on
arrival in the emergency department
Any additional investigations must be reviewed before leaving
the emergency department
Improve the process of pain relief

1 serious incidents was declared in September 2019

• 2019/19520 – Misplacement of a naso gastric tube – Never
Event

9.1b Quality Performance Report Board Oct.pptx
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Inpatients
Emergency Department

Patient Experience

The Friends and Family Test (FFT) scores are published each month by NHS England enabling benchmarking against other Trusts in England. The FFT
asks the question ‘how likely are you to recommend our service / ward / birthing unit to friends and family if they need similar care and treatment’.
The graphs below show comparison response rates for the four areas of Inpatients, Emergency Department, Maternity and Outpatients.
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Outpatients

Patient Experience

Maternity

Patient Experience
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Patient Experience

Patient Experience

Safe

NATIONAL SURVEYS
Maternity Survey 2019
Initial Survey results have been received. Full management
report received October. Draft action plan produced by
Maternity Management Team. Plan will be reviewed when final
report released by CQC.
Adult Inpatient Survey 2019
Fieldwork has begun and first week response rate for the Trust
was 27% compared to the national rate of 28%
Initial survey results expected 14th January 2020 and full
management report due mid February
Children and Young People’s Survey 2019
Comprehensive action plan completed to be monitored by
management team and will also be shared at COB in November
following the publication of the inaugurated CQC update.
PATIENT EXPERIENCE ACTIVITY
Complaints and Concerns Reference Guide for Staff
Staff reference guide to compliment the new policy and
guideline drafted for final sign off. This will be available for staff
attending training and at induction, giving them access to the key
points of the Trust wide documents.
Local Inpatient Survey
The local inpatient survey has been updated to reflect the areas
for improvement identified in the 2018 survey. These include the
following subjects:
• Involvement in decision making
• Moving wards
• Discharge delays
• Communication with doctors and nurses
• Information for family members

Effective

Caring

Responsive

PALS (Patient Advisory and Liaison Service)

Type of contact
recorded on datix

Face to
face

Emails

Telephone calls

Other contacts not
recorded on datix

June

53

58

342

471

July

39

58

330

582

August

62

75

354

413

September

64

61

342

389

June
Escalated to Complaints
(patient choice)

4

July
2

August
3

September
1

PATIENT ENGAGEMENT ACTIVITY
Recent attendance at the Celebrating Older Peoples Event organised by Healthwatch Central Beds. Including giving information about Carers Pack.
Further engagement events with Healthwatch to include Mental Health and Learning Disabilities in October and November.
9.1b Quality
Board
Oct.pptx
Initial Performance
Meetings withReport
Maternity
Voices
Partnership to look at the viability of the Doula Project. This is using volunteers who can sue their experiences in
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maternity services to support other mothers during their journey. It is being looked at for Polish mothers to be.

Complaints

Patient Experience
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There were 41 formal complaints declared in September which is slightly lower than the same time last year.
Training for complaints, concerns and feedback is being delivered to staff to try to resolve concerns at source and the feedback from staff
that have received this training is very positive. Early indications show the training may be having an impact on the number of reported
complaints. The early intervention by Service Managers and General Managers is also helping to reduce formal complaints and resolving
them informally earlier on in the process. Complaints are also included in the Patient Experience Induction, so that the new recruited staff
are aware of how to deal with complaints at source to avoid them being escalated to formal complaints.
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Divisional Compliance within leadtime (35 days)
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2

20
19

50%

Diagnostics, Therapeutics and Outpatients (DTO)

Medicine

Surgery

Women's and Children's

The Complaints Team acknowledged all formal complaints received in September within three working days and achieved 100% response
time.
The response rate for Divisions was 100% for Diagnostics, Therapies and Outpatients (DTO); Medicine averaged 90% followed by Surgery
(68.5%) and Women’s and Children's who averaged 56% and were the lowest. The Complaints Team continues to send the complaints
tracker to Divisions weekly and this is monitored by the Complaints Manager and the Chief Nurse. The Tracker has recently been updated to
include weekly response percentage rates for Divisions. The target was to get 90% response rate by the end of August 2019. The challenge
now is for the Divisions to maintain the compliance that was achieved in August. September performance is slightly low and is due to one
complaint in Women’s and Children’s Division being investigated as a serious incident.
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Comparative Mortality Rates
There are several different ways of measuring mortality and it is best practice is to look at, and compare, all these different mortality indicators rather than relying on any one measure.
The latest mortality figures remain good. The sustained improvement in crude death rates is now evident in the standardised mortality indicators too. The Standardised Mortality
Ratio (SMR) for the year ending in July 2019 stood at 90 (10% better than the national average) whilst the Hospital Standardised Mortality Ratio (HSMR) was 91. The Risk Adjusted
Mortality Index (RAMI), which not only adjusts for age, gender and casemix but also factors in the length of stay for some chronic conditions, was a little better than the national
average at 97 for the 12 months ending July 2019. SHMI always lags behind the other mortality indicators as it includes deaths within 30 days of discharge. For the year ending April
2019 it stood at 101.5 (just 1½% above the national average) . This is the lowest SHMI has been for a number of years. Crude mortality is discussed in further detail below.
Crude Death Rate, SMR and SHMI - rolling 12 months updated quarterly

Summary Hospital-level Mortality Indicator (SHMI) rolling 12 months
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Crude Mortality Rates and Actual Deaths
In the year to September 2019 there were 1218 deaths and stillbirths at the hospital, 100
fewer than for the previous 12 months despite an increase in admissions of over 6%. The
crude mortality rate of 10.0 (deaths per 1000 discharges and deaths) remains
exceptionally low. August (which had record hot temperatures) saw a small spike in
deaths for the time of year and there is some suggestion that after a much better than
average winter, deaths are now beginning to return to more expected levels.
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Fractured Neck of Femur

Mortality
HSMR has increased slightly to 107, but the overall trajectory is an
improvement from a peak of 183 (12 months to April 2017). Over this
period crude mortality has stayed relatively static, indicating that the
case-mix is becoming increasingly morbid. This is in line with
anecdotal reports from front line clinicians.
Further to the alert to potential NHFD outlier status in 2018 (on basis
of case-mix adjusted mortality of 10.3%), an audit has been carried
out which has provided assurance that this is a data quality issue.
Further analysis into mortality shows a marked difference in the
mortality for weekday admissions vs weekend admission. The model
of care for weekends and out of hours is under review and is the
focus of a working group being led by James Ramsay. Some early
improvements have already been made (additional SHO at weekends
and weekend board rounds on ward 23)
QIP
The first QIP Board was held on 9 th August. Well attended with good
engagement and progress. Unfortunately due to an internal business
continuity incident, the meeting on 17 th October had to be cancelled.
Next meeting 13th December.
Good progress is being made in the nursing, orthopaedic surgery,
MDT working and pain management subgroups.
Dr Adrian Pradere has been appointed as anaesthetic lead for Hip
Fracture and Chair of the Hip Fracture M&M meeting.

9.1b Quality Performance Report Board Oct.pptx

Key concerns
• Repeated failed recruitment episodes to the 2nd ortho-geriatrician
and 2x ortho-geriatric specialty Dr posts.
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Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology
Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable
2018/19
Q2
Q3
Total Total

Learning from Deaths

Q1
Total

Q4
Total

2019/20
Q1 Total

Total Number of Deaths in Scope

282

241

284

312

285

Primary Mortality Reviews Completed

275

238

134

68

94

Full Mortality Reviews Requested

77

66

40

18

33

Full Mortality (Structured Judgement) Reviews Completed

58

39

28

15

25

75%

59%

70%

83%

76%

% Full Mortality Reviews Requested that have been
Completed

Quarterly Structured Judgement Review
findings:
Q1
Q2
Q3
Q4
Q1
18/19 18/19 18/19 18/19 19/20

1 - Definitely Avoidable*
2 – Strong evidence of avoidability
3 – Would be probably avoidable
(>50:50)
4 - Would be possibly avoidable
(<50:50)
5 - Slight Suggestion of avoidability
6 - Definitely not avoidable

1

0

0

0

0

8

4

2

0

1

7

7

3

3

5

42

28

26

12

19

*Note: Where a structured judgement review score suggests some element of avoidability, this
refers to the possibility that the death might have been avoided in that place, or at that time, if
different actions or decisions had been taken. It does not mean that the eventual outcome for
the patients would necessarily have been different.

A senior team including Medical
Directors have reviewed all deaths
and identified anywhere it was felt
that deficiencies in medical or
nursing care may have contributed
to the patients’ death as part of the
Trust’s primary review process.
Consultants then complete the full
mortality review (a Structured
Judgement Review) which results in
an avoidability score.

Summary of Learning:
Two cases have been reviewed by the Medical Directors during the past
quarter. In the first case, it was queried as to whether or not
administration of the wrong consistency of fluids in a patient might have
contributed to the patient’s death. After review, it was deemed that it
did not. Consequently, this death was downgraded to a 4 and has already
been presented at the Medical Division Risk and Governance meeting for
learning, both in terms of the clinical management of the patient, and to
explain why the death was regraded from the original source.
The second case related to whether or not a possible delay in the reversal
of warfarin may have contributed to the death of a patient. While review
of the notes did suggest a minor delay, it was deemed that correction of
the INR would not have changed the outcome, so this was downgraded to
a 5. This case has been escalated to the Clinical Chair of Medicine for
sharing at the next Medical Division Risk & Governance meeting.

Other Key Learning included:
The opportunity and potential benefits to involve a local Imam in cases where Muslim families are struggling to come to terms with the decision to
palliate patients on the End of Life pathway.
Importance
of documenting
decisions
to withhold blood thinners in patients with a documented medical need for them to continue.
9.1b Quality
Performance
Report Board
Oct.pptx
Avoidance of un-necessary investigations in patients on an end of life care pathway.
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Cancer Long Waits – Quality Review & Public Reporting

Cancer Long Waits
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Cancer

National Targets

All cancer targets were met in August 2019 following a more challenging month in July. September will be challenging due to a
high number of patients approaching breach dates during the month.
The level of patient initiated rescheduling remains a significant risk to delivery of the breast symptomatic pathway, which is very
difficult for the Trust to influence.
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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)
As reported in July 2019, there has been a significant peak in the number of urology breaches as a result of the new national re-allocation
guidance. Where the L&D has not been able to complete the diagnostic phase of the pathway within 32 days, historically East and North
Herts NHS Trust has had long delays to treatment and so the breach has been shared. However since May 2019 the treatment times at
9.1b QualityE&NHT
Performance
Report Board
have reduced,
and soOct.pptx
the whole breach has been reallocated to the L&D. Work continues to streamline the diagnostic pathway
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Cancer

National Targets

The new four-week (28 day) 'referral to definitive diagnosis' standard which was included in the NHS 5 year forward view will be fully
implemented in 2020, and has commenced in shadow monitoring format this year.
The above table shows the compliance by tumour site (where cancer was diagnosed), where cancer was ruled out, and the overall
performance. The original plan commitment was for 95% of patients to receive their diagnosis within 28 days, but until the transitional
year of shadow monitoring in 19/20 is complete, the actual target operating standard for 2020 is not confirmed.
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A&E Clinical Access Standards
The Trust has been selected as one of 14 sites to field test the proposed new clinical access standards. This
currently consists of two 6 week periods of testing, the first of which commenced on 22 May 2019.
The new standards that are now being measured are:

• time to initial assessment,
• mean time in ED for all patients who have been discharged home or admitted into the wider hospital,

A&E

• numbers of patient who wait longer than 12 hours from arrival.
It is expected that during the second phase of testing there will also be metrics around treatment within the
first hour for critically ill and injured patients, and increased same day emergency care admissions. We are
working closely with NHSE and NHSI and providing daily and weekly reports so that they can assess the impact
of the new standards. As a Trust we are working to understand what changes to systems and processes might
be needed in the future to ensure that we are able to meet the new standards as successfully as we have been
able to maintain the 4 hour stand whilst ensuring good patient experience and outcomes.

