Hertfordshire Community NHS Trust Board Meeting in Public
Thursday 26th March 2015
1.30 – 4.00pm
Meeting Room 2
The Focolore Centre
69 Parkway, Welwyn Garden City,
Hertfordshire AL8 6JG
For map and directions please click here:

http://www.focolare.org/gb/news/2013/02/18/centre-for-unity-welwyn-garden-city/

AGENDA
Attachment
(0)

Patient Story

Allocated

Approx

Time

Time

30 mins

1.30-2.00

8 mins

2.00-2.08

A carer’s experience of community nursing and
the HCT complaints process
(Mr P, Anthony Power, Interim Clinical Quality
Manager – Patient Experience and Jenny
Goodyear, Hertfordshire Healthwatch).
(A)

Preliminaries

DO’F

1. Welcomes, Introductions and Apologies for
Absence
2. Chair’s Announcements / Notice of Urgent
Business (to include confirmation of Board
appointments and leavers)
3. Members’ Declarations of Interest
(Members to declare any interests material to
items on the agenda)
4. Ratification of items of Chair’s and Chief
Executive’s Action taken since the last meeting
under Standing Order 5.2
5. To approve the Minutes of the meeting held on
29th January 2015
6. Matters Arising from the Minutes of the meeting
held on 29th January 2015

DO’F

DO’F

Board

DO’F
DO’F

1

Attachment (A1)
Attachment (A2)
(Tracker)

18 mins

(B)

Clinical Services & Healthcare Governance

CA

1.

Medical Director’s Report

Attachment (B1)

5 mins

CH

2.

Director of Quality & Governance / Chief
Nurse’s Report
2.1 Quality Report (Qtr 3 2014/15)
2.2 Serious Incident Report
2.3 Quality account 2014/15/ Quality Priorities
2015/16
2.4 CQC Action Plan

Attachment (B2)

9 mins

Healthcare Governance Committee Chair’s
Assurance Report

2.08 – 2.26

Attachment (B3)
Attachment (B4)
Attachment (B5)
Attachment (B6)

AM

3.

(C)

Operations & Performance

JH

1.

Director of Operations’ Report

Attachment (C1)

5 mins

PB

2.

Summary Integrated Board Performance
Report - To note

Attachment (C2)

3 mins

3.

High Level Risk Register

Attachment (C3)

6 mins

verbal

4 mins

14 mins

2.26 – 2.40

CH

Break

12 mins

2.40-2.52

(D)

Strategy, Resources & Engagement

48 mins

2.52-3.40

DL

1.

CEO’s Report

Attachment (D1)

8 mins

PB

2.

Director of Finance’s Report

Attachment (D2)

5 mins

AS

3.

Director of HR and OD’s Report
3.1 Strategic Resourcing Plan
3.2 Public Sector Equality Duty Report

Attachment (D3)
Attachment (D4)
Attachment (D5)

4 mins
4 mins
4 mins

DO’F

5.

Strategy & Resources Committee Chair’s
Report

(Verbal)

4 mins

DL

6.

Foundation Trust Progress Report

Attachment (D6)

3 mins

AR

7.

Foundation Trust Committee Chair’s
Assurance Report

Attachment (D7)

3 mins

DL

8.

Board Assurance Framework
- To discuss

Attachment (D8)
(to follow)

6 mins

JP

9.

Audit Committee Chair’s Assurance Report

verbal

4 mins

(E)
CH

Board Governance & Leadership
1.
Annual Review of the Trust’s Committee
2

5 mins
Attachment (E1)

3.40-3.45

Structure
CH

2.

(F)

Urgent Business

DO’F
(G)
DO’F
(H)

The Trust’s Risk Appetite (Review)

Attachment (E2)
2 mins

3.45-3.47

5 mins

3.47-3.52

(As notified under Item (A) 2 above)
Risks Arising
1.

Summary of Risks Arising

Verbal

Supporting Papers / Items for Receipt and Noting Only

5 mins
1 min

3.52-3.53

(NB: These items are not for discussion but are papers which support Reports or are for
receipt and noting only.
Clinical Services & Healthcare Governance
B1

(i)

Clinical Audit Plan 2015/16

Attachment (Hx)

B3

(i)

Minutes of the Healthcare Governance
Committee meeting held on 11th December
2014

Attachment (Hx)
Attachment (Hx)

Operations & Performance
C2

(i)

Integrated Board Performance Report
(February 2015)

Attachment (Hx)

Strategy, Resources & Engagement
D2
D4
D5
D6

(i)
(i)
(i)
(i)

D10 (ii)
(I)

Month 11 Financial Position Report
National Staff Survey Results 2014.
TDA Returns (Jan & Feb 2015)
Minutes of the Foundation Trust
Committee meetings held on:
14th January 2015
4th February 2015
Internal Audit Plan 2015/16

Date, Time & Venue of Next Meeting(s)

Attachment (Hx)
Attachment (Hx)
Attachment (Hx)
Attachment (Hx)
Attachment (Hx)
Attachment (Hx)
Attachment (Hx)
1 min

Wednesday 13th May 2015
Board meeting in public:
10.00 – 1.00pm
The Council Chamber
Borough of Broxbourne
Bishops' College,
Churchgate
3

3.53-3.54

Cheshunt,
Hertfordshire EN8 9XQ.
Please note change from date originally
scheduled (Thursday 14th May)
(J)

Questions from the Public

DO’F

The Chair will take questions from members of the
public.

5 mins

3.54-3.59

1 min

3.59-4.00

Questions which cannot be addressed at the meeting
or in the time allocated will be noted. Replies will be
communicated to questioners following the meeting
and reported to the next Board meeting in public.
(K)

Informal Review of Meeting

DO’F

An informal review and critique of the meeting.

All Board papers are available in large size font or in translation on request.
Please contact:

The Company Secretary
Hertfordshire Community NHS Trust
Unit 1A Howard Court
14 Tewin Road
Welwyn Garden City
Hertfordshire
AL7 1BW

Papers are also available on the Trust’s Website at: http://www.hertschs.nhs.uk/about-us/Board_papers/default.aspx
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HERTFORDSHIRE COMMUNITY NHS TRUST
Minutes of the Hertfordshire Community NHS Trust Board Meeting
Held in Public on Thursday 29th January 2015 at
Committee Room 1, Watford Borough Council Offices, Herts WD17 3EX
Key Points from the Meeting for the Board to note:
*

The Board received a patient story on parents’ experience of children’s services and which
highlighted weaknesses in service delivery and lessons to be learned in the case of children
with multiple and complex needs.

*

The Board welcomed (i) Phil Bradley, as Interim Director of Finance (Designate) and (ii) Meg
Carter, as new Healthwatch Observer on the Board.

*

The Board thanked and expressed their appreciation to (i) Barry Jenkins, as outgoing Director
of Finance and (ii) Bernard Lloyd, as former Healthwatch Observer.
The following were noted by way of announcements:
*
*

*

The following were agreed:
(i)
(ii)

*

To ratify Chairs action by way of delegated authority to approve the January 2014
planning submission to the TDA.
The Board Business Cycle for Jan 2015 - March 2016

The following were received and considered:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
(x)
(xi)
(xii)
(xiii)

*
*

The award of MBEs to two members of Trust personnel in the New Year’s Honours
List
A declaration of interest in an agenda item from Anne McPherson, Non-Executive
Director (but which did not require exclusion from discussion).

th

Minutes and Action Tracker from the Board meeting held on 13 November 2014
Standing Reports from Executive Directors
Assurance Reports from NED Committee Chairs
Serious Incident Report (Nov 2014)
Complaints Report (Qtr 2 2014/15)
Quality Governance Framework Self-Assessment Update
Updated Quality Governance Assurance Statement and Memorandum
Foundation Trust Progress Report
Summary Integrated Board Performance Report
The Trust’s Planning Cycle 2015/16
High Level Risk Register (Dec 14)
Board Assurance Framework (Dec 14)
th
Note of Remuneration Committee Meeting held on 25 November 2014

Additional supporting papers were received. (See min:33/15 for list)
Questions and observations were invited from the public, staff and informal observers present.

Present: * = voting Board member
Declan O’Farrell
Anne McPherson
Alan Russell
Jeff Phillips
Dr Linda Sheridan
David Law
Caroline Allum
Clare Hawkins
Barry Jenkins

(DOF) Chair *
(AM)
Non-Executive Director *
(AR)
Non-Executive Director (Vice Chair) *
(JP)
Non-Executive Director*
(LS)
Non-Executive Director *
(DL)
Chief Executive *
(CA)
Medical Director *
(CH)
Director of Quality & Governance /Chief Nurse *
(BRJ) Director of Finance *
1
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Julie Hoare
Alison Shelley
Meg Carter

Attachment A1
(JH)
(AS)
(MC)

Director of Operations
Director of HR & OD
Healthwatch Observer

In Attendance:
Clive Appleby
Phil Bradley
Dr GM, Mrs AM and LM
(A)
01/15

(CApp) Company Secretary
(PB)
Interim Director of Finance (Designate)
For the Patient Story (02/15)

Preliminaries & Board Governance
Welcome, Introductions and Apologies
DO’F welcomed those present and advised that there
would be an opportunity for questions and observations at
the end of the meeting.
DO’F particularly welcomed:
•
•

•

Dr.GM, his wife AM and son LM, who was the
subject of the patient story. (See 02/15 below).
Meg Carter (MC), as new Healthwatch Observer,
replacing Bernard Lloyd. It was noted that Meg’s
background was in social care and she had been a
member of Healthwatch since it was established
Phil Bradley (PB), who will be covering as Interim
Director of Finance after BRJ leaves the Trust and
pending appointment to the substantive post.

Apologies were noted from Brenda Griffiths, Non-Executive
Director (Designate).
DO’F expressed his appreciation on behalf of the Board to
BRJ and also to Bernard Lloyd.
02/15

Patient / Learning Story: A Parent’s Experiences of
Children’s Services.
Dr GM provided a presentation to the Board and he
thanked the Board for the opportunity.
The story concerned GM and AM’s difficulties and a
succession of adverse experiences of continuing care
provided to their son, LM over a prolonged period of time
GM.s presentation covered:
•

A background to LM, his conditions, medications
and health / statutory agency interactions involved

•

What families need and what a good team should
2

Action

Board: 26th March 2015

Attachment A1

look like.
•

Specific issues experienced, ie:
(1) Failure to fulfil agreed care package – inability
for family to plan activities
(2) Inability to deliver Mission Statement
(3) Failure to introduce Care staff in a timely fashion
(4) Failure to properly address concerns in a timely
and appropriate manner
(5) Flippant and unprofessional manner of senior
staff
(6) Lack of support for carers and limited promotion
opportunities – ‘The good ones leave’
(7) New procedures introduced without proper
consultation or impact assessments – drug
errors
(8) Failure to provide complete information following
subject access and FoI requests
(9) Failure to deliver on outcomes of Local
Resolution Meetings
Dr. M also elaborated in more detail on each point
above and observed that some of the issues
continued, despite having been through the
complaints and resolution process.

•

Suggestions for Improvements arising from local
resolution

•

Summary, ie:
“By its very name ‘Continuing Care’ should provide
the stability that supports a family through the
difficult times of a chronically ill, disabled or dying
child.
Continuing care has some tremendous staff (and
Nascot Lawn is an excellent resource) However,
when badly managed it destroys the confidence of
its staff, adds to the burden of families and destroys
trust.
Sadly, for me, Continuing
Continuing Concern.”

Care

remains

The Chair thanked GM, AM (and LM) for attending and for
giving the Board an instructive and helpful patient story
which was not just relevant to LM, but for children with
multiple and complex needs generally.
3
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DO’F also acknowledged that the Board is aware that
services are not always perfect and needs to hear stories
such as GM’s, in order to learn and make change.
DL thanked GM for sharing his experiences with the Board
and apologised to GM, AM and LM for their poor
experiences as a family with both the service provided and
associated complications and frustrations encountered in
following up their concerns (eg with the complaints process
and requests for information).
It was noted that:
(i)

The NHS generally was better at dealing with
“simple” patient issues and did not do justice to
patients with complex and multiple needs.

(ii)

GM considered that “resolution” to date had been
more by way of progression than full resolution.

(iii)

One highlight from GM’s story was the imperative
need to involve families and carers much more in
how services are provided and how their individual
needs can be best met.

(iv)

Good staff will leave if they consider that they are
working in a poor or under-resourced service.

(v)

Resources are finite, but GM’s story makes a good
case to put to commissioners for adequate funding
to allow for patients with complex needs.

(vi)

There are always likely to be some imperfections in
service delivery but services should not fall below a
standard which is reasonable to expect.

(vii)

In addition to the points raised by GM, AM also
observed that there had been an additional problem
in procuring a suitable wheelchair for L and this was
taking a long time to resolve.

(viii)

GM will continue to push for improvements to the
service by way of advocacy for service users as a
whole.

(ix)

A further resolution meeting has been offered to GM
if this would be considered helpful and this would be
with DL, AM and CH.

4
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Although some changes will take some time to
implement, other changes which will help to improve
the service given for LM can be made quickly (eg
medication
arrangements).
These
will
be
implemented quickly as a step in the right direction,
but without losing sight of the bigger issues.

It was agreed that:

03/15

(1)

CH and JH will jointly lead on an action plan to
address GM’s concerns and issues raised. Progess
will be shared with GM and with the Board.

(2)

Issues which can be addressed quickly (eg
medication) will be taken forward immediately.

Chair’s / CEO’s Announcements & Notice of Urgent
Business
(1) DO’F was pleased to announce that two of the Trust’s
personnel had been recognised in the New Year Honours
list. Deborah Bone has been awarded the MBE for
services to children and young people and Anne
McPherson has been awarded the MBE for services to
nursing.
Deborah had sadly since died and DL and JH had
attended her funeral. All her family and friends were
rightfully proud of the honour and consideration is being
given to naming a staff award after Deborah.

04/15

Members’ Declarations of Interest Relating to Business
on the Agenda
(1) AM declared an interest in respect of para 10 in item B1
(Medical Director’s Report) on the grounds that she was
a member of the Friends of Parkwood Surgery, Hemel
Hempstead. (And it was noted that this is recorded on the
Board Register of Interests).
It was agreed that the reference in the report was for
information only and concerned a visit to the surgery by
the Medical Director. As such there was no conflict of
interest or decisions to be made that would require AM’s
exclusion from discussion or a vote.
(2) The agenda format for Part 1 Board meetings had been
amended to give a higher profile and more time for
consideration to the High Level Risk Register and Board
5
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Assurance Framework.
05/15

Ratification of items of Chair’s and Chief Executive’s
Action taken since the last meeting under Standing
Order 5.2
Chairs and CEO’s delegated action in approving the
“Securing Sustainability” submission to the TDA on 13th
January 2015 was ratified. It was noted that the full
submission has been considered by SRC and was also for
receipt by the Board in Part 2 of the meeting. (Board meeting
in private).

06/15

07/15

Minutes of the Meeting held on 13th November 2014
The minutes of the meeting held on 13th November 2014
were agreed as a correct record.
Matters Arising from the Minutes of the Meeting Held on
13th November 2014 (Board Tracker)
DO’F thanked the Executive Team for matters actioned,
which it was agreed be removed from the Tracker.
It was noted that:
(i) All actions recorded were blue (completed) with the
exception of:
138/14 Patient Information Packs for Bed-Base Units
An order has been placed and work is underway with the
supplier. (Revised date = March 2015).
It was noted that:
(a)

Content of packs will be consistent and will be
checked for “plain English” using HVCCG’s
“Readers Panel”

It was agreed that:
(1)

Consideration be given to rolling out patient
information packs to community-based services

There were no matters arising not otherwise included on the
Tracker.
(B)
08/15

Clinical Services & Governance
Medical Director’s Report (CA)
The Medical Directors Report for January 2015 was received
and discussed.
6
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Items reported on were:
(1)

HCT services:
• Evaluation posters: completed for 26 services
• Visit to SACH with TDA Quality Lead ahead of CQC
inspection

(2)

Bed Base:
• The evaluation paper has now been shared with
commissioners.

(3)

Pharmacy:
• Pharmacists have now been appointed to work with
HomeFirst, Lower Lea Valley and also at Gossoms
End. A deep dive into non-medical prescribing has
been completed.

(4)

Research
• NIHR portfolio studies – update given
• The CRN (Clinical Research Network) has recognised
a step change in HCT’s research performance over
the last year. (Changed from 10th / 11 to 5th /11).
• Research KPI metrics noted.

(5)
•
•
•
•
•
•
(6)
•
•
•
•
•

High Value Healthcare
Outcomes Audit
Posters
Self-Managing teams
Business Intelligence
Community Trust national metrics
Metrics to be developed in 2015/16
External Stakeholders- Updates on:
CQC/UCLP/HVCCG Pathway
West Herts Strategic Review: Clinical Advisory Group
Health & Social Care Integrated Data Program Board
General Practice
(a) Red House
(b) Parkwood Surgery
West Herts Hospital Trust: meeting with care of the
elderly consultants

(7)

Revalidation
• CA’s appraisal held on 1st December 2014;
Responsible Officers network held in Jan 2015.

(8)

Clinical Strategy
• Draft to be considered in Part 2 of the Meeting. (Board
meeting in private).
7
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Challenge and Response to Board Questions
(a)
(b)

(c)

Need to take a pragmatic approach to which outcome
measures should be focussed on.
Is concerning that nearly one third of outcomes are not
Recorded on SystmOne but there is now at least a
baseline known to build on. The position is also
complicated by outcome information being recorded
on a number of different systems.
The rate of written outcome information being sent to
GPs would be expected to be 100% rather than only
77%. However, the percentage could be skewed by a
difference between systmOne information and
information sent by post.

Decision(s), Outcome(s) and Actions:
(1)

09/15

The Medical Director’s Report for January 2015 was
noted.

Director of Quality & Governance / Chief Nurse’s Report
(CH)
The Director of Quality & Governance / Chief Nurse’s Report
for January 2015 was received and discussed.
Items reported on were:
(1)
(2)

(3)
(4)

(5)

(6)
(7)
(8)

(9)

CQC Preparation update for Trust-Wide inspection
commencing on 15th February 2015.
CQC: De-registration for sexual health and family
planning has commenced on account of change of
service provider from 1st April 2015.
Safe Staffing: HCT continues to meet NQB Guidelines
Nursing Revalidation: New system being introduced by
the NMC in 2015. Dir. of Q&G is working with Dir. of
HR&OD to implement and progress will be reported in
March.
Challenge Fund Bid: A bid to support integrated
working in west Herts has been submitted in
conjunction with HVCCG and 23 general practices.
Friends and Family Test (FFT): New FFT arrangements
are being rolled out to meet NHS England guidance.
Sign Up to Safety: HCT has signed up to the national
initiative and HGC has approved areas of focus.
Safeguarding Adults: The CCGs have completed their
assurance assessments. The CCGs made five
recommendations (all of which were in progress
anyway) and they commended good practice in HCT.
Learning Disability Action Plan: The Learning Disability
8
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Partnership Board were impressed with HCT’s Learning
Disability outcomes and action plan.
(10) Trust Committee Structure: Has been updated to
include the Mortality Review Group and the Serious
Incident Review Panel.
(11) Current Performance:
• Quality Performance continues to be strong. There
have been three cases of CDiff in 2014/15. One
case has been referred to HVCCG for removal from
contractual sanctions on account of correct
treatment and prompt isolation being applied.
• The Board is requested to approve a ceiling of 12
cases of CDiff for 2015/16, a reduction from 13 in
2013/14. (There is no national guidance). (See (2)
below).
• There is an increasing trend in avoidable pressure
ulcers with 20 cases YTD compared to 19 for the
full year in 2013/14. All cases are undergoing
review by the Pressure Ulcer Working Group and it
is positive that there were no reported cases in
December 2014.
(12) Risks and Challenges:
• Continued monitoring and input is required from the
DDQ&G to ensure all performance standards for
Children Looked After (CLA) are reached.
• Recurrent CIP delivery remains a challenge as
redesign of roles and revised skill mix has taken
place.
• Workload capacity demands on the team include:
CQC Inspection, 2015/16 CQUIN and contract
negotiations, 2015/16 quality priorities, 2014/15
Quality Account, leadership and assurance,
TDA/Monitor governance review.
Supporting / linked documents were:
• Safe Staffing Establishment Review
Challenge and Response to Board Questions
(a)

CDiff has been discussed with the TDA’s Infection
Control Lead. (It was also believed that Monitor set a
baseline of 12 cases).

(b)

Equipment supply by HES is improving, (and they
have a new IT system), although delays in supply
have been brought to the attention of the CCG. There
is also an escalation process for staff in the event of
supply problems.
9
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Decision(s), Outcome(s) and Actions:
(1)
(2)

10/15

The Director of Quality & Governance / Chief Nurse’s
Report for January 2015 was noted.
A ceiling of twelve CDiff cases for 2015/16 was
approved.

Serious Incident Report (November 2014)
(Lead Director: CH)
The Serious Incident Report as at 30th November 2014 was
received and discussed.
It was noted that:
(i)

For the period 1st October to 30th November 2014, 41
SIs were reported, a similar number for the preceding
two months and compares to 40 reported incidents for
Oct/Nov 2013/14.

(ii)

Grade 3 and 4 pressure ulcers continued to make up
the bulk of reported SIs, with 38 cases reported.

(iii)

One incident recorded concerned complex issues
around care at Langley House and which constituted a
safeguarding issue. This was also subject of a
complaint and the DoQ&G/Chief Nurse has met with
the patient’s daughter and this has helped to inform
“Lessons in Practice”. There is also joint working in
place between the Quality and Operations Teams to
ensure that lessons learned are embedded.

Challenge and Response to Board Questions
(a)

The Falls action plan is being reviewed and this will be
shared with the Board. There are a number of
underlying themes and trends around patient falls,
including patients not complying with safety measures
(eg using walking aides) and staffing capacity to
exercise full supervision.

(b)

Data is being collected to better assess impact of
patient demands on staff resources, and this is being
piloted in respect of dementia. Information is also
beginning to be obtained in respect of MCA and DoLs.
(CH and JH to pursue).

(c)

Another factor impacting on staff capacity is the
increasing acuity of patients transferred from the acute
hospitals to HCT.

Decision(s), Outcome(s) and Actions:
10
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The Serious Incident Report for October/November
2014 was noted.

Complaints Report (Qtr 2 2014/15 - July-Sept)
(Lead Director: CH)
The Complaints Report for Qtr 2 2014/15 was received and
discussed.
It was noted that:
(i)
(ii)
(iii)
(iv)

(v)

A total of 46 complaints were received in the Quarter.
(Compared to 61 in Qtr 1 and 40 in Qtr 2 2013/14).
33 have been closed and 13 remain open
Good performance continues in acknowledgement /
response times
The complaints to contacts ratio (complaints per 1000
contacts) was 0.10 and is below average for aspirant
community FTs at 0.18
816 compliments were received in the Quarter.

Challenge and Response to Board Questions
(i)

(ii)

(iii)

(iv)

(v)

(vi)
(vii)
(viii)

There are no barriers to making a complaint but
information to the public on how to raise a complaint is
being given a higher profile.
In some cases the Board does not have sufficient
visibility (or assurance as to process/resolution) of
complex complaints or those which find their way into
the public domain, eg via the local press.
Complex cases can be more difficult to respond to and
needs thought about a coherent mechanism for
investigation and response.
There is an issue in how complaints are investigated.
For example, in many cases now investigation is
undertaken by someone independent of the service
which is subject of the complaint.
Under the “Red Flag “ Complaint, the statement that
“Jubilee Ward is now closed” is not relevant to the
complaint.
NEDS were getting a sample of complaints to review,
but this appears to have stopped.
Benchmarking on compliments received would also be
helpful
It was noticeable that there was a steady rise in
complaints about different components of children’s
services.

Decision(s), Outcome(s) and Actions:
11
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The Complaints Report for Qtr 2 2014/15 was noted.

It was agreed that:

12/15

(2)

HGC to consider ways of enhancing visibility and
assurance re complaints.

AM/CH
March 15

(3)

The practice of periodically sending a sample of
complaints to NEDS for review to be re-instated.

CH
March 15

(4)

Consideration be given to including benchmarking
information on compliments received in the
Complaints Reports.

CH
March 15

Chair of Healthcare Governance Committee’s (HGC)
Report (January 2015).
(Committee Chair: AM)
The Chair of Healthcare Governance Committee’s report was
received and discussed.
Assurance levels reported were as follows:
Red (Negative) Assurances: None
Amber/ Red (Limited) Assurances:
1. Herts & Essex Hospital having difficulty in recruiting
substantive staff.
2. Mobile working assurance compliance low on
minimum
paper records in Red Book to support interprofessional communication.
3. Lack of assurance around management of Non
Medical Prescribers including no Master List, need to
develop clinical leadership and CPD programme and
prescribing oversight by Locality Managers and
Pharmacy.
Amber/Green (Reasonable) Assurances:
1. Serious Incident Report has more Cat 3 & 4 Pressure
Ulcers assessed as avoidable during 1st 8 months of
2014/15 than the whole of 2013/14. Majority in care
homes and at home.
2. Complaints evidencing clusters in Therapies and
Children’s Services and a focus on appointments.
3. Quality Priorities appear to be on target.
Green (Significant) Assurances: None
12
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It was noted that:
(i)
(ii)

Actions have been identified by Executive Directors to
address the areas of Amber/Red Assurance.
Nurse staffing at HEH has improved as registered
nurses have been procured through Bank and agency.
(Noted that nurse staffing was an issue for the whole
Sort Valley area, including Princess Alexandra
Hospital Trust).

Decision(s), Outcome(s) and Action(s):
(1) The HGC Chair’s Report was noted.
13/15

Quality Strategy v.5 (Nov 2014)
(Lead Director: CH)
V5 of the Quality Strategy (Nov 2014) was received and
discussed.
It was noted that:
(i)

Revision to the strategy has been based on review by
HGC, comments from Board members and
observations arising from the quality desktop review
by the TDA.

(ii)

The strategy is currently subject to review and update
every six months.

Challenge and Response to Board Questions
(a)

The long list of work plan priorities in s.7.3.3 didn’t
seem particularly ambitious for achievement by 2020
and most of the aims were in progress now. However,
the focus for priorities was for a two year period and
the priorities would be reviewed at each successive
review of the strategy.

(b)

Appendix 2: Quality Priorities: Unicef Accreditationthe 50% aim of children and families reporting health
visitor support in a baby friendly environment and re
feeding choices will be reviewed year on year.

(c)

Assessing achievement against the aims in the
strategy will include looking at benchmark data.

Decision(s), Outcome(s) and Actions:
(1)

V5 of the Quality Strategy was approved subject to
noting points (a) to (c) above.
13
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Quality Governance Framework Self-Assessment Update

(Lead Director: CH)
The QGF self-assessment of November 2014 was received
and discussed.
It was noted that:
(i)

External Reviews of the QGF were completed in June
2012 and October 2012, and the scores were 5.0 and
3.5 respectively. The Board agreed a trajectory of 2.5
and an internal assessment, board review and
desktop review has resulted in a re-assessed score of
2.5 in November 2014.

(ii)

The HCT score was improving over a time as a lot of
the requirements were now becoming embedded
throughout the organisation and this could be
evidenced.

(iii)

The Trust was scoring the QGF rigorously and
realistically. It was noted that another Trust on the FT
pipeline had scored themselves as a 2.0 but Monitor
assessed them as 4.5.

(iv)

Comments had been invited from the TDA and some
comments were made. One recommendation was for
the Trust to undertake an internal survey on safety
culture and this will be taken forward as part of the
Pulse staff surveys.

(v)

An action plan has been drafted arising from the selfassessment and this will come to the Board in March.

Challenge and Response to Board Questions
(a)

Area 3(b) - Process and Structure (escalation,
resolution of issues and managing quality
performance) was a robust “0” but the assurance
aspect rated as 0.5 as there was still room for
improvement.

(b)

Monitor will give focus to 1(b) – Strategy (Board aware
of risks to quality), which is currently being scored as
0.5. What Monitor might look for against this heading
is being discussed with other Trusts.

(c)

When revision of strategies is complete, “pocket
versions” will be issued, so staff will be able to
understand and articulate the Trust’s strategy. (Will
14
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also be issued to Stakeholders)
Decision(s), Outcome(s) and Actions:
(1)
15/15

The QGF Self-assessment update was noted.

Quality Governance Assurance Statement and Memorandum
(V2 - December 2014)

(Lead Director: CH)
The Quality Governance Assurance Statement and
Memorandum (Dec 2014) was received and discussed.
It was noted that:
(i)

The statement and memorandum was an assurance
statement that flowed from the QGF self-assessment
and had been updated accordingly.

Decision(s), Outcome(s) and Actions:
(1)

(C)
16/15

The Quality Governance Assurance Statement and
Memorandum (Dec 2014) were noted.

Operations & Performance
Director of Operations’ Report (JH)
The Director of Operations’ Report for January 2015 was
received and discussed.
Items reported on were:
(1)

Service Delivery and Performance
• Mandatory training compliance
• Director visits to services and GP practices
• Rapid Improvement Week feedback
• Update to Falls Action Plan
• Emotional Health and Wellbeing Forum

(2)

Key Risks
• Staffing Levels (Palliative Care , HEH and
Hertsmere ICT)
• Wheelchair service
• 18 week performance in community paediatrics
• Recruitment challenges in some areas

(3)

Service Changes
• Success in tender to provide healthcare services to
the Mount prison
• Mobilisation of the PALMS service in Hertfordshire
15
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• Unsuccessful bid to manage a children’s centre
cluster
• Transfer of sexual health services to new provider
• Change of elderly care service provider for
Cambridgeshire and Peterborough CCG and HCT
sub contract for service in Royston.
• Shift in health Visitor responsibility from GP
practice populations to resident population
• Relocation of respite service from Danesbury
Hospital to more suitable venues.
(4)

System Resilience
• Demands on urgent care, including HCT’s ICT and
rehabilitation services.
• Continued monitoring of safe staffing levels
• Urgent Care Plan
• Business Intelligence

(5)

Partnership Working
• Health and social care integration projects (East
and North and Herts Valleys)

(6)

Transformation
• Electronic patient record and mobile working
(Phase 4 Business Case and review of mobile
platform / technology))
• Wheelchair service contract (Negotiation on
specification)
• HCT “Dragons’ Den” for innovation. 27 ideas put
forward and ten accepted.

(7)

Palliative Care
• Background and taking forward

Supporting / linked documents were:
• HCT Winter Monitoring
• The Integrated Business Performance Report
• High Level Risk Register
• Falls Action Plan
It was noted that:
(i)

There is continuing pressure on beds and HCT has
been asked to open an additional ten beds at HEH.
Consideration is being given as to whether extra beds
could be staffed safely.

Challenge and Response to Board Questions
(a)

There are 8 additional beds open in Langley but HCT
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hasn’t been asked to open more as Watford Hospital
has incremental bed capacity. The timescale for the
opening of the stroke unit in Langley is March 2015.
(b)

HCT is in discussion with EE re compensation for
connectivity in relation to mobile working. There would
be similar connectivity issues with any provider, but
roll out of 4G will help. (“Mi-Fi” devices are being
rolled out). Other Trusts are having similar
connectivity problems (eg Norfolk) but mitigation of
risks involves knowing exactly where the problem
areas are.

(c)

Standard operating procedures are in place for mobile
working and these should help address risks. DL has
asked for assurance reports but there was still an
issue with service managers taking ownership of the
data and resolving problem areas.

(d)

Even with mobile working, in some areas (eg palliative
care) there were issues in terms of sufficient time for
uploading records. This needs to be considered in
conjunction with understanding the time duration of
patient contacts.

(e)

A meeting was held recently to discuss the demands
on A&E with the NHSE, TDA, HVCCG and WHHT.
WHHT has had particular problems.

Decision(s), Outcome(s) and Actions:
(1)

17/15

The Director of Operation’s Report (January 2015)
was noted.

Summary Integrated Board Performance Report
(December 2014)
(Lead Director: BRJ)
The Trust’s Integrated Board Performance Report
(December 2014) was received.
It was noted that:
(i)

The report had been considered in some detail by SRC
and the full report is in the supporting papers.

(ii) A summary of the Scorecard indicators (Year to Date) for
December (compared to May - September 2014) was as
follows
No. of
Green Amber Red
Indicators
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24
24
24
24

16
15
15
16

6
5
4
3

2
4
5
5

Areas for attention in the full set of indicators were:
• Safeguarding children, levels 1,2 & 3 below the
95% target with 86% in December
• Adult safeguarding training Levels 1 & 2 below
targets
• Community Paediatrics in Herts and West Essex
breaching 18 weeks in December
• Non-Stroke ALOS above thresholds in December
• Smoking Cessation indicators all below target

(iv)

Performance highlights were:
• No avoidable MRSA bacteraemia cases reported
since 2011.
• No Avoidable category 3 or 4 pressure ulcers
acquired in HCT
• DTC rate is below the 5% NHS delays threshold in
December
• Stroke LOS below 35 day thresholds in December
• Achieving all National indicators.
• All data quality recording metrics(NHS number,
Post Code, Registered GP, Ethnicity) on target with
three of these metrics at 99.9%

Challenge and Response to Board Questions
(a)

Recording of smoking status on SystmOne is done by
HCT staff and is part of routine health assessment on
first appointment.

Decision(s), Outcome(s) and Action(s):
(1)

18/15

The Board noted the performance, areas of progress
and areas where performance is not meeting target
levels.

High Level Risk Register
(Lead Director: CH)
The High Level Risk Register (HLRR) and summary as at
December 2014 were received and discussed.
It was noted that:
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Since the previous HLRR report:
3
0
4
0

new risks on HLRR
risks increased in score
risks unchanged in score
risks de-escalated to Business Unit

Total no of risks on register = 7
(ii)

New risks relate to:
Ref 23:

Low staffing level in specialist palliative
care service

Three new staff have recently been appointed and the
team were now coping well. This risk is therefore likely
to be de-escalated from the HLRR.
Ref 63:

Backlog of chairs in Herts Equipment
Service requiring reconditioning and
maintenance

This has created a cost implication (recognised in
financial forecast) in that new chairs are being
purchased rather than existing chairs being renovated
/ maintained.
Ref 222:

Staffing shortfall in Hertsmere ICT

There is an issue between funded establishment and
manager’s interpretation of their establishment. The
statement in the risk that “delays in finance sign off”
are a contributory factor is therefore inaccurate.
(iii)

The HLRR is reviewed and challenged by the
Executive Team and Healthcare Governance
Committee.

Decision(s), Outcome(s) and Action(s):
(1)

(D)
19/15

The Board noted the HLRR and actions being taken
to mitigate risks as at December 2014.

Strategy, Resources and Engagement

CEO’s Report (January 2015) (DL)
The CEO’s Report as at January 2015 was received and
discussed.
Items reported on in the CEO’s report were:
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Key actions, risks and mitigating actions in respect of
the Trust’s five strategic objectives:
1

We will support the people we serve to manage
their own health and wellbeing

2

We will improve clinical outcomes and enhance
patient safety

3

We will support the substantial expansion of
community services through the delivery of
excellent core services for adults and children
and the development of ambulatory services

4

We will use resources efficiently to enhance our
ability to improve services

5

We will develop the organisational capacity to
deliver our vision and objectives

Monitoring the Trust’s Delivery:
Strategic indicators, performance in period and
performance over twelve months for the following
areas:
•
•
•
•
•
•
•

(3)

High Value Healthcare
Outcomes
Patient Safety
Patient Experience
Efficiency
Delivering the Strategy
Staffing

The External Environment:
•
•
•
•
•

NHSE’s “Forward View Into Action” (and
relevance to the current planning round)
The West Herts Strategic Review
National position on urgent care
UCPL sponsored work on frailty pathway
The Dalton Review (Organisational forms to
support enhanced delivery of transformation)

Challenge and Response to Board Questions
(a)

HVCCG’s enhanced nursing specification for
community nursing is more about the service than
skills required. The CCG expects HCT to come back
20
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with reference to HomeFirst and Rapid Response. A
significant amount of work is required to respond to
the spec and resource / funding issues to deliver what
is expected are being pursued with the CCG.
(b)

The West Herts Strategic Review has underpinned
HCT’s cost index as 81% but with high efficiency.
HCT will therefore need to move into the upper decile
if savings are to be made.

(c)

There are risks around organisational capacity and a
focus in the contracting round is to allow flexibility to
make change and develop services.

(d)

For clarification, the figure of £30k quoted for the
position against the CIP plan is that this represents
£30k above target.

Decision(s), Outcome(s) and Actions:
(1)
20/15

The CEO’s Report for January 2015 was noted.

Director of Finance’s Report (BRJ)
The Director of Finance’s report for January 2015 and Month
9 Finance Report were received and discussed.
Items reported on were:
Key Issues:
(i)
(ii)

(iii)
(iv)
(v)

(vi)

(vii)

HCT overall Financial Performance remains on course
to deliver the planned surplus in 2014-15.
A number of Developments are being taken forward
by the finance team including SLR refresh and
improvement of the LTFM.
HCT now has a new Estates Strategy in place to
support the future development of the organisation.
Good progress is being made across all Information
Governance Issues.
Commercial Opportunities continue to be progressed
with considerable effort being made to ensure
success.
The Performance and Information team continues to
deliver solid progress across a range of issues but
notably the BI project continues apace.
Contract Review meetings are moving forward
positively and Contract Negotiation Meetings for
2015/16 have begun.

Detailed summaries of developments , performance and
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work in progress relating to:
(a)
(b)
(c)
(d)
(e)
(f)
(g)
(h)
(i)

Finance
Estates and Facilities
Operational Management
Facilities Management Contract
Information Governance
Commercial Opportunities
Performance and Information
Contracts
Risks: The key points of focus for the directorate will
be the delivery of the 2015/16 and 2016/17 CIP plans,
the delivery of the LTFM and a good outcome from the
contract negotiation round.

(j)

Finance Report: Month 9 (Dec 2014)
(Supporting Paper H4)
The month 9 (December) financial position shows a
small surplus against plan for the year to date of £29k.
The Trust remains on course to deliver a 1% surplus
(£1,305k) by the end of the financial year.

It was noted that:
(i)

Identification of CIPs for 2015/16 are 80% complete
and focus is now on CIPs for 2016/17

(ii)

At a recent NHS Trust Finance Directors’ Conference
it was announced that NHS Trusts collectively were
projecting a year-end overspend of £450m (and that
excludes Foundation Trusts). It remains to be seen
whether the government will invest more in the NHS in
2014/15, especially given that the general election is
in May.

(iii)

Updated versions of the Clinical and Estates
Strategies will be going to SRC in February. (The two
strategies are very closely aligned).

(iv)

HCT is on track for meeting Level 2 of the Information
Governance Toolkit by year end.

(v)

Work on business intelligence is progressing well

Challenge and Response to Board Questions:
(a)

Identifying CIPs for children’s services has
progressed, but there are some challenges in that the
Business Unit has a number of small services and it is
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difficult to find savings in any of these areas on
account of scale.
(b)

FOI compliance was good, and the small number of
breaches is down to difficulty in procuring information
or technological issues rather than any intent to
withhold information. It also has to be accepted that
as with most metrics, there are likely to be some
outliers.

Decision(s), Outcome(s) and Action(s):

21/15

(1)

The Director of Finance’s Report (January 15) and
Month 9 (December 14) financial information were
noted.

(2)

As this was BRJ’s last Board meeting, on behalf of the
Board, DO’F thanked BRJ for his excellent work over
the past year and wished him well for the future in his
new post as Finance Director at North East London
Foundation Trust.