9.1b Quality Performance Report Board Oct.pptx
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18 Weeks

National Targets

89.5% of patients on open pathways were within 18 week against the 92% standard at the end of September 2019. The ongoing
deterioration in the 18 week performance reflects the loss of consultant extra sessions due to the pensions changes. The admitted
and non-admitted backlogs both continue to increase and the number of additional patients requiring treatment to achieve 92% of
patients within 18 weeks is now 699.
9.1b Quality Performance Report Board Oct.pptx
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Stroke

National Targets

The latest SSNAP data for Apr – Jun 2019 has been published, and the
Trust continues to deliver over the 80% threshold for patients
spending more than 90% of their admission on the stoke unit.
The Trust continues to fall significantly short of the 80% quality
threshold for the number of patients arriving on the stroke ward
within 4 hours. This in part reflects a very challenging Q1 for bed
pressures in the hospital , but is also one of the key areas of focus for
redesign of the stroke pathway.
TIA performance (patients being treated for TIA within 24 hours)
remains above the 60% target threshold since Autumn 2017.
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Stroke

Overall SSNAP Performance (Apr – Jun 19 SSNAP Report)

The Trust has held it’s B rating for the overall score in the national SSNAP data for Apr – Jun 19. SALT and MDT working
remain areas of challenge, with time to stroke unit still being the greatest area of concern.
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Diagnostic Test Access

National Targets

Performance against the 6 week diagnostic target continues within target, although the tolerance has reduced since the end of Q4
due to loss of consultant sessions following the pension changes.
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Last Minute Cancellations

National Targets

The Trust continues to re-date all patients whose surgery was cancelled on the day within 28 days. Cancellations
for non-clinical reasons peaked in September due to the unexpected delay in opening the new operating theatres
and implementing the new operating timetable.
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LOS

Performance

The Trust has a target to reduce the number of ‘super-stranded’ patients ( those staying over 21 days) by 25% during 2018/19 and by a
further 15% in 2019/20, to an average of 57 beds occupied by patients with a length of stay of over 21 days.
The challenging position in September had continued into October, with the Trust seeing persistently high numbers of patients over 21 days.
Partners are responding well to escalation of specific cases, but the ongoing issues with pathways out of hospital that are not responsive
when a patient becomes medically fit for discharge remain. The A&E delivery board is continuing to monitor this metric and review the
interventions put in place to reduce the number of super-stranded patients.
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Dementia Assessment and Referral

Performance

The November 2017 update to the Single Oversight Framework added dementia assessment to the list of operational indicators that
determine a Trust’s performance segment. The performance assessment by NHSI is based on quarterly performance and the
performance threshold is 90% for all three indicators. The Trust achieved the 90% in all four quarters of financial year 2017/18. This
detailed report is included for information and reporting against this target will be provided on a monthly basis for 2018/19. Due to
the time taken to complete the audit process, data is always 1 month in arrears.
All dementia indicators were achieved in Aug 2019.
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Agenda Item 9.2

Finance Presentation
FY19-20

Draft Report for Month 6
Executive Summary
The Trust delivered the Control Total for Quarter 2 2019/20 and therefore gained access to the Provider Sustainability Funding (PSF)
The phasing of the plan (see slide 3) has many of the stretch CIPs delivering in Q3/Q4 and therefore the Trust should be delivering
(or preferably exceeding) plan in Q1/Q2
Month 6 was exceptionally challenging, and the Control Total was only achieved through use of non-recurrent gains (CNST, 18/19
accruals). Significant overperformance on non-elective activity, driving high costs, elective income behind plan.
Medical agency is driving a significant medical pay pressure (offset in part by vacancies in other pay groups), in month specific
pressure from Medical Pay Inflation.
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Run rate charts (excludes DH Revenue Grant for 2018/19)

In Month Surplus / Deficit

£000s

Cumulative Surplus / Deficit
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2019-20 Plan

FT Submitted FY19-20 Plan

Error finally adjusted, challenging CIPs

18-19 Plan
APRIL POSITION
As the Trust has delivered the Control Total in 17/18, it is permitted to reduce the Control Total
requirement for 18/19 by £1.7m (from a £17.3m surplus to a £15.6m surplus)
Deficit

-12.9

-3.5

£9.4m CIP Programme

3.8

15.6

DH Rev Grant
£7.3m

S&T Funds
£11.8m*

* Comprised of £8.4m for Trust delivery and £3.4m for STP delivery

I&E Phasing In Month
In Month
£000s
Core Ytd Core
PSF
April
-1,162
-1,162
337
May
103
-1,060
337
June
-746
-1,806
337
July
1,002
-804
449
August
64
-740
449
September
-261
-1,002
450
October
1,845
843
674
November
526
1,369
674
December
444
1,813
673
January
1,679
3,492
786
February
-408
3,083
786
March
1,673
4,756
786

Ytd PSF YTD Plan
337
-825
674
-386
1,011
-795
1,460
656
1,909
1,169
2,359
1,358
3,033
3,876
3,707
5,076
4,380
6,193
5,166
8,658
5,952
9,035
6,738
11,494

19-20 Plan
MAY POSITION
The Trust has a significant CIP programme, but by signing up to CT has gained access to MRET
(guaranteed) and PSF (contingent on performance).

The Trust has now received confirmation (and amended financial forms) of the
reduction in the Control Total from £19.2m to £11.1m. As part of the change,
the Trust has agreed to overperform by £0.4m in 2019/20.

Deficit

-14.5

-1.4

£13.1m CIP Programme

MRET (Central)
£6.1m

4.8

11.5

PSF Funds
£6.7m*

* Split between Trust & STP delivery under discussion, c£1.4m may be dependent on STP

9.2 Finance Report.doc

The phasing of the plan (see above) gives the Trust time to embed CIP changes,
but with £10m of the £11.5m surplus being delivered in the last six months, it
will be important for the Trust to maintain focus on existing and forthcoming
CIP delivery in the “easier” first six months
Subsequent to the submission of the plan, the Trust has been notified of an
additional £0.548m PSF relating to 18/19. Due to the late notification, this
needs to be recognised in 2019/20. The Trust’s surplus target has been
adjusted accordingly to £12.042m
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Plan & Control Total delivered

Fin Year
2017/18
Actual
Full Year
£000s

Fin Year
2018/19
Actual
Full Year
£000s

Fin Year
2019/20
Budget
Full Year
£000s

NHS Clinical Income - Contract
Pay Award Funding
Other Income (T&E, Secondment, RTA)
Total Income

283,064

333,796

164,954

161,183

3,771

27,617

25,986

1,631

24,052
307,116

297,593
2,833
26,001
326,427

23,384
357,180

11,304
176,258

11,812
172,995

-508
3,263

1,913
29,530

1,876
27,862

37
1,668

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

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

42,215
36,832
82,892
24,634
27,002
5,987
219,563

44,528
35,763
87,177
27,240
29,208
6,897
230,814

22,263
17,765
43,367
13,598
14,609
3,453
115,054

22,352
19,809
43,576
13,005
14,061
3,226
116,030

89
2,044
210
-593
-548
-227
976

3,987
2,926
7,242
2,232
2,433
518
19,339

3,961
3,112
7,181
2,094
2,421
529
19,298

-26
185
-62
-138
-12
11
-41

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

27,476
25,307
47,563
0
100,345

29,295
26,814
51,067
0
107,176

32,697
26,469
52,245
0
111,411

16,344
13,350
27,541
0
57,236

14,415
12,604
26,142
0
53,161

-1,929
-746
-1,400
0
-4,074

2,724
2,292
4,747
0
9,763

2,425
1,947
3,828
0
8,201

-299
-345
-919
0
-1,563

3,747

-312

14,955

3,968

3,803

165

428

364

64

Non Operational

13,101

13,260

15,294

7,516

7,209

-307

1,246

1,131

-115

Trading Position
MRET / Readmissions Gainshare
PSF Funding
Revenue Allocation
Non-Recurrent
PSF STP Funding
Total Operating Surplus/Deficit (-)

-9,354
4,555
13,313
4,500
2,355
0
15,369

-13,572
6,343
18,363
7,300
3,390
808
22,631

-338
4,776
7,286

-3,547
2,388
2,907

-3,405
2,388
2,482

-142
0
-425

-818
398
450

-768
398
369

-50
0
-81

318

159

159

12,042

1,907

1,624

283

159
0
189

159
0
158

0
0
31

INCOME & EXPENDITURE ACCOUNT

EBITDA

9.2 Finance Report.doc

Fin Year Fin Year Fin Year In Month In Month In Month
2019/20 2019/20 2019/20 2019/20 2019/20 2019/20
Budget
Actual Variance
Budget
Actual Variance
YTD
YTD
YTD
£000s
£000s
£000s
£000s
£000s
£000s
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Key Activity Metrics – Reduced Elective Activity causing financial pressures
Category
ELECTIVE INPATIENTS
All Elective Surgery (excl Gynaecology)
All Elective Medicine
All Elective Womens & Children
All Elective Clinical Support Services
NON-ELECTIVE INPATIENTS (excl well babies)
All Non-Elective Surgery
All Non-Elective Medicine
All Non-Elective Womens & Children (excl *)
All Non-Elective Clinical Support Services
Number of Births*
Consultant First Outpatient Attendances
Consultant Subsequent Outpatient Attendances
A&E Attendances
Elective Inpatient per Working Day
All Elective Surgery (excl Gynaecology)
All Elective Medicine
All Elective Womens & Children
All Elective Clinical Support Services
Non-Elective Inpatient per Calendar Day
All Non-Elective Surgery
All Non-Elective Medicine
All Non-Elective Womens & Children (excl *)
All Non-Elective Clinical Support Services
Consultant First Outpatient Attendances per WD
Consultant FU Outpatient Attendances per WD
A&E Attendances per Calendar Day

Apr-18 May-18
3,499
3,658
2,234
2,340
769
785
216
228
280
305
5,487
5,914
818
888
2,168
2,202
2,499
2,823
2
1
382
480
9,418 10,296
17,830 18,481
8,477
9,241
175
112
38
11
14
183
27
72
83
0
471
892
283

174
111
37
11
15
191
29
71
91
0
490
880
298

Jun-18
3,824
2,392
908
214
310
5,543
824
2,128
2,589
2
433
9,433
17,371
9,178
182
114
43
10
15
185
27
71
86
0
449
827
306

Jul-18 Aug-18
3,791
3,573
2,382
2,228
845
789
224
230
340
326
6,374
5,735
912
888
2,184
2,219
3,275
2,628
3
0
459
475
10,005
9,244
18,062 17,529
9,665
8,605
172
108
38
10
15
206
29
70
106
0
455
821
312

162
101
36
10
15
185
29
72
85
0
420
797
278

Sep-18
3,473
2,228
746
219
280
5,689
862
2,148
2,675
4
0
9,116
16,604
8,815
174
111
37
11
14
190
29
72
89
0
456
830
294

Oct-18 Nov-18
3,888
3,974
2,375
2,500
963
935
230
201
320
338
6,438
6,214
950
844
2,296
2,384
3,189
2,984
3
2
445
0
11,193 11,212
19,449 19,255
8,868
9,323
169
103
42
10
14
208
31
74
103
0
487
846
286