Director of HR and OD’s Report (AS)
The Director of HR and OD’s Report (January 2015) was
received and discussed.
Items reported on were:
Key Issues:
(i)

(ii)

(iii)

(iv)

(v)

Workforce KPIs show a recent increase in sickness
absence during the winter season and increased staff
turnover.
Sustained performance on Mandatory
Training but with ongoing challenge to improve
performance
Workforce Information data quality has significantly
improved - the Trust is now ranked 52 out of 458 (top
11%) for data accuracy; up from 258th
Resourcing activity remains high – the Trust has
procured a new e-recruitment system, commenced its
first radio campaign, is progressing overseas
recruitment, has commenced a new clinical induction
programme and is exploring increased offering of
Apprenticeships
The Dental Service has received the Purple Star
Award for the delivery of high quality care to learning
disability service users
First iteration Workforce Plan submitted to TDA per
requirement.
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Detailed summaries of developments , performance and
work in progress relating to:
(i)

Workforce Performance Indicators
• Sickness
• Turnover
• Mandatory Training
• Appraisal

(ii)

Operational Activity
• Substantive Recruitment
• Temporary Staffing
• Sickness Management

(iii)

Workforce and Organisational Development Strategy
Delivery (Objective 3): Learning & Development
• Clinical Induction

(iv)

Workforce and Organisational Development Strategy
Delivery (Objective 4): Employment Practices
• NHS Pension Choices 2
• Flu Campaign

(v)

Workforce and Organisational Development Strategy
Delivery (Objective 1): Staff Engagement
• Annual Staff Survey
• Q4 Quarterly Pulse Survey

(vi)

Workforce and Organisational Development Strategy
Delivery (Objective 5): Organisational Quality &
Efficiency
• Self-Managing Teams
• E-Recruitment
• Overseas Recruitment:
• Radio Recruitment Campaign:

(vii)

Workforce and Organisational Development Strategy
Delivery (Objective 2): Workforce Planning
• TDA Workforce Plan
• ESR/Workforce Information

(viii)

Workforce and Organisational Development Strategy
Delivery (Objective 6): Leadership and Development
• Leadership Engagement / Forums
• |Leadership Development
• Trainee Placements / Apprenticeships

(ix)

Personal, Fair & Diverse:
• Purple Star Scheme for people with learning
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disabilities
• National Joint Health & Social Care learning
Disabilities Self-Assessment Framework
Risks and Challenges
The current biggest risks and challenges are:
• HR Directorate demand and capacity:
Demands as HCT enters the CQC and FT
processes
• Mandatory Training:
Need to maintain focus to achieve targets and
current position on safeguarding training.
National Items
• Health Education England (change to structure of
LET-B)
• Industrial Action (Possible escalation but business
continuity procedures in place). It was noted that
industrial action scheduled for January has now
been called off.
Challenge and Response to Board Questions:
(a)

Workforce data quality was improving and the
workforce and finance teams were commended on
progressing data alignment and accuracy.

(b)

HCT does benefit from some free leadership
development from Health Education England (or a
50% contribution to costs).

(c)

It was evident from a recent CEOs meeting that
staffing capacity was a national issue and vacancy
rates are generally high. The County-Wide HR group
also recognised that more attention needs to be given
to retention, as well as to recruitment.

(d)

It will take an estimated 11.5 years to fill the
healthcare professional gaps in the NHS system at the
current rate of numbers in training.

(e)

A recent Medical and Nursing Directors conference
also recognised the staffing issues as universal. Acute
Trusts were also worried about the numbers of
professional staff migrating to other areas, eg to
community healthcare or to take up GP training.
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Decision(s), Outcome(s) and Action(s):
(1)

22/15

The Board noted the Report from the Director of HR
and OD for January 2015.

Strategy & Resources Committee Chair’s Report
(Committee Chair: DO’F)
The Chair of the Strategy and Resources Committee’s verbal
report on the meeting held on 27th January 2015 was
received and discussed.
Assurance levels reported were as follows:
Red (Negative) Assurances:
1. Volume of work involved and timescale for rolling out
learning from the Rapid Improvement Week.
2. West Herts Strategic Review
3. West Herts Health And Social Care integration
programme
Amber/ Red (Limited) Assurances:
1. Wheelchair Services and Medical Devices progress
reports.
2. Issues arising from the 2015/16 contracting round
3. Current workforce position
4. Business opportunities
Amber/Green (Reasonable) Assurances:
1. Progress on Business Intelligence
2. PMO Report
Green (Significant) Assurances: None
Decision(s), Outcome(s) and Action(s):

23/15

(1)

The SRC Chair’s Report was noted.

(2)

The TDA submissions for November and December
2014 were ratified.

Foundation Trust Progress Report (Jan 2015)
(Lead Director: DL)
A verbal report on FT progress was received and
discussed.
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It was noted that:
(i)

The TDA were supportive of the Trust and subject to
an outcome of “good” or better from the forthcoming
CQC inspection in February, progress on the FT
pipeline was likely to be quite rapid.

(ii)

The TDA have been asked to give written confirmation
of a projected timetable, assuming a good outcome
from the CQC inspection.

(iii)

Preparations were underway now to allow for meeting
a rapid timescale.

Decision(s), Outcome(s) and Action(s):
(1)

24/15

The Board noted the verbal FT Progress Report as at
January 2015.

Foundation Trust Committee Chair’s Assurance Report
(Committee Chair: AR)
The Chair of the Foundation Trust Committee’s report was
received and discussed.
Assurance levels reported were as follows:
Red (Negative) Assurances:
1. Uncertainties around the West Herts Strategic Review
makes planning difficult.
Amber/ Red (Limited) Assurances:
1. FT timetable not clear
2. TDA Support is good, but complacency must be
avoided.
3. CQC Inspection will be challenging
4. FT timeline and resource demands not adequately
planned at present
5. Coincident workload (WH Review, CQC, TDA IFR)
increases rick of overload
Amber/Green (Reasonable) Assurances:
1. Quality Governance Framework.
Green (Significant) Assurances: None
Actions required or underway by the Executive Team to
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address the areas identified and/or to mitigate associated
risks were noted.
It was noted that:
(i) Timescale for the FT application process is probably
now such that the pressure to meet all requirements is
not so compacted as first envisaged.
(ii) Resources required for the FT process have been
considered and the Trust is in a good place to go
forward with the application.
Decision(s), Outcome(s) and Action(s):
(1) The FTC Chair’s Report was noted.
25/15

The Trust’s Planning Cycle 2015/16
The Planning Cycle for 2015/16 was received and
discussed.
It was noted that:
(i)

The Cycle derived from TDA guidance “Delivering in a
Challenging Environrnent” issued in December 2014.

(ii)

There are six elements as follows:
• HCT’s “Operational” plan for 2015/16
• Quality performance plan regarding C.diff and A&E
• A commentary “Checklist” regarding our plans
across main areas – quality, workforce, finance,
sustainability, innovation etc. This includes
statements regarding HCT’s assurance of
compliance with each question (and in some cases,
references to the underpinning evidence)
• Monthly planned trajectories for workforce, activity
and finance performance for 2015/16
• A “Planning Process”

(iii)

Three iterations of the operational plan are to be
submitted to the TDA over the next four months

(iv)

The paper outlined details of timescales, governance
arrangements and issues for consideration.

Challenge and Response to Board Questions:
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Under Governance Arrangements, CA should be
included along with CH under “Quality and Workforce
Checklist”

Decision(s), Outcome(s) and Action(s):
(1)
26/15

The Board noted the Planning Cycle for 2015/16

Chair and NED Engagement Activities
The desirability of recording NED engagement activities was
discussed.
It was noted that:
(i)

NEDS need to link in with Executive Directors so that
engagement can be co-ordinated and that consistent
messages are given out.

Challenge and Response to Board Questions:
(a)

There has to be a realistic expectation in respect of
the time that NEDS can give to engagement activities
given other responsibilities and the time that they can
give to Trust work.

Decision(s), Outcome(s) and Action(s):
(1)

27/15

It was agreed that NEDS submit a summary of their
engagement activities to the Board Support Officer
two monthly, and a template will be issued for this.

Board Assurance Framework (December 2014)
The Board Assurance Framework and summary as at
December 2014 were received and discussed.
It was noted that:
(i)

More time has been allocated on the agenda for
consideration of the BAF (and HLRR) as these were
key in the consideration of risk.

(ii)

There is a significant formatting change from previous
versions whereby each action to address gaps in
controls of assurance is now allocated its own risk
scores as opposed to having a “generic” risk score for
all actions.

(iii)

The “Direction of change” on the BAF itself is indicated
29
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as direction of change from the previous generic risk
score. It therefore indicates deviation from that score.
The summary sheet has also been amended
accordingly to reflect this new model.
(iv)

Risk 11/13 (4) (external factors) has been broadened
in definition to specifically include health system-wide
issues which are beyond the Trust’s control.

(v)

No new strategic risks have been identified although
risks on the HLRR have been taken into account in the
BAF risks where they might have a strategic impact.

(vi)

Progress continues to be made in actions being taken
to mitigate strategic risks.

Challenge and Response to Board Questions:
(a)

More narrative from Executive Directors on their risks
would be helpful, particularly on progress in
addressing actions, as it was sometimes difficult to
determine the extent of progress being made.
(Especially if there was no change shown in risk
score).

Decision(s), Outcome(s) and Action(s):
(1)

28/15

The Board noted the BAF and actions being taken to
mitigate risks as at December 2014.

Audit Committee Chair’s Assurance Report
The Chair of the Audit Committee’s report was received and
discussed.
Assurance levels reported were as follows:
Red (Negative) Assurances:
1. Wheelchair Services
2. Medical Devices
3. ICT Provision – notice of cessation of trading by CSU
Amber/ Red (Limited) Assurances:
1. BAF and Risk Management (Detail on Datix and
HLRR)
2. Key Financial Controls
Amber/Green (Reasonable) Assurances: None
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Green (Significant) Assurances: None
Actions required or underway by the Executive Team to
address the areas identified and/or to mitigate associated
risks were noted.
It was noted that:
(i) The ICT provision issue was moving out of being a
risk but the new service provision was not yet tested.
(ii) The risks around Wheelchair services and medical
devices had been covered during the course of the
meeting.
(iii) There is an issue on the level of investment by the
Trust in internal audit, but this will be raised and
discussed outside of the meeting.
Decision(s), Outcome(s) and Action(s):
(1)

The Audit Committee Chair’s Report was noted.

(E)

Board Governance & Leadership

29/15

Board Business Cycle (Jan 2015 - March 2016)
The Board Business cycle for Jan 2015 to March 2016 was
received and agreed. It was noted that changes may be
required throughout subject to circumstances and any shift in
priorities. The FT application process will also impact on the
business cycle once timescales are clearer.

30/15

Note of the Remuneration Committee Meeting held on
25th November 2014
A note of the Remuneration Committee meeting held on 25th
November 2014 was received.
It was noted that:
(i)

The Committee had agreed the need to appoint an
interim director of finance for up to six months and
remuneration for the substantive post was also
considered.

(ii) The CEO has held mid-year performance reviews with
the Executive Directors and Chair planned to hold
reviews with all Board members
(iii) More detailed consideration of the Committees
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recommendations was included on the agenda for Part 2
of the meeting. (The Board meeting in private).
(F)

Urgent Business

31/15
(G)

No items
Risks Arising

32/15

It was noted that:
(i) This was a new standing agenda item which gave the
Board the opportunity to consider and summarise risks
(or opportunities) arising from reflection on the meeting
as a whole and where they had not otherwise been
considered during the course of the meeting.
It was agreed that possible risks / opportunities meriting
attention or monitoring over time were as follows:
(1) Although the West Herts Strategic Review presents
risks, it is also an opportunity to improve services for the
community.
(2) There was uncertainty around proposals for The Better
Care Fund and how this will impact on HCT.

(H)
33/15

Supporting Papers / Items for Receipt and Noting Only
The following supporting papers for information were
received and noted:
Clinical Services & Healthcare Governance
B2

(i)

Safe Staffing Establishment Review

Operations & Performance
C1
C2

(i)
(i)

Potters Bar Fall Action Plan (Updated)
Integrated Board Performance Report
(December 14)

Strategy, Resources & Engagement
D2
D5
D6

(i)
(i)
(i)

Month 9 Financial Position Report
TDA Returns (Nov & Dec 2014)
Minutes of the Foundation Trust Committee meetings
held on:
12th November 2014
10th December 2014

D10 (i)

Minutes of the Audit Committee Meeting held on 16th
December 2014
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Date, Time & Venue of Next Meeting(s)
Thursday 26th March 2015
Board meeting in public:
1.30-4.00pm
Focolare Centre for Unity
69 Parkway
Welwyn Garden City
Hertfordshire
AL8 6JG
Questions / Observations from the Public
The following questions / observations were noted:

(K)

(i)

The meeting had been very illuminating and
informative. The discussions also offered reassurance to the public and served to highlight that
the Board has to deal with some difficult issues.

(ii)

DL extended an invitation to MC as new Healthwatch
observer to visit services or meet with directors. MC
appreciated the welcome she had been given and
stated that she had found the meeting to be interesting
(and the glossary of terms issued helps a lay person
to identify some of the references made during the
course of conversations).

Informal Review of Meeting

36/15
The following observations were noted:
(i)

The patient story had been particularly powerful and
the impact was all the greater for Dr. M’s wife and son
also being in attendance. The story had served to
really highlight issues, weaknesses and lessons in
service delivery in the case of patients with multiple
and complex needs.

(ii)

The story also served to demonstrate that more
thought needs to be given to service user involvement
in how services are provided.

(iii)

The story demonstrated that sometimes what might
seem to be “minor issues” compared to “bigger
issues” can sometimes be lost sight of.
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Common Abbreviations
AC = Audit Committee
BAF = Board Assurance Framework
BGAF – Board Governance Assurance Framework
BU = Business Unit
BUPR = Business Unit Performance Review
BURRs = Business Unit Risk Registers
CCG = Clinical Commissioning Group (HV = Herts Valleys; E&N = East & North Hertfordshire)
CEO = Chief Executive Officer
CQC = Care Quality Commission
CSU = Commissioning Support Unit
Dir = Director of….
DD = Deputy Director
DoH = Department of Health
DTC = Delayed Transfer of Care
ENHT = East & North Herts NHS Trust
FFT = Friends & Family Test
FRR = Financial Risk Rating (EoE SHA Provider Management)
FT(C) = Foundation Trust (Committee)
FTN = Foundation Trust Network
GM = General Manager
GRR = Governance Risk Rating (EoE SHA Provider Management)
HCC = Hertfordshire County Council
HCT = Hertfordshire Community NHS Trust
HGC = Healthcare Governance Committee
HLRR = High Level Risk Register
HMT = Her Majesty’s Treasury
HPFT = Hertfordshire Partnership University NHS Foundation Trust
HVHC = High Value Health Care
IBP = Integrated Business Plan
IBPR = Integrated Business Performance Report
KPI = Key Performance Indicator
(L)AT = (Local) Area Team (of NHS England)
LOS = Length of Stay
LTFM = Long Term Financial Model
NED = Non Executive Director
NHSE = NHS England (formerly known as the NHS Commissioning Board)
NTDA = NHS Trust Development Authority (or TDA)
PLACE = Patient Lead Assessments of the Care Environment
PMR = Performance Management Regime
QGF = Quality Governance Framework
RAG = “Red/ Amber / Green” ratings
RemCom = Remuneration Committee
SIRO = Senior Information Risk Owner
SRC = Strategy & Resources Committee
TDA = (NHS) Trust Development Authority
ToR = Terms of Reference
WHHT = West Hertfordshire Hospitals NHS Trust
YTD = Year to Date
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HERTFORDSHIRE COMMUNITY NHS TRUST BOARD TRACKER (March 2015)
RAG Traffic Light Key:
To be considered at
current meeting
(ie action deadline
reached)

No Action
Required

Action Deferred

Minute
Ref No.

Meeting
Date

Item / Action Required

02/15

29/01/15

Patient Story

08/14

29/01/15

Action not yet
initiated but
within target

Action not yet
initiated and likely
to miss target

Action In Progress
but not on target or
target has expired

Action in progress
and on target

Action
Completed

Board
Lead

Target /
Finish Date

Progress

Jan 15+

Verbal update to be given
at Board meeting.

(1)

CH and JH will jointly lead on an
action plan to address GM’s
concerns and issues raised.
Progess will be shared with GM and
with the Board.

CH/JH

(2)

Issues which can be addressed
quickly (eg medication) will be taken
forward immediately.

CH/JH
Completed

Patient Information Packs
(1)

Roll out of packs to bed-based units

CH

March 15

(2)

Consideration be given to rolling out
patient information packs to

CH/JH

March 15 +

1

Implementation in
progress
Consideration in progress
with decision tio be made

R/A/G

Board: 26th March 2015

Minute
Ref No.

Meeting
Date

11/15

29/01/15

Item / Action Required

29/01/15

Board
Lead

Target /
Finish Date

community-based services
Complaints Report

Progress
in Qtr 1 2015

(2)

HGC to consider ways of enhancing
visibility and assurance re
complaints.

AM/CH

March 15
May 15

(3)

The practice of periodically sending a
sample of complaints to NEDS for
review to be re-instated.

CH

March 15+

(4)

26/15

Attachment A2

Consideration be given to including
benchmarking information on
compliments received in the
Complaints Reports.

CH

March 15

NEDs /
CApp

March 15+

Re-instated with Chair of
the Board
Aspirant CFT
benchmarking data will
be inculded as from April
2015 Q1 and in the
quality report

NED Engagement Activities
(1)

It was agreed that NEDS submit a
summary of their engagement
activities to the Board Support Officer
two monthly, and a template will be
issued for this.

2

First Report to May Board

R/A/G
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HERTFORDSHIRE COMMUNITY NHS TRUST
MEDICAL DIRECTOR’S REPORT
March 2015
1.

Executive Summary
This paper provides an update from the Medical Director’s portfolio to highlight key
issues of interest/information arising since the last Board that are not covered in other
Board papers.

2.

Glossary of Terms
CCG Clinical Commissioning Group
CSU Commissioning Support Unit
GPs General Practitioners
HCT Hertfordshire Community NHS Trust
MD
Medical Director
NHS National Health Service
HVCCGHerts Valleys Clinical Commissioning Group
E&N Herts CCG- East and North Herts Clinical Commissioning Group
NIHR CLAHRC- National Institute for Health Research -Collaboration for Leadership
in Applied Health Research and Care
HSJ- Health Service Journal
IPC- Infection Prevention and Control
RTT- Referral to Treatment Time (RTT)
NMP- Non Medical Prescriber
SLA- Service Level Agreement
LMC- Local Medical Committee
NIB-National Information Board
PHE- Public Health England
HSCIC- Health and Social Care Information Centre

3.

Recommendation
The Board is asked to note the contents of this paper.

4.

Introduction
This Report is to inform the Trust Board of areas in which I have focussed as Medical
Director since the last board meeting

5.

HCT Services
Community Hubs:
I visited Cheshunt Community Hospital with our head of estates and spoke to the
staff. The vision for a potential community hub was discussed. The staff were keen to
be involved with the development and generated ideas about what services might be
useful for the local community. The team are going to discuss this further and also
involve patients with what they feel is needed in the facility. They will feed back to us
.
Sexual Health:
Thanks to the staff in the sexual health service for their contribution to HCT over the
past few years. From a MD point of view the medical team have been engaged,
helpful and supportive. I will miss them as part of my team and wish them well in their
new organisation

1
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HomeFirst:
Dr Clifford Lisk, who was a key player in the development of HomeFirst in Hertsmere
presented the model at a national conference. It sparked considerable interest and
was highly praised
Mortality Review:
I took part in the national mortality meeting held by the TDA looking at the different
ways that community trusts review mortality within their bed bases. Our methodology
is appropriate and in line with that of other similar trusts
6.

Bed Base
•

•

•

7.

Pharmacy
•

•

•

8.

Unfortunately there have been several instances of potentially harmful
inappropriate discharges into our bed based units. These have been picked up
with the executives at the referring hospitals and are being investigated. When
such discharges result in an SUI in our organisation we will be pushing for
joint Root Cause Analysis reviews with referring trusts, as we have done with
C.Difficile.
WHHT have recently stopped sending original case notes with patients who
are transferred into HCT bed bases. I have met with WHHT to discuss the
potential patient safety issues associated with this and we have requested
what information, at a minimum, is being sent with the patient. All cases where
there is insufficient documentation sent with the patient are being incident
reported.
Both issues were discussed at the HCT Mortality and Incident Review meeting
with internal stakeholders and actions from this will be taken back into the
organisation.

Recent medicines storage audit across the Trust has been very successful
with close to 60 clinical sites responding to the audit questionnaire. The audit
resulted in good team engagement with pharmacy and was vital in identifying
areas of improvement especially with the CQC visits.
The pharmacy team are working with the contracts team and Chief pharmacist
of acute Trusts to negotiate new SLAs with the acute trust who are supplying
our pharmacy service & medicines supply at the HCT bed base units(BBU)
and community clinics. The new SLA will provide us with clear KPIs to monitor
the standards of pharmacy services provided to HCT BBU.
New contract for the Mount prison with NHS England starts 1st of April. We are
now developing our partnership with Lloyd’s pharmacy who are providing the
pharmacy service. This contract will provide us with plenty of opportunity to
further develop a much improved pharmacy service to the inmates which will
include blood pressure and diabetes monitoring, medicines use reviews, new
medicine reviews and smoking cessation.

Research
HCT performance has improved from 10th to 5th out of 11 for community trusts.
Recruitment to NIHR trials now stands at in excess of 200 compared to 2 last year.
The research team are to be congratulated on this impressive performance.

9.

External stakeholders
West Herts Strategic Review:

2
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I was privileged to be invited to deliver the presentation articulating the clinical case
for change for the Your Care Your Future launch event. The event was well attended
by stakeholders.
Health and Social Care Integrated Data Program Board
I attended the meeting on 12 March 2015.
• Mede Analytics will be working with providers across Hertfordshire to
implement a risk stratification tool. The clinical input to this is being led by
public health. The database will include mental health, which has not
previously been done anywhere else in the country.
• Personalised Health and Care 2020:
As an organisation we need to be aware of our responsibilities
https://www.gov.uk/government/publications/personalised-health-and-care2020/using-data-and-technology-to-transform-outcomes-for-patients-and-citizens
• From March 2015 all citizens will have access to their GP record
• From March 2018 all individuals will be enabled to view their care records and
to record their own comments and preferences on their record
• All patient and care records will be digital, real-time and interoperable by 2020
• Single clinical terminology will be adopted – SNOMED CT – to support direct
management of care. All primary care systems must adopt SNOMED CT by
the end of December 2016; the entire health system should adopt SNOMED
CT by April 2020
• By 2018 clinicians in primary care, urgent and emergency care and other key
transitions of care contexts will be operating without the use of paper records
• By October 2015 HSCIC, CQC, Monitor and NHS Trust Development
Authority (NHS TDA) will publish data quality standards for all NHS care
providers. The CQC will, from April 2016, take performance against these
data quality standards into consideration, as part of its regulatory regime
• Quality of care will have to be transparent with documented outcomes. By
March 2015 DH will set out proposals, in consultation with key NIB members,
including NHS England, CQC, PHE and the HSCIC, for enhancement and
extension of the My NHS service on NHS Choices
• Security and interoperability standards for common services to be purchased
directly by care providers, such as email, will be published by 1 April 2015,
which will allow them to connect to the national infrastructure and provide
confidence for inter-organizational transactions
Watford Locality GP Meeting:
I attended this meeting on 12th March 2015. Topics discussed included BeeZee
Bodies, a program to help overweight children between 5 and 16. We are able to
refer into this service too http://beezeebodies.co.uk
I attended the UCLP CEO meeting and UCLP MD meeting
Presentation from Greater London Authority, looking at healthcare for the future with
a discussion about the Manchester model and integrated budgets
There was discussion about the digital maturity matrix (only applied to acute trusts
within the UCLP area thus far), connectivity between organisations.
Fascinating project from Royal Free London about technology to flag patients with
Acute Kidney Injury and a presentation from Luton and Dunstable Hospital about how
their Emergency Department pathway works
Quality Improvement masterclass by Lloyd provost:
Exploring Improvement models, measurement of improvement, understanding
success of Quality Improvement and the factors enabling success with collaborative
networks

3
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NHSproviders Quality Governance Module: Discussed the well lead framework for
which there is still no clear date for instituting and also the key quality challenges for
board members

11.

Revalidation:
Action plan is on track to complete improvements by March 31st following last year’s
Annual Organisational Audit.

Caroline Allum
Medical Director
16th March 2015

4
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HERTFORDSHIRE COMMUNITY NHS TRUST

Report from the Director of Quality and Governance/Chief Nurse
March 2015
1.0 Introduction
This paper provides an update from the Director of Quality and Governance /Chief Nurse to
highlight items of interest or information arising since the last Board report. It is
supplementary to the quality data contained within the IBPR.
Glossary of Terms
C Diff
CCG
CQC
HCT
HVCCG
IBPR
NQB
OFSTED
QA
WHHT

Clostridium Difficile
Clinical Commissioning Group
Care Quality Commission
Hertfordshire Community NHS Trust
Herts Valleys CCG
Integrated Board Performance Report
National Quality Board
Office for Standards in Education
Quality Assurance
West Herts Hospitals NHS Trust

2.0 Executive Summary
•
•
•

Completion of CQC Inspection. Initial CQC action plan developed and identified
actions being addressed and reported to the Executive and Board.
Positive Quality Assurance visit to the West Herts Diabetic Eye screening service, as
part of the National Screening Programme.
HVCCG have confirmed no lapse in care for HCT’s C Diff case one.

3.0 Recommendations
The Board is asked to note the content of this report.
The Board is asked to accept the CCGs’ proposed ceiling for C Diff as 6 cases per year
(2015/16) with the caveats as set out in the report below.

4.0 CQC Inspection
HCT’s full CQC inspection was completed during February. A programme of extensive
visits by over 40 Inspectors was completed in week one with an unannounced inspection at
the Herts and Essex Hospital in week three.
1
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The full report, which we receive for factual accuracy check, is expected in the latter part of
April. This will be published following a Quality Summit, which will take place before the
end May.
Our staff are to be applauded for their commitment and support in preparation for, and
during, the Inspection. The Trust was commended for its open and honest approach and
for the welcome given to the Inspection team. Staff were described as a credit to the Trust,
showing high levels of commitment. The quality of care seen was good and feedback from
patients was positive. I am especially proud to have feedback that every interaction
between staff and patients was caring, and to see this embedding of the 6Cs in HCT.
A number of areas were escalated to me by the CQC. Immediate review and action has
been taken. Simultaneous daily internal review, which included staff feedback from the
Inspection visits, also informed a number of actions. All actions are set out in the Initial
CQC action plan. Once the full report is received, a Quality Improvement Plan will be
produced which will incorporate new actions and any outstanding actions from the Initial
CQC action plan.
Staff feedback, received both during and after the Inspection, has been positive. The
Appreciative Enquiry approach adopted by the team and the opportunity to talk positively
about the services we deliver appears to have enhanced staff engagement and pride in
HCT.
I would like to extend my thanks to everyone for their support and contribution during this
Inspection.

5.0 West Herts Diabetic Eye Screening Service
An external peer review QA visit, as part of the National Screening Programme, was
completed this week for the Diabetic Eye Screening Service. The formal report is awaited.
There was one risk related to the back up of IT systems which is being addressed as a
priority. The QA team highlighted many examples of good practice and commended the
Trust and its partners on the safe and effective service.

6.0 Duckling Green Children’s Centre
The outcome of an OFSTED inspection for Duckling Green Children’s Centre in
Sawbridgeworth found the service requires improvement. A full action plan has been
developed in conjunction with the Local Authority and actions are being addressed. The
service transfers to a new provider in April. HCT will ensure full and effective handover. I
will complete a governance review with the Children’s Business Unit to ensure the Board
has improved reporting on all service performance metrics that are reported externally.

2
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7.0 Safe Staffing
The Trust continues to meet the NQB guidelines for Safe Staffing. Reporting and analysis
to date is included in the IBPR. Staffing pressures at the Herts and Essex Hospital remain
a risk, although improvement has been noted this week. In February the Executive team
agreed a period of increased reporting with fortnightly review of key quality metrics,
including workforce, which continues. No deterioration in the quality of service delivered to
patients on the ward has been identified.
NHS England has notified Trusts of the upcoming publication of nursing safer staffing
indicators and overall Trust RAG ratings, which will be published on My NHS - NHS
Choices in the spring (Gateway reference 02796). The Trust needs to maintain accurate
and up to date information on ESR and we are reviewing this. I will update the Board as
further information is provided.

8.0 Nursing Revalidation
The Nursing and Midwifery Council is introducing a new system of revalidation which will
enhance public protection by the end of 2015. Preparatory work is underway and HCT has
identified an implementation lead and project manager.
Steering group meetings
commence in April. The Trust is required to complete and report on an Organisational
Readiness Self Assessment. This will inform the action plan which will be reported to the
Board.

9.0 Professional Networks and Communication
Regular meetings of Nurse Directors across Beds and Herts have been instigated. The first
meeting was a good networking opportunity and key areas of joint work were agreed.
Priority is being given to workforce resilience, working with Health Education England and
linked to the Workforce Partnership Executive Group.
Clinical Matters publication is produced on a monthly basis to inform all clinicians working in
HCT about both clinical and professional issues.
A number of Clinical Networks are in place across HCT. These are supporting and
informing the delivery of the adult and children’s delivery models. Their work and outcomes
will be subject of a separate report in due course.

10.0

Current Performance

Quality performance remains strong. The Trust continues excellent performance in relation
to C Diff cases with five cases notified YTD (March 2015).
HCT submitted case one to HVCCG for exclusion from contractual sanctions as joint root
cause analysis showed prompt isolation and the correct treatment by HCT and WHHT.
Confirmation has been received that there was no lapse in care therefore current
performance is four against a ceiling of 13.
3
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The CCGs have proposed a ceiling of six cases for HCT for 2015/16. This target is derived
from the application of National Guidance with reduction in number of cases, based on the
time period Dec 2013 to Nov 214. During this time HCT had seven cases. In view of
current year performance the Healthcare Governance Committee recommends acceptance
of this ceiling with the caveat that:
•
•
•

There is contract variation and review of the ceiling set if the CCGs commission
additional inpatient bed capacity and/or there is an overall increase in the numbers of
C Diff cases within the health economy.
That the health economy and HCT pursue joint root cause analysis and
demonstration of no lapse in care results in a case being non attributable to HCT.
Financial penalties do not apply to Community Trusts.

There has been an increasing trend in avoidable pressure ulcers however improvement has
been noted through December to February. Learning continues to be shared and applied.
Care plan review on SystmOne is supporting effective protocolised clinical care. Staff have
been reminded about the need to ensure prompt supply of pressure ulcer prevention
equipment and all bases have a local stock of supplies for urgent use.
Work is underway to reduce the number of pressure ulcers that are unclassified.

11.0

Risks and Challenges

Continued monitoring and input is required by the Deputy Director of Quality and
Governance to ensure all performance standards for Children Looked After are reached.
Targets were not met in February due to staff capacity.
The Adult safeguarding team are supporting operational services to ensure the training
trajectories for Adult safeguarding are met. Performance is below target but shows
improvement.
The quality team is currently supporting the FT application, leading the CQUIN and quality
contract negotiations, developing the 15/16 quality priorities and 14/15 Quality Account as
well as providing leadership and assurance on the initiatives referred to in my report. This
presents challenges to the capacity of the team. Additional interim resource is in place to
ensure the team are supported to deliver these requirements.

Clare Hawkins
Director of Quality & Governance/Chief Nurse
18th March 2015
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For:

Noting

1.0

Purpose and Recommendations
This Quality Report provides assurance of HCT achievement, clinical risks and
patient safety and experience during October – December 2014 (Q3) and in
relation to quality elements of commissioned contracts.
The Committee is asked to receive the report.
Executive Summary - Update

2.0
•

•
•
•
•
•
•
•
•
•
•
•
•

The Quality Directorate continues to review incident reporting at Business Unit and Service level to
ensure that HCT maintains an effective patient safety , evidenced through the continued high
reporting rate. The Risk Team continues to maintain and drive the focus on patient safety with the
aim to further improve the reporting of ‘near miss’ incident reporting within services.
HCT is proud to have signed up to ‘Sign up to safety’ campaign. This demonstrates our commitment
to listening to patients, carers and staff, learning from what they say when things go wrong and taking
action to improve patients’ safety.
Patient to Board Programme reports highlight the good work and positive outcomes that are currently
embedded in the services provided by HCT and inform future actions that need to be taken to support
the improvements identified.
At the time of this report HCT has confirmed all CQUINS are met in full for Q3.
To demonstrate our commitment to embedding care and compassionate practice in everything we
do, we have finalised an implementation plan for delivery of 6C’s to support roll out of the strategy.
HCT has received confirmation of success of a bid for delivery of expanded services within Prison
healthcare commencing in April 2015.
Work continues with NHSP to manage the increase in demand for bank/agency workers, including
reviewing pay rates for multi-post holders and working with agencies
HCT continues to work with CQC dental registration team to ensure Herts Special Care Dental
Service under general anaesthesia is accurately registered following a change in location
At the time of this report HCT has received an Improvement Notice from the HSE following 1 staff
RIDDOR reportable incident during Q3, in which a staff member fractured their wrist while treating
bariatric patients. Immediate actions are in train.
There have been 4 ‘raising concerns’ escalated in year. Two have resulted in improvement for
student nurse support whilst on placement, two are awaiting outcome of investigation, one of which
has been managed within the whistleblowing process.
There has been an increase in pressure ulcers have been assessed as being avoidable during the
first nine months of 2014/2015 than the whole of 2013/2014. The Tissue Viability Specialists, Clinical
Quality Leads and Pressure Ulcer working group are working with teams to address this.
HCT has had a total of 3 CDI case since April 2014. This performance is a great improvement
compared to the same period last year (Apr-Dec 2013) when 13 cases had been reported.
The CCGs undertook a Section 11 safeguarding Adults audit during Q3 as part of the quality
assurance process. This provides the CCGs
1 with sufficient assurance regarding adult safeguarding
within HCT.
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Relevant Strategic Objective(s) / Strategies
The Statement impacts on all strategic objectives and links to all Trust strategies.

4.0

Appendices and Attachments
(1)

Quality Report Quarter 3

Tracey Westley & Meagan Juries
March 2015
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Executive team via email
March 2015
HGC
March 2015
Issues arising from committee consideration
Note Clinical Compliance continues to be reported in monthly BUPR alongside risk registers,
subsequently aggregated into the monthly IBPR 2014/15. Any elements of concern will continue to be
escalated via Board Escalation report in the interim period.

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable executive director
confirms that to the best of their knowledge, and subject to any exceptions identified, data contained in this report
is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x
√

Information is as comprehensive as possible to inform
the board / committee and no significant known facts or
statistics which may influence a decision are omitted.
As far as can be reasonable ascertained or validated,
information in the report is accurate.
Information contained in the report is relevant to the
matters considered in the report.
Information in the report is as up to date as reasonably
possible in the context of the time at which the paper is
written
Information is presented in a format which complies with
internal or national models or standards
The meaning of any data in the report is clearly
explained

√
√
√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable executive director
who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource implications, have
been considered.

Clare Hawkins

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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QUALITY REPORT - EXECUTIVE SUMMARY
ABOUT THIS REPORT
This report is split into 5 sections, reflecting the High Value Healthcare (HVHC) domains upon
which quality and performance within Hertfordshire Community NHS Trust (HCT) is based.
1.
2.
3.
4.
5.

High Value Healthcare (Executive Summary)
Consistent and improving patient safety
An outstanding patient experience
Excellent clinical outcomes
Highly efficient and cost-effective services

Strategic objectives

Strategic objectives

SO1
We will support the people we serve to
manage their own health and wellbeing

SO2
We will improve clinical outcomes and
enhance patient safety

SO3
We will support the substantial expansion of
community services through the delivery of
excellent core services for adults and
children and the development of ambulatory
services

SO4
We will use resources efficiently to
enhance our ability to improve services

SO5
We will develop the organisational capacity to deliver our vision and objectives

Quality Report Q3 14_15 FINAL V5
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1. HIGH VALUE HEALTHCARE EXECUTIVE
1.0 EXECUTIVE SUMMARY
This report provides an update on all areas of work relating to quality and safety. This is
the Quarter 3 report for 2014/15.


Report Content

This report contains clinical quality information data from the latest quarter (Q3) 2014/15
as compared with the previous quarter (Q2) of 2014/15, and also information and data
relating to other quarters of the previous years, in order to provide an overview as to any
specific trends or themes arising from a quality and safety perspective from the Business
Units.
Key issues are highlighted throughout the various sections of the report and there is also
analysis throughout the report to provide assurance that relevant actions are in place to
address any gap identified through either investigations or issues raised by our
commissioners through Clinical Quality & Contract Review Meetings.
Note key quality strands such as SIs, complaints, PLACE, High Level Risk and Infection
Control are all reported separately to the Healthcare Governance Committee and the
Board respectively.


Assurance

This evolving report provides a fundamental tool of quality improvement and risk
management initiatives within HCT’s services, which aims to contribute to the assurance
provided to the Board on quality and safety standards. In addition, it also provides
assurance that HCT is meeting the regulatory requirements in most areas relating to
quality and safety compliance.
1.1

RECOMMENDATIONS
The HGC Committee members are asked to note:




1.2

The Quarterly Quality Report;
The progress achieved in quarter 3 including the on-going actions to address gaps in
quality assurance; and
Provide any feedback on any potential areas of improvement.

ACHIEVEMENTS
(a) Improvement in standards of cleanliness in Q3. This is supported by patient feedback.
(b) Through the review of incident reporting, an increase of 12% of reported incidents
year to date demonstrates an embedding culture and awareness of patient safety and
risk management in HCT.
(c) Quality assurance visits highlight the good work and positive outcomes that are
currently embedded in the services provided by HCT
(d) The Safeguarding Children Team received highly commended in the final award
ceremony for the HSJ awards in the compassion category.

Quality Report Q3 14_15 FINAL V5
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RISKS & OPPORTUNITIES
(a) Incidents reported in Q2 identifying concerns with staffing levels continue to be
monitored at BUPR for all services and were escalated to November Board BAF
following discussion at Healthcare Governance Committee. Work continues with
NHSP to manage the increase in demand for bank/agency workers, including
reviewing pay rates for multi-post holders and working with agencies on ‘lines of work’
(i.e. guaranteed shifts up to an agreed number of hours per week) in our lowest fillrate areas.
(b) Prison services are awaiting the outcome of a bid for delivery of expanded services
and this continues to be managed by the PMO process.
(c) There have been 4 raising concerns escalated in year. Two have resulted in
improvement for student nurse support whilst on placement. Two are awaiting
outcome of investigation, one of which has been managed within the whistleblowing
process.
(d) Following the receipt of a HSE improvement Notice, HCT is undertaking a review of
manual handling policy, training and procedures to support safe care and
management of bariatric patients.
(e) HCT continues to work with CQC dental registration team to ensure Herts Special
Care Dental Service under general anaesthesia is accurately registered following
change in location.

1.4

CQUIN UPDATE
CQUIN reports have been received to Board via IBPR. At the time of this report HCT has
confirmed EN CCG ha confirmed 97% of CQUINN met HV CCG are yet to confirm Q3
performance.