181
114
43
9
15
207
28
79
99
0
510
875
311

Dec-18
3,447
2,122
835
223
267
6,011
834
2,298
2,875
4
427
9,346
15,684
8,933

Jan-19
3,909
2,379
972
218
340
6,790
900
2,550
3,339
1
414
11,101
19,469
9,177

Feb-19
3,672
2,346
826
195
305
5,709
805
2,300
2,604
0
374
10,297
18,227
8,290

Mar-19
3,766
2,342
905
214
305
6,649
915
2,480
3,254
0
432
10,767
18,659
9,491

Apr-19
3,694
2,233
919
225
317
6,177
862
2,469
2,846
1
422
10,082
18,368
9,051

May-19
3,774
2,249
984
207
334
6,313
935
2,518
2,860
6
440
10,955
18,387
9,127

Jun-19
3,635
2,178
1,001
205
251
5,968
906
2,356
2,706
4
448
10,082
18,366
9,083

Jul-19
4,040
2,470
1,040
206
324
6,376
1,006
2,474
2,896
3
465
10,706
20,897
9,435

Aug-19
3,532
1,963
1,071
190
308
6,177
1,030
2,440
2,707
5
0
10,521
17,183
8,834

Sep-19
3,544
2,078
986
185
295
5,989
919
2,298
2,772
4
0
11,116
18,130
8,884

181
112
44
12
14
194
27
74
93
0
492
825
288

178
108
44
10
15
219
29
82
108
0
505
885
296

184
117
41
10
15
204
29
82
93
0
515
911
296

179
112
43
10
15
214
30
80
105
0
513
889
306

185
112
46
11
16
206
29
82
95
0
504
918
302

180
107
47
10
16
204
30
81
92
0
522
876
294

182
109
50
10
13
199
30
79
90
0
504
918
303

176
107
45
9
14
206
32
80
93
0
465
909
304

168
93
51
9
15
199
33
79
87
0
501
818
285

169
99
47
9
14
200
31
77
92
0
529
863
296

Source: Summary Activity Count produced by Information Department
Note: This slide does not account for casemix (i.e. the tariff for a Surgical elective inpatient can range from £189 to £25,319)
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Contract Income

POD Breakdown

CQUIN blocked with Luton and Bedfordshire
Monthly Phasing

Category £000s
Admitted Patients - Elective
Admitted Patients - DC
Admitted Patients - Non PbR - Elective
Admitted Patients - Non PbR - DC
Admitted Patients - Non PbR - Non-Elective 1+LOS
Emergency EMRET/READ
Maternity Payment Pathway
Outpatients - First
Outpatients - Follow Ups
Outpatient - Multi-professional 1sts
Outpatient - Multi-professional FU
Outpatient Procedures
A&E
UB IMAGING
Direct Access (PbR)
Same Day Chemo
Breast Screening
Critical Care
Admitted Patients - Non PbR - Non-Elective 0LOS
Admitted Patients - Non Elective 0LOS
Admitted Patients - Non Elective 1+LOS
Direct Access
Non-Prebooked outpatients
Outpatient non Face-to-Face
Outpatients - Non PbR
OPYOC
OPTEL
Pre-assessment
Onestop
Other Services
DRUGS
CQUIN
Other
MRET / Readmissions Central
Contract Income Provision
Total
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Annual Plan
22,187
24,292
1,013
108
1,647
-9,455
11,706
12,727
13,956
808
1,036
12,199
18,419
3,976
2,204
1,073
3,969
17,063
1,618
14,139
111,509
5,175
56
0
4,413
0
336
1,478
2,414
20,924
23,713
3,507
2
6,183
-600
333,796

Ytd Plan
10,493
11,679
475
54
819
-4,728
5,853
6,313
6,923
401
514
6,052
9,209
1,972
1,093
532
1,969
8,356
803
7,069
55,754
2,567
28
0
2,189
0
167
733
1,198
10,455
11,764
1,753
3,092
-598
164,954

Ytd Actual
9,273
11,616
231
30
517
-4,514
5,740
6,685
6,549
738
663
5,840
10,497
2,177
940
622
2,165
8,417
713
7,090
55,919
2,506
34
203
2,146
0
0
712
840
8,309
9,913
1,734
389
3,092
-600
161,183

Variance
-1,221
-62
-244
-23
-302
213
-113
372
-374
337
150
-212
1,287
204
-153
89
196
61
-90
20
165
-62
6
203
-43
0
-167
-21
-357
-2,146
-1,851
-19
389
0
-2
-3,771

M1
1,674
1,860
76
9
131
-788
959
1,002
1,099
64
82
961
1,510
313
174
84
313
1,331
128
1,159
9,140
408
4
0
348
0
26
116
190
1,709
1,868
292
0
515
-100
26,656

M2
1,761
1,955
80
9
137
-788
991
1,052
1,154
67
86
1,009
1,560
329
182
89
328
1,436
134
1,198
9,445
428
5
0
365
0
28
122
200
1,768
1,961
292
0
515
-100
27,797

M3
1,601
1,807
72
9
131
-788
959
1,002
1,099
64
82
961
1,510
313
174
84
313
1,356
128
1,159
9,140
408
4
0
348
0
26
116
190
1,709
1,868
292
0
515
-100
26,550

M4
1,863
2,093
84
10
146
-788
991
1,152
1,264
73
94
1,105
1,560
360
200
97
359
1,407
146
1,198
9,445
469
5
0
400
0
30
134
219
1,783
2,147
292
0
515
-100
28,751

M5
1,688
1,902
76
9
137
-788
991
1,052
1,154
67
86
1,009
1,560
329
182
89
328
1,351
134
1,198
9,445
428
5
0
365
0
28
122
200
1,768
1,961
292
0
515
-100
27,582

M6
1,908
2,062
88
9
136
-788
959
1,052
1,154
67
86
1,009
1,510
329
182
89
328
1,475
134
1,159
9,140
428
5
0
365
0
28
122
200
1,717
1,960
292
0
515
-100
27,617

M7
2,101
2,266
97
10
146
-788
991
1,152
1,264
73
94
1,105
1,560
360
200
97
359
1,422
146
1,198
9,445
469
5
0
400
0
30
134
219
1,783
2,147
292
0
515
0
29,290

M8
1,926
2,075
89
9
136
-788
959
1,052
1,154
67
86
1,009
1,510
329
182
89
328
1,411
134
1,159
9,140
428
5
0
365
0
28
122
200
1,717
1,960
292
0
515
0
27,686

M9
1,820
1,966
84
9
133
-788
991
1,002
1,099
64
82
961
1,560
313
174
84
313
1,568
128
1,198
9,445
408
4
0
348
0
26
116
190
1,761
1,868
292
0
515
0
27,733

M10
2,013
2,170
93
9
142
-788
991
1,102
1,209
70
90
1,057
1,560
344
191
93
344
1,493
140
1,198
9,445
448
5
0
382
0
29
128
209
1,776
2,054
292
0
515
0
28,804

M11
1,820
1,966
84
9
130
-788
928
1,002
1,099
64
82
961
1,459
313
174
84
313
1,336
127
1,120
8,835
408
4
0
348
0
26
116
190
1,658
1,867
292
0
515
0
26,542

M12
2,013
2,170
93
9
142
-788
991
1,102
1,209
70
90
1,057
1,560
344
191
93
344
1,477
140
1,198
9,445
448
5
0
382
0
29
128
209
1,776
2,054
292
0
515
0
28,788

Total
22,187
24,292
1,013
108
1,647
-9,455
11,706
12,727
13,956
808
1,036
12,199
18,419
3,976
2,204
1,073
3,969
17,063
1,618
14,139
111,509
5,175
56
0
4,413
0
336
1,478
2,414
20,924
23,713
3,507
2
6,183
-600
333,796
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Staff utilised in month grew significantly for first time this year
Q1
Admin/Estates
704
WD Clk/Support
401
HCA
529
Consultant
227
Medical non-Cons
372
N&M
1,331
Learner
4
Therapy/Technical
339
Healthcare Scientists 192
Other
3
Staff Employed
4,102
Made up of:
Permanent Staff
3,450
Locum / Bank
496
Agency
156
Budget

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

2016
Q2
757
214
594
260
396
1,422
3
347
207
3
4,202

Q3
737
220
571
263
407
1,435
3
359
211
3
4,210

Q4
749
220
555
257
404
1,423
6
368
185
3
4,171

2017
Q1
764
227
560
270
402
1,446
6
370
198
3
4,246

Q2
777
220
569
272
440
1,456
4
376
204
3
4,321

Q3
791
224
551
281
444
1,541
7
385
202
3
4,429

Q4
800
228
572
289
447
1,571
10
392
199
3
4,511

Apr
815
230
567
286
452
1,561
10
391
215
3
4,529

May
810
228
559
288
445
1,565
10
397
226
3
4,530

2018
Jun
797
220
578
285
459
1,562
10
396
221
3
4,532

Jul
831
238
621
292
469
1,531
10
400
227
3
4,621

Aug
842
240
621
291
447
1,546
5
406
216
3
4,616

Sep
831
235
621
287
419
1,546
5
413
214
3
4,575

Oct
833
234
611
291
471
1,577
5
423
215
3
4,665

Nov
851
244
610
297
434
1,608
5
423
217
2
4,690

Dec
852
243
614
290
422
1,582
4
421
208
3
4,638

2019
Jan
844
242
603
300
458
1,609
7
430
200
3
4,695

Feb
856
241
626
293
469
1,625
7
425
202
3
4,747

Mar
865
243
632
300
502
1,650
7
430
211
3
4,844

Apr
860
249
637
309
476
1,606
7
435
203
3
4,784

May
860
258
623
299
466
1,632
7
440
208
3
4,796

Jun
848
257
637
302
491
1,623
5
432
205
2
4,803

Jul
866
260
633
300
482
1,607
4
433
215
3
4,804

Aug
860
257
669
289
473
1,611
3
428
200
3
4,794

Sep
870
264
664
310
500
1,615
3
436
192
3
4,857

3,503 3,413 3,440 3,486 3,500
486 395 507 456 537
153 144 136 145 165
4,127 4,127

3,541
520
149
4,127

3,548
499
124
4,127

3,595
531
120
4,164

3,650
552
119
4,127

3,750
550
129
4,127

3,772
614
124
4,127

3,764
623
142
4,482

3,772
617
141
4,483

3,763
614
154
4,476

3,806
670
145
4,495

3,774
690
152
4,501

3,797
640
138
4,520

3,835
678
153
4,482

3,878
663
149
4,473

3,877
515
118
4,466

3,895
529
138
4,485

3,903
584
114
4,485

3,916
619
154
4,483

3,908
594
133
4,799

3,942
586
121
4,799

3,932
587
137
4,799

3,935
597
122
4,799

3,958
586
105
4,799

3,988
606
111
4,799

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

Q1
744
206
558
251
367
1,416
7
352
185
3
4,088

Total Staff Employed
5,000
4,800
4,600
4,400

Staff Employed

4,200

Permanent Staff

4,000

Budget

3,800
3,600
3,400
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

*Q3 Drop in 2015 is Engie
** Locum / bank has been normalised for 4/5 week months to show consistency month on month
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Agency Spend

£000s

Deterioration in month, see agency paper for further narrative and action plan

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

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

18/19
Cumm. Actual
1,384
2,655
4,090
5,472
6,946
8,290
9,661
11,160
12,341
13,852
14,946
16,322

19/20
Mthly Plan
1,118
1,054
1,077
1,040
1,167
1,006
973
1,013
751
1,138
908
1,006

Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Total

Medics
566
513
542
594
695
557
571
602
376
680
508
576
6,780

Nursing
446
440
450
359
388
374
344
352
317
400
342
371
4,582

Plan
Other Clin
93
99
82
85
81
74
56
56
56
56
56
56
852
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19/20
Mthly Actual
1,440
1,292
1,548
1,307
1,168
1,394

A&C
12
2
2
2
2
2
2
2
2
2
2
2
36

19/20
19/20
Cumm. Plan Cumm. Actual
1,118
1,440
2,172
2,732
3,248
4,281
4,288
5,588
5,455
6,755
6,461
8,150
7,435
8,447
9,198
10,337
11,245
12,250

Total
1,118
1,054
1,077
1,040
1,167
1,006
973
1,013
751
1,138
908
1,006
12,250

19/20
Division
Surgery
Surgery
Medicine
Medicine
Medicine
Medicine
Medicine
Medicine
W&C
DTO
Other
Total

Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Total

Medical Agency
Service Line
Anaesthetics
Other
General Medicine
ED
Cardiology
Dermatology
Respiratory
Other
Total
Pathology
Other

£000s
Spend
219
247
1,856
620
353
272
214
630
267
517
12
5,207

Actual
Medics
964
753
1,025
824
718
923

Nursing
350
393
384
310
317
348

Other Clin
117
137
137
172
113
103

A&C
10
9
2
1
20
20

5,207

2,102

779

62

Total
1,440
1,292
1,548
1,307
1,168
1,394
0
0
0
0
0
0
8,150
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Efficiencies
NHSI Reporting

Pay/Non Pay

Corporate Non Pay

Non pay

Corporate Pay

Pay (WTE reductions)

DTO Pay

Pay (WTE reductions)

DTO Non Pay

Non pay

Med Ed Non Pay

Non pay

Med Ed Pay

Pay (WTE reductions)

Medicine Pay

Pay (Skill mix)

Medicine Non Pay

Non pay

Operational Services Non Pay

Non pay

Operational Services Pay

Pay (WTE reductions)

Surgical Pay

Pay (Skill mix)

Surgical Non-Pay

Non pay

W&C Pay

Pay (WTE reductions)

Marginal gain on Population growth

Pay (WTE reductions)

Marginal gain on Population growth

Non pay

Divisional stretch / Model Hospital / GIRFT Pay (Skill mix)
Divisional stretch / Model Hospital / GIRFT Non pay

Planned CIP 19/20
CIP Mitigation
CIP Mitigation
Additional CIPs
Revised CIP Total 19/20
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Pay (WTE reductions)

Non Pay

£000s
Plan
199
104
879
90
7
65
2,233
429
860
15
1,095
200
84
2,188
1,133
1,732
1,758
13,072

Apr
Plan
14
13
123
7
1
5
193
36
62
1
85
23
7
189
94
16
45
915

Apr
Actual
10
12
78
7
0
1
80
20
11
0
83
23
5
96
6
55
45
533

100
204
304

0
17
17

13,376

932

May
Plan

May
Actual

Jun
Plan

Jun
Actual

Jul
Plan

Jul
Actual

Aug
Plan

Aug
Actual

Sep
Plan

Sep
Actual

Total
Plan

14
19
114
7
1
5
193
36
56
1
88
30
7
181
94
7
47
901

5
18
70
5
0
1
80
20
5
0
86
31
5
88
3
72
47
535

14
19
66
7
1
5
193
36
63
1
81
14
7
181
94
7
29
819

4
11
35
7
0
2
73
20
16
0
79
11
4
83
17
44
40
446

14
6
73
7
1
5
193
36
75
1
79
14
7
181
94
22
29
838

9
1
36
7
9
3
72
23
14
1
77
46
4
85
-1
58
-10
435

14
6
63
7
1
5
183
36
78
1
129
14
7
181
94
22
29
870

6
5
27
7
4
1
62
20
12
0
126
27
4
88
4
-16
-10
368

14
6
63
7
1
5
183
36
78
1
115
14
7
181
94
45
29
879

3
5
12
7
3
5
56
21
19
0
113
4
7
88
5
42
-10
380

68
64
439
37
3
27
955
179
333
6
462
96
35
912
472
75
178
4,342

Total
Actual
36
52
259
42
16
13
423
123
77
1
564
142
29
529
35
255
101
2,697

8
0
8

0
17
17

14
0
14

0
17
17

40
0
40

0
17
17

14
0
14

0
17
17

31
0
31

0
17
17

36
31
67

0
85
85

143
31
174

540

918

549

836

486

855

449

887

399

896

447

4,427

2,871

9
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Statement of Financial Position

Statement of Financial Position
For the period ended 30 Sept 2019
Non-Current Assets
Property, plant and equipment
Trade and other receivables
Other assets
Total non-current assets

136,504
2,927
2,287
141,718

143,806
2,628
2,214
148,648

3,733
44,957
34,766
83,456

3,729
36,710
34,223
74,662

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

-30,802
-1,668
-407
-597
-33,474

-27,770
-1,714
-375
-573
-30,431

Total assets less current liabilities

191,700

192,879

Non-current liabilities
Borrowings
Provisions
Total non-current liabilities

-27,198
-404
-27,602

-26,787
-370
-27,157

Total assets employed

164,098

165,721

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

68,616
11,913
83,569
164,098

68,616
11,913
85,192
165,721

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

9.2 Finance Report.doc

Closing
Closing
31 Mar 2019 30 Sep 2019
£000s
£000s
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CAPITAL PLAN

Report for Month 6
Having been asked to agree a reduction from the original NHSI April submission, the Trust has now been told it can
spend the original NHSI plan. This delay has caused some slippage, but the Trust is now planning to spend £45.5m.
There has been spend of £11.7m year to date against a revised plan.

9.2 Finance Report.doc
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Capital
CapEx £m
Actual Actual M12 'Indicative'
Simplified
FY17/18 FY18/19 FY19/20
BAU
Medical Equipment
2.1
2.9
3.0
BAU Estate ( incl backlog )
2.4
1.8
5.0
BAU IT
2.8
0.7
1.2
BAU CapEx
7.3
5.4
9.2
Schemes
MRI
0.6
3.8
0.2
Imaging Corridor Works
1.9
Electrical Infrastructure (inc generators)
0.1
1.5
8.4
Decontamination & Endoscopy Rooms
0.4
2.0
0.5
Acute Services Block ( locally funded )
0.0
2.0
Critical Care Block
1.5
Enabling Schemes (inc. facilities re-provision)
2.6
Lifts / Helipad Enabling/ Ward 10/11/12
0.0
Ground floor imaging / switch room/ 3rd CT*
0.1
Energy Centre Building
0.0
1.4
Energy Conservation Measures
0.0
1.4
Anticipated slippage
-0.6
Car Parking Strategy
0.0
0.3
Pathology Joint Venture
0.6
3.6
PAS
0.0
0.1
IT Enabling Works
0.0
0.0
STP Portal
1.0
CT SPECT
0.9
0.1
NHS Winter Scheme (inc Theatre G & H)
3.0
4.7
CEO Patient Management App
0.1
0.2
Slippage on FY18/19 plan
1.7
Dunstable Road House
0.3
0.1
Beds Contract
0.8
0.5
Other
2.4
3.9
0.6
Main Schemes
3.5
17.0
32.2
GDE
0.4
2.8
4.1
Total
11.2
25.1
45.5
Less Transfer to Deferred Asset
-1.3
Total Capital Spend
23.8
45.5

9.2 Finance Report.doc

Actual
FY19/20

FY20/21

FY21/22

FY22/23

FY23/24

0.3
0.4
0.1
0.7

3.0
3.0
1.0
7.0

3.0
5.0
1.0
9.0

3.0
5.0
1.0
9.0

3.0
5.0
1.0
9.0

0.1
0.0
2.5
0.2
0.0
0.0
0.0
0.0
0.0
0.0
0.1
0.0
0.0
0.7
0.0
0.0
0.0
0.1
3.3
0.0
0.7
0.0
0.5
0.3
8.8
2.2
11.7
11.7

0.9
13.2
18.5
4.0
0.0
0.0
11.9
4.6
0.6
3.5
2.5
4.0
0.0

31.9
0.0
1.4
1.0
1.0
3.4
3.0

36.1
0.0
1.4

5.7
0.0
1.3

0.0

0.0

0.0

4.0

Project
Total

4.5
1.9
10.9
2.9
89.0
20.0
10.7
1.0
1.1
16.6
9.0
0.0
3.8
4.2
2.6
8.0
1.0
1.0
7.8
0.3
0.3
1.3

63.7
3.0
73.7

45.6

37.5

7.0

54.6

46.5

16.0

73.7

54.6

46.5

16.0

10.3
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Agenda Item: 9.3

Workforce
November 2019
(Reporting August / September 2019 Data)

9.3 workforce Report November 2019.pptx
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WORKFORCE BALANCED SCORECARD

Reporting Period: August / September 2019

RECRUITMENT COMMENTARY
Nurse Recruitment - 34 nurses started in post between July and September of which 10 were registered with the NMC and 24 with registration pending.
12 bank nurses also started in post during this period. 20 band 5 nurses left the Trust during thisperiod. The Trust continues with both local recruitment as
well as overseas recruitment for registered nurses. Recruitment Days for HCA’s will continue on a monthly basis. The schedule of recruitment events for
2020 is being reviewed to align with activity at Bedford Hospital in light of the pending merger.
International Recruitment – The Trust is continuing with regular Skype interview campaigns for Non-EU qualified nurses. There are currently 182
overseas nurses in the pipeline who have passed their IELTS/OET and are now progressing through the various stages of the NMC process. Throughout
this period 24 overseas nurses arrived at the Trust. 34 overseas nurses passed their OSCE exam and gained their NMC registration.
A further 27 overseas nurses are scheduled to arrive on 2nd October 2019. The remaining 24 nurses will sit their OSCE exam during the next two months.
Dates for OSCE exams are limited due to high volume of overseas candidates throughout the country. Further Skype interviews are planned each month.
HCA Recruitment - The Trust continues with regular recruitment campaigns for both permanent and bank positions to try to reduce vacancies and provide
an effective bank resource. There have been 31 substantive HCA starters and a further 32 HCA’s joined the bank during this period. 15 substantive HCA’s
have left the Trust during this period. The next planned Open Day is scheduled for 17th October 2019.
*Please
note theReport
2019/20November
budgeted establishment
9.3
workforce
2019.pptx is reflected in the figures. The overall establishment increased by 131 which included an increase
resulting increased vacancy rates.

of 46 WTE to Nursing and Midwifery
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STAFF IN POST WTE BY DIVISION

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

§ The Trust’s overall Staff in Post (SIP) by Whole Time Equivalent (WTE)
continues to increase. With an increase of 1.96% since April 2019 and 3.99%
over the past 12 months. Increases since April result from additional admin
and clerical appointments, Nurses, HCA’s and filling medical vacancies .
§ There are currently 132 WTE band 5 Nursing vacancies across the Trust, of
which 42 WTE are filled by international pre-registration nurses leaving a true
vacancy position of 90 WTE. There are 206 band 5 Nurses currently going
through the recruitment process – 182 are international Pre-Registration
Nurses and 24 have been recruited through local campaigns.
§ Currently there are 99.6 WTE vacancies for band 2 Healthcare Assistants
(HCA) with 37 currently going through the recruitment process due to
commence between October and December. This leaves a shortfall of 62.6
WTE. We continue with high levels of recruitment activity and investigating a
peak of 15 leavers in September.
Medical Recruitment
Between July and September 2019 five AACs took place and six Consultant appointments have been made (1- Haematology, 1- Anaesthetics: IC, 2Emergency Medicine, 1-Urogynaecology, 1-NICU). Seven AACs were cancelled due to no applications or no one was suitable to short list.
Between October and December seven AAC’s are scheduled for the following specialties: Sexual Health, Respiratory, Elderly, Cardiology, Stroke,
Orthogeriatrics and ENT.
New Starters
9.3 workforce Report November 2019.pptx
Between July and September 2019 - 12 new substantive Consultants started in post - 2- A&E, 2-Gastro, 7- Anaesthetics, 1- Breast.
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TURNOVER

TURNOVER COMMENTARY
The Trust’s overall turnover rate is 14.88% for the reporting year ending 30th September 2019. This is a
slight increase in month from August 2019 (14.69%) but a decrease when compared to September
2018 (16.55%). Overall turnover is below the EoE Q1 average of 15.04%.
Whilst there is an overall downward trend in turnover, a number of the smaller staff groups have
increased beyond the standard monthly variation. Estates and Ancillary have of only 101 WTE
employees in post and 20.1 WTE leavers over the year. The September peak in this staff group is
driven by 4 Sterile Service Technicians leaving (1 health reasons and 3 for other public sector jobs) .
Healthcare Scientists have only 98WTE employees in post with 22 leavers over the year. Medical and
Dental staff group have had 55 leavers over the year due to retirement and voluntary reasons – with
38.18% due to relocation and 9.09% retirement.
Nursing and Midwifery turnover for September 2019 is 13.58 % which is a decrease of 2.81% when
compared to September 2018. Top reasons for leaving for Nursing and Midwifery are Relocation
30.41%, Work Life Balance 18.55%, Retirement 10.30% and Promotion 6.70%. A self-rostering
scheme is to be trialed on the Coronary Care Unit (CCU) to see if this improved work life balance and
leads to better retention rates.