1.5

QUALITY PRIORITIES
(a) Quality Priority 1: To demonstrate our commitment to embedding care and
compassionate practice in everything we do, through the work undertaken to deliver
our 6Cs strategy
Aim: To provide safe, effective, compassionate care, given by trained staff who are
committed to working together and communicating with patients and carers. We will
achieve this through delivery of the 6Cs strategy
Quarter 3: Update (Link to Strategic Objective 3)
At the end of Q3, 16 of complaints received have related to care standards and 12
related to attitude of staff, an increase from Q2. All complaints related to staff attitude
will be scrutinised in depth to identify themes, trends, and service areas with correct
interventions to reduce further complaints. An implementation plan for delivery of 6C’s
has been finalised to ensure roll out of strategy. 6C’s Leads have signed up for a relaunch of ‘Hello, my name is’ with the national campaign launch in February. Learning
and additional information will be cascaded to all staff to encourage personalised and
compassionate care which will encourage and improve staff attitude. 6Cs and
complaints are covered in the induction training but focus will be given to ensuring
staff are aware of the requirement to provide compassionate care and how their
attitude may have a negative impact on patients. Standard team meeting agenda item
enables opportunity to share good practice and reflect on areas for improvement.
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6C’s Whiteboards in situ on bed based units displaying core values and behaviours of
compassion in practice, as well as other information on patient safety / quality,
including safe staffing levels. HCT now has staff website where all 6Cs information is
available for staff to review. This includes the strategy, 6Cs film and supporting
documents demonstrating evidence of improved practice.
(b) Quality Priority 2: To ensure patients who are at risk of dementia are referred to a
cognitive memory service or clinic to support individual best clinical outcomes and
timely carer support.
Aim: Integrated community team across HCT are trained to observe for early signs of
dementia in ‘at risk’ patients and ensure 50% of those who are identified are sign
posted to a cognitive memory service or clinic.
Quarter 3: Update (Link to Strategic Objective 2)
The dementia awareness training package has been revised and is now being
delivered, with 30% of eligible staff having received dementia screening tool training
at the end of Q3 and training schedule will continue during Q4. Within the framework
of patient choice, 25% (Q3 target 10%) of ICT patients with an identified ‘at risk’
cognitive impairment (dementia) score were referred onto a dementia clinic/cognitive
memory service during Q3. Changes have been made to SystmOne and the
dementia questionnaire template is now live on SystmOne for all ICT teams to
complete as part of their core assessment. At the time of the report HCT is awaiting
the 15/16 national CQUIN for dementia to determine how we may develop 15/16
quality priority.
(c) Quality Priority 3: To demonstrate patients’ experience of care is supported through
the use of timely Mental Capacity Assessments, Best Interests Decisions and where
appropriate application for Deprivation of Liberty Safeguarding.
Aim: To ensure 100% of patients receive appropriate Mental Capacity Act
assessments to inform their care and 100% of appropriate Deprivation of Liberty
Safeguards Applications are undertaken in a timely manner.
Quarter 3: Update (Link to Strategic Objective 2)
During quarter 3, 86% of adult services staff who require MCA training have
completed
the training, an improvement of 3% since Q2, and 80% of staff in adult
bed based units have completed MCA and DOLS training, an improvement of 12%
since Q2.There has been an increase in the number of DOLS applications (17) during
Q3 compared to 10 during Q2.
Whilst initially it was agreed that HCT would record when the CCG raised questions in
relation to MCA or DOLS, further review of the SI investigation reports has identified
that there are occasions when HCT, through the investigation, has identified
MCA/DOLS issues (for example, MCA should have been undertaken and was not).
Therefore to gather good information HCT needs to consider both issues raised by
HCT as well as questions raised by the CCG. At the end of Q3, Q2 data provided on
the previous return has been reviewed. The outcomes of investigations completed
after the previous data return was made have been included and Q2 data revised to
ensure accuracy.
Data for Q3 is incomplete as investigation reports and feedback for 17 serious
incidents are yet to be received. 10 Adult Serious incidents out of 52 (19%) were
noted to have associated MCA issues, an increase of 7% since Q2. The final Q3
position will be revised once full data is available and at the time Q4 data is collated.
At the end of Q4 all data previously submitted will be reviewed to ensure an accurate
end of year position.
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(d) Quality Priority 4: To improve the patient experience through commencement of 3
year accreditation for the UNICEF baby friendly programme
Aim: 50 % of children and families using our services report they have been
supported by health visitors and environment that has helped them to continue with
the feeding method of their choice and is baby friendly
Quarter 3: Update (Link to Strategic Objective 1
The infant feeding policy has been rewritten under UNICEF guidance and ratified
during Q3. Benchmark audit data for site visits has been completed in September and
will inform Q4. Training trajectories have been agreed, an education programme is in
place with training dates for Q3 and Q4 set. The percentage of HV’s who undertook
and completed the 2 day UNICEF Breastfeeding and relationship building: new
approach training was 33% at end of Q3 (target exceeded) and 100% of identified
staff have completed the train the trainers program.
(e) Quality Priority 5: To reduce the number of patients using indwelling urinary
catheters and consequently reduce the number of catheter associated urinary tract
infections
Aim: Fewer than 1% of patients with urinary catheters experience an associated
infection
Quarter 3: Update (Link to Strategic Objective 2)
During Q3 the UTI bundle has been approved and circulated across all bed based
units to support this priority. Training is below trajectory and a train the trainer
approach with a re-launch of e-learning has been undertaken to support improved
access to learning. Further work is required at service level as the CAUTI Lead
currently receives insufficient returns. This is being addressed via the CAUTI Working
Group. The catheter passport is being re-launched with the support of the Clinical
Quality Leads. An addition to SystmOne patient record of recording functionality when
the Catheter Passport is either already with the patient, or is given to the patient, has
been added to the community nursing service care plan templates as well as the
Specialist Bladder & Bowel Team templates. A report on this is currently being put
together by HCT’s Systems Analyst. Agreement has been made with OVNS to ensure
individual patients with catheter problems are being referred to bladder and bowel
specialist service for assessment. Improved recording information is expected
following completion of Mobile Working roll out, once Business Change has
completed actions. The Clinical Lead is planning to work with WHHT & E&NHT to
ensure the passport is given to patients upon discharge. HCT Infection Control Lead
in discussions with ‘Whole Systems’ group to ensure the passport is being issued.
HCT Chief Nurse will raise this with the Acute Trusts Directors of Nursing at their
regular meetings.
(f) Quality Priority 6: To ensure patient safety is maintained when directly administering
medication or when supporting patients in their own self-medication care
Aim: All staff who deliver insulin or IV therapy medicines to our patients have been
trained, are annually assessed as competent and this is recorded through the
appraisal process and registered with Learning and Development. Reducing the
number of medication incidents resulting in harm requiring further medical
intervention by 10%.
Quarter 3: Update (Link to Strategic Objective 5)
HCT can confirm that during Q3, 12 medication incidents with harm have been
identified out of 74 (8 in community and 4 in bed based units).The number of patient
incidents relating to medicine management has reduced from 78 during Q2 to 74
during Q3. Training programme for Insulin Management is in place and has continued
through Q3 and more sessions are booked for Q4. During Q3, 37% of staff have been
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trained and are assessed as competent to deliver insulin medication, an improvement
from 14% during Q2. Trajectory is in place to increase uptake during Q4. Education
and support to community matrons and practice nurses has improved which aims to
eventually drive a whole system improvement in diabetes /insulin incidents in
particular. Insulin training for a small number of band 4 Assistant Practitioners has
been completed. A pilot during Q4 will enable them to administer insulin to named
patients in their localities. This move will hopefully further improve near misses and
provide support to registered nurses to increase capacity for the number of insulin
visits on their caseloads.
1.6

RISK MANAGEMENT
(a) Risk Strategy
The risk strategy has been revised in line with the organisation values and was ratified at
Board in November. It is available on the intranet together with an ‘easy read’ version to
support engagement and awareness of both junior staff and public. It is undergoing a
refresh in line with the FT Strategies preparation.
(b) Risk Register
Summary of Risks
Risks are routinely reviewed at senior management team meetings with key risks and
their management brought to the attention of Executive team following the Business Unit
Performance Reviews.
At the end of Q3 following review at Executive Team level, 7 remain on the HLRR and are
being closely monitored with no new risks escalated to BAF.

The High level risk register has been reported to Board once in this quarter.
1.7 CARE QUALITY COMMISSION
(a) Registration
During Q1, Langley House received a Minor Concern improvement notice for Outcome 14
– Supporting Workers. Work was already in progress to address this concern and actions
were completed to bring Langley House into a state of full compliance. Confirmation was
received from the CQC during Q3.
During Q3, HCT notified CQC of a change in location for dentistry under general
anaesthesia (from QEII site in Welwyn Garden City to the Endoscopy and Day Case
Suite, Coreys Mill Lane Stevenage). At the time of this report HCT is awaiting dental
registration at Coreys Mill Lane site. Members are asked to note this will delay the deregistration of the family planning service from HCT, which will transfer to Central London
Community Healthcare NHS Trust on 1st April 2015. The Acting Deputy Director of
Quality and Governance remains in contact with all parties and has followed up with the
dental registration team at the Care Quality Commission.
(b) Inspection
During Q3, HCT was notified that a full CQC inspection across all services will commence
in Q4.
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(c) Quality Risk Profile
There has been no publication of a Quality Risk profile since April 2014.
1.8

CHANGES TO CQC INSPECTION FOR PROVIDER SERVICES
It is noted that CQC inspections were amended in October 2014 and sites will be
inspected and reported upon the following domains:
 Caring
 Responsive
 Effective
 Well-led
 Safe
During Q1 and Q2 peer reviews have been undertaken across HCT services to affirm the
position of self-assessment for compliance and this was reported to Board in Q3. The
service leads have been made aware through the quarterly leadership forum programme
undertaken in Q3.

1.9

INTERNAL AND EXTERNAL ASSURANCE

Patient to Board Programme October – December 2014
The Board, including the Executive Team and Non-Executive Directors, continues to undertake
these important visits allowing two way communications between front line service users, staff
and the Board to ensure improvements in patient and staff experience.
Feedback from the services remains a vital factor in shaping HCT services and delivering
quality improvements in the care we provide and improving the environment and supporting
staff. The issues for escalation are reviewed by the Executive Team and the General Managers
and progress on required action reported in the Business Unit Performance Reviews.
The report outlines the feedback gathered from interaction with staff, patients and stakeholders
during keeping in touch visits.
There were 16 visits undertaken between October and December 2014 across the county
covering a wide range of services and teams. Activity was observed and discussions held with
staff, patients and carers to gain insight into the positive areas of the service and input into
possible improvements or solutions to difficulties faced. There were a further 11 visits to teams
undertaken in the run up to the festive period to thank the staff for their input and commitment
and wish them season’s greetings.
These visits are seen as an important method of two way communication between the Board
and the front line staff and service users. Appendix 1 shows a sample of the feedback.
Conclusion
Hertfordshire Community NHS Trust is committed to improving patient and staff experience by
gathering and acknowledging the positive feedback and using the suggestions and themes to
inform and drive future changes and developments to improve the care received by patients and
reinforce the support given to staff. This report highlights the good work and positive outcomes
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2. CONSISTENT AND IMPROVING PATIENT SAFETY
that are currently embedded in the services provided by HCT and informs future actions that
need to be taken to support the improvements identified.
Peer reviews have been organised to assess quality and recognise good practice. The second
was held in October 2014 and further reviews are planned for 2015. The findings will be
reported and lessons learned will inform further developments and help identify and share best
practice across the services.
2.0

PATIENT SAFETY

2.1

‘SIGN UP TO SAFETY’ CAMPAIGN
HCT is proud to have signed up to ‘Sign up to safety’ campaign. This demonstrates our
commitment to listening to patients, carers and staff, learning from what they say when
things go wrong and take action to improve patients’ safety. We will:
•
•
•
•
•

Commit to reduce avoidable harm in the NHS by half and make public our goals and plans
developed locally.- Put safety first
Make our organisation more resilient to risks, by acting on the feedback from patients and by
constantly measuring and monitoring how safe our services are. - Continually learn.
Be transparent with people about our progress to tackle patient safety issues and support staff to
be candid with patients and their families if something goes wrong. - Honesty.
Take a leading role in supporting local collaborative learning, so that improvements are made
across all of the local services that patients use. - Collaborate.
Help people understand why things go wrong and how to put them right. Give staff the time and
support to improve and celebrate the progress. - Support.

2.2 RAISING CONCERNS AND WHISTLEBLOWING
A concern raised by student nurse undertaking clinical placement initiated a local
investigation into student mentorship support. This resulted in joint working between the
staff in the service and the university link nurse to produce a revised ‘student reporting of
concerns’ flowchart. In Q3 a further new concern was raised by a student in relation to their
mentor, which has been investigated and resolved locally.
In addition two separate ‘raising concerns’ were escalated by HCT staff in Q1 and Q3, to the
Director of HR and OD and to the NED Whistleblowing Board lead. Both are awaiting
outcome of investigations. One of these has been managed within the Whistleblowing
process.
2.3 SERIOUS INCIDENTS
Bi-monthly serious incident reports have been received by HGC during 2014/2015.
60 serious incidents have been declared during Q3 (excluding those that have been deescalated).
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The table below identifies Serious Incidents for Q3 2014/2015

Oct’14

Nov’14

Dec’14

TOTAL

No. declared

25

16

24

65

No. de-escalated

0

1

4

5

No. confirmed SIs

25

15

20

60

Learning from Serious Incidents
Outbreak
Infection control training updates and procedures have been delivered to all staff. Audits,
including catheter care, have been monitored to ensure all staff are compliant with best
practice. A serious incident identified that on occasions care was provided by bank and
agency staff, the ward manager has ensured induction checklists are completed for all
temporary staff to ensure awareness of the expected standards of care.
Safeguarding Adults from Abuse
A patient with bruising was identified as being more likely to bruise due to prescribed
medications and challenging behaviour. The bruising to the arms and hands was noted by the
ward staff a few days before the family raised concerns and information suggests that the family
were not alerted to the bruising at the time it was identified. Staff to be made aware of the
importance of alerting patients and their relatives to bruising at the time it is identified.
Pressure Ulcers
More pressure ulcers have been assessed as being avoidable during the first nine months of
2014/2015 than the whole of 2013/2014. The Tissue Viability Specialists, Clinical Quality Leads
and Pressure Ulcer working group are working with teams to address this. Initiatives include:
- Raising awareness of pressure ulcers through taking part in the national Pressure Ulcer
Awareness day held 20/11/2014.
- It is recognised that maintaining staff’s awareness of the importance of pressure
management is needed and during 2015 the team plan to repeat the local PU
awareness week that was first run in February 2014.
- Teams are working with the 10 residential homes who report most pressure ulcers with
the aim of improving communication and improving prevention of pressure damage.
- Core risk assessments are sometimes not completed on first visit; this may be due to
referrals being received late or a new referral being added to a busy daily list of visits.
The Tissue Viability Specialist Nurse is developing a short check list for staff to use and
complete when it is not possible to complete the full risk assessments on first visit.
- Specific learning from serious incidents combined with the practical experience of the
senior clinicians will be used to develop a Sharing Lessons in Practice that focuses
specifically on pressure ulcer care.
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The first meeting of the Serious Incident Panel takes place in December and will an
additional forum for identifying learning and considering solutions.

2.4 PATIENT SAFETY INCIDENTS(a) Patient Safety - Incident Reporting (NOT including SIs)
During the period October – December 2014 a total of (1233) patient safety incidents were
reported by operational business units within Hertfordshire Community NHS Trust. This
compares to (1119) for the same period 2012/2013 and (1017) in 2013/2014.
The table below shows a breakdown of each quarter by operational business unit with a
comparison against the previous two years. Note Ambulatory Care Services have been
incorporated into the remaining Business Units.
2012/2013

2013/2014

2014/2015

Business Units

Q3

Q3

Q3

Ambulatory Care

153

127

N/A

Children’s Services

55

64

116

Adult Services East &
North

360

327

468

Adult Services Herts
Valley

551

499

649

Totals:

1119

1017

1233

In April 2011 Datix Web was introduced which enabled frontline staff to report directly onto
the incident management system. As a result there has been a steady but significant
increase in the number of incidents reported indicating an embedded culture and
awareness of patient safety and risk management. Staff are now aware that reporting
should also include prevented incidents (near-misses).
Q3 2014/2015 has shown an increase in the number of patient safety incidents reported
across the whole Trust compared to the previous two years. Core Adult Services report
the vast majority of incidents which is consistent with the number of patients that are seen
by the services, with the top categories remaining consistent throughout the quarters.
During the reporting period pressure ulcers and falls accounted for 53% of patient safety
incidents reported. Adult Services Herts Valley historically have reported more incidents
than any other business unit and Children’s Services reporting far less compared to the
Adults services.
(b)

Assurance and Analysis

The Quality Directorate continues to review incident reporting at Business Unit and
Service level to ensure that HCT maintain an effective patient safety culture through the
continued high reporting rate. The Risk Team with the support of the Risk & Assurance
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Manager and the Risk Co-ordinator will continue to maintain and drive further focus on
patient safety with the aim to further improve incident reporting within certain services.
All pressure ulcer incidents continue to be reviewed by the Risk Team with a focus on the
elimination of avoidable category 2 pressure ulcers by March 2015 as well as maintaining
zero avoidable category 3s and 4s

Breakdown by Incident Category
The table below provides a breakdown of incident by their main category for Q3

Patient Safety Incidents Quarter 3 2014/15
Admission, Discharge or Transfer
Communication
Confidentiality Patient
Death of Patient
Estates, Environment and Supplies
Fire Related Event
Incidents Involving a Weapon
Infection Control
Issue with Diagnosis
IT Equipment
Manual/Patient Handling
Medical Devices & equipment
Medication Patient
Monitoring
Nursing Care
Patient Fall
Patient Information
Patient Security
Patient Wandering
Personal Accident - Patient
Physical Assault on Patient
Pressure Ulcer Related Incidents
Privacy and Dignity
Self-harm
Serious Criminal incidents Patient
Sexual assault/Inappropriate sexual behaviour towards Patient
Sharps/inoculation incident
Theft/Attempted Theft - Patient property
Transportation
Treatment
Unexpected/Unexplained Illness
Vaccinations/ Immunisations

Count of Category
119
30
13
27
2
1
1
11
7
6
6
27
74
26
39
142
65
4
6
13
6
514
2
2
1
3
2
2
27
30
19
1
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Verbal Abuse toward Patient
Grand Total

3
1233

All patient safety incidents continue to be reviewed monthly and reported to Board and
Executive teams via the IBPRs and BUPRs.
All patient safety incidents are uploaded to the National Reporting and Learning System
on a weekly basis to support national learning across the NHS.
Incident broken by Type
The below table shows the total number of Incidents in Quarter 3 broken down by type:
Quarter 3
Incident Type

Total

Patient/Client

1233

Staff

313

Corporate/Equipment/Estates

55

Contracted/Commissioned Service

11

Visitor/Public/Relative

12

Grand Total

1624

There was a total of (313) staff incidents reported during the period of October to
December 2014 shown above as compared to (215) for the same period in 2013/14. 209
staff incidents relate to staffing levels.
Breakdown of Pressure Ulcer incidents per month
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HCT Pressure Ulcer 2014-15 Totals
Quarters 1, 2 & 3
2

5

6
32

2

0

45

35

22

45

5

3

43

49

4
44

49

20

28
20

21

17

31

2
47
Cat 4
20

19
110
90

73

112

86

95

98

112
87

Unclassified
Cat 3
Cat 3
Cat 2

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec14 14 14 14 14 14 14 14 14

There has been an improved reporting for pressure ulcers incidents with a total of 514 pressure
ulcer incidents reported during the period of October to December 2014 shown above as
compared to 420 for the same period in 2013/14, an increase of 21%.

•

Breakdown of Inpatient Falls incidents
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Quarterly Total Inpatient Falls year by Year 2008 - 2015
400
350
300
250

Q1
Q2

200

Q3

150

Q4

100
50
0
2008/09

2009/10

2010/11

Year

2011/12

Q1

2012/13

Q2

2013/14

2014/15

Q3

Q4

2008/09

220

290

267

347

2009/10

271

260

209

262

2010/11

245

241

183

182

2011/12

165

163

155

179

2012/13

150

160

132

156

2013/14

115

105

87

128

2014/15

102

119

90

The above chart breaks down the number of inpatient falls quarterly for the previous 6 years.
Inpatient falls has increased slightly in Q2 and Q3 2014/15 compared to the same period in
2013/14.
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Note the increase in Q3 is 3.45%.
•

Injurious Falls
Patient Injurious Falls in Bed-Based Units

120
110
100

108

92

90
80
66

70
50

36

40
30

Patient Injurious
Falls 2014/15

74

60

2014/15
Trajectory

51

32

20

Q1

Q2

Q3

Q4

Patient falls in bed-based units 2014/15
Patient falls 2014/15

2013/14 Monthly Average

70
65
60
55
50
45
40

39

36

43

37

39
36

35
30

27

25

31
23

20
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Medication

All HCT Medication Incidents With Harm Trajectory April 2014 March 2015
180
160
Number of Incidents

161

140
120
114

100
80
76

60
37

40
20

62

50

24

0

Financial Quarter

1

2

3

2013/14 Cumulative

4

2014/15 Cumulative - 10% Reduction

During Q3, 12 medication incidents with harm have been identified (8 in community and 4 in
bed based units).
•

Central Alerting System

Alert Type
Medical
Devices
Alerts
Estates and
Facilities

Total
Applicable

Total Not
Applicable

Awaiting
Response

Action
Underway

Total received

1

6

4

0

11

0

22

0

2

24

Drug Alert

0

3

2

0

5

Patient
Safety Alert

2

0

0

2

4

Chief Medical
Officer

3

0

0

0

3

MHRA Dear
Doctor Letter

0

0

0

0

0

Total

6

31

6

4

47
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There have been a total of 47 CAS alerts sent within Q3 2014/15. 10 alerts have been
applicable to HCT. 6 alerts were cascaded out for information only and 4 alerts have action
underway. There were 3 alerts that were re-issued due to further information that was identified.

2.5 NON-CLINICAL INCIDENT - broken by Type Incident
a) Information Governance Breaches Quarter 3
During Q3 a total of 113 breaches were recorded, as taken from DATIX on 31st December 2014.
There were no recorded SI’s.
Table 1 shows an increase of recorded incidents but this was expected due to an increase of
reported connectivity issues during the roll out of the MiFi project.
Table 1

Table 2 shows the breakdown of each Business Unit against level of severity.
Table 2
Count Business Unit

%

Count

Adult Services Herts Valley
Childrens (Universal, Specialist,
Therapies)
Adult Services East & North
Quality & Governance
Finance & Commercial Business
Human Resources
Learning & Development
Performance and Information

41%

46

No
Effect
41

3

Moderat
e
2

33%

37

27

10

0

0

23%
4%
0%
0%
0%
0%

26
4
0
0
0
0

20
3
0
0
0
0

4
0
0
0
0
0

1
1
0
0
0
0

0
0
0
0
0
0

Low

Major
0

Breaking down the figures further to subcategory (reason for Breach) it shows that the main
breach reason is as follows.
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Adult Services Herts Valley
Of the 46 breaches it shows 82% were related to connectivity on SystmOne.

Children’s (Universal, Specialist, Therapies)
Of the 37 breaches it shows 30% were related to connectivity on SystmOne.
Adult Services East & North
Of the 26 breaches it shows 50% were related to connectivity on SystmOne.
Quality & Governance
Of the 4 breaches there were no trends to report on.
Highest Risks
Based on the data taken from DATIX it shows that the four highest issues showing an increase
of “delay in transfer” having seen an increase over the year.
Subcategory of Data Affected
Release/Loss of Patient Information Accidental
Network/system issues/failure
Failure to note relevant info in patient
info/records
Delay in transfer of Patient info/records

Count Q3% Count

Q1%

Count

Q2%

9.0%

12

18%

15

6%

7

36.1%

48

25%

21

24%

27

24.1%

32

13%

11

31%

35

3.7%

5

5%

4

10%

11

b) Health & Safety incidents
A total of 134 H&S related incidents have been reported into the Health and Safety Group
across all of HCT services, noted in the table below.
H&S (non-clinical)

Oct-14

Nov-14

Dec-14

Disruptive or Anti-social Behaviour Towards Staff

0

2

5

Personal Accident - Other

6

1

0

Personal Accident - Staff

11

8

6

Physical assault on Staff

1

1

2

Staff Security

1

3

1

Trust Security

5

1

3

Verbal abuse on Other (non staff or patient)

2

0

0

Verbal abuse toward Staff

6

2

0

Verbal threat toward Staff

1

0

2

Estates, Environment and Supplies

11

14

10

Fire Related Incidents

1

2

1
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Incidents Involving a Weapon / potential weapon

1

0

0

Theft

0

1

2

Sharps / Inoculation incidents

3

3

4

Manual/Patient Handling

4

5

2

Total

134

The incident involving a weapon was not related to threatening behaviour or criminal
damage.


RIDDORs (Reporting of Injuries, Diseases and Dangerous Occurrences)

There was 1 staff RIDDOR reportable incident in Q3, resulting in a nurse sustaining
fractured wrist while treating a bariatric patient. Further root cause analysis (RCA) is to be
undertaken during Q4 to ensure actions are undertaken to protect patients and staff and
HCT awaits recommendations. At the time of this report HCT has received formal
notification from the HSE. An action plan is underway to address the recommendations.
2.6

INFECTION PREVENTION AND CONTROL

(a)

HCAI data- Q3
 MRSA Blood stream infections – there have been zero avoidable MRSA blood stream
infections between April and December 2014.
 Clostridium difficile infection (CDI) cases Q3 – the Trust had two CDI case in Q3..
Cases were on different units and not related. The Trust has had a total of three CDI
case since April 2014. This performance is a great improvement compared to the same
period last year (Apr-Dec 2013) when 13 cases had been reported.

Chart 1: Cummulative totals of CDI cases and monthly total – Apri 2014 to Dec 2014
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Clostridium difficile cases 2014-2015 against CCG contract
and cumulative total 2013-2014
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(b)

May

Jun

Jul

Aug

Sep

Oct

Month

Nov

Dec

Jan

Feb

Mar

Outbreaks of HCAI
In \Q3 there were two outbreaks of diarrhoea and vomiting (suspected to be Norovirus)
reported as serious incidents. The incidents occurred in two different units (St Peter’s
Ward, Hemel and Langley House, Garston).
Unit
St Peter’s Ward
Langley House

month
December
December

Causative organism
unknown
unknown

Numbers affected
13 patients (5 staff)
5 patients (no staff)

In October 2014 the Trust reported an outbreak related to MRSA transmission on a unit
(Danesbury). Two patients were identified to have acquired MRSA colonisation
(carriage) on the unit following admission. The incident was escalated as a serious
incident and outbreak meetings held with specialist advice from Public Health England.
All patients on the unit were screened and no further cases were identified. Learning
identified included improving compliance with best practice for urinary catheter
management. Local training was provided and urinary catheter care audit undertaken.
Follow up audits will be undertaken in Q4 to ensure that best practice is being
maintained.
(c)

Training uptake
 Comprehensive training programme continued to be provided in Q3 and additional
sessions were provided for services at a number of venues in Hertfordshire to support
increased uptake and staff continue to complete e-learning;
 The overall uptake for the Trust has remained at 87% in Q3. Although below the 90%
standard set it is an improvement upon Q1 performance (85% uptake). Positively, the
Chlidren’s Directorate have reported a 97.5% uptake of training at end of December
2014. The infection control team provided a number of sessions to large groups of staff
supporting increased uptake.

(d)

Key performance indicators (KPI) in Infection Prevention and Control
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 Compliance with KPI is detailed below in table 1;
 During Q3, all units reported that 100% of patients had been screened for MRSA
on admission. This demonstrates an improvement in compliance compared to Q2
and sustained improvement on performance compared to last year. Current
compliance is 99.95%.
 Hand hygiene compliance has continued to be maintained at 100% in the bed
based units and the community teams.
o Each unit is responsible for monitoring compliance and providing feedback
and education to staff on the WHO’s 5 moments for hand hygiene.
o Compliance scores are supported by our patient feedback as 99% of
patients report that they have observed staff cleaning their hands (an
improvement compared to Q1 when compliance was 98%).
o Intergrated Community team leads observe staff hand hygiene in the home
setting every quarter.During Q3 the overall compliance score was 100%
and all staff were compliant with ‘bare below the elbows’ ensuring effective
hand hygiene is performed at each patient contact.
 Urinary catheter care
o Each bed based unit reports on the management of patients with urinary
catheters. Q3 compliance is reported at 100% at the time of the audit.
o ICT nurses are observed whilst caring for patients with indwelling urinary
catheters. Practice is reported to be in line with best guidance. Following
the MRSA outbreak at Danesbury, and to ensure that trust staff are
compliant with the NICE quality standard 61, it is planned to undertake a
number of clinical audits in the bed based units regarding invasive devices
including urinary catheters. The outcome of the audits will be reported in
March 2015 (Q4).
 Commode cleanliness is reported monthly and overall compliance at the end of
Q3 was 99.6%. This improvement has been supported by the purchase of new
commodes. Units have identified staff responsible for checking standards daily to
ensure that these high risk items are cleaned therefore reducing risk to patients.
Table 1: Key Performace Indicators April 2014 – Dec 2014
Jul

Aug

Sept

Oct

Nov

Dec

98%

100%

99%

100%

100%

100%

100%

100%

100%

100%

99.6%

100%

100%

100%

100%

99%

98%

100%

100%

100%

100%

100%

100%

97%

97%

99%

98%

99%

99%

100%

100%

Month 2014

Apr

May

Jun

Bed based units
Hand Hygiene

100%

98%

MRSA admission screening

100%

Bed based units
Urinary Catheter Care
(insertion/continuing care)
Bed based units
Commodes

100%
98%

Q2

Q3

98%

100%

100%

Community service
Urinary Catheter Care
Insertion

100%

100%

100%

Community service
Urinary Catheter Care

99%

100%

100%

Quarter 2014/201

Q1

Community services
Hand hygiene
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Continuing care

(c) Environmental cleaning for bed based units
•

The Infection Prevention and Control Forum monitors the standards of cleaning in the
bed based units. Generally, cleaning standards are maintained above 95% (Q3 range
90%-99%).When the contracted cleaners working on behalf of the Trust identifiy
substandard cleaning the concerns are addressed immediately and area is re-audited.
Danesbury cleaning score was 90% in December however the unit was re-audited 5
days later and improvements noted with a revised score of 98%.
Ward managers are responsible for checking the standards of cleaning on their units on
a daily basis and working with the contractors to improve standards where necessary.
Each unit can contact a helpdesk to report concerns helpdesk that concerns can be
reported to ensuring that these are dealt with promptly.
Standards of cleaning have been noted to have improved in Q3. This is supported by
patient feedback. At the end of Q3 99.6% of patients who completed the discharge
questionnaire stated that the environment was “very clean” or “fairly clean”.
As part of the new cleaning contract from April 2014 all units have been receiving
planned deep clean and units have been taking part in a housekeeping week to improve
the patient environment and support effective cleaning by de-cluttering.
Trust units located at St Albans City Hospital had reported below acceptable standards
in Q1 but improvements have been acknowledged in Q2 and again in Q3. Standards of
cleanliness are now reported to be above 95%.

•

•
•
•

2.7

CHILDREN AND ADULTS SAFEGUARDING
(a) SAFEGUARDING CHILDREN


Safeguarding Children continues to be high priority within HCT. At end of Q3 there
were 1106 children subject to child protection plans; this is a slight decrease from Q2.
(1115). The demands of the families staff work with continue to evolve as more
complex families move into the area, this has been further compounded by additional
families moving into the County with residency vs. registration changes. These have
impacted on the Health Visitors ability to comply with the Transfer in policy. This has
necessitated a close working relationship between Safeguarding and the Health
Visiting Service to ensure the risk is effectively managed.

 The Safeguarding Children Team has also been working closely with the School
Nursing Teams, Commissioners and Children’s Social Care to ensure that
safeguarding children workloads are prioritised even when challenges are faced by the
workforce. The most recent piece of joint work has been the update of the School
Nurse Prioritisation Document and the new ways of working that has been introduced.
This had become a priority in order to help with the increasing pressures to School
Nursing caused by increasing safeguarding cases, and workforce capacity issues. This
will be evaluated in six months as a joint HSCB/HCT audit.
 During Q3, Health Visitors made 36 referrals to Children’s Social Care and School
Nursing made 15. This is a decrease from the previous quarter and may have a direct
link with the success of early help interventions such a Thriving Families.
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 HCT continues to report to the Clinical Commissioning Group (CCG) via the
safeguarding dashboard and have recently completed the annual Section 11 review.
Annual Section 11 audits are carried out by the CCG to monitor the strength of
safeguarding children services against arrangements to safeguard children under
Section 11 of the Children Act 2004,Compliance with Working Together to Safeguard
Children 2013, Hertfordshire Safeguarding Children Board Policies and Procedures,
Safeguarding Children and Young People Roles & Competences for Health CareRCPCH 2014, Child Protection Companion RCPCH 2013, National Family Nurse
Partnership strategy, Essential standards of Quality and Safety March 2010 Outcome 7
and 14 and NHS Outcomes Framework 2013-Domains 4 and 5. This also includes
frameworks set out within Safeguarding Children through Commissioning of services
policy.
 The audit looks at compliance in the following domains: Staffing, Training, Supervision
and Peer Review, Governance, Quality and Risk Management, each of these are
further divided into 29 sub sections with comments and supporting evidence.
 The Commissioners noted the restructure of the Safeguarding Children Service, which
used skill mix to create two band 8A posts across the county who lead on Rapid
Response, audit and training. This allowed increased resourcing in adult safeguarding
and enables a better joined up service with a greater ‘think family’ approach. Overall
HCT were deemed compliant in their Section 11 duties.
 The Commissioners also commented on HCT’s commitment to newly qualified Health
Visitors by seconding a member of CUS staff to the safeguarding team to ensure that
newly qualified staff were supervised and supported in their preceptorship period. The
high quality of the training packages was also commented on when the evidence was
examined.
 Compliance for eligible staff for safeguarding supervision is set at 80%, but the
safeguarding team consistently keep this above 97%. Supervision rates for Q3
currently stand at 98% of staff accessing the relevant level of supervision for HCT and
100% in WE.


Training for adults in regard to Safeguarding Children remains a challenge and the
Safeguarding Children Team continue to seek new ways to enable staff that require
level one training to engage. At the end of Q3 the following training levels have been
achieved: Level One 83%, Level two 99%, Level three 95%. This gives an overall
compliance of 87% for HCT and 100% for West Essex.
 There continues to be a high number of open SCRs/PCR and this is impacting on the
Safeguarding Children’s team, health visiting team and individual practitioners as the
recommendations are configured and implemented. During the recent Section 11 audit
the Commissioners were reassured that HCT had immediately implemented actions
from the reviews, which includes changing the transfer-in policy, updating the health
visitor plan, extra external and internal support for staff involved in the reviews,
opportunities to de-brief and extra supervision.
 The Safeguarding Children Team received highly commended in the final award
ceremony for the HSJ awards in the compassion category.
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 The main areas of challenge for the Safeguarding Children Team include updating the
Named Doctor Job Description and work plan, updating the Safeguarding Children
Training Strategy, creating a Safeguarding Children Policy from the current guidelines
and working with Partners in the creation of the Hertfordshire MASH. An action plan
has been created for this.
(b) SAFEGUARDING ADULTS
The table below provides a breakdown of SAFA referrals and DOLs during the past four
years.

2010-11

2011-12

2012-13

2013-14

Q2
2014-15

56

117

126

159

101

0

3

1

2

10

Number of
SoVA Referrals
Number of
DOLS
applications

Q3
201415
150
17

Referrals of Category of Abuse

Category of referral in line with Regional data
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SAFA concerns that include SI investigation
The table below provides a brief overview of the number of SoVA referrals that also
include an SI investigation for HCT.
2012-13

2013-14

2014-15

11

19

8

Safeguarding Adults Assurance Visit
HCT was visited by CCG leads on behalf of both HVCCG and ENCCG during Q3 as part of the
CCG quality assurance process to review the safeguarding adult self-assessment audit which
enabled the Trust to focus on key issues.
Key findings from the review were:
o Safeguarding adults is embedded within the Quality Strategy and forms part of
the Patient Safety work plan and updates are provided to the Healthcare
Governance Committee.
o HCT has a Learning Disability action plan through which a number of initiatives
have been developed such as a ‘My teeth’ DVD to help people with dental
visits/treatments and generally improving signage within units.
o Mental Capacity Assessment is a Quality Priority for 2014/15 with an action plan
to improve implementation and competency.

o

o
o
o

HCT is formalising access to legal advice for Out of Hours in response to
recommendations made following a recent MASIR. This is in particular reference
to contacting the Court of Protection.
HCT is compliant in all areas with CQC.
The role of Specialist Nurse for Safeguarding Adults is to be a permanent post.
The role of local safeguarding adult champions is being strengthened to improve
accountability.

Good practice
o
Development of Specialist Safeguarding Adult Nurse role.
o
The Executive team undertake walk rounds of services and ask staff about MCA
o
Safeguarding adult cases form part of team meetings, an example of this is the
recent MASIR case.
Recommendations
o HCT needs to achieve the necessary training levels set out in the Quality Schedule
for safeguarding adults and MCA for all Business Units.
o HCT to complete the process for accessing legal advice out of hours and place
information in the on call folder.
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HCT to develop a system and process to ensure reporting of quality intelligence
within care homes. This process should also include how HCT will share this
intelligence and actions that might be taken.
HCT needs to ensure that staff make appropriate safeguarding alerts, particularly in
relation to care homes.
HCT needs to develop an improved system to monitor themes and trends emerging
from adult safeguarding and quality issues.

In conclusion this review has provided the CCG with sufficient assurance regarding adult
safeguarding within HCT.
An action plan will be provided in response to the recommendations identified by the CCG
and HCT which can be monitored at Safeguarding Adult Committee.
 Mental Capacity (MCA)
Clinical staff are required to attend annual MCA training updates which has changed since
previous years, which required a 3 yearly update
The table below provides a breakdown of attendance of MCA training by Business Units
at end of Q3 2014-15
percentage
Children

95.2%

Core East and North

63.0%

Core West

69.0%

TOTAL

78.1%

 SAFA Training
Clinical staff are required to attend annual SAFA training updates which has changed
since previous years, which required a 3 yearly update (Compliance target of 90%).
The table below provides a breakdown of attendance of SAFA training by Business Units
at end of Q3 2014-15
Business Units

percentage

Children’s' Services

87.3%

Core Adult Services (East & North)

72.4%

Core Adult Services (West)

78.3%

Corporate

93.0%

Grand Total

81.1%

 SAFA Training on induction
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3. AN OUTSTANDING PATIENT EXPERIENCE
All new starters to the Trust are required to complete Safeguarding Adults training within 3
months of joining the Trust as part of Induction (compliance target of 95%).
Percentage compliance across all Business Units at the end of Quarter 3 is 97% against a
target of 95%.

3.0

PATIENT EXPERIENCE
This section reports on the results from inpatient surveys and Friends and Family Test
scores from all HCT services during Q3.
The table below shows the results from surveys carried out in the bed based units per
quarter.
Question

Q1
2013/14

Q2
2013/14

Q3
2013/14

Q4
2013/14

Q1
2014/15

Q2
Q3
2014/2015 2014/2015

Patients reporting they
were treated with
Respect and Dignity
Overall quality of care
good or better than
good.
Not given information
on how to complain.

99%

99%

100%

99%

97%

99%

99%

99%

99%

99%

99%

97%

99%

97%

28%

13%

15%

15%

23%

33%

30%

Inconsistent messages
from staff.

14%

19%

14%

15%

22%

23%

21%

Not told who to contact
if worried about
condition following
discharge.
Bothered by noise at
night.

13%

5%

4%

6%

11%

21%

18%

18%

22%

12%

16%

22%

20%

16%

Analysis of the survey results
99% of patients reported that they were treated with dignity and respect.
There was a further reduction in the number of people not given information on how to
complain with 30% of patients reporting that this does not happen. 16 patients commented
that they did not feel it was necessary as they had no complaints. The bed bases continue
to display posters and have PALS and Complaints leaflets available for patients, their
relatives and carers to tell us about their experiences.
There has been a further reduction in the number of patients reporting that they were
disturbed by noise at night from 20% in Q2 to 16% in Q3. As a consequence of patient
feedback from Gossoms End regarding noise at night, the tone on the call bell at night
was reduced, and lid silencers were fitted to the bins.
Further engagement with patients, as part of the 6 C’s quality priority, will be undertaken
via regular ward patient forums in an attempt to better understand how the current
downward trend of patients reporting they are bothered by noise at night can continue.
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There was a reduction in the number of patients reporting that they received inconsistent
messages from staff with 23% in Q2 to 21% in Q3.
An observational food audit was undertaken in the bed based units in November 2014 to
monitor the quality of the new provider of meals. The audit demonstrated that the service
provided met the majority of the catering specification, but there remained a few areas to
improve on.
The three key changes that were identified for patients as a result of this audit were;
• The provision for snack boxes/between meal snacks and out of hour’s meals.
• The provision of meals to meet the variety of dietary requirements required for the bed
based units.
• Provision of information on the ingredients of the food (including the allergen information
that has recently been introduced)
As a consequence of above the requirement to provide information on the allergens
present in a meal was introduced. The remaining areas of improvement identified form
part of the catering specification and will be monitored via the contract monitoring
meetings. This audit will also be repeated in 2015.
3.1

FRIENDS AND FAMILY TEST
The Patient Experience Team continues to work with all services to adhere to NHS
Guidance and support them in giving all patients the opportunity to answer the Friends
and Family Test (FFT).

Friends & Family
Test

Q2
2013/14

Q3
2013/14

% patients likely to
recommend the
service to friends
and family

71%

74%

(Promoters
77%
detractor
6%)

(Promoters
77%
Detractor
3%

Q4
2013/14
79%

Q1
2014/15
79

Q2
2014/15
79

Q3
2014/2015
78

(Promoters
82%
detractor
3%)

(Promoters
81%
detractor
2%)

(Promoters
80%
detractor
2%)

(Promoters
79%
Detractor
1%)

The table below provides a breakdown by individual service and their scores.
Service

MIU
MSK
Health Visiting and
School Nursing

Q2
Net
Promoter
Score
2013/14
96%
92%
60%

Q3
Net
Promoter
Score
2013/14
93%
92%
88%

Q4 Net
Promoter
Score
2013/2014

Q1 Net
Promoter
Score
2014/2015

Q2 Net
Promoter
Score
2014/2015

Q3 Net
Promoter
Score
2014/2015

86%
90%
60%

93%
87%
68%

100%
85%
69%

100%
100%
100%

Quality Report Q3 14_15 FINAL V5
31

Board 26th March 2015

Stevenage
Challenging
Psychological
Behaviour Service
Herts and Essex ICT
Audiology
West Essex
Physiotherapy
Lymphoedema
Leg Ulcer Service
Royston ICT
Children’s
Physiotherapy
Diabetes Service
Lower Lea Valley
Homefirst
Bladder and Bowel
Service
Adult SLT
Lower Lea Valley ICT
West Essex OT
West Essex
Children’s
Community Nursing
Upper Lea Valley ICT
West Essex SLT
Stevenage ICT
Diabetic Retinal
Screening
Neurological
Children’s SLT
Health Visiting and
School Nursing Wel
& Hat
Health Visiting and
School Nursing
South
Health Visiting and
School Nursing
Watford
North Herts ICT
Health Visiting and
School Nursing
Dacorum
Community Dental
Service
Acute Therapies
Hertsmere Homefirst
Sexual Health
RAU
Health Visiting and
School Nursing St
Albans and
Hertsmere
Children’s OT
Dacorum ICT
St Albans and
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100%

71%

100%

75%

89%

100%

66%
82%
89%

89%
97%
94%

84%
100%
93%

92%
96%
99%

95%
97%
97%

97%
94%
91%

83%
90%
22%
98%

83%
96%
75%
89%

64%
100%
94%
84%

92%
86%
100%
78%

95%
100%
96%
90%

91%
90%
89%
88%

85%
89%

73%
93%

86%
100%

81%
85%

86%
89%

86%
86%

73%

89%

86%

85%

85%

86%

86%
92%
76%
100%

65%
93%
97%
100%

65%
92%
94%
No returns

80%
94%
96%
89%

73%
94%
94%
95%

86%
86%
84%
83%

73%
86%
19%
74%

61%
100%
46%
71%

92%
100%
47%
83%

90%
71%
73%
86%

81%
93%
77%
72%

83%
82%
81%
81%

67%
79%
82%

23%
75%
80%

62%
73%
76%

72%
78%
70%

93%
75%
79%

81%
80%
79%

76%

81%

76%

69%

63%

79%

93%

84%

86%

75%

77%

78%

38%
74%

58%
88%

84%
77%

86%
81%

75%
74%

78%
78%

94%

84%

89%

89%

79%

77%

70%
52%
82%
91%
83%

89%
85%
81%
94%
76%

80%
60%
73%
78%
71%

74%
94%
75%
91%
81%

79%
80%
90%
100%
60%

77%
77%
76%
75%
75%

87%
64%
46%

80%
65%
70%

87%
91%
68%

74%
89%
74%

92%
86%
69%

75%
74%
73%
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Harpenden ICT
Community Hospitals
Wheelchair Service
Cardiac
Rehabilitation
Health Visiting and
School Nursing North
Herts
Respiratory Service
Welwyn and Hatfield
ICT
Palliative Care
Podiatry Service
Children’s
Community Medical
Service
West Essex Paeds
Hertsmere ICT
Watford ICT
Skin Health
Step2
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96%
78%
77%

75%
82%
74%

73%
75%
75%

67%
79%
73%

71%
71%
76%

72%
72%
72%

60%

74%

74%

71%

68%

71%

88%
55%

77%
67%

79%
65%

77%
82%

82%
66%

71%
69%

71%
75%
73%

68%
77%
65%

70%
73%
66%

76%
78%
80%

79%
77%
100%

69%
68%
66%

77%
41%
66%
65%
69%

46%
59%
49%
61%
46%

36%
64%
65%
82%
46%

52%
62%
68%
79%
44%

100%
67%
67%
67%
60%

65%
63%
63%
63%
61%

October 2014 Friends and Family Test – HCT early implementation
The Trust undertook work during Q3 to implement refreshed national Friends and Family
Test (FFT) guidance into 20% of Trust services to meet the early implementation CQUIN.
The timetable for introduction in all NHS community healthcare services being 1st January
2015, with a CQUIN (part payment of) available for early implementation in 20% of
services as of 1st October 2014.
In line with refreshed guidance a temporary FFT comment sheet was drafted, consisting
of FFT question, opportunity to provide free text follow up, and an opt out of free text
comment publication. NHS England approved FFT posters were also sought from the
regional project lead for display in services to promote patient and public awareness.
Subsequent contact was made with Trust services by the FFT project lead with a request
to adopt the temporary FFT comment sheet and use NHS England approved FFT
promotional posters to meet the early implementation CQUIN.
As of 1st October 2014 the following services have been offering refreshed FFT to
patients;
•
•
•
•
•
•
•
•
•

Bladder and Bowel Care
Acute Therapies
Stevenage ICT
Leg Ulcer Service
Diabetes Service
Community Physiotherapy
Sopwell Ward
Newborn Hearing Screening
St Peters Ward
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Minor Injuries Unit, Herts and Essex Hospital

Further work to meet early implementation of revised national FFT guidelines included;
•
•
•
•

Redesign of all Trust Patient Experience Surveys so that FFT is the first question asked,
there is free text follow up and option to opt out of free text comment publication across
all Trust services. In place as of January 1st 2015
Redesign of Trust FFT comment card and poster reflecting national changes shared with
services to promote FFT to all patients. In place as of January 1st 2015
A 90% of patients ‘recommend’ scoring benchmark was presented at January 14th 2015
Executive Team meeting for agreement to reflect new FFT scoring measure in Board
reports, Business Unit Performance Reviews
A short standardised Patient Experience Survey has been developed, using NICE
Patient Experience Standards, to promote ease of patient completion and improve
performance benchmarking across the Trust. This revised survey will be presented at
March 2015 Healthcare Governance Committee for consideration and agreement

Friends and Family Test 2015 – next steps
The Patient Experience Team will continue to work with services to refine FFT procedures,
specifically reporting monthly results directly on to Meridian, alongside developing a
standardised Patient Experience Survey to improve performance benchmarking across the
Trust. Patients now also have the option to complete surveys and comment cards online, in
addition to completing paper copies.
Development of an easy-read FFT comment card for use across the Trust will also be
explored early in the New Year, along with developing a patient experience survey at HMP
The Mount prison in partnership with NHS England.
3.2 PATIENT EXPERIENCE CQUIN – response to detractors
Work on this CQUIN focused on identifying those (6) services with the highest amount of
FFT ‘detractors’ via a bespoke piece of work in June 2014. A telephone survey was
undertaken with a random selection of patients from each service to give context and inform
action plans to improve detractor scores by 20% based on initial June 2014 data.
For the purposes of this CQUIN, it was agreed with commissioners that the old FFT scoring
methodology (‘net promoter’) would continue to be used to enable any improvement to be
demonstrated against the initial performance baseline (which was calculated using the old
methodology).
All results were shared with the 6 services concerned and a number of action plans have
been put in place as a consequence. The Patient Experience Team will continue to support
services during the next quarter to improve FFT score and meet the CQUIN performance
target of 20% improvement.
3.3

COMPLAINTS & COMPLIMENTS
The number of complaints received by HCT showed an increase with 76 complaints
received in Q3.
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The table below provides a breakdown and comparison of complaints per quarter since
April 2010.

(a)

Financial
year
2014/2015

Quarter 1
April-June
61

Quarter 2
July-Sept
46

Quarter 3
Oct-Dec
76

Quarter 4
Jan -March
-

Total

2013/2014

51

40

35

59

185

2012/2013

60

56

68

49

233

2011/2012

46

53

40

51

190

2010/2011

57

42

28

45

172

183

Summary analysis of complaints received
There has been an increase in the number of complaints received in Quarter 3. Concerns
raised about the standards of care provided remains a consistent theme in this and in
previous reporting periods. An increase in the number of complaints regarding date of
appointment/attendance has been identified with a rise noted from 13% in Quarter 1, 20%
in Quarter 2 and 21% in Quarter 3. Concerns raised regarding staff attitude/behaviour has
risen from 8% in Quarter 1, to 16% in this quarter.

(b)

Complaint Response Timescales
HCT works to an agreed response rate of 80% to ensure that all complainants receive a
response within timescale. 100% of complaints were responded to within timescale in
October and November and 95% in December.

Examples of actions taken as a result of complaints
Service

Complaint Issue

Action taken

Podiatry
Service

Concerns raised that the service
declined to see patient when he
was late for appointment due to
being unable to find anywhere to
park.

The Podiatry Service is reviewing their
appointment letters to ensure they
include information about nearby
parking that is available.

Quality Report Q3 14_15 FINAL V5
35

Board 26th March 2015

The
Children’s
Occupational
Therapy
Service
The
Acute
Therapy
Service

3.4
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Family were concerned that the The Service is creating an easy read
Lycra
assessment
was
not document for Lycra assessment so
that it is easier for families to
understandable.
understand.
Patient raised concerns with delay The Service is providing patients with
in
receiving
an
outpatient their first outpatient physiotherapy
appointment before they come into
appointment after surgery.
hospital for surgery.

PATIENT ADVICE AND LIAISON SERVICE (PALS)
PALS enquiries have gradually increased each quarter, with 168 enquiries regarding HCT
services via telephone, letter or e-mail, or PALS online form. This represents an increase
of 11% in comparison with Q2 PALS enquires which totalled 151.

3.5 PATIENT LED ASSESSMENTS OF THE CARE ENVIRONMENT – 2014 feedback
A meeting was held with Healthwatch Hertfordshire as part of early preparations for
PLACE 2015 assessments. A draft review of Healthwatch Hertfordshire’s experience of
PLACE 2014 and their recommendations was shared at this meeting.
The review looked at 3 areas;
•
•
•

Pre visit planning and training
The visit itself
Post visit

Healthwatch Hertfordshire reported that HCT demonstrated good organisational
planning for PLACE ensuring a meeting was held prior to the 2014 programme to
understand expectations around the assessments. The Trust lead for PLACE 2014 had
also fed back results to Healthwatch prior to publication and had carried out research on
what the experience had been like for Trust staff. Travel cost reimbursement for
assessors was also identified as an area of good practice for the Trust.
Improvements for 2015 identified were;
•
•
•

A pen picture of each unit with any restrictions given to Healthwatch to enable
representatives to know what to expect
Directions and car parking information to each unit for patient assessors
The Trust to ensure a good mix of patient representatives e.g. carer
representatives that may provide a more direct/different view

The proposed 2015 PLACE assessment model will continue to focus on the environment
in which care is provided, as well as supporting non-clinical services such as
cleanliness, food, hydration and maintenance.
A proposed significant change in 2015 is the addition of a Dementia assessment domain
focusing on the extent to which environments support the care of patients with Dementia.
Following contact with Herts Valley CCG a Dementia Awareness session has kindly been
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EXCELLENT CLINICAL EFFECTIVENESS

offered for the Trust patient and carer assessors prior to the commencement of the 2015
programme. Contact has also been made with carers in Hertfordshire who have indicated initial
interest in being involved in the assessments once all national proposals have been finalised.
Action plans are in place for all services and some outstanding actions from the 2014
assessments have not yet been completed. As a consequence, HCT recommends that 2015
action plans are monitored at each monthly Business Unit Meeting to ensure completion and
provide assurance. This recommendation will be raised at March 2015 Patient Safety and
Experience Group to be implemented following 2015 PLACE assessments.
4.0

CLINICAL EFFECTIVENESS

4.1

NICE Quality Standards (Q 3)

The Clinical Effectiveness Subcommittee (CES) reviewed quality standards (QS) released
during Q 3 by NICE (National Institute for Health and Care Excellence). The CES meetings take
place bi-monthly and quality standards are released at the end of each month. Therefore, at
times these will not be assessed in the quarter that they are released but will roll over into the
following quarter. The quality standards for Q 3 are as follows:

Published
Sep-14
Guidance
reported in
Nov CES (Q
3)

Oct-14

Nov-14
Assessed
Jan CEG
(Report in Q

Quality
Standard

Date at
CES/CEG

Applicable
to HCT

Under
Review
assessment by
Date

QS68 Acute
Coronary
Syndromes

11 November
2014

N/A

-

-

QS69 Ectopic
Pregnancy and
Miscarriage
QS70 Nocturnal
Enuresis
(bedwetting) in
Children and
Young People
QS71 Transient
Loss of
Consciousness

11 November
2014

Yes

Family Planning
Service

May
2015

11 November
2014

Yes

Children’s
Universal
Services

May
2015

11 November
2014

Yes

Neurology
Services

May
2015

QS73 Fertility
Problems
QS74 Head
Injury
QS72 Renal
Replacement
Therapy Services

11 November
2014
11 November
2014
13 January
2015

Yes

Sexual Health
Service
MIU

May
2015
May
2015

Yes
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4)

Dec-14
Assessed
Jan CEG
(Report in Q
4)

QS75 Antibiotics
for Neonatal
Infection

13 January
2015

QS76 Acute
Kidney Injury

13 January
2015

NICE Quality Standards
Quality Standards action plans are reviewed at the CES meeting to provide assurance of
compliance of meeting evidenced based standards. For the November CES meeting, quality
standards reported are as follows:
Quality Standard QS39 Attention Deficit Hyperactivity Disorder (ADHD) – Step 2 Service
•

After an increase in funding and recruitment of two Band 7 specialist ADHD nurses in East
and North Hertfordshire, the Step 2 Service is now compliant with quality statements 1 and
4. The overall risk remains moderate as Step 2 does not currently offer group a treatment;
however patients requiring this programme can be referred on if necessary and appropriate
to do so. A further update to review compliance will be received in March 2015 (Q 4).

Quality Standard QS41 Familial Hypercholesterolemia - Nutrition and Dietetics Service
•

The Nutrition and Dietetic Service is fully compliant with the applicable quality statement
elements; evidence of compliance can be demonstrated through the capture of interventions
given on clinical notes (SystmOne).

Quality Standard QS48 Depression in Children and Young People (CYP) – Step 2 Service
•

Step 2 Service is fully compliant with all applicable quality statement elements; evidence of
compliance can be demonstrated through the capture of interventions given on clinical
notes. Children with severe depression will be seen by the Specialist Child and Adolescent
Mental Health Services (CAMHS) or CYP Improving Access to Psychological Therapies
(IAPT) Services. Step 2 provides a Tier 2 level of Service for CYP with low mood/depression
which includes an initial assessment and treatment. CYP who have been assessed in Tier 3
CAMHS and found to have low to moderate symptoms are then provided with care that is
stepped down to Step 2. The Service will be using a CYPIAPT (Children and Young
People’s Improved Access to Psychological Therapies) screening tool which is a validated
tool more relevant to the work that the Service undertakes; this will also align to the
commissioning plans for the Service going forwards.

Quality Standard QS59 Antisocial Behaviour and Conduct Disorders in Children and
Young People – Step 2 Service
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Step 2 Service is fully compliant with all applicable quality statement elements; evidence of
compliance can be demonstrated through the capture of interventions given on clinical notes
(SystmOne).

NICE Guidance (Q 3)
The CES reviewed NICE guidance released during Q3 by NICE. The CES meetings take place
bi-monthly and NICE Guidelines are released at the end of each month. Therefore, at times the
guidance will not be assessed in the quarter that they are released but will roll over into the
following quarter. The guidance applicable to HCT commissioned services is as follows:
2014
Q3
September NICE
Guidance reported in
November CES Meeting
for assessment and
applicability for HCT
services

NICE Guidance Number and Title. Applicability and
Assessment.
Applicable guidance:
CG183: Drug allergy: diagnosis and management of drug
allergy in adults, children and young people – Chief Pharmacist.
CG184: Dyspepsia and gastro-oesophageal reflux disease:
Investigation and management of dyspepsia, symptoms
suggestive of gastro-oesophageal reflux disease – Clinical
Quality Leads, Nursing.
CG185: Bipolar disorder: the assessment and management of
bipolar disorder in adults, children and young people in primary
and secondary care – Step 2 Service and CBPS.
PH54: Exercise referral schemes to promote physical activity –
Clinical Quality Leads, Therapy.
DG14: Atrial fibrillation and heart valve disease: self-monitoring
coagulation status using point-of-care coagulometers (the
CoaguChek XS system and the INRatio2 PT/INR monitor) –
Cardiac Rehabilitation Service.
The following have been assessed at the September CES
meeting and found to be not applicable to HCT services:
TA322: Lenalidomide for treating myelodysplastic syndromes
IPG502: Assessing motility of the gastrointestinal tract using a
wireless capsule
IPG503: Combined endoscopic and laparoscopic removal of
colonic polyps
IPG504: Transcatheter valve-in-valve implantation for aortic
bioprosthetic valve dysfunction

October NICE Guidance
reported in November

Applicable guidance:
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CG186: Multiple sclerosis: management of multiple sclerosis in
primary and secondary care – Neurology Services Lead.
CG187: Acute heart failure: diagnosing and managing acute
heart failure in adults – Cardiac Rehabilitation Service.
TA321: Dabrafenib for treating unresectable or metastatic
BRAF V600 mutation-positive melanoma –
Skin Health Service.
PH55: Oral health: approaches for local authorities and their
partners to improve the oral health of their communities –
Dental Service Clinical Director.
The following have been assessed at the November CES
meeting and found to be not applicable to HCT services:

November Guidance
December Guidance

4.2

CG188: Gallstone disease.
DG15: Myocardial infarction (acute): Early rule out using highsensitivity troponin tests.
Reported for applicability in January 2015 CEG meeting
(Report in Q 4).
Reported for applicability in January 2015 CEG meeting.
(Report in Q 4)

CLINICAL AUDIT

National Clinical Audits for inclusion in Quality Account 2014/15 (Q3)
Of the 52 national clinical audits released by the DH for inclusion in 2014/15 Quality Account,
HCT is eligible to participate in six. The Parkinson's Disease Audit [National Parkinson's Audit]
has been removed and does not require reporting in the 2014/15 Quality Account. The
Ophthalmology topic is still to be confirmed by the Healthcare Quality Improvement Partnership
(HQIP) and national organising body.

Table 1 – National Clinical Audits for inclusion in Quality Account 2014/15 (updates since Q 2).
The National Clinical Audit and
Patient Outcomes Programme
Quality Account Audits (2014/15)

National Chronic Obstructive
Pulmonary Disease (COPD)
Audit

National Diabetes Adult (NDA)

National Body

Royal College of
Physicians

Health and

Number or percentage of cases
submitted
Volunteered and participated in a pilot
audit which will help to inform
definitive dataset for the main audit.
10 cases submitted.
The audit is due to start 12th January
2015 to 10th April 2015.
Data collection from 1st January 2015
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Audit, 2013-2014 (1st January
2013 to 31st March 2014).
National Diabetes Adult (NDA)
Audit,2014-2015 (1st January
2014 to 31st March 2015).
National Paediatric Diabetes
Audit (NPDA) 2014/15

Attachment B3

Social Care
Information
Centre (HSCIC)
in partnership
with Diabetes
UK
Royal College of
Child Health and
Paediatrics

to 20th March 2015.
Data collection from 4th May 2015 to
30th June 2015.
Data collection from 1st April 2014 to
31st March 2015.
Submission period 1st April 2015 until
29th June 2015.
10 June 2014: The UK Parkinson's
Audit no longer has to be reported in
Trust 2014/15 Quality Accounts. The
audit will no longer be collecting data
in 2014/15, therefore is not eligible to
be reported in Quality Accounts.

1. Parkinson's Disease (National
Parkinson's Audit)

N/A

Parkinson’s UK will be launching an
improved audit in 2015, as part of a
larger piece of work being done
around service quality. Registration
will now be taking place on 3rd
February 2015 and data gathering will
be from April to September 2015.

Learning from Local Clinical Audits (Q 3)
OTAGO Pre-habilitation Strength & Balance Exercise Pilot Study, Physiotherapy
Services. (CEF, November 2014).

•

•
•
•

Falls are common in people aged 65 years and older and are the leading cause of
injury in this age group. They can have serious consequences, including trauma,
pain, impaired function, loss of confidence in carrying out everyday activities, loss of
independence and autonomy, and even death.
The economic costs of falls increase with fall frequency and falls are an independent
predictor for admission to long-term care. Healthcare costs can be reduced if falls
are reduced.
Strength, flexibility, balance and reaction time are considered the most readily
modifiable risk factors for falls.
A total of 19 patients participated during the audit trial time.

Positive Assurances
•

•

The audit demonstrated that the use of Otago and
Berg Balance score exercises proved to be
beneficial to participating patients as most patients
regained balance and confidence to move without
help.
The St Peter’s Ward Therapy team was awarded a
Hertfordshire Community Leading Lights Award
2014 for ‘Delivering Service Innovation and
Effectiveness’.

Risks identified for HCT and
mitigating actions
No risks for HCT have been identified.
As this was a pilot study the
recommendation would be to continue
this beyond the pilot and expand this
regime into other HCT bed bases.
However, this might require additional
funding from the relevant Clinical
Commissioning Groups (CCGs).
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Evaluation of Therapists’ understanding of the purpose of Lycra Garment. Children's
Physiotherapy Service. (CEF, November 2014).

•

The aim of this audit was to assess whether therapists are following the referral
pathway for referring children to the Lycra clinic.

Positive Assurances

Risks identified for HCT and mitigating actions

The audit results demonstrate that the
therapist knowledge of the benefits of
Lycra has improved, and more
therapists are following the Care
Pathway for provision of the Lycra
Garment.

No risks for HCT have been identified.

3 therapists have attended the Lycra clinic since
the audit started and 1 therapist now feels
confident to run some clinics and provided clinic
coverage. More therapists are planning to attend
clinics. A meeting is to be held to discuss what
The
service
is
receiving
more other training therapists would like.
appropriate referrals, the waiting list is
more organised. Waiting times are much The Orthotics’ provides training in the clinics on
shorter
because
Therapists
are the assessment and fitting processes which the
following the pathway much more therapists have found useful and provides more
effectively as they have a better detailed notes so the therapists have a better
understanding of the child assessment understanding of his decisions.
and fitting processes of different types of
Lycra
Garment
and
a
better Action:
understanding of the Lycra Care • Re-audit planned for September 2015.
Pathway.

GP Discharge letter DNAR Re-audit (Langton Ward Team Meeting, December 2014).

•

Snapshot audit on bed based units as a result of Clinical Commissioning Groups
(CCGs) request on information regarding inclusion of patients "Do Not Attempt
Resuscitation" (DNAR) status in the patients discharge letter/summary to their GP
(posted within 24 hours of the patients discharge).

•

Langton Ward was re-audited on the 22nd December 2014 (n = 2).

Positive Assurances

Risks identified for HCT and mitigating actions

The re-audit found that 2 patients
included in the audit period had been
discharged and the DNAR status of both
patients was contained within the
discharge letter to the GP. The GP
discharge letter had been faxed and
posted to the relevant patients’ GP on
the day of discharge for the hospital.

No risks for HCT have been identified.
Action:
• Further audit added to the Clinical
Effectiveness Programme for 2015/16.
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Discharge Codes by Community Paediatricians (Study Day for Community Paediatrics –
West Herts and West Essex, December 2014)

•

The aim of the audit was to assess whether the reason for discharge is stated on the
discharge letter and whether this matches the reason for discharge stated on
SystmOne.

Positive Assurances
• 82% records were in agreement
between the discharge letter and the
discharge code description.

4.3

Risks identified for HCT and mitigating
actions
No risks for HCT have been identified.
Actions:
• Any additional reasons for discharge added to
SystmOne and notified to all clinicians and
administrators in a timely manner.
• The reason for discharge must be written in
the notes or on SystmOne.
• The decision to discharge must always be
taken by a Clinician even if the child has never
been seen.
• Re-audit added to the Clinical Effectiveness
Programme for 2015/16.

MEDICINES MANAGEMENT
During Q2 the Chief Pharmacist has taken up post. A medicines optimisation review is in
progress to support safe medicines management across HCT.HCT has signed up to the
national ‘Sign Up to Safety’ campaign with reducing medication errors as one of our goals.
The UTI bundle has been ratified and shared across services to support appropriate
antibiotic prescribing in order to minimise antibiotic resistance and support further a
reduction in catheter acquired infections.

4.4

RESEARCH AND DEVELOPMENT
NIHR Portfolio studies
In Q1 recruitment for the ‘Baby Milk’ study (UKCRN 9336) began. 5 babies and parents
have been recruited during Q3, as a result of expansion of local activity as planned.
The St George’s University of London based ‘Poly STI’ study (UKCRN 12596) has
recruited 41 patients during Q3 within Kingsway sexual health clinics. Our recruitment
window for this study has been extended to May 2015, with up to three further follow-on
studies planned for set-up from within the eSTI2 research programme. Supported by the
NIHR via North Thames Clinical Research Network, the Trust is negotiating to carry on
this planned research until such time as Central London Community Healthcare, new
providers of the Herts sexual health service from April, have their own research
infrastructure in place.
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5. HIGHLY EFFICIENT AND COST EFFECTIVE SERVICES
The University of Hertfordshire based ‘OPTIMAL’ care home study (UKCRN 16404) has
recorded recruitment of 31.
A number of studies are in the process of being assessed for feasibility and set-up in the
next quarter. These include clinical areas of diabetes, heart failure, pharmacy, and
Venous Leg Ulceration..
NIHR CRN
During Q3 we have continued working with the North Thames Clinical Research Network
(CRN), who are assessing the Trust’s research infrastructure funding allocation for
2015/16 based on our recruitment performance to date, and the outcome of the Trust’s
current R&D Budget Business Case.
For the end of Q3, HCT will report to the NIHR on recruitment timelines for 11 studies
that had been given trust permission in the previous 12 months. These metrics are
publically available on the Trust’s new website pages for Research.
Trust Performance Metrics
The following research KPI metrics were reported for Q3:
-

158 patients recruited to NIHR Portfolio studies at end Q3 (green)
2 CLAHRC research studies implemented within Q3 (green)

5.0 LITIGATION
5.1 CLAIMS
Claims closed in Q3
New claims
Claims pending closure from NHSLA
Claims re-opened:
Claims currently in proceedings:

3
1
1
2
3

Claims currently pre-action:

6

Total claims active

13

The new claim(s) in Q3 relate to:
(i)
Clinical Negligence

(1 x clinical negligence)
(1 x clinical negligence)
(2 x clinical negligence)
(2 x Clinical Negligence; 1 x Employer’s Liability
)
(5 x Clinical Negligence; 1 x Employer’s
Liability)

Medication issue

The closed claims in Q3 relate to:
(i)

Clinical negligence:

Alleged failure of monitoring condition (Claim
referred on to third party)

(ii)

Third Party Liability:

Slip on uneven floor (Claim referred on to third
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party)
Staff member lifting and handling (Claim
settled)

Employer’s Liability:

NB: Receipt of a claim or a claim being in progress does not mean that liability or breach of
duty has been accepted by the Trust or the NHSLA.
5.2

CORONERS’ INQUESTS

There were no Coroner’s Inquests of interest to the Trust in Q 3. One inquest was scheduled in
for September 2014 concerning the death of a patient following a fall at Potters Bar Hospital in
September 2012). This was cancelled and re-arranged for February 2015.

Appendix 1
Patient to Board Programme Patient to Board Programme October – December 2014
Service
Queen
Victoria
Memorial
Hospital

Hoddesdon
Health
Centre

Examples of
Good Practice
• Modern
Building with a
good
environment

•

•
•

Good working
relationship
between ICT
and HV leads
Good use of
blinds
Team
meetings

Main Themes
•

Patients were very positive
about their experience.
Specific comments about
staff help with both their
psychological and physical
health and how this had
helped their rehabilitations.

•

Patients felt respected. Most
said they had been involved
in discussion about their care
planning.

•

Patients told very good
stories about their care on
the ward.

•

Staff willing to listen to good
elements and areas for
review:

•

Consider better use of notice
boards – in all areas

•
•

Complete fire testing audit
forms
H& S Exec signs to be

Recommended
Actions
• All Notice Boards
to provide clear
up to date
information
ensure
confidentiality is
maintained at all
times
• Consider smaller
table size/
arrangements in
dining room to
aide
rehabilitation
• Clinical store
room requires a
review and
labelling
• H&S signs need
refreshing
• Obtain support
from estates
manager to
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Service

Examples of
Good Practice
occurring
•

•

Good use of
information in
room for baby
clinic.

•

Laughter in
the team,
smiley,
friendly.

•

Good use of
signing in /
out book

Waltham
•
Cross Health
Centre
•

•

•

Dietetics
Service,
Crossbrook
Street

Training
being taken
up

•

•

A very busy
and well-used
facility.
Staff are
welcoming and
enthusiastic
The various
community
services are
appreciated
and
necessary.
Staff willing to
discuss issues
and concerns
Information
Pack provided
prior to first
clinic visit
rated as useful
by patients

Attachment B3

Main Themes
ordered and replaced ( for all
clinics)
•

Health and Safety Advisor to
review all fire safety audit and
ensure fit for purpose (on
each site)

•

Ensure corridors are not
obstructed.

•

HV and ICT leads are willing
to review storage across site
to consider best use.

•

The building is showing signs
of dilapidation, problems with
the heating system and
inadequate car parking.

•

Heating issues to be
reviewed to ensure energy
efficiency

•

Notice boards to should be in
date and appropriate.

•

Problems are still being
encountered by staff in the
community.

•

HCT signage lacking both
inside and out.

•

Patients very satisfied with
the service

•

Management support within
Dietetics very good

•

Lone working at this isolated

Recommended
Actions
remove non HCT
signs from outer
wall of building
• HV lead to
discuss with
Dental service
how best to use
disabled access.
• Review concerns
re delivery of
whole HV
programme in
relation to
caseloads and
current staffing
levels.
• Review the
possibility for this
Centre in light of
the Estates
Strategy
• Consider interim
possible
improvements to
environment for
staff and improve
energy efficiency
• Review lack of
HCT signage
internally and
externally.
• Review and
Strengthen
current
arrangements to
support lone
working at this
clinic

Patient
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Service

Diabetic
Clinic ,
Bull Plain

Examples of
Good Practice
perceived
outcomes from
their
consultation
with the
Dietician will
make a
difference

Main Themes

•

•

Patient behaviour is
challenging for the paediatric
OTs & Physiotherapy

•

Ongoing technical problems
with phones and computers
following the relocation of
offices for OT and Podiatry.

•

Diabetic Clinic provides a
professional and valued
service

•

General environment in a
refurbished building is good,
experienced some minor
problems in 2 clinic rooms

•

Good clinic room facilities
appear to be under used.

•

Additional notice board would
be useful

•

Diabetic
Clinic ,
Bull Plain
(cont’d)

Attachment B3

•

New urgent
care Diabetic
Specialist
nurse post
Direct access
to OT advice
and help for
parents of
disabled
children
having
problems with
equipment
Good working
relationships
between HCT
Paediatric
Therapy Staff
and Lister
Hospital
Paediatricians

Recommended
Actions

site

Audiology
Service
Peace
Children’s
Centre

•

Excellent
quality Service

• Very professional supportive
team

•

Good client
feedback

• Training and appraisals are up
to date

South Oxhey
Health
Centre

•

Rapid
Response HV
support to
families in with
domestic
violence now
provided

• There is a strong team of
Health Visitors and a HV Lead
keen to develop the service
• Limitations of sharing the
single reception area with the
GP Practice

• Review to
ensure best use
of clinic space.
• Investigate and
remedy the
relocation of
telephone and
computer links to
staff base rooms

• Investigate the
possibility of
purchasing new
chairs for the
Mother & Baby
Clinic Room
• Resolve the
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Service

Examples of
Good Practice
immediately
following
Police contact.
•

The level of
knowledge of
vulnerable
families is
much
appreciated by
the police.

•

Post Natal
Depression
group
developed

•

South Oxhey
Project:
empowers and
informs
parents to
manage minor
illness

•

Healthy Child
Programme :
Delivers ante
and post natal
visits and
established
strong
relationships
with the Acute
Trust Midwives

Community
•
Paediatrician
Peace
Children’s
Centre
•

Staff
welcoming and
respectful
Shared
learning in
team meetings

Attachment B3

Main Themes
• the building interior and
furniture are showing signs of
wear

Recommended
Actions
storage problem

• Lack of storage space

• Established team working hard
to meet demands.
• Demands regarding assessing
all children where concern.
• ASD has created an demand
• Opportunities for skill mix to
assist service delivery

•

Demand and
capacity of
service already
know within the
system and
being
considered.
Children’s
Services General
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Examples of
Good Practice
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Main Themes
•

New Born
Hearing
Screening
Watford
General
Hospital

Herts &
Essex
Minor Injury
Unit

•

•

•

Leading lights recognition
award was appreciated

• New trolleys,

• Well delivered service

•

Check lists in
place for
cleanliness
and infection
control

• Inadequate office environment

Good working
relationship
between all
therapy and
nursing staff

• Staff willing to listen to good
elements

Team meetings
occurring and
training being
taken up
Professional
friendly team

Recommended
Actions
Manager.

•

Poor Office
environment too hot.
Escalated to
Children’s
Services General
Manager

•

Review and
consider clearer
signage

•

Ensure medical
supervision
model is adopted
and supported
by the Medical
Director

•

Notice boards to
be up to date
and appropriate

•

Escalate
environmental
safety issues
through the area
estates manager
for quick
resolution

• Good user experience

• Staff receptive when
discussing areas for review
• Good use of clinic room
enabling privacy
• Good use of safeguarding
information
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Service

Examples of
Good Practice

Herts &
Essex
Hospital
Oxford Ward

• Good
communication
between
housekeeping
staff and clinical
staff.
• Professional
friendly team
• Good use of
signing in/out
book

Attachment B3

Main Themes
• Positive patient feedback
• Staff willing to listen to good
elements
• Staff receptive when discussing
areas for review

Recommended
Actions
•

Escalate
environmental
safety issues
through the area
estates manager
for quick
resolution

•
• Good use of information board
and “you said we did”

• Team meetings
occurring and
training being
taken up
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SERIOUS INCIDENT REPORT
31st January 2015
1. Introduction
This Serious Incident report provides information and analysis of the serious incidents (SIs) that have been notified to our commissioners
(Herts Valleys Clinical Commissioning Group (CCG), East and North Hertfordshire CCG, Hertfordshire, South Midlands Local Area Team,
West Essex CCG, Local Authority and the East Anglia Area Team) between 01st December 2014 and 31st January 2015.
2. Summary analysis of Serious Incidents
During the period 1st December 2014 and 31st January 2015 a total of 53 serious incidents were reported. Requests were made for 6 of the
serious incidents to be de-escalated. The number of serious incident declared is higher than declared in the previous two month period, 1st
October to 30th November 2014 when 41 serious incidents were reported.
To help consider patterns of reporting, data for 2013/2014 has been provided and data for the current year, 2014/2015 will continue to be
recorded and presented during the course of the year as identified in the table below.
2013/2014
Apr’13

May’13

Jun’13

Jul’13

Aug’13

Sept’13

Oct’13

Nov’13

Dec’13

Jan’14

Feb’14

Mar’14

TOTAL

32

24

17

16

13

27

23

17

16

26

8

28

247

No. de-escalated

4

1

1

1

1

4

2

1

1

2

0

3

21

No. confirmed SIs

28

23

16

15

12

23

21

16

15

24

8

25

226

Feb’15

Mar’14

TOTAL

No. declared

2014/2015

No. declared
No. de-escalated

Apr’14

May’14

Jun’14

Jul’14

Aug’14

Sept’14

Oct’14

Nov’14

Dec’14

Jan’15

13

17

23

25

20

26

25

16

24

29

218

0

0

3

3

2

0

0

1

3

3

15
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No. confirmed SIs

13

Attachment B4
17

20

22

18

26

25

15

21

203

26

Data previously recorded for reporting patterns during 2014/2015 (above table) has been reviewed. Data for November has been revised to
reflect that one serious incident previously reported as being confirmed, was later de-escalated. The correct position for November is that 16
serious incidents were reported, one was de-escalated and 15 were confirmed.
Overview of new Serious Incidents (01/12/14 – 31/01/15)
As with previous months pressure ulcer serious incidents continue to be the most frequently reported SIs, with 33 confirmed pressure ulcer
incidents reported during this 2 month period. However, during the previous two month period only three other serious incidents were reported
compared to 14 that were reported during December and January, spanning eight different categories as outlined below in section 3.