* Turnover figures above do not include Junior Doctors.

Not including Junior Doctors at end of their contract - there were a total of 176 leavers between July

9.3 workforce
Report November 2019.pptx
and September 2019 – top known reasons for leaving were: Relocation – 23.29%, Work Life Balance –
12.50%, Retirement – 6.81%, Promotion – 6.25% and Health – 4.54%.
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SICKNESS ABSENCE

SICKNESS ABSENCE COMMENTARY
The monthly average for August 2019 (3.57%) is higher than for June 2019 (3.35%) and is above the Trust target of 3.32%. The Trust’s overall average for the year ending
31st August 2019 is 3.43%. This is slightly above the Trust target and the same period last year (3.35%) but is lower than EOE Q1 Average of 3.70% and the NHS
National median of 3.9%, which places the Trust in the lowest quartile for absence rates.
There were 608 employees with a BS over 150 at the end of September 2019, which was an increase from the previous month (596). The breakdown of sickness
categories was 65.7% short term sickness; 27.9% short term due to underlying health issues; 4.6% long term sickness; 1.64% pregnancy related sickness.
Formal Stage 2 meetings were held with 431 of these employees (ie 71%) – an increase from 67% in the previous month. A total of 68 of these Stage 2 meetings were held
in September 2019 (compared to 62 in August 2019).
A further 35 Stage 2 meetings were cancelled in September 2019 (compared to 30 in August 2019). The primary reason for cancelled Stage 2 meetings in the month was
due to the employee being off sick, with the next highest reason due to the Line Manager being on annual leave or unavailable.

9.3 workforce Report November 2019.pptx
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TRAINING COMPLIANCE BY DIVISION

* This figure relates to less than 2 people
** Training not required

*** Please note Core requires 2 hours training per
year and Specialist requires 4 hours per year.

TRAINING COMMENTARY
Statutory / Mandatory Training
The focus on mandatory training compliance continues with the Divisions. There has been a general improvement since January 2019. Induction compliance reduced
due to some individuals partially completing some sessions and arrangements have been made for them to complete the remaining sessions.
Conflict Resolution training compliance has increased by 2% during the September period. There has been a 2% increase for the Women’s and Children’s Division, as
managers continue their efforts to release their staff to complete the necessary e-learning or classroom training. There has been no significant change to training
compliance for the other core mandatory training topics. We continue to publicise course availability through the usual communication routes.
We are now receiving training completion notices for Trust employees who work elsewhere in the NHS. As part of our UK Core Skills Training Framework (CSTF)
alignment this provides us with the confidence that the completions meet the required standard and prevents duplication of training completion locally.
Appraisals
The overall appraisals’ compliance rate for the Trust has decreased by 1% during the September period. Appraisal reminders have been sent to all staff who have not
had an appraisal meeting in the last 12 months, with a list being provided to all Divisional Leads as part of our monthly review meetings.
We will continue to support our colleagues in Women’s and Children’s, ensuring that outstanding appraisals are completed in the coming months.

9.3 workforce Report November 2019.pptx
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Quality/Safety
Patient Experience
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Category of Paper

To ratify
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Clinical Outcome, Safety and Quality Committee on 24 July, 28
August, and 25 September 2019

Links to Strategic
Board Objectives

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

Links to
Regulations/
Outcomes/Extern
al Assessments

CQC
Internal Audit
HSE

Links to the Risk
Register

All clinical board level risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the findings and approval of the Clinical Outcome, Safety & Quality
committee meetings dated 24 July, 28 August and 25 September 2019
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview on matters addressed, including the following:
 Report on progress with the Quality Priorities 2019/20
 Report from Clinical Operational Board
 Statutory training and appraisals
 Internal Audits
 Risk register – risks assigned to the committee
ACTION REQUIRED
To note progress to date.
Public Meeting

Private Meeting
1
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CLINICAL OUTCOMES, SAFETY & QUALITY (COSQ) COMMITTEE REPORT
TO BOARD OF DIRECTORS
1. Introduction
This Report updates the Board of Directors regarding the matters discussed at the
Clinical Outcome, Safety and Quality meetings held on 24 July, 28 August and 25
September 2019. The Chair of COSQ, Alison Clarke, finished her term of office as a
NED at the end of July, and Annet Gamell assumed the role of Chair from the August
meeting onwards. The committee thanked Alison for the tremendous work that she
has undertaken particularly for her responsibilities as Chair of COSQ and her input to
the quality agenda at the L&D.
2. Governance
Quality Report and Performance Report - COSQ received and reviewed the Quality
and Performance Reports and were updated with regard to the indicators including
pressure ulcers, falls, mortality, cardiac arrest rates, infection control, cleaning,
complaints, patient experience, mortality and national performance targets.
The Chief Nurse noted that focussed work has taken place on identifying skin damage
early on in the hospital stay and a pilot is being considered for the use of an
alternative mattress in ED and EAU.
An increase in the number of falls was reported but root cause analysis did not identify
anything obvious as being the cause.
With regard to infection control, a week was identified in July whereby all staff were
asked to focus on ‘bare below the elbows’ and hand hygiene and challenge any
member of staff who they observed were not adhering to the criteria. The committee
was given assurance that this was a positive exercise with staff feeling comfortable to
have difficult conversations with colleagues.
The Deputy Chief Executive briefed the committee on the complex reporting process
for cancer targets, particularly in relation to shared breaches.
Length of stay – COSQ noted the data for patients staying over 21 days and noted
that the Trust is some way off in driving the numbers down, despite much focus by the
senior team in carrying out SitReps on the wards and weekly long length of stay board
rounds.
18 week Referral to Treatment - COSQ received monthly reports regarding the 18
week referral to treatment target, The Deputy Chief Executive explained that the
deterioration was due to a combination of theatres shutdown and the impact of the
pensions changes for consultants reducing in month capacity. An outsourcing
programme will commence in October, although it is unlikely that this will have the
intended impact due to concern that the waiting list is growing.
Clinical Correspondence – The committee received monthly updates on clinical
correspondence turnaround times. A slow improvement was noted, acknowledging
2
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that there has been significant reduction in backlogs in some areas.
Nursing Quality Dashboard – The nursing quality dashboard was received for
August and the high sickness in some areas was noted. Assurance was given that
sickness absence was being closely monitored and managed.
3. Clinical Outcome and Patient Safety
Serious Incidents – COSQ received reports giving an update on Serious Incidents
(SI) and Never Events. The Director of Quality and Safety Governance highlighted the
number of unclosed by CCG incidents and informed the committee that the risk team
are working with CCG colleagues to understand any further evidence they require to
ensure these are closed on the system. The committee discussed the Never Event
and the necessity to share the learning with staff.
Fractured Neck of Femur Mortality – The General Manager for Trauma and
Orthopaedics presented an update on the Fractured Neck of Femur position at the
August COSQ meeting. The committee noted that disappointingly, a letter has been
received from the National Hip Fracture database (NHFD) with regard to 2018 data
and raising an alert that the Trust is a potential outlier. Initial review has given a sense
that this latest alert is due to a data quality issue in relation to the scoring method used
by the NHFD which is different to HSMR which the Trust uses as a monitoring tool.
An audit is therefore taking place but changes of process are being embedded to
ensure that the data is captured correctly.
The first meeting of the Fractured Neck of Femur Programme Board has taken place
and the committee were assured that actions are in place to ensure improvements to
the service.
Infection Control – The Director of Infection Prevention and Control was in
attendance at the August meeting and discussed recommendations to control the
recent increase in cases of C.Difficile. The Executive team considered that the first
step would be a deep clean in ED and EAU and work commenced in September. The
committee noted that there has been no particular aspect or change in process which
has caused the increase in C.Difficile and discussed the impact from the usage of
antibiotics and noted that some work is taking place in this respect.
NHS Patient Safety Strategy – COSQ received and noted the Patient Safety Strategy
(July 2019) and a paper outlining a brief synopsis of the proposals.
Litigation Report – The Litigation Report for Quarter 1 was received and it was noted
that the highest claims are in obstetrics, maternity and A&E. A review is being
undertaken of the claims to identify the themes and trends and to form a more
triangulated approach going forward with PALs and Complaints.
NELA Risk-Adjusted Mortality Outcomes – The Deputy Chief Executive alerted
COSQ that a letter had been received from the National Emergency Laparotomy audit
stating that outcome data fell between 2 and 3 standard deviations from the expected
level of performance for a period 2017 – 2018. An urgent review of 19 cases has
been instigated.
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4. Patient Experience
The Patient Experience Report for Quarter 1 was received. The Chief Nurse noted
that the Divisions were given a challenge to achieve 90% complaints response rate
compliance by the end of August 2019. The September meeting informed the
committee that 88% had been achieved and the Divisions were congratulated for their
hard work.
COSQ received a summary of the published CQC results of the National Inpatient
Survey 2018 and noted the areas highlighted as scoring worse than other hospitals.
The underlying themes to these negative responses were communication and delayed
discharge.
A summary of the results of the 2017 Maternity Survey was received. The Chief
Nurse noted that there have been improvements in making midwifery teams more
accessible and several public engagement events have been held which have been
very positive and very well attended.
COSQ discussed feedback from the Annual Members meeting where concern had
been raised about the service of the care of the older person. The committee were
assured that there had been many initiatives and improvements in the service and it
was agreed that the Chief Nurse will provide a briefing to be circulated in the next
Ambassador magazine. There had also been a question with regard to DNAR
expectations, although the experience was not specifically related to the L&D. The
committee discussed the work that is taking place with partners in developing an end
of life strategy.
Patient Story – A patient was in attendance at the September meeting and shared his
experience which provided valuable input.
5. CQUIN
The committee received the CQUIN reports each month, including updates on the
Falls CQUIN. With regard to the CQUIN relating to Alcohol and Tobacco, it was noted
that health advisers are visiting wards supporting staff and having conversations with
patients, and providing nicotine replacements.
6. Report from Clinical Operational Board
Escalation reports from the Clinical Operational Board (COB) meetings were received.
The issues raised were discussed, awareness and actions were acknowledged.
7. Workforce Update
Statutory Training and Appraisals – The Training and Development reports
covering activity to 31 August 2019 were received and noted, together with detailed
reports showing mandatory training and appraisal compliance by Division. The
Director of HR highlighted a steady improvement on mandatory training, including
conflict resolution training. It was noted that a number of ‘no shows’ were due to
pressures in the hospital but staff have been asked to prioritise ILS training. The
training team meet monthly with Divisional Managers and individuals to offer support.
4
10 COSQ Report Jul Aug Sep.doc
Overall Page 236 of 269