Number reported

Number down graded

Total confirmed incidents

Grade 3 and 4 pressure ulcers
Fall resulting in harm
Outbreak
Safeguarding Adults from Abuse (SAFA)
Death in custody
Late diagnosis
Medication
Unexpected death
Information governance

39
3
2
2
1
1
1
3
1

6
0
0
0
0
0
0
0
0

33
3
2
2
1
1
1
3
1

Total

53

6

47

All serious incidents confirmed during December 2014 and January 2015 as serious incidents were graded at level 1, reflecting that the
incidents required investigation.
To date in 2014/2015 all incidents have been graded at level 1 with no incidents meeting the level 2 threshold. Level 2 serious incidents are
the most significant and include Never Events
Serious Incident report 31/01/2015
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3. Analysis and impact
Pressure ulcers (33)
Pressure ulcers at grade 3 and 4 were the highest number of serious incidents. 33 were reported during this two-month period compared to 38
during the previous two-month period. Monthly reporting patterns vary slightly but there continues to be no pattern to the variation.
14 of the incidents were reported by E&N Herts teams (15 reported in the last 2 month period) and 19 by West Herts teams (23 reported in the last
2 month period)
14 of the 33 PU SIs have yet to be assessed regarding their avoidability. 19 have been assessed as unavoidable. 11 of the 33 PU SIs were
acquired by patients living in residential homes and the remaining 22 patients were living at home when they developed pressure damage.
Appendix 1 provides details of avoidable pressure ulcers identified during 2013/2014 and data for 2014/2015 will be included as it becomes
available.
Fall resulting in harm (3)
One patient on Langton ward fell and dislocated a hip that had been previously replaced following a fall; the patient was transferred to Luton
and Dunstable hospital for surgery which was his family’s preference rather than returning to Watford General hospital. One patient on
Sopwell ward and one at Herts and Essex both sustained fractures of the wrist as a consequence of falls; both patients remain on the wards
and are recovering.
Safeguarding Adults from Abuse (2)
A patient seen by the WelHat Community Nursing team raised a concern about the way she had been examined during catheter care. Whilst the
police and HCS are not taking forward the concerns, investigation is continuing to understand what may have contributed to this patient
expressing the concerns that she did.
The Watford Integrated Community team were asked to see a patient who had been prescribed pain relief via a syringe driver. The family and
care home were concerned that the patient did not get the pain relief needed. Investigation is on-going and is seeking to understand all the factors
that may have contributed, including the accuracy of the prescription that had been written by an out of hours GP.
Outbreak (2)
During December both St Peter’s ward and Langley House reported outbreaks of diarrhoea and vomiting affecting a number of patients. The
Infection Control team provided advice and the outbreaks were managed in line with expected practice. Patients affected did not suffer lasting
harm.
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Death in custody (1)
A prisoner was found by his cell mate in the early hours of the morning with a ligature around his neck; he was hanging from a rail in the cell. An
investigation will be undertaken and the findings shared with NHS England and used to help inform external investigation that are undertaken for
all prisoners who die while in custody.
Late diagnosis (1)
Concern was raised by an acute paediatrician about the late referral of a baby with prolonged jaundice who was later confirmed to have Biliary
Atresia (which affects approximately 1 in 16,000 babies). Early diagnosis of Biliary Atresia depends on an effective pathway between midwifery,
health visiting, GP and acute paediatrics. Diagnosis was made and the baby referred for surgery within the time needed. However, the Health
Visiting team has investigated this incident and identified missed opportunities by the acute trust and HCT that could have led to earlier referral
and diagnosis.
Medication (1)
A patient was discharged home from Sopwell ward without their required medications; the patient later became unwell and had to be re-admitted
to the acute hospital. The medical cause of the patient’s re-admission has yet to be confirmed. Investigation will seek to confirm this as well as
understand how a patient can be discharged without their prescribed medications or discharge summary.
Unexpected death (3)
During December and January three patients died whose deaths were not expected.
Two patients were at Potters Bar Community Hospital at the time of their death. One patient collapsed, resuscitation was attempted and the
paramedics were called but she was declared dead. The cause of death has been confirmed as a heart attack and the CCG has been requested
to close this serious incident. The second patient at PBCH became unresponsive, resuscitation was attempted and the paramedics were called
but this patient was also confirmed dead. The Coroner is satisfied that death was due to frailty and the CCG has closed this serious incident.
The third death occurred at Gossoms End. A 99 year old patient was found in the early hours of the morning not breathing. A DNAR was in
place. The paramedics attended and confirmed the patient was dead. Cause of death is to be confirmed.
Information Governance (1)
A large number (approx.1000) of clinical records waiting to be archived at offices in the Minor Injuries Unit, Herts & Essex Hospital site were
contaminated due to a leaking pipe. Whilst there has been no breach of confidentiality and the care of patients will not be affected, the incident
has been investigated to provide assurance that the management of the notes was appropriate and that review of the record management policies
that direct practice when events such as this occur stand up to scrutiny and support appropriate management.
4. Learning from Serious Incidents
The first meeting of the Serious Incident Panel took place in December and a second took place in January 2015
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A selection of completed serious incident investigation reports were reviewed by the members of the Serious Incident Panel. The large number of
serious incidents notified means that not all can be reviewed by the SI panel. However, incidents selected included those where investigation had
identified the need for organisation wide learning. Those reviewed included avoidable pressure ulcer serious incidents. The Panel were asked to
identify all learning and consider solutions for sharing and embedding the learning. An action tracker identifying improvements is in place and will
be monitored by the SI panel members to ensure outcomes are achieved.
Pressure Ulcers
Due to the increasing number of avoidable pressure ulcers, the SI panel requested the Pressure Ulcer Working Group to review 20 reports of
avoidable pressure ulcer serious incidents. Findings are currently being reviewed but initial indications identify key areas for improvement
including:
o Inconsistency of MUST and Waterlow assessments completed on the first visit and potentially underscored.
o Initial visits are frequently being carried out by HCA’s due to urgent referrals and lack of capacity in the community teams. Although the
HCA’s have all undertaken wound management training, a follow up visit and assessment must be completed by a registered nurse within
24 hours. Information has been cascaded out to all staff to ensure this is in place and an audit programme will be introduced across all
teams to provide assurance.
o Lack of photographs or documentation of wound measurement leading to misdiagnosis of pressure ulcers. The teams will be requested to
make a photographic record of pressure wounds and take regular (weekly) photos to record progress or deterioration. This is considered
good practice. All teams have been requested to ensure cameras are available for staff.
o Delays in ordering and chasing up delivery of equipment have been a contributory factor in the development of pressure ulcers in a few
cases. However, considerable difficulties have been experienced by staff contacting Hertfordshire Equipment Stores. These issues are
being addressed directly with HES by the link Tissue Viability Nurse and have been escalated to the contract meetings with the CCG. All
staff have been reminded of their responsibility to ensure the delivery of equipment and escalate concerns by implementing the Equipment
Escalation Framework that is in place.
o The Watford ICT has introduced a ‘spot check’ where 6 patient records are reviewed each month to ensure that all appropriate
assessments and care plans have been completed; results are fed back to the team. The SI Panel agreed that this was a good model and
will look to roll out the Watford approach across other community teams
A number of actions are being taken across the trust to reduce avoidable pressure ulcers including a focus in the next edition of Clinical Matters
on prevention and the recommendations from the SI Panel to improve clinical practice.
Medicine Safety
The Pharmacy team and Specialist Nurses are running medicines awareness workshops to promote the importance of safe medication
administration, using the’ 5 Rights’. This is a step by step process for the safe administration of medication. This workshop will provide back to
basics training, support and access to up to date resources and specialist staff, to avoid and reduce medication errors. The real scenarios and
case studies will be used as an opportunity to share lessons learnt and how to avoid similar situations occurring in the future. The outcome of the
workshop is to minimise the risk and harm caused to our patients.
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Policy development/implementation
The CPR policy directs that when resuscitation has been undertaken on a ward, a checklist should be completed and attached to the incident
report; the checklist provides specific information about the resuscitation that was undertaken. A recent unexpected death identified that the
checklist had not been completed and whilst not material to the incident, was an omission. The policy leads are to promote the CPR policy and the
specific requirement of completing the CPR checklist after resuscitation has been undertaken.
A home leave/temporary leave policy is to be developed to ensure there is clear guidance for staff to accommodate patients leaving the building
temporarily. This follows the review of a recent serious incident where a patient was inappropriately discharged on home leave for the weekend.
The need for a policy/guidance around patient restraint has been identified through reviewing investigation reports of patients who present with
challenging and difficult behaviours. The SI Panel will review the progression of this policy.
Mental Capacity
Some investigations have identified that not all staff may be aware of the need to re-assess patients who have fluctuating mental capacity. The
Named Nurse for Safeguarding Adults has communicated helpful guidance to staff on how to identify patients with fluctuating capacity to ensure
they are appropriately managed.
5.

Number of Serious Incidents reported

Number of confirmed SIs
Number of PU SIs
Number of avoidable PUs
Number of other SIs
Number of SIs downgraded (not incl
confirmed SIs)

2010/2011

2011/2012

2012/2013

2013/2014

2014/2015

22

95

209

226

203

10

54

162

160

154

Not recorded

Not recorded

46

19

23

12

41

47

66

49

Not recorded

Not recorded

24

21

15

6. Analysis of Serious Incidents reported
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Number
reported
2010/11

Number
reported
2011/12

Number
reported
2012/13

Number
reported
2013/14

Number
reported
2014/15

Explanation/example of category

Pressure ulcer,
category 3 or 4
Patient injury - fall

10

54

162

160

154

1

13

17

12

18

Info. governance
including breach of
confidentiality
Infection control

3

11

11

10

3

All category 3 & 4 pressure ulcers acquired in the care of
HCT must be reported
Falls resulting in harm such as fracture, requiring hospital
admission and/or surgery.
Person identifiable information received by an unintended
recipient.

2

7

5

4

3

Allegations of abuse

2

1

8

15

Child
Adult

1
7

Medication

1

3

0

4

2

Patient injury (manual
handling)
Patient harm

0

1

1

0

1

0

1

1

3

1

Late diagnosis

0

1

0

1

2

Notification of child
death / serious injury
National screening
programme
Estates & facilities

0

1

1

2

3

1

1

1

5

0

1

1

0

0

0

Death in custody

1

0

1

1

2

Significant near miss

0

0

1

3

1

n/r

n/r

n/r

3

4

0

0

0

3

0

Unexpected death
Scheduling of child
health appointments
Serious Incident report 31/01/2015

Outbreaks e.g. Norovirus and MRSA bacteraemia
Concerns expressed about patient care, allegation of patient
abuse by staff, such as physical, financial. In 2014/15 one
allegation concerning a child was recorded and data has
therefore been separated into adult/child
Incidents relating to medicines management of drugs,
causing harm or significant potential to cause harm
Injury sustained during moving and handling activity /
unexplained fracture
E.g. Emergency admission needed where failure to recognise
the deteriorating patient is identified / sub-optimal care
Incidents where late diagnosis is identified as a factor
Unexpected child death, death of child with child protection
plan in place
E.g. delayed receipt of blood spot screening result, failure to
act on vision screening test results.
Hospital closure following failure of heating/hot water
systems.
All deaths in custody are to be reported as serious incidents
E.g. confusion over DNAR status of a patient / child not seen
by HV for 13mths
Unexpected death of an inpatient in care of HCT (new
category, not reported before 2013/14)
E.g. immunisation scheduling errors results in children not
being immunised and being at risk.
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TOTAL

0
22
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0
95

0
209

0
226

1
203

Fridge in care home used by HCT nurses not monitored

During 2013/14, 71% of SIs reported were due to pressure ulcers, 29% of SIs reported were other types of incidents. Monitoring of SI patterns
continues during 2014/15. To date this year, 78% of the SIs reported were for pressure ulcers while 22% are reported as other types of SIs.

7. Monitoring
A timeline for the investigation of each SI is agreed with the relevant commissioner in line with local policies.
Local policies and expectations vary between the commissioners. Specifically Herts Valleys CCG requires a 72hr report for all SIs and allows 45
days for a full investigation to be undertaken if required. East & North CCG require all serious incidents to have 7-day reports and then the
decision to go forward to a 45-day report is made on a case by case basis. The expectations of Herts Valleys CCG may in the short term result in
more SIs remaining open for longer but does provide the opportunity for an in depth investigation and is in line with national recommendations.
Monitoring is through a weekly status report which is made available to the General Managers. The report provides details of open SIs and
identifies those on track, those where deadlines are pending (amber) and those where deadlines have been breached (red).
8. Serious incidents referred for closure or confirmed closed by the CCG
There is an on-going need to ensure efficiency and timeliness in managing SIs from declaration through to closure, with agreed performance
targets for both HCT and the CCGs. Attention is focused specifically on the steps to be taken after an investigation report has been completed
and submitted to the CCGs.
HCT aims to have 40 or less open SIs at any one time. For comparison, at the end of April 2013 HCT had 63 open serious incidents and in April
2014, HCT had 47 open serious incidents.
At the time of writing this report (02/01/15) HCT has 52 open serious incidents, this compares favourably to 71 serious incidents that were open
31/11/2014. During the preceding two-month period a number of serious incidents were confirmed closed by the commissioners.
10 of the 52 open serious incidents have ‘clock stops’ applied by the commissioners and will remain open pending the outcome of external
investigation/reports. Whilst 10 ‘clock stops’ were also applied last month, there has been some change in that HSMLAT agreed to close two
notifications of child deaths as serious case review investigations have commenced.
Serious Incident report 31/01/2015
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Two of the incidents occurred in 2012, one at the Prison Service (death in custody) and one at Potters Bar Community Hospital (fall from height).
Three clock stops were applied during 2013; one incident occurred at the Prison and reported a death in custody. The two others concerned an
injury to a baby (not involving HCT staff) and an allegation of financial abuse concerning a member of staff; both incidents are the subject of
criminal investigations by the police.
Clock stops have been applied to five incidents occurring in 2014, two concern notifications of child deaths, one concerns the death of a prisoner
while in custody and two concern unexpected deaths where cause of death is to be confirmed.

Number of open SIs by Commissioner
Number of confirmed SIs
declared 2013/2014

Number of confirmed SIs
declared 2014/2015

Number remaining open at
31/01/2015

(to 02/01/2015)

East & North Herts CCG
Herts Valley CCG
Hertfordshire & South Midlands Area Team
Local Authority
West Essex CCG
East Anglia Area Team

Total

87
126
7
1
4
1
226

Tricia Wren
Deputy Director, Quality & Governance, Deputy Chief Nurse
February 2015
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85
111
4
0
1
2
203

13
34
3
0
0
2
52

Christine Stock
Clinical Quality Manager
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PRESSURE ULCERS

2014/2015 - Total number of pressure ulcer incidents (category 2, 3, 4) reported via Datix each month compared to the number of
pressure ulcer serious incidents declared.
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Total number of pressure ulcer serious incidents declared each month compared to how many go on to be assessed as unavoidable or
avoidable
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Percentage of pressure ulcer serious incidents compared to all category 2, 3 and 4 pressure ulcer incidents reported through Datix
% of Datix reported PU incidents (category 2,3 and 4) that are then declared as a serious incident

% of PU SIs to all
PUs reported

April

May

June

July

August

September

October

November

December

January

Year to
date
average

4.05%

7.69%

9.86%

9.89%

6.95%

12.88%

12.99%

7.73%

7.05%

11.96%

9.20%

Percentage of pressure ulcer serious incidents assessed as avoidable compared to all pressure ulcer serious incidents declared.
% of PU serious incidents that are assessed as being Avoidable

% of Avoidable PU’s to
SI's Declared

Serious Incident report 31/01/2015

April

May

June

July

August

September

October

November

December

January

Year to
date
average

0.00%

18.18%

14.29%

27.78%

38.46%

19.05%

8.70%

0.00%

0.00%

0.00%

15.03%
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Number of Avoidable pressure ulcer serious incidents (i.e. those graded 3 or 4 and acquired in HCT care) reported during 2012/13,
2013/14 and 2014/15 by team.

Dacorum ICT
St Albans & Harpenden ICT
Watford
Hertsmere ICT
Sopwell ward
Palliative Care
Stevenage & North (Royston) ICT
Upper Lea Valley ICT
Lower Lea Valley ICT
QVM
Welwyn & Hatfield ICT
Danesbury
North Herts ICT
Stort Valley ICT
Royston ICT
TOTAL

Avoidable
PUs by
team for
2012/2013

Avoidable
PUs by
team for
2013/2014

4
3
7
3
10
1
1
6
1
10

1
5
2
1
1
2
1
1
1
4

46

19

Avoidable PUs by team and month for 2014/2015

Apr

May

Jun

Jul

Aug

Sep

Oct

0

1
1
2

1
1
2

1
1
2
1
5

1
1
1
1
1
5

1
1
1
1
1
5

2
1
1
4

Nov

Dec

Jan

Feb

Mar

3
2
4
3

1

1
2
4
2
1
23

From 01st April to 31st January 2015 23 PU serious incidents have been assessed as Avoidable. This exceeds the number of avoidable PUs that
developed during 2013/2014; at the end of last year 19 avoidable PUs had been identified.
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2014/2015 PRESSURE ULCER SERIOUS INCIDENTS BY TEAM

During 2014/2015 we will gather and present further information about pressure ulcer serious incidents reported by team, both unavoidable and
avoidable. Information has been gathered for April to November 2014 and is logged below..
Information below will be updated monthly, where assessment of avoidability changes or is confirmed this will be retrospectively included.
HERTS VALLEYS ADULT SERVICES
PU SIs reported by team by team and month for 2014/2015
Dacorum ICT
St Albans & Harpenden ICT
Watford
Hertsmere ICT
Palliative Care
Sopwell ward
Langley House
Rapid Response Team
St Peter’s ward
TOTAL

Apr
2
1
1
4

Dacorum ICT
St Albans & Harpenden ICT
Watford
Hertsmere ICT
Palliative Care
Sopwell ward
Langley House
Rapid Response Team
St Peter’s ward
TOTAL

Number of PU SIs
declared 2014/15
14
30
19
18
1
1
1
84

Serious Incident report 31/01/2015

May
2
2

Jun
4
4
2
10

Jul
2
1
2
4
1
10

Aug
4
3
2
1
10

Sep
3
2
2
7

Oct
8
5
1
1
15

Number assessed as
UNAVOIDABLE
11
25 (3tbc)
12 (3tbc)
11 (4tbc)
(1tbc)
1
1
61 (11tbc)

Nov
1
4
2
7

Dec
3
1
1
1
6

Jan
1
6
3
3
13

Feb

Number assessed as
AVOIDABLE
3
2
4
3
12

Mar

TOTAL
14
30
19
18
1
1
1
84

% of PUs assessed as
Unavoidable-Avoidable
79% / 21%
93% / 7%
79% / 21%
83% / 17%
tbc
100% / 0%
100% / 0%
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EAST & NORTH ADULT SERVICES
PU SIs reported by team by team and month for 2014/2015
North Herts ICT
Stevenage ICT
Welwyn&Hatfield ICT
Upper Lea Valley ICT
Lower Lea Valley ICT
Stort Valley ICT
Royston ICT
QVM
Herts & Essex Hospital
TOTAL

Apr
1
1
2

North Herts ICT
Stevenage ICT
Welwyn&Hatfield ICT
Upper Lea Valley ICT
Lower Lea Valley ICT
Stort Valley ICT
Royston ICT
QVM
Herts & Essex Hospital
TOTAL

Number of PU SIs
declared 2014/15
12
19
20
7
4
3
1
3
1
70

Serious Incident report 31/01/2015

May
2
1
3
1
1
1
9

Jun
3
1
4

Jul
2
2
1
2
1
8

Aug
2
1
1
4

Sep
4
3
1
2
2
1
1
14

Oct
1
4
2
1
8

Number assessed as
UNAVOIDABLE
7 (1tbc)
17 (1tbc)
16 (2tbc)
7
3 (1tbc)
1
0
2
1
54 (5tbc)

Nov
3
3
1
7

Dec
1
1
2
1
5

Jan
2
4
3
9

Feb

Number assessed as
AVOIDABLE
4
1
2
0
0
2
1
1
0
11

Mar

TOTAL
12
19
20
7
4
3
1
3
1
70

% of PUs assessed as
Unavoidable/Avoidable
67% / 33%
95% / 5%
90% / 10%
100% / 0%
100% / 0%
33% / 67%
0% / 100%
67% / 33%
100% / 0%
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The meaning of any data in the report is
clearly explained

Executive Director Sign-Off
This paper has been approved by the accountable
executive director who is satisfied that (i) the implications
for risks, (ii) quality/service/regulatory impacts and (iii)
resource implications, have been considered.

Name & Designation of
Director

√/x

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

Template (B)

√/x
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QUALITY ACCOUNT 2014/15 and QUALITY PRIORITIES 2015/16
1.0
Introduction
The Health Act 2009 requires all providers of NHS services in England (except those who
have fewer than 50 full-time employees and provide under £130,000 of NHS services) to
produce a Quality Account to provide information about the quality of those services.
The primary purpose of a Quality Account is to encourage boards and leaders of healthcare
organisations to assess quality across all of the healthcare services they offer. It allows
leaders, clinicians, governors and staff to demonstrate their commitment to continuous,
evidence-based quality improvement, and to explain their progress to the public.
1.1
Quality Account Content
1.1.1 Requirements about the content of the Quality Account are set out in the Quality
Accounts legislation (namely the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 (SI 2010/279), as amended by the National
Health Service (Quality Accounts) Amendment Regulations 2012 (SI2012/3081)).
1.1.2 Of note since 2012/13 NHS Foundation and NHS Trusts have been required to
report performance against a core set of indicators relevant to services provided or
sub-contracted, using data made available to the Trust by the Health and Social
Care Information Centre where this is available. This was further clarified in new
guidance issued in March 2015. For HCT these are:
**
19

Prescribed information
The percentage of patients aged
(i) 0 to 15; and
(ii) 16 or over,
re-admitted to a hospital which forms part of the trust within 28 days of being discharged
from a hospital which forms part of the trust during the reporting period.

25

The number and, where available, rate of patient safety incidents reported within the
trust during the reporting period, and the number and percentage of such patient safety
incidents that resulted in severe harm or death.

** The numbering corresponds with the numbering of the indicators in the Regulation 4 Schedule within the
Quality Accounts Regulations.

1.1.3 In January 2015, the DH issued new guidance on recommended arrangements for
external assurance for Quality Accounts 2014/15.
- A senior employee must sign the accounts in order to verify the accuracy of
the Quality Account, using a recommended format; ‘Statement of Directors’
Responsibilities’
- A recommendation that auditors provide the Trusts’ management with a
signed limited assurance report by 29 June 2015, which states whether
anything has come to their attention that leads them to believe that the Quality
Account has not been materially prepared in line with the quality accounts
legislation, and inclusion of the report as an annex to their Quality Account.
HGC/Quality Account 2014-15 and Quality Priorities 2015-16/201503
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NHS Trusts may use any auditor for this external assurance but it may be
most appropriate to use the Trust’s usual auditor.
- A recommendation that Trusts make reference in their Annual Governance
Statement of the steps taken to assure themselves that their Quality Account
is accurate.
This guidance supersedes previous guidance on external assurance (Quality
Accounts: 2011/12 audit guidance, Guidance for NHS Trusts on additional reporting
requirements to support external audit of Quality Accounts for the year 2011/12) and
does not apply to Foundation Trusts who continue to follow Monitor’s guidance on
external assurance.
1.1.4 In addition the guidance issued in January 2015 clarifies the requirements for partyear accounts:
Where a NHS Trust has merged with another organisation (either a NHS Trust or a
Foundation Trust) and is demised before 31 March, a Quality Account for the part
period prior to the date the NHS Trust demised is not required. The successor body
should include the activities of the services it has taken on from the point of transfer
in its Quality Account for the year.
2.0
Quality Account 2013/14
HCT published its fourth formal Quality Account in 2013/14 and met its statutory duty to
submit it to the Secretary of State by uploading it to the NHS Choices website.
2.1
Reported progress of Quality Priorities for 2014/15
2.1.1 Progress in achievements and outcomes for the six quality priorities for 2014/15 and
other areas of quality improvement are reported in the quarterly Quality Report,
through the key performance indicators and the accompanying text. Progress is
reported to the Board through the assurance reports from the Healthcare
Governance Committee.
2.1.2 Healthwatch Hertfordshire have received regular updates through their membership
on the Trust Board and the Patient Safety and Patient Experience sub-committee
and have been sent the Quality Reports since Quarter 2.
2.1.3 Progress on the quality priorities and other areas of quality improvement relevant to
Children’s Services in West Essex are discussed at the Children’s and Maternity
Programme Board on which HCT and Healthwatch are both represented.
2.1.4 East and North Hertfordshire and Herts Valleys CCGs have received the quarterly
Quality Reports and these are discussed at the Quality Review Contract Meetings.
3.0

Quality Account 2014/15

3.1
Outline Content
The Quality Account 2014/15 will contain the mandated content, reflect the updated
guidance and have a similar layout to previous years. Data quality will be assured through
the HCT governance structures and its content with be both quantitative and qualitative,
taken from standard contract areas (for additional in-built assurance) and be presented in a
HGC/Quality Account 2014-15 and Quality Priorities 2015-16/201503
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way which is easy to understand using vignettes, patient stories, patient and staff feedback
and photographs.
3.2
Stakeholder Engagement
3.2.1 HCT has listened to patients, carers, staff and stakeholders in different ways
throughout 2014/15 to inform and shape our priorities for quality improvement for
2015/16. For example
- Analysing the complaints we received, the concerns raised via our Patient Advice &
Liaison Service (PALS) and the incidents we reported and identifying themes and
trends
- Seeking feedback in our surveys, our comments cards and at our patient user
groups
- Receiving feedback and observing care during our Keeping in Touch programme of
visits to services and sites by our Board members, and hearing patient stories firsthand at Board meetings
- Analysing our regular on-line staff surveys, and feedback received at our established
Leaders Forum and Joint Negotiating Committee, and our newly formed Doctors
Forum, Allied Health Professionals Forum and Admin Fayres
- In our regular discussions of performance and quality issues with our commissioners
and the Trust Development Authority
- Seeking views at events in different locations across Hertfordshire and West Essex,
such as workshops to develop our vision for Children’s Services, our Clinical
Strategy and our 6Cs Strategy, and the launch of Home First in North Herts
- Seeking feedback from Healthwatch Hertfordshire, including their established
members on our Patient Safety and Patient Experience sub-committee and Trust
Board.
3.2.2 The Executive Team and Senior Management Team discussed and agreed at their
meeting in February 2015 that the majority of 2014/15 quality priorities be carried
forward into 2015/16.
3.2.3 Feedback on the proposed quality priorities for 2015/16 was sought from
• Healthwatch Hertfordshire and Hertfordshire Overview and Scrutiny Committee
• members of Healthcare Governance Committee, and
• representatives of Hertfordshire CCGs.
Positive support was received for the proposed quality priorities for 2015/16, and
minor adjustments have been made in response to feedback received.
3.3
Draft Quality Priorities 2015/16
3.3.1 The Draft Quality Priorities
- are structured under the three domains of quality and aligned to the High Value
Healthcare framework
- reflect progress made during 2014/15 and the stakeholder engagement during
the year (s 3.2)
- are aligned to the HCT Quality Strategy, which is based on what we know our
stakeholders (in the widest sense) want HCT to prioritise in relation to quality
improvements over the next year, and to our 6Cs Strategy and Clinical Strategy

HGC/Quality Account 2014-15 and Quality Priorities 2015-16/201503
Page 3 of 4

Board 26th March 2015

Attachment B5

- take into consideration the strategic drivers for quality improvement contained
within the NHS Outcomes Framework 2015/16, the Hertfordshire Health and
Wellbeing Strategy 2013-2016 and from national reviews.
3.3.2 Six quality priorities are proposed for 2015/16, all aligned to High Value Healthcare.
Two are new quality priorities and four carry over from 2014/15.
Outstanding Patient Experience
- To demonstrate the six core values of Compassion in Practice in everything we
do.
- To improve the experiences of families in their chosen method of infant feeding.
- To improve the nutritional experience of patients in our community hospitals.
Consistent and Improving Patient Safety
- To improve the identification of safeguarding concerns of vulnerable patients in
our care and visited in care homes.
- To reduce the number of patients who experience harm from an incident related
to the administration of their medication.
Excellent Clinical Outcomes
- To improve the quality of life for people with dementia and their carers through
early identification of those at risk.
3.3.3 The draft goals and indicators for measuring improvement of these proposed quality
priorities are outlined in Appendix 1. Where possible the indicators have been
aligned to national ones to enable benchmarking. The rationale for their inclusion
and the link to HCT Quality Strategy and other strategic drivers are outlined in
Appendix 2.
3.3.4 Other areas of quality improvement will be delivered through the business plans or
the HCT Quality Improvement Plan, which outlines the implementation of the HCT
Quality Strategy, and through the 2015/16 CQUINS.
3.3.5 All areas of quality improvement, including the quality priorities will be reported via
chosen indicators against agreed targets in the quarterly Quality Reports, the
Integrated Board Performance Report and supporting papers to the Board and its
committees.
4.0

Recommendation
Following their approval by the Healthcare Governance Committee on 19 March
2015, it is recommended that the Board adopt the six approved quality priorities for
2015/16 for inclusion in the Quality Account for 2014/15.

Tracey Westley
Acting Deputy Director of Quality & Governance

Jaci Church
Interim Quality Account Lead

March 2015
HGC/Quality Account 2014-15 and Quality Priorities 2015-16/201503
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Appendix 1 – Proposed Quality Priorities 2015/16 and indicators
Area for quality improvement
Indicators
OUTSTANDING PATIENT EXPERIENCE
1. To demonstrate the six core values of Compassion in • Friends and Family Test Score
Practice in everything we do.
And
• Progress against milestones in Compassion in Practice Delivery Plan
Goals:
Care – zero avoidable category 2, 3 or 4 pressure ulcers
developed by people in our care

•

Compassion – 10% reduction in complaints about poor
attitude or behaviour of our staff

•
•

Number of avoidable pressure ulcers developed in our care
- Category 3 and 4
- Category 2
Proportion of total pressure ulcers reported that are
- Category 3 and 4
- Category 2
Number of complaints about poor attitude or behaviour
Percentage of overall complaints received

Competence – 60% of nurses who are trained in catheter
management, and reduce the number of patients who
require a visit by the Overnight Nursing Service (OVNS)
because of catheter-related problems by 10%

•
•

Percentage of nurses4 trained in catheter management
Number of patients requiring visit by OVNS for catheter-related problems

•

Percentage of staff using the minimum three standard elements5 when
answering the telephone

•

Number of incidents reported

•

4

Band 6 and 7 nurses

Communication – 95% of people contacting the Trust are
told who they are speaking to
5

Trust, service and staff names

Courage – xx%6 increase in the number of incidents and
prevented incidents reported by our staff
6

% required to promote return into top 25% of similar

HCT/Draft Quality Priorities 2015-16/201503
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Indicators

organisations; to be calculated with year-end validated data

Commitment – 90% of staff complete an annual appraisal
which demonstrates the 6Cs

•

Percentage of staff completing annual appraisal

2. To improve the experiences of families in their chosen •
method of infant feeding.
•
Goal: 80% of families report that they have been supported
by health visitors in an environment that is baby friendly
and helps them to continue with their chosen feeding
method
•

Percentage of families who feel supported in an environment that is baby
friendly and helps them to continue with their chosen feeding method
Percentage of staff who know about how they would:
- support mothers to breastfeed
- support mothers to formula feed
- support mothers to build close and loving relationships with their baby
Percentage of Health Visitors who have completed the 2 day ‘UNICEF
Breastfeeding and Relationship Building: a new approach training’
And
• Number of HCT sites promoting breast-milk substitutes
• Percentage of Health Visitors who complete the Practical Skills review
within 3 months of training
• Complaints and comments about advice and support with feeding
• Progress against milestones in Baby Friendly delivery plan

3. To improve the nutritional experience of patients in our •
community hospitals.
•
Goal: Fewer patients receive oral supplements
unnecessarily
1
2

Second opinion assessment
Community hospitals

•
•
•
•

Number of patients receiving oral supplements
Percentage of patients receiving oral supplements where it was assessed1
as being unnecessary
Percentage of patients with their risk of malnutrition assessed
- on admission to our adult services2
- at least weekly during their stay
Percentage of patients at risk of malnutrition with a nutritional care plan in
place
Percentage of patients in our community hospitals who rate the food as
good or better
Percentage of patients seen by a dietician whose discharge letter includes
a date to review or a date to stop their oral supplements

HCT/Draft Quality Priorities 2015-16/201503
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Indicators
And
• Compliance of our community hospitals with protected mealtimes, red tray
and providing assistance to those who need it
• Patient feedback about care in relation to their nutrition and hydration

CONSISTENT AND IMPROVING PATIENT SAFETY
4. To improve the identification of safeguarding concerns •
of vulnerable patients in our care and visited in care •
homes.
•
Goal: 20% increase in the proportion of safeguarding
referrals that concern people in care homes
•
3

Safeguarding Adults from Abuse

Number of safeguarding referrals3 made by staff
Percentage of safeguarding referrals that concern vulnerable people in care
homes
Number of safeguarding referrals that were investigated as a serious
incident
Percentage of staff who have completed safeguarding vulnerable adults
training in previous 12 months
• Percentage of staff who have completed mental capacity training in
previous 12 months
And
• Patient and family feedback

5. To reduce the number of patients who experience harm • Percentage of medication incidents that cause harm
from an incident related to the administration of their • Number of patient incidents relating to medicine management
medication.
• Number of serious incidents relating to medicine management
And
Goal: A further 10% reduction in incidents resulting in harm • Percentage of staff trained and assessed as competent to deliver insulin
medication
• Percentage of staff trained and assessed as competent to deliver IV
therapy
• Percentage of patients who were told about medication side effects to
watch out for when they went home
• Patient and carer feedback medication management
EXCELLENT CLINICAL OUTCOMES
6. To improve the quality of life for people with dementia
• Percentage of patients identified to be at risk of dementia who are referred
and their carers through early identification of those at
with their consent to a cognitive memory service or clinic via their GP
risk.
• Percentage of staff who are trained in use of the Dementia Screening Tool
And

HCT/Draft Quality Priorities 2015-16/201503
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Goal: 75% of patients identified to be at risk of dementia
who are referred with their consent to a cognitive memory
service or clinic via their GP

Attachment B5ii
Indicators
• Number of patients identified to be at risk of dementia
• Patient and carer feedback about screening for early signs of dementia
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Appendix 2 – Proposed Quality Priorities 2015/16 – rationale for inclusion
Area for quality improvement

Rationale for inclusion

OUTSTANDING PATIENT EXPERIENCE
1. To demonstrate the six core values Whether a clinician or non-clinician compassion is
of Compassion in Practice in central and fundamental to the care we deliver. People
quite rightly expect care to be right for them, at every
everything we do.
stage of their treatment and to be delivered in a
consistent way across the different people they have
contact with.
The Trust’s 6Cs Strategy 2014-17 supports this cultural
shift and builds on our ambitions to deliver High Value
Healthcare and the milestones in our Quality Strategy.

Goals:
Care – zero avoidable category 2, 3 or 4
pressure ulcers developed by people in
our care

Goals for this quality priority are linked to each of the
6Cs and are consistent with the 3-year delivery plan.
The total number of pressure ulcers reported by HCT
staff during 2014/15 has increased by 8.9% compared
to 2013/14 (to end of February 2015), showing a
sustained and embedded awareness of identification of
pressure damage not only in HCT but also across the
Hertfordshire health and social care economy.
HCT focus has continued to be on eliminating avoidable
category 2 pressure ulcers and category 3 and 4
pressure ulcers in patients whilst in our care. In 2014/15
(to end of February 2015) 36 of the 972 category 2
pressure ulcers reported were deemed to be avoidable
(3.7%). And (up to end of Q3) 23 avoidable category 3
and 4 pressure ulcers reported had developed whilst in
our care.

Link to HCT Quality Strategy and other drivers
of quality improvement
In HCT Quality Strategy
In HCT 6Cs Strategy
In HCT Sign Up To Safety Commitment
National Strategy Compassion in Practice
(Department of Health, 2012)

In HCT Quality Strategy
In HCT 6Cs Delivery Plan
In HCT Sign Up To Safety Commitment
Core component of national Safer Care
Programme
Incidents of newly acquired pressure ulcers are an
improvement area (5.3) in NHS Outcomes
Framework 2015/16
Fit with Hertfordshire Health & Wellbeing Strategy
2013/16 – Flourishing Communities; Supporting

HCT/Draft Quality Priorities 2015-16/Appendix 2/201503
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Compassion – 10% reduction in
complaints about poor attitude or
behaviour of our staff

Competence – 60% of nurses8 who are
trained in catheter management, and
reduce the number of patients who
require a visit by the Overnight Nursing
Service (OVNS) because of catheterrelated problems
8

Attachment B5iv
Rationale for inclusion

Striving to eliminate all avoidable pressure ulcers
continues as a key indicator of care for our ageing and
vulnerable population.
Compassion can be described as how care is given
through relationships based on empathy, respect and
dignity; the attitude and behaviour of staff is a key
indicator of compassion.
The number of complaints about poor attitude and
behaviour of staff has increased through 2014/15; a
total of 31 were received (to end of February 2015); a
55% increase on 2014/15..
During 2014/15 (to end of Q3) fewer than 1% of patients
in our care with indwelling catheters experienced an
associated infection; a continued year-on-year
improvement. However, the percentage of staff who
have received training in catheter management is low
(16% at the end of Q3) and the number of patients
requiring a visit by the OVNS is high.

Link to HCT Quality Strategy and other drivers
of quality improvement
carers to care

In HCT Quality Strategy
In HCT 6Cs Delivery Plan

In HCT Quality Strategy
In HCT 6Cs Delivery Plan
Core component of national Safer Care
Programme (with ability to benchmark against
equivalent Trusts through Safety Thermometer)

Band 6 and 7 nurses

Communication – 95% of people
contacting the Trust are told who they
are speaking to

Courage – xx% increase in the number
of incidents and prevented incidents
reported by our staff

Communication is central to successful caring
relationships and to effective team working, and first
impressions are important.

In HCT Quality Strategy

In February 2015 82% of staff used the three required
elements of Trust name, Service name and their own
name when answering the telephone; an improvement
from 66% in 2013/14. We want people who contact our
services to be better informed more of the time.
An organisation with a high level of incident reporting is
considered to be one more able to learn and improve
their patient safety. The national benchmarking data
released by the NPSA for the six months October 2013

2014/15 CQUIN

In HCT 6Cs Delivery Plan

In HCT Quality Strategy
In HCT 6Cs Delivery Plan

HCT/Draft Quality Priorities 2015-16/Appendix 2/201503
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Area for quality improvement

Rationale for inclusion

(

– March 2014 confirmed that we had moved out of the
highest 25% of reporters in similar organisations. The
number of incidents reported by our staff in 2014/15 (to
end of January) has increased by 13% compared to
2013/14.
We know that teams work better when based on the
same values and behaviours. Appraisal is a tool which
supports effective communication with and development
of staff. 82% of staff had completed an annual appraisal
which demonstrated the 6Cs (by end of Q3) but this
percentage reduced quarter-on-quarter.
The programme for accreditation for the UNICEF Baby
Friendly Award is a three stage process. During 2014/15
we exceeded our training target for health visitors
undertaking the UNICEF breastfeeding and relationship
building training and have a team of our own trainers in
place. We anticipate assessment against the criteria for
Stage One in July 2015. We will work towards Stage
Two during 2015/16.

% required to promote return into top 25%
of similar organisations; to be calculated with
year-end validated data)

Commitment – 90% of staff complete an
annual appraisal which demonstrates
the 6Cs

2. To improve the experiences of
families in their chosen method of
infant feeding.
Goal: 80% of families report that they
have been supported by health visitors
in an environment that is baby friendly
and helps them to continue with their
chosen feeding method

This Quality Priority is therefore recommended to
continue in 2015/16.
3. To improve the nutritional experience Malnourished patients in hospital stay longer and are
of patients in our community more likely to develop complications or infections. At
hospitals.
home, they visit their GPs more often. Most malnutrition
arises in the community, but once a patient is admitted,
there is a great deal that hospitals can do to hasten
Goal: Fewer patients receive oral
recovery with close attention to nutrition and hydration
supplements unnecessarily
needs. HCT will work towards achieving the ten key
characteristics of good nutritional care from the Nutrition
Alliance.

Link to HCT Quality Strategy and other drivers
of quality improvement
In HCT Sign Up To Safety Commitment
Reporting patient safety incidents is an
improvement area (5.6) in NHS Outcomes
Framework 2015/16
In HCT Clinical Strategy
In HCT 6Cs Delivery Plan

In HCT Quality Strategy
In HCT Clinical Strategy
Aligned to HV Implementation Plan
UNICEF Baby Friendly Initiative is a national
strategy
In Five Year Forward View
In HCT Quality Strategy
In HCT Clinical Strategy
In the DH and Age UK publication ‘The Hospital
Food Standards Panel’s report on standards for
food and drink in NHS hospitals’ (August 2014)

Some patients with severe malnutrition will need
nutritional supplements and there is good evidence that
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they can reduce complications and speed recovery. But
nutritional supplements can often be avoided if the
hospital can provide the right food to meet patients’
needs for recovery, wound healing and rehabilitation.
This can have significant cost savings, as well as
delivering a far better experience. HCT will work
towards a Food First approach and reducing the number
of patients who receive oral supplements unnecessarily,
first in our community hospitals and then in the
community.
CONSISTENT AND IMPROVING PATIENT SAFETY
4. To improve the identification of Patients and the public have a right to expect that
safeguarding concerns of vulnerable whenever they are under the care of the NHS they are
patients in our care and visited in safe and protected.
care homes.
Staff awareness of safeguarding concerns has improved
Goal: : 20% increase in the proportion of with an almost two-fold increase in adult safeguarding
safeguarding referrals that concern
referrals (150 to end of Q3 2014/15) compared to
people in care homes
2014/15. Some of these are patients in our care that we
visit in care homes.

Link to HCT Quality Strategy and other drivers
of quality improvement

In HCT Quality Strategy
Inherent in recommendations from Francis,
Berwick and Keogh reviews
Herts Valleys CCG recommendation following
review of HCT Safeguarding Adult SelfAssessment Audit
Aligns to Care Home CQUIN 2015/16

Our commissioners want us to assist them in their
quality intelligence about care homes by our staff
making appropriate referrals when they identify
safeguarding concerns in care homes that they visit.
This Quality Priority is therefore recommended as a new
priority in 2015/16.
5. To reduce the number of patients Medication incidents have the potential to cause
who experience harm from an patients serious harm. Learning from incidents and
incident related to the administration prevented incidents is critical in reducing this risk for
patients. Ensuring staff that are trained and competent
of their medication.
in administering medication and supporting patients in
Goal: A further 10% reduction in
self-medication are important enablers.

In HCT Quality Strategy
In HCT Clinical Strategy
In HCT Sign Up To Safety Commitment
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incidents resulting in harm

7

Where harm denotes additional monitoring
and/or medical intervention

252 medication incidents were reported (to end
February 2015); an increase of 1.2% on the same
period last year. Of these 62 (24.6%) have resulted in
harm7; a 54.7% decrease on the same period last year.
At end of Q3 2014/15, 37% of staff were trained and
assessed as competent to deliver IV therapy and 45%
insulin administration. And (to end of February 2015)
fewer patients in our community hospitals (79%) said
they were told about side effects of their medication to
look out for when they went home compared to 2014/15
(85%).

Link to HCT Quality Strategy and other drivers
of quality improvement
In HCT Medicines Optimisation and
Pharmaceutical Work Plan
Ensuring people feel supported to manage their
condition is an Improvement Area (2.1) in NHS
Outcomes Framework 2015/16
In Five Year Forward View

A plan to optimise medicines management is underway,
led by our newly appointed Chief Pharmacist. This
Quality Priority is therefore recommended to continue in
2015/16.
EXCELLENT CLINICAL OUTCOMES
6. To improve the quality of life for
people with dementia and their
carers through early identification of
those at risk.
Goal: 75% of patients identified to be at
risk of dementia who are referred with
their consent to a cognitive memory
service or clinic via their GP

Dementia is a major health challenge, costing more than
cancer and heart disease combined. The number of
people affected by dementia in Hertfordshire is
expected to increase 24% by 2040. Early identification
and diagnosis can benefit patients and their families to
cope and plan for the future.
During 2014/15 a Diagnostic Assessment Tool for staff
in our Integrated Community Teams to use has been
developed with input from HPFT’s Early Memory
Diagnosis and Support Service and (by the end of Q3)
30% of the 492 staff who need to be trained in its use
have been. Patients started to be assessed using it in
Q3 and referred with their consent to a cognitive
memory service or clinic via their GP.

In HCT Clinical Strategy
National Dementia Strategy; with government
pledge for its refresh announced in February 2015
Enhancing quality of life for people with dementia
is an Improvement Area (2.6) in NHS Outcomes
Framework 2015/16
National Dementia CQUIN in 2015/16
Healthwatch Hertfordshire area of interest
Fit with Hertfordshire Health & Wellbeing Strategy
2013/16 – Promoting Independence – Enhancing
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We will work towards more patients benefiting from
early identification by our staff during 2015/16.

Link to HCT Quality Strategy and other drivers
of quality improvement
quality of life for people with long term conditions
In Five Year Forward View
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Care Quality Commission Inspection - Initial Action Plan
February 2015
Action not yet initiated
but within Target

Action In Progress
and on Target

Action In Progress
likely to miss Target

Action not on Target

Action Completed

CQC Escalated Issues
Ref

Issue

Action

1.

Concern that photocopied
medication charts are in
use in the community
hospitals

-

2.

Storage of patients own
CDs not as per HCT policy

-

3.

Transfer of patients late at
night

-

Confirmed with all acute trusts that
new patients will be transferred with
drug chart.
Any photocopied drug chart incident
will be DATIX incident reported with
immediate escalation back to
referring hospital.
Meeting with WHHT to confirm
interim arrangement for transfer of
patients.
All community hospitals to be
reminded of policy.
All community hospitals to check that
patient CDs are correctly stored
Spot check review by ward managers
Community hospital audits as part of
med management team rolling audit
programme
All community hospitals to be
reminded of operational procedure
(SOP) and latest admission time
Any exceptions to be escalated to the
referring acute trust and incident
reported in HCT
Quarterly incident review as part of

RAG
rating

Lead
CA
SW

Date to be
achieved
25/02/15

Assurance check and
method
Review of incident reports
by SW
Update to Exec team
meeting

CA
SW

27/02/15

Spot check review report
to Exec 11/3/15

Comment/progress
as at 04/03/15
Immediate Exec escalation to WHHT.
WHHT confirmed hand written drug
charts (not copies) will be transferred
with pts.
All community hospitals advised to
escalate if photocopied drug charts are
provided and to incident report
Complete
Complete.

06/03/15

RM/LOB

19/02/15

GP/ TW

13/03/15

Q3 Quality Report

1
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Ref

Issue

Action
-

4

5.

Adult safeguarding
escalation and awareness
by Specialist Palliative Care
Nurses (SPCNs)

Recruitment and retention
– pace of recruitment

-

6.

Fire safety –
Uptake of mandatory fire
training at Gossoms End
Hospital for all staff based
in the unit.
Awareness of evacuation
procedures
Awareness of local fire
warden

-

-

-

the incident report (Quality report)
MD/ Chief Nurse /DOOs review of
SOP
Review uptake of adult safeguarding
mandatory training by SPC team
Share learning from patient incident
and story across all ICTs and SPCNs
Training needs assessment and ?
targeted training sessions for SPC
team
Introduce TRAC e-recruitment system
to reduce the resourcing timeline
Finalise and agree Strategic
Resourcing Plan 2015/16
Develop process for reporting
vacancies against trajectory
Incorporate high level vacancy
information into IBPR.
Assurance regarding mandatory
training and fire safety compliance to
be provided to the CQC as supporting
evidence
DOO and DOF to complete fire safety
and evacuation matrix initial
assessment and review. Immediate
risks to be escalated to PB
Action plan and update following
matrix risk assessment
Update and ensure all mitigating
actions are recorded on the risk
register
Review outcome of Health and Safety
external assessment commissioned

RAG
rating

Lead

Date to be
achieved

Assurance check and
method

Comment/progress
as at 04/03/15

CA/ CH/ JH

31/03/15

OSMT

JS

06/03/15

JS/MT/
MW

31/03/15

JS to take to Safeguarding
Group and to PSESC

JS/ MT/
MW
AR/AD

31/03/15
9/3/15

AR

31/3/15

Report from system to
WF&OD
SRC approval

AR/LN

31/3/15

Reports to WF&OD

AR/BA

April Board
Report

Monthly monitoring by
Board

CA

22/02/15

Data report reviewed by
CH/H&S group/Exec team

JH/PB

23/02/15

Completed

PB

25/02/15

Reviewed by Exec team. Completed.

PB

03/03/15

PB

31/03/15

On track to go live 9/3/15
To go to March SRC

Completed
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Ref

7.

Issue

Action

Environmental risks in the
RAU at Runcie Unit/SACH

-

RAG
rating

by HCT.
Complete clinical risk assessment
Implement actions identified as a
result of the assessment
Complete options appraisal for
relocation Holy well

Action not yet initiated
but within Target

Action In Progress
and on Target

Lead

Date to be
achieved

Assurance check and
method

Comment/progress
as at 04/03/15

CH
CH
DB/LOB

Action In Progress
likely to miss Target

31/03/15

Action not on Target

Action Completed

HCT Escalated Issues
Ref

Issue

Action

8.

Podiatry Services –
Podiatry service not
meeting NICE guidance CG
10- Type 2 diabetes foot
problems prevention and
management of foot
problems 2004- updated
December 2014

-

CCGs aware but this will be formally
logged at the quality contract
meetings with ENCCG and HVCCG
Review risks and mitigations and
reflect on the podiatry service risk
register
Audit of low risk patients nonattendance at review appointments
and correlation with returning
patients with higher clinical need

RAG
rating

Lead
PW/TW

Date to be
achieved
31/3/15

LC/JM

31/03/15

LC

31/3/15

Assurance check and
method
Minutes of QC meetings

Comment/progress
as at 04/03/15
The Podiatry service is not
commissioned to see low risk patients
with diabetes – they are screened in
primary care.
High risk, non-ulcerated patients are
waiting longer between follow up
appointments due to;
1. Compliance with pledge 2.
2. Number of patients with Ulcerated
feet requiring weekly
appointments, this is not exclusive
to patients with diabetes i.e.
rheumatoid or vascular patients.
Work is ongoing with East & North
Herts CCG to address this with regards
to Diabetes Foot Pathway. West Herts
CCG aware that the service is not
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9.

CPR Grab Bags

-

10

11.

Herts & Essex Hospital
Patient nursing records
incomplete at the bedside

-

Non assurance of
escalation of deteriorating
patient for medical review

-

Oxhey/Bushey CUS and
central Hemel CUS unit
Health Visiting records.

-

Failure to demonstrate
robust safeguarding
supervision and clarity on
HV requirements following
CP core groups/
conferences.

-

Review of CPR policy and equipment
requirements for HCT
Confirmation of location and content
of CPR grab bags
To undertake a full audit of all
patient bedside records to ensure
fully completed and updated
To undertake a full audit of medical
record notes to ensure deteriorating
patient have been reviewed and
appropriate care agreed and
delivered.
Safeguarding Children team to
undertake review of current
safeguarding practice and clarify
concerns raised.
Work with CUS manager and leads to
develop robust mechanism to
support safeguarding actions on HV
caseloads

Attachment B6

TW/CA

31/05/15

LOB/MD/
RM
TW

31/05/15

RM
PBr
DH

PW/BG/ST
(s/g team)

BG/ST/KG

30/4/15

Clinical Effectiveness SubCommittee
Clinical Effectiveness SubCommittee

compliant but this will be formally
stated again on 18 .04.15 at the next
diabetes CCG meeting.

Audit request forward to A Patel and
Paul Brown to action, includes future
Dip testing.

30/4/15

30.04.15

Revised process to be
agreed at safeguarding
children committee
Set up programme of audit
to ensure effective
safeguarding practice and
support in place

Lack of clear action plans
and consistent approach
to safeguarding
management across the
locality.

Abbreviations
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AS
AR
BG
CA
CH
DH
GP
JH
JS
KG
LC

Alison Shelley
Alison Ryder
Barbara Griffiths
Caroline Allum
Clare Hawkins
Debra Hubbard
Gerry Phee
Julie Hoare
Jane Spence
Kay Gilmour
Lynne Cross

LOB
MT
MW
PB
PBr
PW
RM
ST
SW
TW

Attachment B6

Luke O’Byrne
Marion Townsend
Mandy Whiteman
Phil Bradley
Paul Brown
Tricia Wren
Richard Moore
Sue Thompson
Simon Wan
Tracey Westley
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HERTFORDSHIRE COMMUNITY NHS TRUST
Director of Operation’s Report
March 2015
1.

Executive Summary

This paper provides an update from the Director of Operations to highlight key issues of
interest / information to the Board.
2.

Glossary of Terms

AHP
BU
CAMHS
CBPS
CLCH
CQC
DTC
HCC
HCT
HLRR
IBPR
ICT
PALMS
NHS

3.

Allied Health Professional
Business Unit
Child & Adolescent Mental Health Services
Challenging Behaviour and Psychology Service
Central London Community Healthcare
Clinical Quality Commission
Delayed Transfers of Care
Hertfordshire County Council
Hertfordshire Community NHS Trust
High Level Risk Register
Integrated Board Performance Report
Integrated Community Teams
Positive Behaviour, Autism, Learning Disabilities and Mental Health Service
National Health Service

Recommendation

The Board is asked to note the contents of this paper.

4.

Service Delivery and Performance

Adult Services
Services have been working to finalise their BU Delivery Plans. These will now be bound
together as a Locality Delivery Plan, so that teams know what their role is in 2015/16 to
deliver service efficiencies, improvements and performance. Key initiatives are: the
introduction of apprentices; streamlining administration processes; and the development of
clinic based services where it is appropriate.
Denis Enright has been appointed to the Herts Valley General Manager role for Adult
Services. He will start on the 1st June.
The Watford “Living Well” Programme is proceeding well, with a multiagency team working
to deliver an integrated service to better meet the needs of patients. They are tackling the
issues that get in the way of effective joint working to deliver better patient outcomes and
effective use of resources.

1
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In the East and North, the Integrated Programme Board has developed a shared approach
which all health and social care organisations are agreeing with their boards, on the
principles of how to work together going forward. There will be three work streams:
Improving Access, Seamless Transitions and Integrating Care. The next stage is to
commence the work streams and include a wide cross section of clinical staff engagement
across agencies to develop delivery models for the future.
Both of these programmes compliment the HCT Clinical Services Strategy and the Adult’s
Delivery Model. This Model is being implemented through utilising the leadership and skills
of the clinical managers and leaders at a local level. This builds on the self-managing team’s
approach, which empowers local staff to lead their services and make decisions as close to
the people they care for as possible.
The HCT Community Skin Health Service has commenced rolling out a new pathway in
North Herts and it will move to Wel/Hat and Stevenage in the spring. This pathway works
with Primary Care to keep care as close to home as possible, with only appropriate referrals
going to Acute Care.
The new Prison contract goes live on the 1st April, the team are co-ordinating the inputs from
partners at a fortnightly stakeholder meeting. The new Business Manager is overseeing the
development of a performance framework to effectively capture the KPIs from the range of
provision. This is an exciting opportunity for HCT to deliver a fully integrated Health and
Wellbeing Service offer with The Mount Prison.
Children’s Services
Partnership working continues with HCC, where services are exploring co location of staff to
improve the 0-25 SEND customer journey. In additional an excellent workshop was held with
all local maternity services and the HCT Health Visiting Service. The aim of this was to move
to a greater level of integrated service provision which would benefit the families and new
babies of Hertfordshire. This was followed by a workshop for HCT Health Visitors and all
Children’s Centres. These two events strengthen the joint working for the family’s journey to
preschool.
A deep dive has commenced into the Children’s Continuing Care Service. The aim of this is
to consider how well the service works for children and families, what needs to be changed
and how to develop the service in the future.
The first tender application has been submitted to the joint framework agreement for nasal
Flu vaccination in school children.
Plans are underway to transfer the Sexual Health and Family Planning Service to CLCH and
St Albans Children’s Centre and Duckling Green Children’s Centre to their new providers for
1st April.
PALMs Mobilisation: This service for children with learning disabilities will commence from
the 1st of April. This is a significant extension of the service HCT used to deliver (CBPS) and
has required a redesign of the service as previous arrangements meant the service could
not meet the demand and was split across providers. PALMS will take some time to be
embedded fully as the extension requires additional staff to be recruited and they will need to
resolve the historical backlog of referrals. This work is being undertaken in partnership with
commissioners to optimise the new service as soon as possible.
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CQC visit: Operational staff reported very positively their experience of the CQC inspection.
It provided a good opportunity to recognise all of their service achievements and focus on
areas they still want to improve and develop.
Contract re-negotiation: Services have utilised their expertise in developing business cases
for commissioners to consider as part of contract negotiations for 2015/16. They address
where additional demand or changes in the nature of demand for services has been
identified, for example expansion of the Sickle Cell Service.
Children’s Services are proud to announce that Karen Afford, Health Visitor, was invested as
a Fellow of the Institute of Health Visiting in March at a ceremony in Westminster. There is a
comprehensive selection process through which Karen succeeded to be one of the first two
Fellows in the country.
There have now been seven Afternoon Tea events where Alison Shelley and Julie Hoare
meet with new leaders to the organisation. 66 people have attended across all BUs and
Corporate Services. Feedback has been very positive, especially regarding the induction
and welcome into the organisation. Three key areas for action have been: speeding up
processes for ID badges; obtaining smart cards; and gaining S1 access and training.
Risks:
•
•
•
•
•
5.

Workforce levels - some Bed Based Units and ICT’s Community Paediatrics,
Continuing Care, School Nursing (North Herts and Wel/Hat), Speech and Language
Therapy and Community Children’s Nursing.
Mandatory training levels in Adult Services.
Wheelchair Service IT systems and stock.
Business change capacity.
PALMS mobilisation.

System Resilience

Having a single manager in place for the beds has assisted in managing what has been, and
is continuing to be, a challenging winter for the system. It also assisted in managing the
recent CQC visit with a clear and effective communication channel to teams. Criteria for
admissions have been “flexed” on a number of occasions to assist in reducing pressure on
local hospitals. Units are continuing to focus on ensuring that people return to their home as
rapidly as possible, which will help them to maximise their independence and improve
system flow. The Bed Bureau now works seven days and processes continue to be carefully
reviewed to ensure that they are effective. There are daily system calls, regular formal
meetings and initiatives underway to find ways of working that work better for patients
moving through the system.
Bed Based Units within the West of the county undertook to reduce the length of stay by
three days between December and the end of March, and to reduce DTC’s. During this
period the Units have continued to take a wider cohort of patients than those requiring
rehabilitation. Many of these have complex needs which take considerable discharge
planning to get them to the care destination that best meets their needs. DTC’s have
reduced and the monitoring in place shows that length of stay is reducing, although this has
not manifested in the full three day reduction at this time. Plans continue to optimise the use
of the discharge hub and discharge to assess services.
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In the East and North the length of stay has reduced significantly to 17/ 20 days and the
DTC’s remain low. The difference between the two sides of the county are:
1. Seven day therapy in East and North
2. Availability of home care and residential care options
3. A wider cohort of patients are admitted into the West of the county, outside of
rehabilitation criteria
4. Slight variation in working arrangements of social care
5. More bed based community care in the West.
Acute trusts continue to be challenged with the demand for their services and achieving the
four hour waiting targets in A&E (see appendix 1).
Safe staffing levels continue to be monitored. Reduced levels of staffing are having to be
addressed at Danesbury, Herts and Essex and Langley Hospitals, where recruitment is in
progress and where Herts and Essex have six extra beds open, and Langley eight, to assist
the system in meeting the needs of patients. There has also been increased demand with
patients requiring additional staff to care for them, for example to safely move and handle
them or manage their confusion / dementia.
Herts and Essex Hospital is also moving to pilot the admission of patients requiring support
to transition into their next venue for care with less need for rehabilitation, for example
residential care.
All teams continue to deliver an excellent service through this period of increased demand,
which most significantly affects Bed Based Units and ICT’s. The work in integrating care will
contribute to making this easier to manage in the future.
6.

Partnership Working

Staff have been involved in both the Clinical Advisory Group for the West Herts Strategic
Review and in the CAMHS stakeholder consultation.
Meetings with every GP practice have been undertaken over recent months. Children’s
services have now visited 100% of practices, adults services have been delayed due to the
demand pressures through winter and have achieved 50%. These will be completed over the
coming months. This work stream has helped develop our relationship with primary care and
alongside attendance at locality meetings increased the knowledge and understanding of
our services.
7.

Transformation

Mobile Working is starting the year in an upbeat manner. By the end of the year it is hoped
staff will be working in an environment where users are unaware of how they are connected
and the system just works. The first stage in achieving this is the roll out of Visit Plans. This
provides clinical staff with a page of patient details if they have a domiciliary visit and there is
no connectivity in the home. Tests have drawn great comments from ICT nursing in
Stevenage. This will be followed by the distribution of the latest generation 4G+ Kite mi-fi
mobile signal boosters.
There are plans in place to roll-out connect-disconnect to all services. This SystmOne
feature enables users to download a sub-set of the full patient record for use if there is no
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signal in the patient’s home. When their computer finds a mobile signal it will automatically
synch the new data to the patient file.
Phase 4 of the deployment of Mobile Working will experience some delay and is under
review.
8.

Palliative Care Service

HCT have passed the regional committee stage of a Macmillan bid for 50% funding of four
End of Life educators (three nurse, one AHP) to work in all the localities on culture change
and educating into clinical practice. Working with a University on the evaluation of the whole
HCT programme of change in Palliative and End of Life Care is also a key part of the bid.
We anticipate hearing the outcome of the Macmillan national committee on the 1st April, and
are preparing for swift implementation if successful. Education and culture change underpin
all elements of HCT Palliative and End of Life Care network work plan to improve access to
appropriate services.
9.

Linked Documents
• IBPR
• HLRR
Julie Hoare
Director of Operations
March 2015
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Appendix 1 - HCT Winter Monitoring
February
Feb-15 1st

2nd

3rd

4th

5th

6th

7th

8th

9th

10th

11th

12th

13th

14th

15th

16th

17th

18th

19th

20th

21st

22nd

23rd

24th

25th

26th

27th

28th

Daily rag status
19
19
23
16
23
21
23
17
19
18
17
15
12
13
Daily delays in HCT beds
18
23
23
18
23
12
7
5
6
9
6
6
5
5
6
4
3
3
3
2
2
Awaiting assessment
6
6
11
5
4
Daily fill rates for bank/ agency
in bed based units
44/52 37/53 40/50 42/50 38/53 44/59 42/52 52/54 42/59 44/50 41/51 37/47 36/47 38/53 38/53 36/58 43/55 40/53 42/58 43/54 43/52 53/61 32/45 37/45 41/47 38/46 37/44 41/45
14
11
HCT base discharges
1
6
11
7
9
12
7
9
7
8
13
9
2
3
10
15
13
13
3
2
10
12
5
9
3
9
Extra bed capacity opened
14
14
14
17
17
14
14
17
17
14
14
14
14
14
14
14
14
14
14
14
14
14
14
Acute 4 hr target- PAH
Acute 4 hr target- E & N
Acute 4 hr target- WHHT
Acute 4 hr target- L&D

March (to date)

Mar-15 1st

2nd

3rd

4th

5th

6th

7th

8th

9th

10th

11th

12th

13th

14th

15th

16th

17th

Daily rag status
14
14
12
13
11
11
14
15
15
12
18
16
Daily delays in HCT beds
4
8
12
9
8
8
8
5
7
8
10
4
Awaiting assessment
Daily fill rates for bank/ agency
in bed based units
32/43 40/56 36/43 42/47 42/51 49/56 43/53 50/54 42/52 42/52 36/48 35/50 49/61 42/51 46/55 33/51 39/51
HCT base discharges
0
9
4
4
1
7
5
7
7
9
12
7
8
1
1
8
2
Extra bed capacity opened
14
14
14
14
14
14
14
14
14
14
14
14
14
14
14
14
14
Acute 4 hr target- PAH
Acute 4 hr target- E & N
Acute 4 hr target- WHHT
Acute 4 hr target- L&D
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TRUST BOARD
Title:

Summary of Integrated Board Performance
Report (February 2015)

Meeting Date:

26th March 2015

Executive Lead(s):

Phil Bradley, Director of Finance

Author(s):

Roshan Jhoree – Head of Business Unit Information

For:

NOTING

1.0 Purpose & Recommendations
1.1

This paper provides the Trust scorecard and headlines from the Board
Integrated Performance Report for February 2015. The full report is
included under section (H) Supporting Papers.

1.2

The Board is requested to note the Trust scorecard and headlines of
the Integrated Business Performance Report.

2.0 Performance Highlights & Areas for Board Review
The February scorecard demonstrates continued strong performance by the
Trust across a number of metrics. HCT continues to comply with key national
level targets such as Minor Injuries Unit waiting times and 18 weeks. More
detailed analysis and actions taken are provided in the exception reporting
sections of the HVHC domains.
Performance highlights
•
•
•
•
•
•

C Diff remains below ceiling with 4 cases notified. No avoidable MRSA
bacteraemia cases reported.
DTC rate is below the 5% NHS delays threshold in February
Stroke LOS below 35 day thresholds in February
Absence rate below threshold of 3.9%
Safeguarding Children Training target Levels 1, 2 and 3 now being
achieved
Achieving all National indicators.

Areas for board review
•
•

Adult safeguarding training Levels 1 & 3 below 90% target with 85% and
69% respectively recorded in February
Community Paediatrics Services in Herts Valley breaching 18 weeks in
February
1
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Non-Stroke ALOS above thresholds in February
Smoking Cessation indicators all below target

3.0

Relevant Strategic Objective(s) / Strategies
This report impacts on all strategic objectives and links to all Trust strategies.

4.0

Appendices and Attachments
Appendix 1 Summary Trust Scorecard (February 2015)

Author(s) of paper:
Roshan Jhoree
Head of Business Unit Information
March 2015
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
SRC
March 2015
Issues arising from committee consideration

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√

Information is as comprehensive as possible to
inform the board and no significant known facts or
statistics which may influence a decision are
omitted.
As far as can be reasonable ascertained or
validated, information in the report is accurate.
Information contained in the report is relevant to
the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at
which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

Executive Director Sign-Off
This paper has been approved by the accountable executive
director who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource
implications, have been considered.

√
√
√
√
√

Barry Jenkins
Director of Finance

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Appendix 1 Integrated Business Performance Report Scorecard (February 2015)
Indicator

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

All patients to have smoking
status recorded on system
one

80%

90%

89%

89%

A

A

G



0

0

0

0

G

G

G



C.diff cases > 72hrs

16

Full Year 13
Monthly trajectory
1
(June 2)

1

3

G

G

G



24 hr. Notification to GP

90%

95%

96%

96%

G

G

G

% of VTE Assessments

99.9%

100%

100%

99.0%

G

R

R

Patient-related incidents

4238
Ave. 353

Monthly incidents
reported between
267-433

381

4369

G

G

G

86%

90%

85%

85%

A

A

A

Compliant

Compliant

Compliant

Compliant

G

G

G

0.3%

<0.4%

0.3%

0.3%

G

G

G

129 YTD

0 (April 2015)
T December 0

1
(January)

41

R

R

A



safeguarding children
training

89%

90%

90%

90%

G

G

G



level 1 safeguarding adults
training at Induction

96%

95%

96%

96%

G

G

G



1553
Screens

1420
(monthly
trajectory
124 Jan)

92

1284

R

A

G



% 18 Weeks - Consultant
led

98.0%

95%

97.8%

97.8%
(Current month)

G

G

G



% 18 Weeks - NonConsultant led

100%

98%

99.6%

99.6%
(Current month)

G

G

G



Friends & Family Test

78%

90%

96%

96%

G

G

G

ALOS - Stroke (Rehab
Pathway)

41.5

35 days

26 days

29 Days

G

G

G

ALOS - Non stroke (Rehab
Pathway)

34.7

19 days

21 days

22 days

A

A

G

3

3

4

4

G

G

G

99.5%

99.5%

G

G

G

G

G

G

MRSA bacteraemia

Av. mandatory training
Harm free care
CAUTI
% infections
No of avoidable category 2
pressure ulcers acquired in
HCT care - reporting a month
in arrears

Chlamydia screening

Financial Risk Rating

Current
Forecast
Period YTD RAG
RAG
RAG

Activity vs. Plan

N/A

95%-105%

Expenditure vs. Plan

N/A

For information

Appraisal %

80%

90%

85%

85%

A

A

A

Absence Rate

4.07%

3.90%

3.8%

3.8%

G

G

G

Underlying Staff turnover

11.55%

12%

11.7%

11.7%

G

G

G

In line with plan In line with plan
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Trend from
previous
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Trend
over
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TRUST BOARD
Title:

High Level Risk Register

Meeting Date:

26th March 2015

Executive Lead:

Clare Hawkins

Author(s):

Gerry Phee
Meagan Juries
Tracey Westley
Noting

For:
1.0

Director Quality & Governance/Chief Nurse
Risk & Assurance Manager
Interim Head of Risk and Assurance
Acting DDQ

Purpose and Recommendations

To inform the Board of current status of Risk associated with activity and service
delivery across HCT.
2.0

Executive Summary

2.1

Hertfordshire Community NHS Trust (HCT) High Level Risk Register (HLRR) is
compiled from the risk registers of all business units and corporate directorates,
and contains the risks which have a ‘current’ risk score of 15 and over. The
number of High Level risks has increased by seven from the previous month,
and is currently sitting at twelve.

2.2

The HLRR attached is that reflecting the position as at end of February and
includes risks escalated up until 10th March 2015. The summary paper outlines
changes from the HLRR in January 2015 and progress with management of the
risks. Following the monthly review by the Executive Team the high level risks
status and mitigating actions have been agreed.

2.3

Two emerging risks (scored below 15 currently) have been noted:

2.3.1 One relates to Duckling Green Children’s Centre re loss of reputation. The
service is being transferred to the successor bid (Windmill Academy) on the 1st
April 2015. In the interim there is an action plan in place to minimise
environmental risks to patients and to ensure accurate recording and
appropriate management of families to support their needs.
2.3.2 A second relates to serious concerns at Oxford Ward Rehabilitation Unit at
Herts & Essex Hospital re: record keeping and escalation of patients to medical
teams. A CQC Action Plan is in place to minimise the risk to patients with
assurance being received to BUPR and Executive team.
2.3.3 Following review of the HLRR and the Executive Team meeting two further
emergent risks and progress of actions taken will be reported on the March risk
register.
One relates to BAF 5 ‘The organisational development programme of the Trust
does not develop the capacity and capability required to deliver the Trust's
1
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strategy’ and links to risks identified in this paper Diabetes Specialist cover,
Danesbury staffing and workforce resilience. A second relates to the
implementation of mobile working operating procedures with a lack of
assurance that staff are effectively using the Electronic Patient Record.
2.4

12 risk are currently held on the HLRR risk register,
2 have increased above risk score of 12 managed at service level:
• HCT's right to use clinical systems (SystmOne and iPM) under the
current arrangement ceases in July 2016.
• Danesbury home staffing levels (10th March 2015)
6 new risks:
Developing 2yrs detailed CIPs.
Performance Management Framework may not be fit for purpose.
CCGs do not currently support Foundation Trust (FT) application.
CQC inspection rating worse than 'Good' will delay TDA assessment and
Monitor submission.
Lack of Diabetes Specialist Nurse cover in Lower Lea Valley locality.
High proportion of inappropriate admissions to Community Hospitals.

2.5

1 risk has been de-escalated from the HLRR: it has decreased below risk score
of 15 and is now being managed at service level:
REF 222 Staff shortfall within Hertsmere Integrated Community Team
due to vacancies, delays in finance sign off and the inability to recruit has
led to lack of suitably qualified staff to undertake safe patient care
current score 12.

3.0

Relevant Strategic Objective(s) / Strategies
The Statement impacts on all strategic objectives and links to all Trust strategies.

4.0

Appendices and Attachments
(1)

HLRR February 2015

Author(s) of paper:
Gerry Phee
Meagan Juries
Tracey Westley
Date:

Risk & Assurance Manager
Interim Head of Risk and Assurance
Acting Deputy Director Risk & Assurance
10th March 2015
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To be completed as part of paper
Committee Consideration
This Report has previously been considered by the following committees:
Committee: Executive team
Date 18 /03/2015
Issues arising from committee consideration

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions identified,
data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

Information is as comprehensive as possible to
inform the board / committee and no significant
known facts or statistics which may influence a
decision are omitted.
As far as can be reasonable ascertained or
validated, information in the report is accurate.
Information contained in the report is relevant to
the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at
which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

√
√
√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable executive
director who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource
implications, have been considered.

C Hawkins

√/x

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register - 1st February – 10th March 2015
Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

1-6

Lead
Committee

Low
8-12

Initial
Risk
Score

Current
Risk
Score

Medium

High

15-25

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

No. of risks with change in score since last report: 6 New: Ref 258, Ref 260, Ref 263, Ref 267, Ref 272, Ref 286,
2 Increased Ref 150, 173 4 no change: Ref 63, Ref 180, Ref 185, Ref 220 1 de-escalated: Ref 222
BW
IT
3x5=15 3x5 =15
3x5=15
3x2=6
No
Ref 180 – Performance & Information
Director
Strategy
Change
Increased demand for changes to be made to SystmOne coupled
of Per &
with a lack of resources within CSU Business Change department,
Info
is leading to SystmOne change requests not being actioned in a
timely manner, resulting in SystmOne services not working in the
most efficient and effective way.
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
PB
BUPR
4x4=16 4x4 =16
4x4 =16
4x2=8
No
Ref 185 26/07/76 – Herts & Essex Hospital
LM
Herts
Change
The potential of inability to recruit the required numbers of staff,
& Essex
leading to unsafe staffing ratios to open the number of
Hospital
escalation/winter beds commissioned by both East & North Herts
and West Essex CCGs, resulting in failure to deliver commissioned
contract.
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register - 1st February – 10th March 2015
Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

1-6

Lead
Committee

Low
8-12

Initial
Risk
Score

Current
Risk
Score

Medium

High

15-25

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

MG
Executive 4x4=16
4x4=16
4x4=16
4x2=8
No
Ref 220 – Wheelchair Service
Service
Change
The patient record and ordering database (BEST system) used by
Manager
the Wheelchair Service and Hertfordshire Equipment Service may Wheelcha
not be fit for purpose leading to inadequate stock management
ir Service
and corrupt patient data resulting in non-compliance with MHRA
standards.
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
MG
BUPR
4x3=12
4x5=20
4x5=20
4x1=4
No
Ref 63 – Wheelchair Service
Service
Change
Backlog of chairs in HES requiring reconditioning and
Manager
maintenance, Leading to the requirement to purchase additional
Wheelcha
equipment, resulting in:
ir Service
1. Additional expenditure creating an overspend on the wheelchair
service budget >£300K predicted by year end
2. Delayed completion of episodes of care (Supply of wheelchair)
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register -

February 2015

Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

Low
1-6

Lead
Committe
e

Initial
Risk
Score

Medium

High

8-12

15-25

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

LC Locality
BUPR
3x4=12 3x4 =12
3x5=15
3x3=9
Ref 222 – Hertsmere Integrated Community Team
Manager of
Staff shortfall due to vacancies, delays in finance sign off and the
Hertsmere
inability to recruit has led to a decrease of suitably qualified staff to
undertake safe patient care resulting in delayed integrated
assessments, delayed visits and response time, with a potential for
increased incidents, Serious Incidents and complaints and
impacting on staff health, wellbeing and morale resulting in failure
to deliver commissioned service.
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
Risk

Lead

Ref 150 – Performance and Information
HCT's right to use clinical systems (SystmOne and iPM) under the
current arrangement ceases in July 2016

BW
Performanc
e and
Information

Lead
Committe
e

Initial
Risk
Score

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

2x5=10

4x4=16

4x3=12

4x1=4

Direction
of
Change

IT
Strategy

Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register -

February 2015

Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

PB
Director of
Finance

Ref 258 - Finance & Commercial Business (FT Programme)
Challenge of developing 2yrs detailed CIPs in current economic
climate Leading to LTFM not meeting Monitor requirements

Low
1-6

Medium

High

8-12

15-25

Lead
Committe
e

Initial
Risk
Score

Current
Risk
Score

FT
Committ
ee
Board

5x3=15

5x3=15

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

3x3=9

New
Risk

Links to BAF 11/13 (3) Failure to understand and manage the Trust's resources (finance, workforce and estate) may result in ineffective and
inefficient use of resources resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare.
Risk

Lead

Lead
Committe
e

Initial
Risk
Score

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

AB
FT
4x4=16
4x4=16
2x3=6
New
Ref 260 - Finance & Commercial Business (FT Programme)
FT
Committ
Risk
Performance Management Framework may not be fit for purpose
ee
Programme
Leading to absence of necessary evidence of effective
Board
Manager
performance management
Links to BAF 11/13 (3) Failure to understand and manage the Trust's resources (finance, workforce and estate) may result in ineffective and
inefficient use of resources resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register -

February 2015

Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

AB
FT
Programme
Manager

Ref 263 - Finance & Commercial Business (FT Programme)
CCGs do not currently support Foundation Trust (FT) application
Leading to TDA deferral of assessment of FT application

Low
1-6

Medium

High

8-12

15-25

Lead
Committe
e

Initial
Risk
Score

Current
Risk
Score

FT
Committ
ee
Board

4x4=16

4x4=16

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

2x3=6

New
Risk

Links to BAF 11/13 (3) Failure to understand and manage the Trust's resources (finance, workforce and estate) may result in ineffective and
inefficient use of resources resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare
Risk

Lead

Lead
Committe
e

Initial
Risk
Score

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

CH
FT
5x3=15
5x3=15
1x2=2
New
Ref 267 - Finance & Commercial Business (FT Programme)
Director
of
Committ
Risk
CQC inspection rating worse than 'Good' will delay TDA
ee
Quality &
assessment and Monitor submission Leading to FT application
Board
Governanc
being deferred until 'Good' rating achieved
e
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust
Summary of Risks on the High Level Risk Register -

February 2015

Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

Low
1-6

Lead
Committe
e

Initial
Risk
Score

Medium

High

8-12

15-25

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

SS
BUPR
4x4=16
4x4=16
4x2=8
New
Ref 272 - Community Diabetes Service
Service
Risk
Lower Lea valley locality (covering 8 GP practices) have only 7.5
Manager of
hours of Diabetes Specialist Nurse (DSN ) cover per week from 1st Community
February to 28th February New DSN appointed 02/02/15 off sick
Diabetes
from first week of being in post
Service
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
Risk

Lead

Ref 286 - All Inpatient Units
The emergence of a high proportion of inappropriate admissions to
Community Hospitals across the county leading to readmissions to
acute hospital sites where existing service provision pressures
already exist.

TR
Clinical
Service
Manager
for
Community
Hospitals

Lead
Committe
e

Exec

Initial
Risk
Score

Current
Risk
Score

4x4=16

4x4=16

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

4x2=8

New
Risk

Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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Hertfordshire Community NHS Trust

Summary of Risks on the High Level Risk Register -

February 2015

Red font = new risk added since last report
Blue Font = Risks de-escalated from BAF to HLRR or BURR since last version
Pink Font = Risks recommended for removal to Archive HLRR
Green Font = Risks removed to Archive HLRR
Risk Scores = Consequences x likelihood of risk materialising
Risk
Lead

Low
1-6

Lead
Committe
e

Initial
Risk
Score

Medium

High

8-12

15-25

Current
Risk
Score

Previous
Risk Score

Residual
Risk
Score

Direction
of
Change

MG Service
BUPR
3x3=9
4x4=16
3x3=9
4x2=8
Ref 173- Danesbury
Mgr
Decrease in nursing staffing levels as a result of vacancies and
Neurologic
sickness leading to reduced ability to provide resilient and
al
consistent service resulting in an impact on patient experience and Rehabilitati
outcomes
on
Links to Risks on BAF: 11/13 (2) The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected
standards whereby quality of care is compromised to an extent which results in harm to patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.
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ID

Opened

272 16-02-2015

Business
Unit
Adult
Services
Herts
Valleys

Service
Adult
Diabetes
Community
Service

Handler

Committee

Cause (X)

Sue
Business Unit Lower Lea valley
Simmonds Performance locality (covering 8
Review
GP practices) have
only 7.5 hours of
Diabetes Specialist
Nurse (DSN ) cover
per week from 1st
February to 28th
February New DSN
appointed
02/02/15 off sick
from first week of
being in post

Risk (Y)

Effect (Z)

Relevant Strategic
Objectives

Leading to: 1. Zero
DSN cover in Lower
Lea Valley from 1st
March 2015 until
DSn returns 2.
Induction of new
DSN delayed and
handover not
achieved .

Resulting in : 1 A
serious clinical risk
for patient care
within locality 2.
Clinics will have to
be cancelled 3.
Urgent patients will
have to be sent to
acute 4. Service
responsiveness will
be adversely
affected 5. damage
to reputataion of
the service with
GP's

We will improve
clinical outcomes
and enhance patient
safety (2014/2015),
We will support the
substantial
expansion of
community services
through the delivery
of excellent core
services for adults
and children, and
the development of
ambulatory services
(2014/2015)

Risk Source
From a
Complaint,
From a Risk
Assessment,
Staff/Patient
Concern

Secondary
Impacts

Initial Risk
Score

CQC, CQC
4x4=16
Outcome 13:
Staffing,
CQC Outcome 16:
Assessing and
monitoring quality
of service,
CQC Outcome 17:
Complaints,
Patient
Experience,
Patient Safety,
Reputational

Controls in place
1 Clinical Lead
covering some urgent
clinics and prioritising
seeing urgent pts
2.Duty clinical senior
carrying out urgent
insulin starts 3Clinical
Lead and Duty senior
Clinician of the day
responding to
GP/P/N, D/N queries
3 Some urgent pts
referred to acute 4
Urgent h/vs being
supported by other
locality DSN's where
capacity allows 5
Band 6 Training post
to be advertised asap
by Service Lead

Internal Assurances

External
Assurances

1. Clinical Lead monitoring
n/a
caseload queries daily and
getting reports from admiin/
others on level of queries and
prioritising actioning 2 Service
Lead kept informed of any
complaints etc 3 GP's in Lower
Lea to be informed of staff
vacancy and proposal to move
a WTE DSN from Hertsmere on
6/12 secondment from May 1st
2015 4 Clinical Lead and Senior
Clinicain of the day to manage
urgent referrals in the interim 5
Service lead to confirm Band 6
training post for Diabetes Nurse
is advertised asap and HR to
facilitate urgent processing .

Gaps in Controls and
Assurances

Risk level
(current)

1 1 X 0.65 DSN went off 4x4=16
sick after 3/7 induction
as pregnancy confirmed
and has sent certificate
for further 2 weeks. HR
informed and referred to
OH . Will offer support if
returns and therefore
will offer to work in
Hertsmere locality with
support from Clinical
Lead and Clinican of the
day . 2 Other locality
DSN's to offer support
with urgent Home visits
where capacity allows 3
Some pts to be referred
to acute to avoid delay
in inititating treatment if
appropriate

Risk Level
Actions to
(Previous) Address Gaps
New Risk

Due date

Mutual
30-04-2015
assistance
where possible
. DSN from
another
locality to be
seconded to
LLV in the short
term to
mitigate risk.
this will put
pressure on
other localities.

Risk
level
(Target)
4x2=8

Progress

ID

Opened

222 28-10-2014

Business
Unit
Adult
Services
Herts
Valleys

Locality

Handler

Hertsmere Louise
Integrated Connolly
Communit
y Team

Committee

Cause (X)

Risk (Y)

Effect (Z)

Business
Unit
Performan
ce Review

Hertsmere integrated
community team have
received 5
resignations at Band 5
level and 1 at Band 6
since July 2014, in
addition to this 1 Band
6 has commenced the
full time DN degree
and 1 Band 6 is on the
second year part time.
(1 part time Band 5
post was CIP'd in July
2014). Due to delays in
finance sign off we
now have vacant posts
in additon to notice
periods being worked.
October 2014 - advert
on NHS jobs for both
Band 5 and Band 6
have not generated
enough candidates
suitable for short
listing which means
potentially there are
insufficiant applicants
to cover the vacancies.

Leading to lack of
suitably qualified staff
to undertake safe
patient care.

Resulting in delayed
integrated
assessments, delayed
visits and response
time, increase in SUI's
and complaints and
ultimately resulting in
a protracted induction
for any new starters.
The health and safety
advisor has expressed
concerns with regard
to this from both
patient safety
persepective and staff
health, wellbeing and
morale.