Revalidation – COSQ received a briefing paper explaining the revalidation process
and giving assurance that there are no concerns. The committee agreed the content
of the report for Chief Executive sign-off.
Nursing and Midwifery Workforce - COSQ reviewed the monthly nursing workforce
reports and were encouraged that there has been a better fill rate over the summer
holiday period. Although recruitment of overseas nurses is positive, the national
concern with regard to application to adult nursing through Universities was noted and
the Chief Nurse gave an update on work that is taking place to mitigate this issue.
Nursing Establishment – The Chief Nurse reported that a bi-annual review of the
nursing establishment has been undertaken. The recommendations were noted.
8. Risk Register
The risks assigned to COSQ which were due for review were discussed and updated.
The risk with regard to the impact of the consultant national pension scheme remains
high on the agenda, with recognition of the decrease in performance together with the
effect that clinicians are discouraged from taking on leadership roles. Other risks
discussed included bed pressures, risk of medicine shortage due to Brexit, new risks
following a recent JAG accreditation visit to Endoscopy and clinic capacity at Mount
Vernon.
9. CQC
The committee received the CQC action plan update and position statements.
10. Gosport Report
COSQ received an assurance response to the Gosport Enquiry report. This was the
result of an independent investigation into the Gosport Memorial hospital whereby the
panel found evidence of opioid use without appropriate indication. The committee was
given assurance of mitigation against these issues happening at the L&D and agreed
the recommendations.
11. Safeguarding – Adults and Children
COSQ received and noted the Safeguarding Report for Quarter 1. The Chief Nurse
highlighted that the safeguarding team spend a large amount of time on section 42
reporting with safeguarding partners. A national review of PREVENT training has
highlighted that the Trust is not training enough staff, therefore plans are in place to
rectify this issue.
12. Audit
Internal Audit
Clinical Coding report - The Acting Manager Clinical Coding, and Director of IM&T,
attended the meeting in August and gave a further update on the recommendations
from the PWC report. It was noted that the implementation of Encoder Software is a
challenge to deliver. COSQ noted the findings.
A paper outlining the internal audit actions that remain outstanding as at September
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2019 was received and issues discussed. It was noted that PwC provide bi-annual
reports to the Audit and Risk Committee.
13. NHS Resolution CNST Maternity Incentive Scheme
The NHS Resolution CNST Maternity Incentive Scheme requires the Trust to selfcertify their progress against 10 ‘steps to safety’ standards and to submit a declaration
evidencing achievement of these standards. The Maternity team were in attendance
at the July meeting and presented the compliance report together with briefing
documents and supporting evidence for each standard. COSQ agreed to recommend
sign-off to the Board on 31 July 2019.
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PURPOSE OF THE PAPER/REPORT
To update the Board of Directors on the findings and approval from the Finance, Investment &
Performance Committees held September 2019 and verbal update from 30 October 2019
meeting.
SUMMARY/CURRENT ISSUES AND ACTION
This report highlights the issues and themes presented to FIP for the 25 September 2019 meeting.

ACTION REQUIRED
To note the Finance, Investment & Performance Committee Report from 25 September 2019 and
verbal update from 30 October 2019.
Public Meeting
Private Meeting

1
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FINANCE, INVESTMENT & PERFORMANCE COMMITTEE REPORT TO THE BOARD
This report reflects the matters considered at the Finance, Investment and Performance (FIP) Committee meetings on 25th September 2019.
Due to October’s FIP meeting close proximity to the Board meeting, the matters considered on October 30th will be subject to a verbal update.
The key focus of the FIP Committee is to conduct Board level review of financial and investment policy. The Committee reviews financial
performance issues and oversees overall performance against national and local targets.
This report highlights the issues and themes presented to FIP in September1 2019:
1) Trust and Divisional financial performance against the plan for the year to date 2019/20
2) Associated cost improvements, contracting issues, capital expenditure during 2019/20, cash-flow and associated FIP actions;
3) Investment decisions and review;
4) Other FIP matters.

1

Minutes to be considered for approval by the FIP Committee 30th October

2
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Key Finance Issues – 2019/20 Performance
In Month Surplus / Deficit

Cumulative Surplus / Deficit

Contract Income

1,500

14,000

30,000

1,000

12,000

29,000
28,000

10,000

500

8,000

19/20 Plan

26,000

19/20 Plan

19/20 Actuals

6,000

19/20 Actuals

25,000

19/20 Actuals

18/19 Actual

4,000

18/19 Actual

2,000

21,000

Pay

Agency Spend
19/20 Actuals other

1,400
19/20 Actuals nursing

1,200
19/20 Plan

18,000

19/20 Actuals

800

17,500

18/19 Actual

600

17,000

1,000
19/20 Actuals medical
18/19 Actual

400

30,000
19/20 Plan

20,000

19/20 Actuals

5,000
0

18/19 Actual

M12

M11

M9

M10

M8

M7

M5

M4

M3

18/19 Actual

400
200
0

Capital Spend
7,000
6,000

8,000

25,000

19/20 Actuals rec

8,000

10,000

35,000

10,000

19/20 Updated ceiling
+ 50%

12,000

40,000

19/20 Plan

800

Non-Pay

45,000

15,000

M2

M1

0

Cash

1,000
600

200

16,500

1,200

M12

18,500

1,400

M11

19,000

M9

1,600

M5

19,500

Efficiencies
1,600

M4

1,800

M3

20,000

M10

(2,000)

M8

0

(2,000)

22,000

M7

(1,500)

18/19 Actual

23,000

M6

(1,000)

24,000

M2

(500)

27,000

19/20 Plan

M1

0

M6

1.

19/20 Plan

6,000

19/20 Actuals

4,000

18/19 Actual

2,000

5,000
4,000
3,000
2,000

19/20 Plan
19/20 Actuals
18/19 Actual

1,000

0

0
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Area

Commentary

FIP Actions Noted

Income

The Trust reported income of £145.1m for M05 FY19/20 which is £1.6m behind plan (noting that the underrecovery on High Cost Drugs income is offset by an equivalent underspend on HCD expenditure). This
value does not include £1.99m of MRET/Readmissions gainshare nor the £2.1m of PSF that the Trust is
expecting to access for delivering its Control Total in Q2. FIP recognise that this income is significant in
contributing to the planned cumulative surplus for FY19/20 that would otherwise be a small deficit.
None not otherwise noted
At September's FIP meeting it was noted that over the full year the Trust might expect to lose a significant
amount of elective income (compared to plan) due to the impact of both the pension scheme taxation
issue and the prolonged extension to the new theatres opening.
For M05 FY19/20, spend was £1.5m favourable, but FIP have noted this with caution as a significant
proportion of the favourable variance relates to an underspend on High Cost Drugs that is offset by
equivalent under-recovery of income.

Despite the early signs of improvement,
medical pay continues to be subject to a
number of different actions. These include
a sustained effort on recruitment,
Expenditure
The main source of concern is that pay is overspent by £1.02m with a £1.97m overspend on medical pay
improved process control, revising agency
being offset by underspending in other pay categories. While this is driven by continuing high demand for
engagement models and ensuring
non-elective services, a significant number of vacancies within Medicine's junior doctor establishment is
Executive sign off of all significant
causing high levels of agency spend with work continuing to ensure all booking processes are robust and
transactions.
controlled.
At M05 the Trust reported a £1.5m surplus position compared to a planned surplus of £1.7m. The variance
Surplus/ Deficit is due to the STP not reaching the Control Total and hence impacting on STP PSF. This was after accessing None not otherwise noted
£2.1m of PSF.
The Committee noted that Divisional teams have reviewed their financial positions at length and in
considerable detail and it was acknowledged that the current gap is bridged by schemes with a low level
of risk but the current assumption is that it will all be delivered. It was also acknowledged that Q3/4 plans
CIPs
None not otherwise noted
were starting to come through and the groundwork that had been undertaken with the medical staff was
beginning to show dividends. Medical staff engagement in successful delivery was highlighted as being
crucial to sustained success.
Cash
The Trust reported a cash balance of £36.2m at 31st August 2019.
None not otherwise noted
The capital expenditure plan for FY19/20 is back to £45.7m with the £10.9m reduction previously reported
Capital
None not otherwise noted
now no longer required. At the end of Month 5 actual spend was £9.3m.
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Service Line Report – Headline Summary
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2.

Investment Decisions & Review in 2019/20

Business Case
Energy Centre
Pathology Joint Venture

Car Park

CT Van Hire

Summary of Proposal

FIP Actions Noted

FIP noted that the planning application has been submitted and meetings
with the Trust’s neighbours had been initiated.
FIP noted that due to the merger taking precedence work has ceased on
the “joint venture” with the focus shifting to delivering the objectives of
the project.
The Hospital Redevelopment team to continue to pursue all available
options and report progress back to Hospital Redevelopment Board (and
subsequently FIP). The Committee noted that the ANPR and payment
machine solutions continue to progress.
While the CT van hire has now been costed the actual hire period will be
impacted by a number of redevelopment decisions.
FIP concluded that current demand levels means the CT van is required
now (and was therefore approved up to March 2020). The Imaging
department will liaise with the Redevelopment Team to come to a more
definitive conclusion before the November FIP meeting.

None
None

None

None
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3.

Other Matters

While the topics covered at FIP continue to be wide and varied, the substantial themes of the merger and site-redevelopment continue to be
foremost. The forecast cash position, anticipated year-end outturn and redevelopment programme have been considered by the Committee at
some length.
Following a restatement of the cash position for the next 5 years in the context of the capital plan the Committee noted the cashflow issue in
2020/21, and the potential resolutions to this issue – reducing capital spend, accessing a working capital facility as part of the merger, drawing
down PDC in advance of specific project need or planning on delivering larger surpluses.
After a review of the year-end forecast position it was confirmed that the Trust’s underlying performance in the second half of the year is
expected to be £2.6m better than run rate plus £3.2m from recovery plans. The Committee have requested continuous review in order to
maintain confidence that the planned outturn remains achievable.
FIP approved the decision to commit funds for the redevelopment design work, albeit with further approval required to drawdown. It was also
clearly stated that approval was not granted for any enabling works, as that would be contingent upon review of the cashflow position linked
to the creation of the Redevelopment programme book.
The Committee have also considered updates from the GDE Programme Board and approved the cleaning and catering contract tender
process.
4.