Relevant
Secondary Initial Risk Controls in
Strategic Risk Source
Score
place
Impacts
Objectives
We will use
resources
efficiently
to enhance
our ability
to improve
services
(2014/2015
)

From a Risk
Assessmen
t,
Performan
ce
Monitoring
,
Staff/Patie
nt Concern

CQC
3x4=12
Outcome
4: Care and
welfare of
people
who use
services,
CQC
Outcome
13:
Staffing,
CQC
Outcome
14:
Supporting
workers,
CQC
Outcome
16:
Assessing
and
monitoring
quality of
service,
Patient
Experience
, Patient
Safety,
Service
Delivery

1. Post
have been
advertised
and
application
s shortlist
(M)
2. Bank
and Agency
staff being
used and
have been
block
booked for
minimum
of 3
months (H)
3. Existing
staff
working
extra hours
and
overtime
(L)

Internal Assurances

External Gaps in Controls
Assurances and Assurances

1. In contact with HR regarding poor
1. None
response to adverts. Febuary 2015 Meeting with Jackie H and Amanda
taken place to plan recruitment events
in Hertsmere for Month March.
1 B6 started on 2/02/15.
vacancies: 1 B6 on FT DN training, 1
B6, 7 B5 (1 B5 working notice), 1 HCA
vacancy. 1 B6 FT - working PT due to
DN training.
2. Plan to reduce Agency and then
Bank hours as soon as possible.
Feb 2015 - 7 agency staff working full
time with the team. We also have 3
agency staff working PT with the team.
3. To reduce staff overtime and excess
hours as soon as possible.
Feb 2015 - Please see the attached OT
spreadsheet under documents .
4. Sickness level monitoring. Febuary
2015 - 1 B6 long term sick from
05/1/15, 1HCA - 4 shifts. 1 B6 - 1 Shift,
HCA - 4 shifts, 1 (acting up) B6 - 1 shift,
5. Incident Reporting. Feb. 2015 - Low
staffing levels not reported in datix
due to time and work pressures.

Risk level
(current)

1. NHS jobs
3x4=12
adverts now
closed, awaiting
advert in local
and potentially
wider press.
2. Staff becoming
unwell/low
morale in team
due to increased
working hours.
3. Lack of
availability of
Agency and Bank
staff.

Risk Level
(Previous)
3x5=15

Actions to
Address Gaps

Due date

1. To post
02/03/2015
vacant adverts
on NHS jobs.
2 HomeFirst to 02/03/2015
assist where
capacity allows.
3. To contact
02/03/2015
Agency for
block booking
staff.

Risk level
(Target)
3x3=9

Progress
January 2015 1. Posts have been out since Sept and we have had a golden
handshake £3k for Community Nurses agreed by Executive in Dec
and still running - no external candidates as of yet - Potters Bar we
have 3 band 5 vacancies and 1 HCA, Elstree Way 5 band 5’s and 1
band 6. This has also been raised at the BUPR since Oct as a risk
and there is a verbal update every month.
2. Continues on a daily basis and especially at weekends to
manage clinical risk and offer case management and senior
support as capacity allows.
3. Ongoing and has been done with agencies, also securing an
additional agency previously not on the agency framework as they
have had staff in Dec in discussion with General Manager and HR
Assistant Director
February 2015 1. These posts are advertised again with a ‘golden hello’ (financial
incentive) for Community Nursing staff on nhs WEBSITE. Team
Managers have met with jackie . H, Amanda and Sarah from
communication team to plan the recruitment fair days in
Hertsmere for the month of March. Vacancies now stand at 7 x
band 5, 1 band 6 and HCA across Hertsmere. Hertsmere
Commissioning Locality meeting updated monthly on the
recruitment challenges and are aware of the organisational and
recruitment plan so there is an awareness of mitigation.
2. HomeFirst continue to support where able, but in reality due to
increased pressure from acute trust for rapid response
intervention, this is limited.
3. Nursing agency staff now block booked for 3 months to cover
vacancies.

ID
63

Opened
11-02-2014

Business
Unit
Adult
Services
East &
North

Service

Handler

Committee

Cause (X)

Risk (Y)

Effect (Z)

Wheelchair Margaret
Gray
Service

Business
Unit
Performanc
e Review

Backlog of
chairs in HES
requiring
reconditioning
and
mainternance

Leading to the
requirement to
purchase
additional
equipment

resulting in:
1. Additional
expenditure
creating an
overspend on
the wheelchair
service budget
>£300K
predicted by
year end
2. Delayed
completion of
episodes of
care (Supply of
wheelchair)

Relevant
Strategic
Objectives

Risk Source

Secondary Initial Risk Controls in Internal
External
Assurances Assurances
Impacts
Score
place

We will
Performance Financial
improve
Monitoring
clinical
outcomes
and enhance
patient safety
(2013/2014),
We will use
resources
efficiently to
enhance our
ability to
improve
services
(2013/2014)

4x3=12

1. New
wheelchair
s continue
to be
ordered to
manage
clinical risk
and reduce
impact on
patient
experience
(L)
2. Regular
minuted
operationa
l meetings
(H)
3. Monthly
tracking
nad
reporting
of
overspend
at BUPRs
(M)
4. Monthly
meeting
with
finance
business

1. Regular None
operational
meetings
with
manageme
nt team
within HES
2. BUPR
3. Monitor
of
Complaints 1 in
February
2015

Gaps in
Controls
and
Assurances

Risk level
(current)

1.Backlog of 4x5=20
work
incomplete
by HES.
2. HCT has
no visibility
of HES
performanc
e against
any KPI’s.
3.
Compared
to other
Wheelchair
providers
HCT is
unlikely to
be
procuring
chairs in the
most cost
effective
and efficient
way which
is likely to
be
contributing
to the
overall
financial

Risk Level
(Previous)
4x5=20

Actions to
Address
Gaps

Due date

1. To
31-03-2015
continue
to work
and
support
HES to
reduce the
back log.
2. To
continue
to work on
specificatio
n between
HCT and
the new
wheelchair
repair and
delivery
service in
order to
HCT can
procure
new
provider as
soon as
agreement
has been
reached
with both
CCGs on

Risk
level
(Target)
4x1=4

Progress
January 2015 –
1. HCT work with HES on a daily basis and relationships
continue to be strained. Backlog stats unknown.
2. Specification is moving forward. KPI’s are being
included in the specification
3. In parallel HCT is working with both CCG’s to agree the
contract value and specification for the overall wheelchair
path way to include HCT’s responsibility for contracting
with an appropriate wheelchair repair and delivery
service. Deputy Director of Operations produced paper
for Strategy and Resources Committee (SRC) to brief them
on HES issuing notice and the proposed option for moving
forward. The Business Case is going to the next SRC this
month.
February 2015 1.Evidence that some patients waiting longer than 18
weeks for supply of wheelchair, 95% receiving chair
within 18 weeks. Open order emailed to HES weekly.
Discussed with service lead Feb 27th.
2. tended document written in conjunction with clinical
lead.
3. Discussions ongoing as to the financial package
required for the provision, maintenance of wheelchairs
in the newly commissioned service in the future.
Overspend on budget 2014/15 remains at predicted
300K

ID

Opened

150 28-04-2014

Business Unit Handler
Performance
and
Information

Barry
Walker

Committee
IT Strategy

Cause (X)

Risk (Y)

Effect (Z)

HCT's right
to use
clinical
systems
(SystmOne
and iPM)
under the
current
arrangmen
t ceases in
July 2016

leading to
HCT
needing to
re-contract
and
implement
new clinical
systems by
2016

resulting in
HCT having
(a) to fund
the use of
new clinical
systems
whereas
before it
has been
funded
through
national
programs
and (b) the
change
that will be
required
within our
clinical
services

Relevant
Strategic
Objectives

Risk Source

Secondary
Impacts

We will
Staff/Patient Financial,
improve
Concern
Reputational,
clinical
Service
outcomes
Delivery
and
enhance
patient
safety
(2014/2015
), We will
use
resources
efficiently
to enhance
our ability
to improve
services
(2014/2015
)

Initial Risk
Score
2x5=10

Controls in place
1. Met with HSCIC
(Health and Social
Care Information
Centre) to take
advice and guidance
(H)
2. Meeting with
other community
trusts to discuss
their approach to
this issue (H)
3. Meeting with TPP
(authors of
Systmone) to discuss
possible way
forward (H)
4. Discussed at IT
strategy and exec
updated (M)

Internal
External
Assurances Assurances
Regular
meetings
with
relevant
parties

Regular
meetings
with
relevant
parties

Gaps in Controls and
Assurances

Risk level
(current)

1. Currently no costs
4x4=16
identified for this recontracting
2. Currently no funding within
HCT set aside
3. Current discussions state
that systmes used in
community hopsitals (iPM)
needs to be replaced
4. No resources or expertise
identfied within HCT to
implement this change

Risk Level
(Previous)
4x3=12

Actions to Address Gaps

Due date

1. Funding - HCT exec will raise
07-07-2016
the funding for this at CCG
contract meetings
2. Cost - meeting with TPP where
we shall request costs for using
SystmOne in both community
and community hospitals
3. Discuss with EoE procurement
hub about method for tendering

Risk level
(Target)
4x1=4

Progress
January 2015 1. Although we were told funding was approved, no
money has been forthcoming. Rumours in the press
state that this funding has now been allocated to
funding A&E pressures but no confirmation2. Will be
escalated at IT strategy group as time is moving on
and HCT has to be off our community hospitals
system by 7th July 2016 2. No progress on
community system - no resources allocated but plan
above remains in place.
3. meeting with TPP on 6th February 2015
4. raising at IT strategy group on 13th February for
resources to be allocated
February 2015 1. Informed now that due to reduction in funds
available our proposal has not received funding
2. Discussed at the mobile working project board
and the IT strategy group and both advised that
this needs to be raised to High Level risk
3. Attended procurement event run by HSCIC that
identified we hare behind in moving this project
forward both in terms of being compared to other
trusts and to have got this resolved by July 2016.
4. Bid put into capital group
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Business
Locality
Service
Handler
Unit
Adult
Danesbury Neurologic Margaret
Services
al
Gray
East &
Rehabilitati
North
on

Committee

Cause (X)

Business
Unit
Performanc
e Review

Decrease in nursing
staffing levels as a
result of vacancies
and sickness

Risk (Y)
leading to reduced
ability to provide
resilient and
consistent service

Effect(Z)
resulting in an
impact on patient
experience and
outcomes

Relevant Strategic
Objectives
We will improve
clinical outcomes
and enhance patient
safety (2014/2015),
We will use
resources efficiently
to enhance our
ability to improve
services (2014/2015)

Risk Source
From a
Complaint,
From an
Incident

Secondary
Impacts
CQC Outcome
13: Staffing,
Patient
Experience,
Patient Safety,
Reputational

Initial Risk
Controls in place
Score
3x3=9
1.Fill rates from Bank
and agency
monitored
2.Off duty scrutinised
to ensure best use of
staff
3.Daily review of staff
cover by senior staff
4.Workforce planning
5.Shifts below
minimum staffing
level to be escalated

Internal Assurances

External Assurances

1. Incident reporting 1. NHSP provide fill
2. BUPR
rates daily
3. Complaints (1 in
February, 0 in March)
4. Safe staffing levels

Gaps in Controls and Risk level Risk Level
Assurances
(current) (Previous)
1.Substantive staff
3x5=15
3x3=9
unable to cover shifts
as extra hours 2.
Shifts not always
filled by NHSP in a
timely manner

Actions to Address Gaps

Due date

1. Review staff sickness and
31-03-2015
have strategies in place to do
this
2a. recruit to vacant posts in
timely manner
2b. Review e roster and ensure
being developed according to
the guidelines and managed
appropriately

Risk level
Progress
(Target)
3x2=6
February 2015 1.Sickness continues to impact. Running at 10.5% combined long
and short term sickness. HR processes continuing
2a. Recruitment ongoing. 2 Band 3 HCAs and 1.6 RN in
recruitment process. 1 Band 2 to commence in March 2015. NHSP
covering shifts though gaps in cover particularly weekdays is of
concern. Regular RNs are available through NHSP and this
provides consistency.
2b. Review of the rota indicated a shortfall of establishment for
HCAs, Discussed in contract negotiations and likely to be covered
for 2015/16 establishment. Additional staff required for 1:1 are to
be monitored and likelihood that cost will be covered by CCG next
year.
March 2015 1. Staff sickness impacting on the staffing resource available. 2
WTE trained nurse on long term sick with additional short term
trained nurse sickness, and HCA sickness, 1 RN on non patient
facing duties also.
2a. Vacancies are out to advert. 1 HCA Band 2 commenced 16th
March. CCG have agreed to fund additional HCAs to ensure
establishment sufficient for staffing ratio. These posts to be
recruited to as 1 Band 3 HCA and 3 Band 2 HCA, other vacancies
due to staff leaving also impacting.
2b. All shifts uncovered out to NHSP. Liaison with NHSP
coordinator to ensure all shifts go to agency immediately.
Regular review of shift cover.
All regular staff asked to cover additional shifts. Other support
from voluntary list, and other nursing and therapy staff sourced.
Daily escalation reports sent to general Manager until situation
improves.
two patients requiring 1:1 due to DOLs having additional impact
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Business Unit Handler
Performance Barry
and
Walker
Information

Committee
IT Strategy

Cause (X)
Increased
demand for
changes to be
made to
SystmOne
coupled with a
lack of
resources
within CSU
Business
Change
department

Risk (Y)
is leading to
SystmOne
change requests
not being
actioned in a
timely manner

Effect (Z)
resulting in
SystmOne
services not
working in the
most effecient
and effective
way.

Relevant
Strategic
Objectives

Risk Source

Secondary Initial Risk
Score
Impacts

We will
Performance Financial,
improve
Monitoring
Patient
clinical
Safety,
outcomes
Service
and
Delivery
enhance
patient
safety
(2014/201
5), We will
use
resources
efficiently
to enhance
our ability
to improve
services
(2014/201
5)

3x5=15

Controls in
place
1. all
outstanding
change requests
are being
prioritised into
High Medium
and Low.
2. Executive
being kept up to
date
3. In discussion
with CSU about
bringing this
resource in
house
4. Received
service
specification
from IT services
including details
of 6WTE that are
dedicated to HCT
work

Internal
Assurances
1. Prioritsing
requests - 73
outstanding
requests in
February
2015

External Gaps in Controls Risk level
Assurances and Assurances (current)

Risk Level
(Previous)

CSU
recruiting
additional
personnel

3x5=15

1. Insufficient
resources.
2. Increased
demand from
services for
changes to
SystmOne

3x5=15

Actions to Address Gaps

Due date

Regularly review the
30-06-2016
backlog of work to ensure
jobs are correctly
prioritized. Review both
with operations (adults and
childrens representatives)
and with business change

Risk level
(Target)
3x2=6

Progress
January 2015 1. Log remains being closely monitored by P & I and representatives
for children and adults services. All requests are prioritized by HCT
services before being worked on by HBL Business Change.
2. Additional monites confirmed to HBL but resources very difficult
to find. Three short term contracts appointed and all three dropped
out.
3. A further 3 found, one dropped out two due to commence during
February.
4. End of January position - 110 requests on log, 35 started, 73 not
started. Although 73 is below the HLRR threshold of 80 some of the
high priority items have been on the log for more than one month
before commencing. 5. Significant new projects continue to hinder
progress with little notice being given before resources are
required. (prison, PALMS in last month)
February 2015 Log remains, being closely monitored by P & I and
representatives for children and adults services. All requests are
prioritized by HCT services before being worked on by HBL
Business Change. End of February position - 110 requests on log,
35 started, 73 not started. Although 73 is below the HLRR
threshold of 80 some of the high priority items have been on the
log for more than one month before commencing. Significant
new projects continue to hinder progress with little notice being
given before resources are required. Third of resources have
been assigned to mobile working phase 4 scoping during Mach
and therefore expect the situation to get worse. Identified as a
cost pressure for 2015/16
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Business
Unit
Adult
Services
East &
North

Locality
Herts &
Essex
Hospital

Handler
Paul
Brown

Committe
e
Business
Unit
Performan
ce Review

Cause (X)

Risk (Y)

Effect (Z)

Shortfall of
staff due to
sickness,
maternity
leave,
vacancies
and the
inability to
recruit

leading to
unsafe
staffing
ratios to
open the
number of
escalation/
winter
beds
commissio
ned by
both East
& North
Herts and
West Essex
CCGs

resulting
in: 1. the
failure to
deliver the
commissio
ned
contract
therefore
potentially
damaging
HCT's
reputation
2.
detriment
to patient
safety

Relevant
Strategic
Objectives
We will
develop
the
organisatio
n's
capacity to
deliver our
vision and
objectives
(2014/201
5), We will
improve
clinical
outcomes
and
enhance
patient
safety
(2014/201
5)

Risk
Source
Performan
ce
Monitoring
,
Planning/O
bjective
Setting

Secondary Initial Risk
Score
Impacts
CQC
4x4=16
Outcome
13:
Staffing,
Patient
Safety,
Reputation
al, Service
Delivery

Controls in place

Internal Assurances

1. All staff involved within the recruitment aware of
importance and severity.
2. Recruitment process as streamlined as possible.
3. Advertisements in local papers as well as professional
journals to maximise visibility.
4. Obtained agreement from GM to permenantly
substantively recruit at risk to maximise the attractiveness to
the posts.
5. Shortlisting and interview dates set prior to advertisment.
6. Ensure communication with current ward staff for anyone
willing to increase hours or communicate with family and
friends who may wish to apply.
7. Offering HCT staff from other areas the opportunity for
extra hours and over-time
8. Ongoing consideration of taxi'ing temporary staff to H&E if
easier to fill from other areas
9. Daily monitoring and reporting of Safer Staffing ratios
10. Written and verbally contacted all other Locality
Managers to ask if any staff willing for secondement/transfer
11. Risk assess daily Safer Staffing levels against number of
beds opened and discuss with GM to recommend closure of
beds to ensure Safer Staffing levels.
12. Regular communication with staff on ward to ensure they
are updated on the situation
13. Recruitment and retention premia incentive of 'Golden
Hello' of 2K offered on current vacancies
14. Actively monitor and manage short and long term
sickness in partnership with HR team to ensure effective
management.

1. Currrent fill rates
2. NHSP/bank/local
agency fill rates
3. Monthly workforce
data - including
current vacancies
situation - Feb 2015 5.24WTE Band 5 and
4.96WTE Band 2 4.
Current recruitment
time scales
5. Daily Safer Staffing
Ratio report
6.
Finance/establishment
budget statements
currently 16.29wte for
Band 5 nurses
7. BUPR

External
Assurances
1. KPI's
2. SLA's
3. Comissioned
Contract
4. Relationship
management
with local CCGs
and partner
providers

Gaps in Controls
and Assurances

Risk level
(current)

1. Lack of required 4x4=16
qualified staff within
the local area
2. Current staff
become tired,
unwell and
disillusioned with
the potential to
resign.

Risk Level
Actions to
(Previous) Address Gaps
4x4=16

1. To
commence
recruitment
process

Due date
31-03-2015

Risk level
(Target)
4x2=8

Progress
January 2015 1. Band 6 Sister x 1 recruited and started confirmation Band 6 sister returning from maternity
leave early Feb. Interviews for Band 5's arranged early Jan x 3 shortlisted, all three candidates
cancelled sighting obtained other positions. Continues to communicate with NHS Professionals
and local nursing agencies regarding availability of bank/agency staff on a weekly basis Have
increased the request to x 6 RN long-line agency qualified nurses and x 4 HCAs currently sourcing
to commence on the unit asap. Obtained agreement from Exec Team for 'Golden Hello'
recruitment and retention premia, review of current recruitment - not made much difference, RN
advert to be repeated on NHS Jobs throughout January 2015. Currently in early discussions to
recruit nurses from other EU and non-EU countries for qualified nursing staff, Agency to assist in
recruitment have be procured, producing project plan with the aim to fly to Madrid and Rome
March/April to interview. Position paper discussed and agreed at Exec Team early Jan around
action plan to achieve Safer Staffing levels at Herts & Essex Hospital, requested update to go to
Exec Team for end of early Feb.
February 2015 –
1. Band 6 ward sister now returned from maternity leave. There is now x 2 Band 6 ward sisters
on Oxford Ward supporting the Ward Manager and Clinical Lead. Recruitment for vacant band
5 staff nurses continues advert remains on NHS Jobs with no closing date; any candidate
applying is assessed and invited for interview as soon as application is made. During Feb x 2
interviews have occurred and x 1 Band 5 nurse has offered a position subject to HR checks.
Organisational advert for Band 5 nurses within the RCN Bulletin throughout Jan 2015 delivered
x 2 interviews to be performed early March. No impact or interviews from NHS Jobs advert
detailing Golden Hello. Continues to communicate with Huma Shah within NHS Professionals
and local nursing agencies regarding availability of bank/agency staff on a daily basis Long-line
agency requests have been disappointing and delivered no firm contracts. Have fed back to
Huma Shah the recurrence of agencies promising but then no delivery Overseas Band 5
nursing recruitment continues using TTM agency, proposed European interviews w/b 20th
April 2015. Updated briefing paper submitted to Exec Team during Feb detailing current safer
staffing position at Oxford Ward. Exec Team requested further enhanced assurance reports
weekly to assure patient safety and quality is not deteriorating.
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Business
Unit
Adult
Services
East &
North

Service

Wheelchair
Service

Handler

Margaret
Gray

Committee

Cause (X)

Business Unit The BEST system
Performance is not fit for
Review,
purpose
Executive
Team
Committee

Risk (Y)

Effect (Z)

leading to
resulting in non
inadequate stock compliance with
management and MHRA standards
corrupt patient
data

Relevant
Strategic
Objectives
We will
improve
clinical
outcomes and
enhance
patient safety
(2014/2015),
We will use
resources
efficiently to
enhance our
ability to
improve
services
(2014/2015)

Risk Source

Audit
External,
From a
Complaint,
From an
Incident

Secondary
Impacts

Initial Risk
Score

CQC Outcome 4: 4x4=16
Care and welfare
of people who
use services, CQC
Outcome 11:
Safety
Availability and
suitability of
equipment, CQC
Outcome 16:
Assessing and
monitoring
quality of service

Controls in place

1.Agreement from exec to
move to Systm 1 for clinical
record and ELMS 2 for stock
management. Since HES have
issued notice the requirement
for the new provider will be to
have a robust stock
management system (not
necessarily ELMS2) (M)
2. Regular meetings between
HCT and HES staff (L)
3. Daily meetings/phone calls
between HES and Wheelchair
staff to problem solve day to
day issues
4. All new chairs are being
tracked and form part of
planned preventative
maintanence programme
(PPM)
5. HES are responsible for the
PPM of chairs currently with
patients.

Internal
Assurances

External
Assurances

1. Incident
reports
(February - 0)
2. BUPR
3. Internal
Audit
conducted by
Medical
Devices
Manager

1. External
audit by PWC
in Feb 2014,
report out
June 14

Gaps in Controls and
Assurances

Risk level
(current)

1. We have had some
4x4=16
verbal assurance from
HES that they are
conducting the PPM but
concerns remain with
both HES and HCT that
this system is not robust
and there is risk to
MHRA compliance.
2. breakdown in
relationship between
HES and HCT
3. inability to recognise
which chairs require
reconditioning and
maintenance

Risk Level
(Previous)
4x4=16

Actions to Address Gaps

Due date

1. To proceed with both CCG’s 31-03-2015
to reach agreement on the
contract specification between
HCT and the CCG’s enabling
HCT to take responsibility for
the whole pathway and to
procure a provider with a
system that can confidently
track all equipment to ensure
MHRA compliance.
2a. To set up regular meetings
with HES staff to go through an
issues log
2b. To proceed expediently to
procure new provider and
develop new relationships
3. To regularly liaise with HES
to identify chairs on BEST that
require reconditioning

Risk level
(Target)
4x2=8

Progress

January 2015 1. Business case has gone to the CCG’s, Deputy Director of Operations has
provided E&N CCG with clarification points. Meeting w/c 19/01/15 to discuss
the proposed business case and way forward. Dedicated WCS discussion as part
of the contract negotiations between HCT and E&N CCG is being arranged at the
request of the Commissioner. Both CCGs will need to agree the specification and
contract value.
2a. HCT work with HES on a daily basis to work through issues which are still a
problem.
2b. Business Manager is drafting the specification based on national
specifications and benchmarks with other providers.
3. Meetings occurring with HCT and HES as needed to discuss ongoing issues.
HES agreed to take 5 chairs a day from Parkway for recon to reduce the back log.
February 2015 1. Awaiting cofirmation that the CCGs are in agreement with the plan to go out
to tender for the repair maintenance and delivery aspects of wheelchair
provision. Business manager has written tender document.
2a. Operational staff from wheelchair service liaise as required on day to day
issues. Relationship is maintained. Service manager meets monthly with HES
service lead to discuss overarching issues. Last meeting 27th Feb
2b. Business manager has drafted tended document invloving clinical staff
from service
3. Ongoing liaison. HES have continued to take 5 chairs per day from Parkway
Clinic to reduce backlog of chairs for reconditioning.
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Business Unit
Finance &
Commercial
Business

Service
FT
Programme

Handler

Committee

Val Davison FT Steering
Group, FT
Committee,
CIP Steering
Group, PMO
Steering
Group,
Strategy and
Resources
Committee

Cause (X)
Challenge of
developing 2yrs
detailed CIPs in
current economic
climate

Risk (Y)
Leading to LTFM
not meeting
Monitor
requirements

Effect (Z)

Relevant
Strategic
Objectives

Risk Source

Secondary Initial Risk
Score
Impacts

Resulting in not
We will use
Planning/O Not
5x3=15
achieving FT status resources
bjective
achieving
Setting
efficiently to
FT status
enhance our
risks
ability to
challenge
improve
to
services(2014/2
organisatio
015)
nal form as
stand alone
trust,
Financial,
Reputation
al

Controls in
place
1. Detailed
corporate
process in
place with
clear
requirements
and timelines
2. PMO
process
established to
track delivery

Internal Assurances

External
Assurances

1. Director of
Finance oversight
2. PMO, FTSG and
SRC oversight and
monitoring
3. SRC for approval
4. PIDs drafted for
CIPs and QIA
underway
5. Approved CIP
and QIA processes
in place

1. TDA IDM
meetings 2.
TDA FT
assurance
process
3. Internal
audit (PWC)of
CIP process
and PMO in
2015/6
forward work
plan.

Gaps in Controls and
Assurances

Risk level
(current)

1. Budget holders have
5x3=15
not delivered CIP PIDs in
accordance with
corporate timeline (were
due January 2015)
2. Delay in developing CIP
PIDs will impact on QIA
process

Risk Level
(Previous)
New Risk

Actions to Address Gaps

Due date

1. PIDS being developed
31-03-2015
2. Exec review of corporate CIPs planned.
3. CIP spreadsheet to be updated daily as CIPs
identified
4. CIPs likely to be identified from commissioning
round reducing risk rating on CIP spreadsheet
5. Operations are recruiting Business Management
Resource to support GMs in the creation of CIPs
and agreed documentation - target date end of
March
6. Formalise the cross organisational working of
the four elements PMO, Finance, Quality,
Operations - target date mid March 2015

Risk level
(Target)
3x3=9

Progress
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Business
Unit

Service

Handler

Committee

Finance &
FT
Val Davison Board
Commercial Programm
Business
e

Cause (X)
Performance
Management
Framework may
not be fit for
purpose

Risk (Y)
Leading to
absence of
necessary
evidence of
effective
performance
management

Effect (Z)

Relevant
Strategic
Objectives

Risk Source

Secondary Initial Risk
Impacts
Score

Resulting in delay We will develop Planning/O Delivery of 4x4=16
in FT submission the
corporate
bjective
to Monitor
organisation's Setting
objectives
capacity to
deliver our
vision and
objectives
(2014/2015)

Controls in
place
IBPR process

Internal Assurances
1. PMO (Programme
Management Office)
2. SRC oversight
3. Board to approve PMF
4. Internal audit

External
Assurances
1. TDA review as
part of their
assessment of
the FT
application
2. External audit

Gaps in
Controls and
Assurances
1. PMF does
not currently
comply with
Monitor
requirements

Risk level
(current)
4x4=16

Risk Level
(Previous)
New Risk

Actions to Address Gaps

Due date

1. FT Programme Manager
27/03/2015
(AB) to present proposal for
PMF to FTSG 25 Feb
01/04/2015
2. Finalise plan for
development of Performance
Management Framework and
commence delivery of plan

Risk level
(Target)
2x3=6

Progress
March 2015 1. Proposal circulated to FTSG members for review and comment.
2. Next step is to finalise proposal and commence
implementation of plan
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Business
Unit

Service

Handler

Finance & FT
Val
Commercia Programme Davison
l Business

Committee
FTC

Cause (X)
CCGs do not
currently support
Foundation Trust
(FT) application

Risk (Y)
Leading to TDA
deferral of
assessment of FT
application

Effect (Z)

Relevant
Strategic
Objectives

Risk
Source

Secondary Initial Risk
Controls in place
Impacts
Score

Resulting in delay We will
Planning/O Future
4x4=16
bjective
in submission to develop
organisatio
Setting
Monitor
the
nal form
organisatio
n's
capacity to
deliver our
vision and
objectives
(2014/201
5)

1. Regular Trust :
CCG Board
2 Board and Exec
2 Exec meetings

Internal
Assurances
1. Foundation
Trust
Committee
(FTC)
2. Foundation
Trust Steering
Group (FTSG)

External
Assurances
1. Required
by TDA as
part of the
FT
submission

Gaps in
Controls and
Assurances
1. TDA
consider this
high risk as
CCGs not
currently
supportive of
application

Risk level
(current)
4x4=16

Risk Level
(Previous)
New Risk

Actions to Address Gaps

Due date

1. Trust to develop
30-04-2015
Customer Relationship
Management approach with
Execs as relationship
managers
2. Engagement events with
CCGs and other key external
stakeholders (including
NHSE, HCC)

Risk level
(Target)
2x3=6

Progress
March 2015 1&2. FTSG yet
to establish
workstream
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Business
Unit

Service

Finance & FT
Commercia Programme
l Business

Handler
Val
Davison

Committee
Board

Cause (X)
CQC inspection
rating worse than
'Good' will delay
TDA assessment
and Monitor
submission

Risk (Y)

Effect (Z)

Leading to FT
Resulting in delay
application being to submission to
deferred until
Monitor
'Good' rating
achieved

Relevant
Strategic
Objectives

Risk
Source

Secondary Initial Risk
Internal
External
Controls in place
Impacts
Assurances Assurances
Score

We will
Planning/O CQC
develop the
bjective
organisation's Setting
capacity to
deliver our
vision and
objectives
(2014/2015)

5x3=15

1. Good
performance
against service
delivery KPIs
2.
Comprehensive
planning for CQC
inspection

1. CQC
Steering
Group
2. Trust
Board

1. CQC

Gaps in
Controls
and
Assurances

Risk level Risk Level
(current) (Previous)

None at this 5x3=15
stage

New Risk

Actions to
Address
Gaps

Due date

1. CQC
27/02/2015
Inspection
w/c 16
February
29/05/2015
2. Action
Plan to
remedy any
issues
identified by
CQC

Risk level
(Target)
1x2=2

Progress
March 2015. 1&2. Completed as planned. Initial feedback
positive. Awaiting CQC feedback / date for
Quality Summit (likely May 2015)
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Business
Unit

Service

Operations All
Inpatient
Units

Handler
Trudy
Reynolds

Committee
Executive
Team
Committee

Cause (X)
The emergance of
a high proportion
of inappropriate
admissions to
Community
Hospitals across
the county.

Risk (Y)

Effect(Z)

Leading to
readmissions to
acute hospital sites
where exiting
service provision
pressures already
exist.

Resulting in
potential:
1. harm to patients
who are or have
become medically
unstable.
2. delay in
treatment
3. unnecessary
trolley waits
4. hightened
distress to patients
and their carers

Relevant
Strategic
Objectives
We will
improve
clinical
outcomes
and enhance
patient safety
(2014/2015),
We will use
resources
efficiently to
enhance our
ability to
improve
services
(2014/2015)

Risk Source
From an
Incident,
Staff/Patient
Concern

Secondary
Impacts
Patient
Experience,
Patient
Safety,
Service
Delivery

Initial Risk
Score
4x4=16

Controls in
place

Internal
Assurances

1. Bed Bureau
Screening all
referrals
2. Challenging
and seeking
clarity of
referrals
3. Risk
assessing case
by case to
avoid
readmission
where possible

1. Referral
template
2. Datix
reporting
3. Review of
incident
themes
developing
4. Patient flow
manager to
highlight with
referring
service at daily
con call.
5. Patient
experience/co
mplaints
monitoring

External Gaps in Controls Risk level
Assurances and Assurances (current)

Risk Level
(Previous)

1. Daily LOS
report 2.
Address
with local
governance
teams
3. CQC

New Risk

1. Lack of
4x4=16
addressing the
inappropriate
admissions with
referring
agencies to
resolve
concerns, to
make transfers
safe and
clinically
appropriate.

Actions to
Address
Gaps

Due date

Risk level
(Target)
4x2=8

Progress
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Attachment D1

HERTFORDSHIRE COMMUNITY NHS TRUST
CHIEF EXECUTIVE’S REPORT
JANUARY 2015
1.

Executive Summary
This paper provides an update from the Chief Executive Officer to highlight
progress against the Trust’s strategic objectives and key issues affecting the
Trust in the external environment.

2.

Recommendation
The Board is asked to note the contents of this paper, endorse the revision to
the vision statement and raise any issues about risk related to the delivery of
strategic objectives.

3.

Introduction
As well as managing the planning and contracting round, the pressures of the
winter period the Trust has also managed its CQC inspection and is now
preparing to proceed with its Foundation Trust application. These issues
running concurrently do stretch capacity within the organisation, but staff have
coped very well with the demands this has created.
This is a very important contracting round for the Trust, where we are
expecting CCGs to use their higher than average settlements to support the
development of community services. At the time of writing, this is not
materialising to the extent that we would like to see and the impact of the
changes to the tariff have both extended the timetable for negotiations and left
CCGs uncertain the potential impact on their finances. We continue to press
on the need for investment.

4.

Revised vision statement
The Trust is currently revising its Integrated Business Plan and in this context
has reviewed its vision statement. It is proposed that it change from:
“To become a leading light in the provision of innovative programmes of care
which maintain and improve the health and wellbeing of the people of
Hertfordshire and other areas served by the Trust.”
To:
“We will maintain and improve the health and wellbeing of the people of
Hertfordshire and other areas served by the Trust”
The Board is asked to endorse this change.
1
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5.

Attachment D1

Current main areas of work and risks
This section of the report identifies the main areas of activity against the
Trust’s five strategic objectives.
Objective 1
Key actions that have or will contribute to developing services include:
•

•
•

the implementation of multi-disciplinary team working in Watford as part
of the integration programme. This has been on a small scale initially
to test the process. Feedback is that different and better decisions
have been made about the management of some service users as a
consequence of discussions taking place between staff from HCT,
HPFT, social care and general practice. Support for the work is strong
from the GP leads. There is an expectation now that the pace of
development increases.
in the east of the county a governance framework for integration has
been established and three areas of development are being pursued
work continues on the children’s service model and a number of
specific objectives have been identified, many of which require closer
working with partner organisations e.g. between health visitors,
children’s centres and GPs; between Step2 and the Child and
Adolescent Mental Health service

Risks
The risks which pertain to this work include:
• the time and resource to develop effective joint working arrangements
is constrained by demands of existing caseloads. Some funding to
support this change is required
• the CQC reflected that the level of pressure felt by staff is very high,
which is a risk to the Trust delivering this objective
Actions
The following actions are being taken to address the areas of risk:
• a case will be made to HVCCG for a small level of funding to free up
staff to give more time to working on integration
• we continue to work on the health and wellbeing of staff. Areas of
focus will also include effective appraisals and management of
workload. A demand and capacity tool for adult community teams will
be tested in the next three months

Objective 2
Work continues on the delivery of safe and effective care
• the preparatory work for the CQC visit helped staff to give continued
focus to issues of safety and effectiveness. The posters describing our
services have been produced for the majority of services and will be
used extensively in publicising what we do, its impact and benefit
2
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in the national staff survey HCT is 10% above the national average for
staff saying they would be comfortable to raise issues within the
organisation, which is a reflection of work that has been happening
around staff engagement across the Trust
initial feedback from the CQC identified a small number of areas that
we need to address. One of these relates to the commissioning of
podiatry, which is outside NICE guidance. The others relate to issues
of management and are for the Trust to address

Risks
The risks in this area include:
• safe transfers from acute hospitals have been raised both as a safety
and user experience issue. There have been a number of cases where
people have been transferred when they have been too ill to be cared
for by the receiving ward
• WHHT has stopped sending notes with patients transferred from their
beds to HCT, and instead are sending copies of relevant sections and
re-written drug charts, although these have not always been fully
provided. This creates a risk around ensuring that the transfer is safe
Actions
The following actions are being taken to reduce the risks:
• an action plan has been produced to address the issues which came
out of the CQC visit. It will be monitored by the Executive and reported
through to the Board
• some cases of inappropriate transfers have been raised with the
respective hospitals and will be followed through by the Medical
Director. We will ensure sending hospitals are clear about the criteria
for our beds and that appropriate safeguards are in place to support
good handovers of care. HCT will be more centrally involved in the
discharge team at Watford, jointly with HCS and will move to a “pull”
model of discharges

Objective 3
The following areas are significant in the development of community services:
• the proposed consolidation of the HomeFirst schemes in the east of the
county into our baseline funding, along with the funding of 7 day
therapy provision
• work continues on the revised specification for community nursing
produced by HVCCG
• ENCCG has been named as one of the Vanguard developments, with
a proposal for improving co-ordination of services to support care
homes. HCT will be closely involved in implementing and delivering
this project
• sexual health services will transfer to Central London Community
Healthcare as of April 1st, which represents a substantial loss for HCT
whether they will go out to tender for the service. The full implications
3
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of the service being provided by another Trust will emerge over time,
for example around issues like the safeguarding of young people

Risks
The risks in this area include:
• a lack of clarity from the CCG about what the purpose of the
specification is i.e. is it the basis for an extended service which may
compromise the extent to which this constitutes a service development
• sourcing the workforce to support developments, both frontline and
management staff
• the income loss from sexual health impacts on Trust income and
contribution to overheads
Actions
The following actions are being taken to reduce the risks:
• we are still seeking clarity for HVCCG about the scope for investment
in an enhanced service
• HCT will negotiate to ensure there is sufficient project management
capacity for the Vanguard work and will identify at an early point the
skills required and go to market for these
• the Trust’s business plan will incorporate the impact of the loss of
sexual health services

Objective 4
The following areas are of note in ensuring the efficient use of resources:
• work continues on developing and implementing our programme of
efficiencies with strong input from the business units. This will remain a
constant focus for the Trust
• the Trust has one significant threat to delivering its surplus, relating to
one commissioner
Risks
The risks in this area include:
• the Trust already has a reference cost of 87, which reflects that it is
13% more efficient than the average for community services. This
makes the task of delivering efficiencies more difficult and highlights
the need for growth and investment to sustain our clinical teams
• the delivery of a 1% surplus will be subject to the outcome of a
negotiation with specialist commissioners about the income for our
wheelchair service
Actions
The following actions are being taken to reduce the risks:
• efficiencies continue to be identified and negotiations around income
are proceeding with CCGs, to support the financial position of the Trust
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a clear case supporting our funding from the specialist commissioners
has been produced. The TDA and the CCGs have been notified of this
issue. The CCGs would be impacted next year as they are taking on
responsibility for commissioning the service and a reduced budget
would place pressure on their finances.

Objective 5
The Trust capability and capacity is being taken forward in a number of areas:
• ensuring we have the necessary skills in our commercial and estates
functions
• supporting our general managers with business management input
• continuing work on the development of self-managed teams, including
Pat Oakley working with locality managers on their roles
• continuing the Board development process
Risks
The key risk in this area is that:
• we can recruit people with the appropriate skills
• the development of self-management does not move at a pace which
ensures its spread across the Trust on a timely basis
Actions
The actions being taken to address these issues are:
• recruitment is underway for key roles
• a framework for the development of self-managed teams will be
developed, along the lines of the Board maturity matrix
6.

Monitoring the Trust’s Delivery
The table below is designed to reflect key indicators delivery of our strategy
and is presented for discussion by the Board.