Conclusion

The Trust Board is asked to note this written summary of the FIP Committee deliberations from September 2019 and the verbal update from
October 30th. The date of the next meeting of the FIP Committee is November 27th 2019.
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BOARD OF DIRECTORS
Agenda item

12

Category of Paper

Paper Title

Hospital Redevelopment Report

Date of Meeting

6 November 2019

Lead Director

David Carter, 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, 28 August 2019
Redevelopment Programme Board, 18 September 2019
Redevelopment Programme Board, 16 October 2019
Objective 1 – Improve patient experience
Objective 2 – Implement our New Strategic Plan
Objective 3 – Optimise our Financial Plan
NHSI
HSE
CQC
All estate and facilities risks

PURPOSE OF THE PAPER/REPORT
To update the Board on the progress of the redevelopment project
SUMMARY/CURRENT ISSUES AND ACTION
A report on the progress of the redevelopment programme is attached.
The Trust was advised in August that funding had been allocated for construction of the Acute
Services Block. The design team has now been re-mobilised. Work is underway to support
submission of a planning application in January.
Construction of the first phase of the electrical infrastructure upgrade works is largely complete.
Critical migrations of circuits within the Medical Block are underway. Procurement of the new
standby generators has been completed.
Construction of the new Day Surgery Unit has been seriously delayed. It is now expected to be
operational in December.
The Managed Services Agreement, which underpins the activity of the Energy Partner, is
substantially complete. This will now be reviewed by FIP, the Trust Board and the Council of
Governors.
The planning application for the new energy centre will be determined in December.
ACTION REQUIRED
The Board is requested to note the report.
Public Meeting

Private Meeting
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REDEVELOPMENT PROGRAMME BOARD REPORT
6 November 2019
TO BOARD OF DIRECTORS
1. Introduction
This report updates the Board of Directors on the progress of the Redevelopment Programme
2. Governance
The Programme Board met on 28 August 2019, 18 September 2019 and 16 October 2019.
3. Main scheme
The Trust was notified on 2 August 2019 that funding would be allocated to support construction of
the Acute Services Block (ASB).
The main scheme includes construction of the Critical Care Block (CCB) and the construction of a
multi storey car park on the site of the Lewsey Road visitors car park.
The design team have now been re-mobilised. Design reviews have been completed to support
the incorporation of the maternity wards within the ASB, and the move of the Critical Care Unit
from the ASB to the CCB. The volumetric freeze for the scheme will take place at the end of
October. Clinical User groups have been established. 1:200 drawings, which set out the room
layouts on each floor, will be completed in December. These will need to be approved by the Trust
prior to incorporation within the Outline Business Case.
There has been engagement with the Luton Borough Council planning team to agree the scope
and timing of the new planning application. This is targeted for 17 January 2020. Discussions with
the Council on the implementation of a Planning Performance Agreement are underway to support
a determination in April 2020. This will enable the main construction works to commence.
A briefing for construction contractors will take place on 4 November. Public consultation has been
scheduled for 25 November.
4. Enabling schemes
Construction of the first phase of the critical upgrades to the High Voltage electrical infrastructure
is largely complete. The migrations to sub-station G have commenced. This is the critical phase of
the project as it requires migration of complex circuits within the Medical Block. The upgrade of the
existing sub-station within the Surgical Block has been instructed. Procurement of the three new
2.5MW standby generators has been completed.
Construction of the Day Surgery Unit has been significantly delayed. This has been due to the
delay in completion of the works, and the need to address a compliance review carried out on the
electrical system. The works should now be operational in December.
5. Energy Centre
The business case for the new Energy Centre was approved by the Redevelopment Board and by
FIP in July. The contract with Centrica Business Solutions Ltd, the Managed Services Agreement
(MSA), is now substantially agreed and will be submitted to FIP on 30 October, to the Trust Board
on 6 November and to the Council of Governors on 20 November.
The planning application for the scheme was submitted in August and is scheduled to be
determined on 4 December. The Trust will enter into the MSA following receipt of a satisfactory
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planning consent.
Detailed design of the new building is progressing. The Trust will look to procure a contractor to
construct the new building at the beginning of 2020.
Progress on the early works contracts (Design and Lighting) has been deferred pending
conclusion of the discussions on the MSA. These will now be concluded in November.
6. Programme Risk Register
The risk register will be reviewed in November to reflect the current position with the
redevelopment programme. This will be submitted to the Redevelopment Board on 20 November
and updated on a quarterly basis.
7. Future activity
The mobilisation of the redevelopment programme requires a substantial increase in resource,
both internal and external. This is a key point of focus for the Redevelopment Board. The current
short term actions are:
7.1. Agreement of operational strategies which underpin the delivery of services within the new
buildings
7.2. Volumetric freeze by the end of October
7.3. Approval of 1:200 layouts in December
7.4. Submission of planning application on 17 January
7.5. Agreement of procurement strategy in November
7.6. Completion of Outline Business Case in December
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BOARD OF DIRECTORS
Agenda item

Category of
Paper

13

Charitable Funds Committee
Reports to Board of Directors
Date of Meeting
6 November 2019
Matthew Gibbons – Director of
Lead Director
Finance
Paper Author
Sarah Amexheta
Indicate the impact of the paper:
Financial
Quality/Safety
Patient Experience
Governance
Paper Title

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

Tick

To action
To note
For Information
To ratify
Equality

Clinical

Charitable Funds Full Committee 18th September 2019
Objective 5 – Progress Clinical and Strategic Developments
Objective 6 – Develop all Staff to Maximise Their Potential
Objective 7 – Optimise our Financial Position
Links to NHS Improvement in relation to the Trust Governance
Framework
N/A

PURPOSE OF THE REPORT
To update the Board of Directors on the findings and approval of the Charitable Funds
Committee held on 18th September 2019
SUMMARY/CURRENT ISSUES AND ACTION
The Report gives an overview of the matters addressed including the following:
 Dr Dhabuwala proposal, £250k
 Update on Charity Shop (former RVS)
 Open spaces
 Update on Legacies
 Investment portfolio update
 Review Charity annual accounts, report and audit
 Finance update
 Update on governance and risk management
 Charity Fundraising and volunteering update
 Bids for Approval of funding
 Update on Terms of Reference
ACTION REQUIRED
The Committee were asked to review the Charity risk register and forward any
amendments to the Fundraising team. Trust deed and new Terms of Reference to
circulate. Chair to amend commitment, to ensure All Directors know of their responsibilities
in relation to the Charity as a Corporate Trustee model.
Public Meeting
Private Meeting
1
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CHARITABLE FUNDS COMMITTEE REPORT
TO BOARD OF DIRECTORS
Introduction
This Report updates the Board of Directors regarding the matters discussed at the
Charitable Funds Committee held on 18th September 2019
Conflicts of interest:
A dual interest for the committee members for the Trust and Charitable Funds
Matters arising
 Dr Dhabuwala proposal, £250k
 Update on Charity Shop (former RVS)
 Open spaces
 Update on Legacies
 Investment portfolio update
 Review Charity annual accounts, report and audit
 Finance update
 Update on governance and risk management
 Charity Fundraising and volunteering update
 Bids for Approval of funding
 Update on Terms of Reference
Dr Dhabuwala proposal, £250k
Following on from last year’s naming rights, Dr Dhabuwala has offered a lump sum
donation to go into an endowment, the interest to support Nursing Awards going
forward. Committee agreed to accept the donation for this.
Update on Charity Shop (former RVS)
An update given by Sarah Amexheta. Works continue on the first hospital Charity shop.
Aim to open mid-November. Providing recruitment and IT challenges can be resolved.
Open spaces
No further update given at time of meeting, Simon Linnett to discuss with Kate Hayhurst
and report back.
Update on Legacies
 Update on Joan Giles legacy spend, £11k out of £165,000 spent. No current
plans for balance, Matthew Gibbons to review in line with cardio, stroke and
cancer charitable propositions.
 Update on Williamson Estate by Jenny Pigott, the lead Executors are still
pursuing development option.
Investment management update
The Market perspective portfolio was shared and highlights investments made under
LD1A and LDF3. Quarterly performance summarised by Matthew Gibbons.
2
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Review Charity annual accounts, report and audit
 The Committee approved annual Charity report
 Still awaiting audit outcome on Charity accounts.
 Matthew Gibbons to address audit performance issues raised.
 Awaiting letter of representation.
 Annual Review – material funds presented.
Charitable funds finance update
An update was given on the amount of money available in the general fund. The
Committee were made aware that the exercise to contact designated fund holders for
their spending plans had taken place, with plans on most funds recognised, as part of
the dormant funds process.
Update risk matrix
Noted: The Charity Chair asked that the Trustee representatives to review and include
any risks they perceive and report back. It was requested that this is updated and
reviewed at each charitable funds meeting.
Fundraising team and Voluntary Services Report
An update was given on donations, recent charitable engagement, volunteering growth
and the progression of the new charity strategy. It was highlighted that lack of office
space is currently stopping progression and also affecting potential income generation
from footfall location and team morale.
Bids for approval of funding
The Committee agreed to fund:
 £8k Community Midwives room - Committee asked if some of the funding could
come from the Maternity Charitable fund, but agreed to fund if none were available
from general fund.
 £2.5k for Bariatric Wheelchairs – not supported by the committee.
 £38.5k for end of life support programme. It was agreed that the Charity would
underwrite a year’s pilot for the part time volunteer co-ordinator post and support
items requested; this would need to be shaped with Volunteering as the post would
need to have a report into it. Agreed.
 £19.25k for dementia entertainment equipment. The Committee requested a
demonstration / report on the two current devices purchased through charitable funds
last year at the next Charitable funds meeting in November with answers to
questions raised. Bid held.
 £32k December engagement event bid – agreed
 £46k financial services SLA – agreed.
Terms of reference
The Charity has reverted back to corporate trustee model, with Simon Linnett as Charity
Chair. Clifford Bygrave highlighted that it was not correct for some Directors / NonExecutive Directors to be opted out of Charitable Funds Committee. All Board members
have a statutory responsibility for the Charity as a Corporate Trustee model. It is for the
Trustees to opt out, although they would still have a responsibility for actions agreed in
their absence. Simon Linnett agreed to review this.
Date of next meeting: 20 November 2019.
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BOARD OF DIRECTORS
Agenda item

14

Category of Paper

Paper Title

Risk Register

Date of Meeting

6th

Lead Director

All Directors

To action

November 2019

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 August – October 2019
Executive Board October 2019
Objective 1 – Deliver the Quality Priorities
Objective 2 - Deliver National Quality and Performance Targets
Objective 3 – Implement our Strategic Plan
Objective 4 – Develop all Staff to Maximise Their Potential
Objective 5 – Optimise our Financial Position
NHS I – Trust Governance Framework
CQC – All regulations and outcomes
MHRA
All Board Level Risks rated High Risk (15+)

PURPOSE OF THE PAPER/REPORT

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


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

ACTION REQUIRED

To note progress to date and identify any concerns or further risks that need to be
added/revised
Public Meeting
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Private Meeting
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Risk Register Governance
The are 31 (reduced from 33) Board Level Risks on the Risk Register. 68% are currently
high risk (15+).

Board of Directors Review
The Board reviewed the risks on the 31st July 2019.
Risk ref
1463
644
650
1213
1410

Risk Description
Pensions
18 Weeks
Bed pressures
Management Capacity
Brexit – medicines capacity

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk

Emerging risk - Business continuity in terms of Brexit

Clinical Outcome, Safety and Quality Committee (COSQ)
COSQ reviewed clinical board level risks:
Risk ref
1463
650
1410
1491
1442
644
669
1210
1423
1433

Risk Description
Impact of the national pension
scheme
Bed pressures
Medicines shortage post Brexit
University of Bedfordshire Nurse
Training
NEWs 2 Implementation
18 weeks
Appraisal rate
Vacancy rate
CQC Mandatory Training
Ligature Points

14 RR November 2019.doc

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Close risk
Increase risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk

2
Overall Page 256 of 269

Risk ref
1200
796
1259
1422
1431
1018

Risk Description
Cyber Security
Patient Experience
JAG Accreditation
CQC Infection Control Practices
Fractured Neck of Femur
HSMR

Agreed conclusion
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk

Executive Board Review
The Executive Board reviewed all Board Level Risks on the 29th October 2019.
Risk ref

Risk Description

Agreed conclusion

1463

Pensions

Maintain risk

1465
1466
1491

Agency 2019/20
Finance 2019/20
University of Bedfordshire Nurse
Training
CQC Mandatory Training
CQC Infection Control Practices
18 Weeks
JAG Accreditation
Impact of the national pension
scheme
Bed pressures
Vacancy
NEWs 2 Implementation

Review risk
Review risk
Maintain risk

1423
1422
644
1259
1463
650
1210
1442

Maintain risk
Maintain risk
Increase risk
Maintain risk
Maintain risk
Maintain risk
Maintain risk
Close risk

Risk Review
23 new risks were reviewed and approved between 22nd July and 28th October 2019. One
was allocated as Board Level.


University of Bedfordshire Nurse Training Provision

11 risks were closed, none at Board level.
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BOARD OF DIRECTORS
Agenda item
Paper Title
Date of Meeting
Lead Director

15
Board Secretary Report
6th November 2019
Chief Executive
Victoria Parsons – Board
Paper Author
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/Extern
al Assessments
Links to the Risk
Register

Category of Paper
To action
To note
For Information

Tick

To ratify

Patient Experience

Equality

Clinical

Governance

N/A
All Board Objectives
NHSI Governance Framework
N/A

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




Council of Governors
Membership Update
Terms of Reference updates

ACTION REQUIRED
Board are asked to:
o Note the progress
o Ratify the terms of reference
Public Meeting
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Private Meeting
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1. Council of Governors
There are currently five vacancies on the Council of Governors
1) Bedfordshire CCG
2) Hertfordshire Valley CCG
3) University College of London
4) Staff – Ancillary and Maintenance – review the constitution that may merge this
class with another
5) Staff – Admin and Clerical – recruitment to be taken forward in next election.
The elections for 2019 have been completed:
Governor Election September 2019:
Public: Bedfordshire

Dr Johan Schoeman (new)

The Governor was
elected from 8
nominations

Public: Luton

Pam Brown (re-elected)
Jack Wright (re-elected)
Sean Driscoll (re-elected)
Marie-France Capon (new
returning)
Brian Herbert (new)
Malcolm Lea (new)

The Governors were
elected from 19
nominations

Staff: Admin Clerical
& Management

Jacqueline E McLachlan (new)
Malik Farooq (new)

The Governors were
elected from 4
nominations

Staff: Professional &
Technical

Sunny Patel (new)

The Governors were
elected from 6
nominations

Staff: Nursing and
Midwifery

Matthew Borg (new)

The Governors were
elected from 4
nominations

Resignations
Cathy O’Mahony (Staff Governor – Professional & Technical)
Completed Terms
Henri Laverdure (Public Governor – Luton Constituency) – 3 years contribution
Mohamad Yasin (Public Governor – Luton Constituency) – 3 years contribution
Sue Steffens (Public Governor – Bedfordshire Constituency) – 3 years contribution
Marva Desir (Staff Governor – Nursing and Midwifery) – 3 years contribution
Completed their Governor terms in 2019 (Three consecutive terms / 7-9 years
ineligible for re-election)
Mr Anthony Scroxton (Public Governor – Luton Constituency)
Mrs Ros Bailey (Staff Governor – Admin, Clerical & Management)
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2. Members
The next Ambassador magazine was issued to members in August 2019.
The Annual Members Meeting was the 11th September 2019 and was well attended.
The medical lecture on the 9th October 2019 was Orthopaedics and was led by Mr Jim
Gray and his team. It was very well attended.
3. Terms of Reference
The two new sub-committees of the Board have met and agreed their Terms of Reference:
 Workforce Committee
 IT Strategy Committee
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TERMS OF REFERENCE
DIGITAL (IM&T) STRATEGY COMMITTEE
Status:

Sub-committee of the Board of Directors

Chair:

Non-Executive Director

Membership:

3x Non-Executive Director
Chief Executive
Deputy Chief Executive
Chief Nurse
Chief Information Officer
Deputy Director of IT
Digital Consultant – IM&T Strategy & Merger
Clinical Representation on a rotational basis made of 2 of:
Solutions Board Clinical Chair
CCIO
Medical Director
3x Clinical Leads

In Attendance:

Other Executive Directors, managers or advisors may be invited to attend as
necessary.

Meeting
Frequency:

Meetings shall be held not less than 4 times a year.
The Chief Executive or Deputy Chief Executive may request a meeting if they
consider that one is necessary [e.g. to review major decisions or changes which
do not align with a scheduled meeting].

Meeting
Management:

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

Extent of
Delegation:
Authority,
Accountability
and Chairs
Action:

The Digital Strategy Board is a formal sub-committee of the FT Board of Directors
and complies with the Standing Orders and the Scheme of Delegation.
The Board is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek information it requires from any employee and
all employees are directed to co-operate with any request made by the
Committee. The Committee is authorised by the Board to obtain outside legal or
other professional advice and secure the attendance of outsiders with relevant
experience and expertise if it considers this necessary.

Quorum:

4 members.
In the absence of the Chair of the Digital Strategy Board the Non-Executive
Directors will nominate a replacement.

Reporting:

The minutes of the Digital Strategy Board meetings shall be formally recorded.
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A report shall be made following each Digital Strategy Board meeting to the next
Board of Directors meeting if there are issues which need to be considered by the
Board of Directors.

Objectives:

1. Digital Strategy Assurance - The Digital Strategy Board will provide assurance
regarding the Trust’s Digital Strategy and its ongoing review and development.
This will include providing assurance that:
1.1 The Trust’s Digital Strategy is aligned to and supports the Trust’ clinical and
business objectives and plans.
1.2 The Digital Strategy takes account of relevant national goals and directives
and supports the collaborative goals of the wider health and social care
community.
1.3 Governance arrangements and review processes are in place to ensure the
Digital Strategy is updated and revised to reflect changing internal and external
factors.
1.4 To ensure effective communication and engagement around Digital is in place
within the Trust and other stakeholder groups.
1.5 To ensure arrangements are in place to assess and deliver benefits of
innovative technology and information for use in decision making.
2. IT Strategy Delivery- The Digital Strategy Board will review progress in
implementation of the Trust’s Digital Strategy, in particular providing assurance
that:
2.1 Progress is being made in line with the Digital Strategy at the level of major
programmes and projects.
2.2 Variance is being monitored and documented and is being managed through
appropriate project/programme governance.
2.3 The strategy implementation programme is identifying and managing risks and
issues effectively.
2.4 Ensure capacity to deliver required standards of skills and support for the
Trust 24/7, 7 days a week and the appropriate expert contracts to ensure the
Trust maintains an excellent level of Cyber resilience, infrastructure speed and
capacity and other associated enablers to ensure digital excellence striving for
HIMSS level 7 is maintained.
2.5 Ensure staffing skills, numbers and support are futureproofed to deliver the
quality of service the Trust needs as an Acute site offering full emergency
services.
3. Partnerships
3.1 To ensure effective collaboration with partner organisations and other
stakeholders in relation to the implementation of the Digital solutions and sharing
of systems in a controlled manner, to provide the best possible outcomes for all.
3.2 To build links with other partner organisations to support Digital strategic
direction as appropriate.
3.3 To ensure appropriate recommendations and links are made to FIP to support
and embrace approved innovation projects.
3.4 To assess, with input from the Solutions Board, the compatibility, feasibility,
viability, priority and impact of any new digital requirements arising as part of
service design, national requirements, local need etc. and to agree priorities and
business benefit.
Do you want specific mention of the trust merger programme?
Clarification of the relationship with other Boards/Committees may be helpful if
there is risk of overlap or ambiguity – e.g. FIP, Merger Programme Board, GDE
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Joint Executive Group, etc.
Programme
Board
Members
Responsibilities
:

1. Individual members are expected to act as champions of the Trust’s Digital
Strategy and wider ‘Digital Agenda’ within the Trust and the wider health
community. Members are empowered to discuss issues with interested
parties outside of the meeting, subject to any confidential information shared.
2. To provide recommendations for improvements in processes, reporting, and
governance where required in support of optimising Digital Strategy definition
and delivery, and securing the required resources to deliver this.

Workplan:

Each meeting:
o Update report from the CIO
o If relevant, update reports from major Digital Programmes or Projects,
such as GDE and Digital Integration Programmes
o Note of business of other committees by exception – but always an update
from the Solutions Board & Capital Control Group relating to IM&T.
Annually:
o Review of Digital Strategy Plan and Digital Capital Plan for the next year.

Agreed on 9 October 2019
To be reviewed by end December 2020
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TERMS OF REFERENCE
WORKFORCE COMMITTEE
Status:

Trust Board sub-committee

Chair:

Non-Executive Director

Membership:

Non-Executive Director x 3 (including Chair)
Chief Nurse
Chief Executive and/or Deputy Chief Executive
Chief Medical Adviser/Medical Director/Clinical Chair
Director of Human Resources
Director of Medical Education
Director of Finance/ Senior Finance Manager

In Attendance:

Deputy Director of Human Resources
Head of OD and Learning
Head of Staff Engagement and Wellbeing
Freedom to Speak up Guardian (as required)
Other representatives as appropriate

Meeting
Frequency:

Quarterly
The Chair may convene additional meetings of the Committee if
necessary to consider business that requires urgent attention

Meeting
Management:

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

Purpose

To provide assurance to the Trust Board in all aspects of workforce.
Monitor the delivery of a workforce strategy
Receive and review relevant workforce related matters on the Board
Assurance Framework in order to gain assurance on the controls in
place and progress in addressing any gaps in control and assurance.
Review any workforce and education issues referred to the Committee
by the Board of Directors or any other Board sub-committee.
Develop an annual work programme agreed by the Committee

Quorum:

50% of membership, to include 2 Non-Executive Directors

Accountability:

The Chair of the Committee along with the Director of Human
1
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Resources will maintain a direct link to the Board of Directors.
The Director of Human Resources will report to the Chief Executive
and report progress to the formal Executive on a regular basis and any
other formal Committee as required.
Reporting:

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

Specific duties:

Receive a report at each meeting from the Executive lead for the
Committee covering the key workforce performance metrics and any
issues escalated from relevant executive groups.
To oversee the development and implementation of a Human
Resources Strategy aligned to deliver the organisational objectives of
the Trust. The Strategy should include measureable objectives
focussing on:






Interim NHS People Plan (published June 2019)
Strategic workforce information and planning
Recruitment and retention
Education, learning and organisational/leadership development
Staff experience and engagement, reward, recognition and
health and wellbeing

Receive and review reports on significant concerns or adverse findings
highlighted by regulators, peer review exercises, surveys (including
NHS Staff Survey) and other external bodies in relation to areas under
the remit of the Committee, seeking assurance that appropriate action
is being undertaken to address these.
To receive updates on employee relations activity (taking into account
the letter from Chair, NHSI of 23rd May 2019 – Learning lessons to
improve our people practices)
To receive a regular report on equality and diversity in the Trust and
specifically review the Workforce Race Equality Standards (WRES),
Workforce Disability Equality Standards (WDES); Gender Pay Gap
report and all other relevant reports prior to sign off by the Trust Board.
To monitor workforce Board level risks
Approve the terms of reference of internal audits relating to human
resources and monitor the implementation of any action plans arising
from them.
2
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Workplan:

Each Meeting
Key Performance Indicators and other key reports
Annually
HR Strategy
NHS Staff Survey results
As Required
Internal Audits

September 2019

3
15b ToR Workforce Cttee Sept 19.docx
Overall Page 269 of 269