Area
High Value
Healthcare
Outcomes
Patient
safety

Patient
experience

Strategic indicator

Performance in
period

Performance over the
year

February 2015

YTD 2014/15

No of services reporting at
least 2 outcomes

Baseline for recording of outcomes being
completed

No. of SIs
Patient related incidents by
BU
• Adult East & North
• Adult Herts Valley
• Children’s
FFT score
Complaints per 1000
contacts

28

230

161
210
37
96%
0.09 Complaints per
1000 contacts (15
complaints in
February)

1664
2366
345
96%
0.12 complaints per
1000 contacts (216
complaints YTD)
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tariff by value by business
unit
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• Adult east
• Children’s
Position against plan
Compliance with milestones,
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is taking place
% who would recommend
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53%
45%
47%
£5,567k
PMO work in progress to identify
TBC

82% (latest Pulse
Survey Jan 2015)
57% (latest Pulse
Survey Jan 2015)

78% Ave for the year
53% Ave for the year

The External Environment
Vanguard bids were put forward by both CCGs. ENCCG has been
successful with a proposal to improve support to care homes. The bid was
developed without input from providers. It is clear that HCT will contribute to
this work, which includes scope for a rapid response service, the development
of MDTs and enhancing the skills of care home workers, all supported by
enabling technology
Monitor published Commissioning better community services for NHS
patients in January 2015. The document describes poor co-ordination of
community provision with other services. It highlights the role of
commissioners in:
• moving to new ways of working and new models of care
• testing which providers are most likely to achieve the desired changes
• moving to new contracts that give greater transparency and
accountability.
The document encourages commissioners to review contracts when they
expire and determine if the current provider is best placed to deliver the
improvements they are seeking. Commissioners are advised to take a
“sensible and thoughtful process to identify the best options to improve
services…” as well as being “fair and open.”
The tariff options put forward as a consequence of the rejection of the
consultation on the proposed level of funding for 2015-16 will create an issue
for community services. The 70% that has not been paid to acute Trusts in
the past has notionally been earmarked for investment in alternatives to
hospital. We have sought information from our commissioners about where
this has gone and the responses have not been satisfactory. The move to
30% reduction in payment, which most Trusts have opted for, will reduce the
amount available. The change to the tariff has also delayed contract
negotiations in HVCCG who are waiting to see the impact of the revised
arrangements.
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The West Herts Strategic Review has published the case for change, which
HCT has endorsed. The next phase of work will be on service models which
will address current and future health needs.
Nationally over a third of Clinical Commissioning Groups have been
approved for joint commissioning of GP services. This includes the two
Hertfordshire CCGs. The new co-commissioning arrangements are part of the
changes set out in the NHS Five Year Forward View to deliver a new deal for
primary care.
NHS England has produced a new development currency for palliative
care which focuses on patient need. This will be used as the basis for further
testing in 2015/16 at the discretion of local health systems.

David Law
Chief Executive
March 2015
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HERTFORDSHIRE COMMUNITY NHS TRUST
BOARD
Report from the Director of Finance
26th March 2015
1.0

Introduction
This paper provides an update from the Director of Finance to highlight items of
interest/information arising since the last Board report. It is supplementary to the
Finance Report and other reports from the Director of Finance on the Board Agenda.

2.0

Link to Trust Strategic Objectives
This paper relates to strategic objective number 5 ‘We will develop the organisational
capacity to deliver our vision and objectives’.

3.0

Glossary of Terms
BUPR
CCG
CLCH
CQC
DoH
EN
ENHCCG
GM
HBLICT
HCC
HCT
HIV
HPFT
HV
HVCCG
IBPR
IG
IT
LTFM
IT
MIU
NHS
NHSPS
P&I
PID
RA
PMO
SLR
SRC
TDA
UIM
WHHT

Business Unit Performance Review
Clinical Commissioning Group
Central London Community Healthcare
Care Quality Commission
Department of Health
East and North
East and North Hertfordshire Clinical Commissioning Group
General Manager
Hertfordshire, Bedfordshire and Luton Information Communications
Technology
Hertfordshire Count Council
Hertfordshire Community NHS Trust
Human Immunodeficiency Virus
Herts Partnership Foundation Trust
Herts Valley
Herts Valley Clinical Commissioning Group
Integrated Business Performance Review
Information Governance
Information Technology
Long Term Financial Model
Information Technology
Minor Injuries Unit
National Health Service
National Health Service Property Services
Performance and Information
Project Initiation Document
Registered Authority
Programme Management Office
Service Line Reporting
Strategy and Resources Committee
Trust Development Authority
Unified Identity Management
West Herts Hospitals Trust
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Recommendations
The Board is asked to note the content of this paper and to raise any questions or
observations.

5.0

Executive Summary
The Finance, Estates, Performance and Information Team and Contracting and
Commercial Team are engaged in a significant amount of work at this time and are
facing a number of challenges.

5.1

Key Issues:
•
•
•
•
•
•
•
•

HCT overall Financial Performance remains on course to deliver the planned
surplus in 2014-15.
A number of Developments are being taken forward by the finance team
including SLR refresh and improvement of the LTFM.
HCT now has a new Estates Strategy in place to support the future
development of the organisation.
Good progress is being made across all Information Governance Issues.
Commercial Opportunities continue to be progressed with considerable effort
being made to ensure success.
The Performance and Information team continues to deliver solid progress
across a range of issues but notably the BI project continues apace.
Contract Review meetings are moving forward positively and Contract
Negotiation Meetings for 2015/16 have begun.
The Director of Finance has carried out a number of KiT Visits to a range of
services including; Children’s SLT (Flamstead End School and Downfield
Road), Acute Therapies (Stroke Unit and Hands, Burns & Plastics at the
Lister), Gossoms End, Diabetes Service (Bedford Road Clinic).

6.0

Finance

6.1

Achievements
6.1.1 The month 11 (February) financial position shows a small surplus against
plan for the year to date of £59k. The Trust remains on course to deliver a
1% surplus (£1,305k) by the end of the financial year.
6.1.2 The Long-Term Financial Model (LTFM) historic bridges are almost
complete, with supporting documentation in place to evidence changes in the
Trust’s finances. Work is underway to finalise a base case and mitigations
ready to take through committees for approval.
6.1.3 Significant procurement projects are nearing completion, including the
tendering of enteral feeding products, which is being undertaken jointly with
the local acute trusts. The roll-out of the new fleet of multi-functional devices
is complete and the results of a user survey are being collated to identify any
issues that require resolution
6.1.4 Draft budgets have been issued to budget holders in line with the budgetsetting timetable. Cost pressures have been collated and costed, which were
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used to support business cases to commissioners where these are activitydriven. Detailed CIP plans are being finalised for 2015/16. Due to delays
nationally in issuing tariff figures and a standard contract, budgets have not
been signed off by budget holders. This has delayed production of a full
revenue budget for approval by the Board. A draft capital plan for 2015/16
has been considered by the Strategy & Resources Committee, along with a
cash budget for the year. These will be amended as required once contract
negotiations are finalised and presented to the Board for approval in May.
6.1.5 Preparation is underway for the annual accounts and the draft timetable
was approved by the Audit Committee. There are no significant changes
anticipated in the 2014/15 accounts and the Audit Committee approved that
the accounts be completed on the basis of the Trust remaining a going
concern.
6.2

Plans for next month
6.2.1 Work will continue on the LTFM and progress reported through the Trust’s
committee structure.
6.2.2 The Annual accounts will be completed and submitted in line with
Department of Health requirements.

6.3

Risks
6.3.1 The main risk to the delivery of all of the above is the level of interim support
currently within the department.

7.0

Estates and Facilities

7.1

Strategic Estates
7.1.1

An updated version of Service and Estates Strategy is currently undergoing
some amendments and additions for the FT submission.

7.1.2

This will be aligned with other relevant strategies and will now include a
SWOT analysis, capital and revenue consequences as well as a risk
assessment. This will be presented to the SRC on 24th March 2015.

7.1.3

The Harpenden Project steering Group has been set up and met on 10th
February to agree the Terms of Reference, Governance arrangements,
process and forward plan.

7.1.4

The membership of the group is:
Jeff Philips – Chair, David Law, Caroline Allum, Phil Bradley, Diane Brent,
Jill Bartlett,CCG and Phil Harris, Red House Forum.

7.1.5

The consultants developing the Outline Business Case are PWC, which is

due to be presented to the board in June 2015.
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Operational Management
7.2.1

The negotiations with NHS Property Services have concluded with a
significant reduction from £385k for 2013/14 to £160k for 2014/15. This
reduction is due to the reduction of resources and service provided to HCT.

7.2.2

The recruitment process for a Properties, Capital and Contracts Manager
has been successfully completed with new personnel for each role starting
employment with HCT during April 2015.

Facilities Management Contract
7.3.1

7.4

The facilities management contract has improved significantly however
further improvements and quality initiatives are planned following the
commencement of the Contract Management role and function.
Health & Safety

7.4.1 The specialist consultants (EC Harris) are continuing with the advisory work
as well as absorbing the additional functions within the system.
7.4.2 A report identifying areas of good practice and improvement will be presented
to the Health and Safety Committee in May 2015.
8.0

Information Governance Update

8.1

Information Governance Toolkit
8.1.1 Version 12 of the IG toolkit has seen a steady rise in compliance with the
same requirements requiring extra work to meet level 2 (112, 404 and 308).
8.1.2 Table 1 sets out the current score whereby 2 are currently unsatisfactory
working towards a satisfactory score of 85% by 31st March 2015. Based on
last year’s score of 66% this shows a year increase of 19% which is a true
reflection of the current compliance. This in turn supports the application of
foundation status.
Table 1
Current Score

Final Submission
31st March 2015

Risk Level

12-101

3

3

No Risk

12-105

3

3

No Risk

12-110

0

3

Low

12-111

3

3

No Risk

12-112

1

2

Low

12-200

2

3

No Risk

12-201

2

3

No Risk

12-202

3

3

No Risk

12-203

3

3

No Risk

12-205

3

3

No Risk

12-206

3

3

No Risk

12-207

2

2

No Risk
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12-209

NR

NR

No Risk

12-210

3

3

No Risk

12-300

2

3

No Risk

12-301

3

3

No Risk

12-302

3

3

No Risk

12-303

2

2

No Risk

12-304

3

3

No Risk

12-305

2

2

No Risk

12-307

3

3

No Risk

12-308

2

2

No Risk

12-309

2

2

No Risk

12-310

2

2

No Risk

12-311

2

2

No Risk

12-313

2

2

No Risk

12-314

3

3

No Risk

12-323

2

3

No Risk

12-324

2

2

No Risk

12-400

2

3

No Risk

12-401

3

3

No Risk

12-402

2

3

No Risk

12-404

3

3

No Risk

12-406

3

3

No Risk

12-501

2

2

No Risk

12-502

3

3

No Risk

12-601

2

2

No Risk

12-603

3

3

No Risk

12-604

2

2

No Risk

Incident Reporting
8.2.1 Table 2 shows reported incidents by quarter. There is no obvious reason of
why there is a marked difference in the figures by quarter. Of the incidents
Adults Services Herts Valley consistently report more incidents, approx. 50%.
DATIX is unable to show why this is. It can be assumed that this service is
more proactive in reporting incidents.
Table 2

Number of IG Incidents by
Quarter
150

135

100

124
87

73

50
0
Quarter 1

Quarter 2

Quarter 3

5

Quarter 4
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8.2.3 Table 3 shows the highest reasons for the incidents. When looking at the top
two in the description of the incident it shows that these incidents are around
connectivity which relates to 49%.
Table 3
Total
116
95
52

8.3

Subcategory of Data Affected
Release/Loss of Patient Information
- Accidental

Q1%

Q2%

Q3%

Q4%

Average
Percentage

36%

23%

25%

23%

27%

Network/system issues/failure
Failure to note relevant info in
patient info/records

24%

14%

28%

21%

22%

9.6%

20%

7%

18%

14%

Freedom of Information Requests
8.3.1 In total the Trust has received 137 request since April 2014. This is an
increase of 70% on last year. (Table 4)
Table 4
25
20
15
10

2014-15

5

2013-14

0

8.3.2 The Trusts compliance level is currently at 97.7% whereby 3 requests have
breached the statutory 20 working days. The reason for this is the recording of
the FoI Requests was not accurate so an improved recording system was
implemented and now it shows the Trust 100% complaint.
8.3.3 From 1st April 2015 the Trust will be using the Request for Information module
on DATIX to improve both recording of each request and the sharing of
requests with other departments.
8.4

Data Protection Act
8.4.1

In total the Trust has received 368 requests since July 2014. The Trusts
compliance level stands at 91% which is a decrease in compliance from the
last report. This is due to more complex requests requiring additional time to
complete each request. Currently the Access to Records Coordinator is part
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time and it will be proposed in a report to follow that additional resources are
required to ensure compliance is improved.
8.4.2

Table 5 shows the Trusts current compliance and also shows 81% were
completed with the 21 day timescale set by the Department of Health

Table 5
Compliance %
Within 21 days
Within 40 Days
Outside 40 days

81%
91%
9%

8.4.3 As like the FoI requests it is proposed to record all request using the DATIX
system from 1st April 2015 with the same outcomes to improve compliance
and sharing between departments.
9.0

Performance and Information:

9.1

Business Intelligence
9.1.1 Site deployed into the live environment.
9.1.2 Development of a report suite including Contracting and urgent care reporting
for operations is progressing well.
9.1.3 A Communications plan is being developed to publicise the BI website by the
end of March.

9.2

Contracting
9.2.1 Input into negotiations. Modelling activity plans for all commissioners.
9.2.2 Creation of feedback/commentary documentation for each CCG contract.
9.2.3 Contract Monitoring reports created in BI.

9.3

Performance
9.3.1 IBPR – M11 report to be created this week
9.3.2 BUPR – New templates in use and assurance/tracker process agreed and
being followed

9.4

Staffing
9.4.1 Information Business Partner role currently covered by Mubasher Shah
(seconded) advertised internally last week.

9.5

IT
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9.5.1 Capital bids have been discussed at the Capital Investment Group for 2015.
Recommendations will be included in the Annual Plan. Priorities for funding
are;
•
•
•
•
•
9.5.2
10.0

Community Hospitals System Replacement
IT equipment replacement
SystmOne 2016 resource for procurement/management
SystmOne connect-disconnect review
4G replacements
The draft IT strategy has been re-written.

Contracts:
10.1.1 The deadline for agreeing our contracts has been extended to the 31st March
due to:
•
The national contract template still not having been issued
•
The national need to resolve the issue of what level of NHS efficiencies would
be required in 2015/16.
10.1.2 On 4th March 2015, HCT chose the Enhanced Tariff Option (ETO). The main
impact of this option for HCT was the reduction in the level of NHS efficiency
required from 3.8% to 3.5% - a benefit of 0.3% on its NHS contracts.
10.1.3 Hertfordshire’s CCGs received comparatively large allocations for 2015/16,
however, the financial environment of the NHS remains challenging.
10.1.4 HCT has demonstrated it is a highly efficient organisation with a reference
cost of 87 and has raised a risk regarding its ability to absorb future unfunded
increases in activity. Contract negotiations are progressing with HCT seeking
to agree realistic contracts for next year.

11.0

References, Appendices & Attachments
None

12.0

Risk Commentary
12.1

The key points of focus for the directorate will be the delivery of the 2015/16
and 2016/17 CIP plans, the delivery of the LTFM, the production of the
2014/15 annual accounts, budget setting and a good outcome from the
contract negotiation round.

Phil Bradley
Director of Finance
March 2015
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HERTFORDSHIRE COMMUNITY NHS TRUST
Report from the Director of HR and Organisational Development
March 2015

1.0

Introduction
This paper provides an update on workforce and organisational development
items of interest/information arising since the last Board report. It is
supplementary to the Workforce data and commentary contained within the
Integrated Board Performance Report, the key highlights of which are
covered in this report along with a brief summary of operational activity. The
Report focuses on activities to deliver the Workforce and OD Strategy.

2.0

Link to Trust Strategic Objectives
This paper relates to Strategic Objective number 5 ‘We will develop the
organisational capacity to deliver our vision and objectives’.

3.0

Glossary of Terms
BU
- Business Unit
FT
- Foundation Trust
HCT
- Hertfordshire Community NHS Trust
ICT
- Integrated Care Team
KPIs
- Key Performance Indicators
NHSP
- National Health Service Professionals
OD
- Organisational Development
SMT
- Senior Management Team
TDA
- Trust Development Authority
Wf&OD
- Workforce & Organisational Development

.
4.0 Executive Summary
•
•
•
•

5.0

Workforce KPIs of note include improved performance in Safeguarding
Children and Infection Control Mandatory Training (both above 90%)
National Staff Survey results show an improved position vs last year; overall
engagement score has increased and we significantly improved on 7 areas
Resourcing remains a priority activity with a Resourcing Framework and Plan
and Resourcing Group created. Actions are having positive impact; starters
exceeded leavers in January for the 5th month running
The Trust plans to publish its PSED report on our public website by the end of
March 2015, subject to Board approval.

Recommendations
The Board is asked to note the content of this paper.
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SECTION 1: Workforce KPIs & Operational Activity
6.0

Workforce Key Performance Indicators

6.1

Sickness
The in-month sickness absence figure for January was above target at 4.51%
but down from December (4.75%). The year-to-date figure for the financial
year to January was also up at 4.15%.

February figures were not available at the time of writing this report.
6.2

Turnover
Underlying turnover was marginally up in January to 11.65%. Total turnover
also increased to 15.93% from 15.81%. Reasons for leaving continue to be
analysed.

6.3

Mandatory Training
Mandatory training compliance is 85.1% at the end of February 2015.
Particular increases have been demonstrated in Safeguarding Children and
Infection Control (both above 90%) and the Trust is on track to meet the IG
toolkit target of 95% of staff trained during the 2014/15 financial year. As
noted in the last Board report, compliance with Safeguarding Adults and
Mental Capacity are also increasing and are within 5% of target

6.4

Appraisal
Appraisal Rates rose again in January 2015 to 84.5%. Although the staff
survey recorded that fewer staff reported completing an appraisal in the past
year, a significantly increased percentage reported that their appraisal had
been well structured and meaningful. The Trust is still below average on this
measure
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Operational Activity
In January 2015, there were 364 posts* in the recruitment pipeline. Of these
there were 135 offers made and 229 positions were at advert and interview
stage.
The new recruitment system TRAC is being launched this week (9 March)
and this will streamline the entire recruitment process supporting a faster and
more accurate process throughout. Other actions to support recruitment are
referenced in Section 12.
*NB These posts may still have incumbents working out their notice period or be
temporarily back-filled by Bank/Agency staff so should not be interpreted as ‘unfilled’
posts in all cases (see Finance Workforce Report for clarification)

7.3

Other operational activity
150 sickness management cases are being actively managed by line
managers supported by HR and Occupational Health. The new sickness
policy is now in place and is being used to manage both long term and short
term sickness.
There are 3 formal consultations with staff and staff side representatives in
place. Within Children’s Services there is a change in the design and staff
structure of the Challenging Behaviour Psychology Service. Herts Valleys BU
has 2 consultations relating to the introduction of 7 day working, one in the
Bed Bureau and the other in Acute Therapies.
Following recent bids and tender exercises, approximately 60 staff within
Sexual Health services will be transferring their employment to Central
London Community Healthcare Trust (CLCH) on 1st April 2015. 8 staff from 2
Childrens Centres will be transferring to Hertsmere Leisure and Windhill
School respectively. All the transfers will be managed and relevant
information transferred in line with legislative requirements.
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SECTION 2: WF&OD Strategy Delivery.
8.0

Staff Engagement (WF&OD Strategic Objective #1)

8.1

Annual Staff Survey results
Results were released by NHS England on the 24 February for open
communication and are being disseminated to all staff during March. Results
showed an overall improvement from the 2013 survey results and our overall
engagement score improved for the second year running. In terms of
benchmarking HCT scored either average or better than average on 2/3 of
the results and significantly improved on 7 key areas:
•
•
•
•
•
•
•

Staff feeling able to contribute towards improvement at work
Lower percentage of staff feeling work pressure
Staff recommending the Trust as a place to work or receive treatment
Good communication between senior management and staff
Staff having received a well-structured appraisal in the last 12 months
Staff receiving health and safety training in the last 12 months
Staff receiving equality and diversity training in the last 12 months
Following the last staff survey work has been undertaken in each of these
areas, so it is really good to have staff telling us that things are improving.

•
•
•

Areas for improvement include:
Staff working extra hours
Staff feeling pressure to attend work when feeling unwell
Staff feeling satisfied with the quality of work and patient care that they are
able to deliver.
Actions already underway at Trust level will continue for example around work
pressure / managing capacity and demand in our services, Staff Health
&Wellbeing, Appraisal, Staff communications, engagement and recognition.
Local service / BU action plans will also be generated.
An external analysis of all Survey results nationally highlighted HCT as a
‘positive quadrant shifter’ due to its improved results. Appendix 1 to this
Director HR & ODs Report shows a Heatmap of the results by Business Unit.
A summary of the Trusts National Staff Survey Results can be found later in
the Board papers.

9.0

Workforce Planning & Resourcing (WF&OD Strategic Objective #2)

9.1

New Resourcing Framework & Plan
In recognition of the need to further consolidate actions to support staffing in
the short and longer term, and to improve reporting and tracking of
recruitment progress, a Resourcing Framework and Plan has been produced.
See supporting paper Workforce Resourcing Framework and Plan 15/16.
Going forward work will be co-ordinated across services via a new
Resourcing Group which will report into Workforce and OD Sub-Committee.

9.2

Recruitment activities
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The agency appointed to support the Trust with overseas recruitment is
advertising on our behalf in Europe. A project group which includes clinical
representatives is in place to manage this work.
The Trust is starting to explore the use of social media (Twitter, Facebook
and LinkedIn) to aid recruitment campaigns as part of a wider communication
strategy within HCT. The Communications team is now engaging, via
workshops, with HR and Managers to enable the Trust to develop in this area
and reach a wider pool of candidates.
Adult services has a further open day planned for March at Hertsmere aimed
specifically at adult community nurses. In addition the Trust has recently
attended a career fair at Hertfordshire University and will shortly be going to
one in Buckinghamshire. There are also plans to participate in the RCN
nursing recruitment fair in London in September.
9.3

Apprenticeships
It is planned to recruit a number of Apprentices into both care and
administrative roles within the Trust. This is a positive initiative to attract
young people to work in the Trust from local communities that we serve. The
apprenticeship route is a means of growing our own workforce for the future
with the relevant skills.

10.0

Learning & Development (WF&OD Strategic Objective #3)

10.1

Recruitment streamlining – Mandatory Training
As part of the East of England-wide work to streamline recruitment and
induction for staff joining the Trust from other NHS Organisations, HCT has
signed up to use the Skills for Health ‘Core Skills Training Framework’ which
describes Learning Outcomes for 10 mandatory training topics. Over the next
3 months, Learning and Development will be reviewing all current mandatory
training provision to ensure that it meets the Learning Outcomes. The project
also includes streamlining processes to enable training records to be
transferred between organisations as part of the recruitment process.

11.0

Employment Practices (WF&OD Strategic Objective #4)

11.1

New pension scheme – communication
There is no further requirements on the Trust for the roll out of the new
pension scheme. We are however still communicating with all staff to keep
awareness that the new scheme will take effect form April 15.

12.0

Organisational Quality & Efficiency (WF&OD Strategic Objective #5)

12.1

E-Recruitment
The new e-recruitment system (TRAC) was launched 9 March and will enable
a transition from paper based forms to a streamlined online process. An
extensive communication plan has been implemented including
presentations, newsletter and individual communication to current recruiting
managers and road shows planned across the Trust localities.

12.2

E- Roster
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The last two units - St Albans and Harpenden ICT - go live on e-roaster 1st
April 2015. The e-Roster/NHSP interface is also now live for all of the Trust’s
bed-based units with no reported software or technical problems.
13.0

Leadership (WF&OD Strategic Objective #6)

13.1

Integrated Leadership Development
Locality Managers in HCT have been invited to join a new ‘Health and Social
Care Leadership programme’ organised by Hertfordshire County Council.
Each cohort is targeted at Managers within a particular locality working
together over 8 months on a locality project. Stevenage, North Herts,
Hertsmere and Watford programmes being offered in Summer 2015 with
further programmes being offered over the next 2 years. Programmes for
team managers are also being developed.

14.0

Personal, Fair & Diverse

14.1

Herts Learning Disabilities Conference
HCT delivered a very successful Hertfordshire-wide conference on learning
disabilities with our health and social care partners on 10 March. The
conference was well attended with 10 senior representatives in attendance
from HCT. The conference provided space for HCT staff to discuss priorities
for improving services for people with learning disabilities.

14.2

PSED Report
The annual Public Sector Equality Duty (PSED) report has been produced in
line with statutory and non-statutory guidance. Under the Equality Act 2010,
public authorities such as HCT have a Specific Duty to publish information
about staff and patients from protected groups on annual basis. This report
will be published on our public website by the end of March 2015 subject to
Board approval on 26 March 2015.
See supporting paper Equality
Information Report April - December 2014.

SECTION 3: Risks & Challenges
15.0

HR Directorate

15.1

HR Directorate Demand and Capacity
Increasing capacity issues as we move through the FT application process
have required further review of resource allocation in the short term. To
mitigate these circumstances an interim Head of Corporate HR has been
recruited and workload re-distributed where possible.

15.2

Vacancies
The risk from unfilled vacancies, to providing safe and effective services, has
been highlighted in some individual team/business unit risk registers. To
mitigate, the newly developed Resourcing Framework and Plan, and new
Resourcing Group have been put in place to develop and plan recruitment
initiatives and track progress. New reporting and KPIs will also be developed.

Alison Shelley
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Director of HR & OD
19th March 2015

7

HV Adult
Services

Corporate BU

Children's
Services BU

Trust Score

E&N Herts
Adult Services

Key Findings for different locations

STAFF PLEDGE 1: To provide all staff with clear roles, responsibilities and rewarding jobs.
KF1. % feeling satisfied with the quality of work and patient care they are able to deliver
72
70
69
68
KF2. % agreeing that their role makes a difference to patients
91
90
91
92
3.22
3.25
3.14
3.33
* KF3. Work pressure felt by staff
KF4. Effective team working
3.80
3.90
3.87
3.68
76
76
78
80
* KF5. % working extra hours
STAFF PLEDGE 2: To provide all staff with personal development, access to appropriate education and training for their jobs, and line
management support to enable them to fulfil their potential.

73
91
3.25
3.71
76

KF6. % receiving job-relevant training, learning or development in last 12 mths
KF7. % appraised in last 12 mths
KF8. % having well structured appraisals in last 12 mths
KF9. Support from immediate managers

83
79
37
3.74

84
85
41
3.86

87
71
45
3.84

84
73
28
3.57

79
78
34
3.66

72
47

76
47

73
45

67
45

67
51

23
89
3.61
78

14
90
3.67
79

13
91
3.63
91

33
90
3.58
80

37
88
3.54
73

8
1
22

6
0
20

1
0
1

11
3
29

11
0
30

20

13

20

19

27

STAFF PLEDGE 3: To provide support and opportunities for staff to maintain their health, well-being and safety.
Occupational health and safety
KF10. % receiving health and safety training in last 12 mths
* KF11. % suffering work-related stress in last 12 mths
Errors and incidents
* KF12. % witnessing potentially harmful errors, near misses or incidents in last mth
KF13. % reporting errors, near misses or incidents witnessed in the last mth
KF14. Fairness and effectiveness of incident reporting procedures
KF15. % agreeing that they would feel secure raising concerns about unsafe clinical practice
Violence and harassment
* KF16. % experiencing physical violence from patients, relatives or the public in last 12 mths
* KF17. % experiencing physical violence from staff in last 12 mths
* KF18. % experiencing harassment, bullying or abuse from patients, relatives or the public in last 12 mths
* KF19. % experiencing harassment, bullying or abuse from staff in last 12 mths

Health and well-being
19
26
28
27
25
* KF20. % feeling pressure in last 3 mths to attend work when feeling unwell
STAFF PLEDGE 4: To engage staff in decisions that affect them, the services they provide and empower them to put forward ways to deliver
better and safer services.
KF21. % reporting good communication between senior management and staff
34
42
32
30
37
KF22. % able to contribute towards improvements at work
70
79
68
67
72
ADDITIONAL THEME: Staff satisfaction
KF23. Staff job satisfaction
3.63
3.72
3.78
3.55
3.51
KF24. Staff recommendation of the trust place to work or receive treatment
3.73
3.94
3.56
3.52
3.67
KF25. Staff motivation at work
3.87
3.92
3.79
3.85
3.83
ADDITIONAL THEME: Equality and diversity
KF26. % having equality and diversity training in last 12 mths
68
59
61
65
75
KF27. % believing the trust provides equal opportunities for career progression or promotion
89
89
90
84
93
9
5
10
12
* KF28. % experiencing discrimination at work in last 12 mths
7
ADDITIONAL THEME: Patient experience measures
Patient/Service user experience Feedback
KF29. % agreeing feedback from patients/service users is used to make informed decisions in their
49
51
76
42
49
directorate/department
3.79
3.91
3.67
3.66
Overall staff engagement
556
87
246
351
Number of respondents
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NOTING

1.0

Purpose & Recommendations
To inform the Trust Board for the Trust Workforce Resourcing Framework and
Plan 2015/16.

2.0

Executive Summary
2.1

Workforce resourcing is recognised as a key challenge and risk for the
Trust.

2.2

This document sets out the actions that the Trust plans to take in 2015/16
to meet this challenge.

2.3

The Trust was already working to a Resourcing Plan, however the need
to improve assurance around staffing was raised during the CQC
inspection. This more detailed plan aims to address the governance and
assurance issues raised.

2.4

The Executive Team has approved the Framework and Plan and asked
the Director HR & OD to further consider the resource requirements
associated with implementation of the Plan so as to ensure capacity to
deliver.

3.0

Relevant Strategic Objective(s) / Strategies

3.1

Trust Strategic Objectives
2
4
5

3.2

We will improve clinical outcomes and enhance patient safety
We will use resources efficiently to enhance our ability to improve
services
We will develop the organisational capacity to deliver our vision and
objectives

Links to:

Workforce and OD Strategy
1

Board: 26th March 2015

4.0

Attachment D4

Purpose of the Plan

4.1

Workforce resourcing is recognised as a key challenge and risk for the Trust.

4.2

This document sets out the actions that the Trust plans to take in 2015/16 to
meet this challenge.

4.3

The need to improve assurance around staffing was raised during the CQC
inspection. Whilst the Trust was already working to a Resourcing Plan and
has been actively progressing a wide range of activities to improve
resourcing, this more detailed plan aims to pull all these areas together and
put in place improved governance and monitoring.

4.4

It is noted that the Trust is engaged with the new Beds & Herts Workforce
Partnership Executive Group (WPEG) and will implement this Resourcing
Plan taking into account strategic workforce transformation projects /
workstreams taking place across the local health economy and WP region.
The Trust will look to optimise this linkage.

5.0

Recommendations

5.1

The Board is asked to note the Workforce Resourcing Framework and Plan
2015/16.

6.0

References, Appendices & Attachments
Appendices
1. Workforce Resourcing Framework and Plan 2015/16

Author of paper:
Alison Ryder
Deputy Director of HR and OD
16th March 2015

Sign Off: To be completed as part of papers to Executive Team, Board Committees and Board
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Committee Consideration
This report has previously been considered by the following committees:
Committee: Executive Team
Date 18 March 2015
th
SRC
24 March 2015
Issues arising from committee consideration
Plan approved.
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

Information is as comprehensive as possible to
inform the board and no significant known facts or
statistics which may influence a decision are
omitted.
As far as can be reasonable ascertained or
validated, information in the report is accurate.

√/x

√

√
√

Information contained in the report is relevant to
the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at
which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable executive
director who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource
implications, have been considered.

Alison Shelley
Director of HR and OD

√/x

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

√
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Workforce Resourcing Framework and
Plan 2015/16
1.

Background and Context
Hertfordshire Community NHS Trust (HCT) recognises that attracting high quality staff
and minimising vacancies are fundamental to its ability to deliver safe and effective
services. Finance led workforce planning and education commissioning processes,
along with increased workforce demand to meet key NHS targets and implement
lessons learnt from the Francis enquiry, have created a highly competitive market for
some NHS professional groups. The recruitment and retention of sufficient staff with
the right skills, experience and values is therefore a major challenge and risk to the
Trust.
To address these issues, the Trust has been working on a range of initiatives over the
last year to maximise its ability to recruit. This framework draws these together and
sets out the further actions the Trust plans to take over the coming year. This
document should be read in conjunction with the Trust’s Workforce and OD Strategy
2015-20. A more detailed action plan to support the activities outlined below is
provided at appendix 1.
Given the broader national issues with the labour market, this framework and plan will
be further developed and implemented taking into account regional and national
initiatives e.g. via the Beds and Herts Workforce Partnership.

2.

Resourcing Framework

2.1. Streamlining Recruitment Processes
To improve the efficiency of the recruitment process, the Trust has procured and is
implementing TRAC, a bespoke NHS e-recruitment system, designed to deliver the
following benefits:
• Reduction in the recruitment timeline through automated processes and
chasing to keep up momentum at each stage in the process
• Improvement of candidate experience through e-mail/text notifications to
update them on progress with their application
• Functionality for recruiting managers to track the progress of their vacancies
easily through a simple dashboard
• Enhanced reporting capability and KPI monitoring
It is anticipated that replacing the current paper and spreadsheet driven systems with
TRAC will have a major impact on the speed and efficiency of the recruitment process,
reducing the administrative burden and reducing the recruitment timeline
Further streamlining of recruitment processes is expected through the East of England
‘streamlining’ project, which aims to allow sharing of pre-employment check and
mandatory training between health organisations in the region. The Trust is actively
participating in all the ‘streamlining’ project work streams, with a view to adopting the
shared processes as they are developed and agreed over the next year or so.
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The Trust has also sought to minimise the delay between current staff leaving and new
staff starting by increasing the standard notice periods for staff on Bands 5, 6 and 7 to
bring them more in line with other Trusts. This exercise was completed in 2014/15
In 2015/16, we will:
• Implement the TRAC e-recruitment system for all recruitment in the Trust with
appropriate guidance and coaching for recruiting managers
• Review associated processes and documentation to ensure best use is made
of TRAC’s full functionality
• Develop a plan for the roll-out of the vacancy authorisation process on the
system to all business units.
• Continue to actively participate in the East of England ‘streamlining’ project
and adopt shared processes as they become available.
2.2. Development of Employer Brand
To compete against other organisations for high quality staff, the Trust needs to
establish a strong distinctive brand as a local employer of choice and provider of
innovative and exciting career opportunities. This is an area that is currently underdeveloped in the Trust.
HCT’s brand needs to differentiate us from other NHS and local employers, focusing
on our offering to staff and the interesting and career-enhancing opportunities we can
provide. As part of this, the Trust will need to review its unique selling points and
consider how to better promote itself as an employer (possibly, for example, through
the development of a Trust Staff Charter).
This brand will form a well thought through and consistent basis for the following:
• Advertisement templates which promote a coherent Trust image, and highlight
our values and the benefits we offer.
• Improved recruitment pages on the Trust/TRAC website, referred to in
advertisements and providing a broad range of supporting information to
encourage candidates to apply
• High quality leaflets, exhibition stand information and other promotional
material to support recruitment activity
The brand will also be developed through marketing Trust achievements via the local
press and social media to raise awareness of the range of excellent services the Trust
provides. Good news stories will be shared through press articles or advertorials. This
will require the development of positive working relationship with local media and
securing positive public exposure of HCT and our services, as well as using the full
range of social media channels to promote the HCT brand.
Candidates increasingly use the organisation’s wider website to make judgement on
whether they are a suitable employer, so the specific recruitment web pages need to
be provided within the context of an easy to use, clear, modern HCT website
containing high quality and up-to-date information which promotes Trust services.
In 2015/16, in partnership with the Communications Team we will:
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Develop our employer brand as an immediate priority and incorporate it into
advertisements and supporting literature
Review and update our recruitment web pages
Update and improve the Trust website
Continue to develop positive relationships with local press and provide them
with positive news stories.
Consider introducing new ways to promote the Trust offering to staff (for
example through development of a Staff Charter)

2.3. Values Based Recruitment
The Trust recognises the importance of employing staff with the right values and
behaviours in our ability to provide effective and compassionate care to our patients.
In addition to our values-based appraisal system, the Trust has recently introduced
some first steps towards implementing values-based recruitment as follows:
• Information on the Trust’s values is provided to all candidates in a Vision and
Values document attached to advertisements on NHS Jobs.
• All new job descriptions have the values shown prominently at the top, with a
standard clause that post holders are required to uphold Trust values.
• Recruiting managers are provided with a document outlining example
behaviours against the values so that they can incorporate a range of these
into the person specification, tailored appropriately to the post.
• There is an expectation that managers will assess the candidates’ fit with
Trust values and behaviours in the course of the interview.
In the short term, further communication, guidance and training are required to ensure
that these processes are fully embedded in all Trust recruitment. In the longer term,
the Trust will research options for more robust assessment of candidates against our
values, for example through pre-employment questionnaires or assessment centres.
In 2015/16, we will:
• Refresh the guidance for recruiting managers and review the way it is
communicated to them.
• Monitor the format of job descriptions being submitted for advertisement and
return any that are not using the revised template
• Add a standard clause to all advertisements to indicate candidates should
demonstrate how they meet Trust values in their application
• Review options in TRAC for asking about values as a standard application
question that all candidates must complete so that managers can use the
responses as part of their shortlisting.
• Incorporate Values based recruitment into wider recruitment training for
managers.
2.4. Co-ordinated Recruitment Campaigns
The Trust recognises that it not efficient or effective to keep recruiting to individual
posts for staff groups where there are high numbers of vacancies (e.g. Band 5 and 6
nurses).
However, the generic rolling programmes utilised by Acute Trusts are
equally ineffective in a community setting, as most candidates want to apply for a
specific location. Therefore, targeted co-ordinated recruitment campaigns have been
identified as the best option and these have been run for a range of nursing vacancies
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over the last year focused on particularly difficult to recruit to sites. More are planned
for this year.
Increasingly, where candidates are appointable but not the first choice, they are put
forward for other similar local vacancies in the Trust. However, this process needs to
be further structured and formalised to provide a shared candidate pool that can be
drawn on without the need to go through the advertisement process. This will be
further developed this year.
In 2015/16, we will:
• Introduce a process for planning ahead which staff groups and locations will
be the subject of co-ordinated recruitment campaigns in the following quarter.
• Review processes for maintaining a shared candidate pool and implement a
more structured approach.
2.5. Range of Media
Having previously been able to recruit to posts simply through advertising on NHS
Jobs, the Trust is now investing in the use of a wider range of media. Over the last
year this has included advertising in the RCN journal and other specialist journals
(such Prison Nurses for targeted recruitment for the prison service). Other press
options have also been trialled to tap into a wider range of labour markets (such as the
London Metro), along with online job boards such as Reed.co.uk, Job Centre+ and
Gumtree.
In addition, at the beginning of this year the Trust piloted a radio campaign to recruit
Children’s nurses, with 173 advertising slots on the local Heart radio station over a four
week period. This was not successful at attracting the target audience, but future
campaigns are being considered on the basis of raising the profile of the Trust as a
local employer.
The Trust is starting to explore the use of social media (Twitter, Facebook and Linked
In) for recruitment as part of its wider communications strategy. This has been used
on a small scale to date (largely to reinforce other recruitment activities), but is an area
for further development.
In 2015/16, we will:
• Evaluate the radio campaign and weigh up the cost/benefit of running further
campaigns to raise the profile of the Trust
• Continue to trial different media options, with at least two additional routes
being tested.
• Review the various on-line job boards available to the Trust and add at least
another further one to the boards routinely used.
• Improve internal advertising by introducing an internal vacancy bulletin
• Pilot sending advertisements to colleges, universities, children’s centres and
job centres for putting up on noticeboards
• Improve the use of the Trust’s existing social media accounts to support
recruitment and explore whether the Trust should sign up to the paid
recruitment option on LinkedIn
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2.6. Open Days/Job Fairs
Being able to promote the Trust as an employer and the services we provide face to
face with candidates is an important strand to our resourcing activities. Over the last
year, the Trust has run programmes of open days (aimed primarily at registered
nurses) at different venues across the county, widely advertised in the relevant local
media. Further programmes of open days are planning for the coming months.
Job fairs are also increasingly being used as a method of reaching potential
applicants. The Trust recently attended a career fair at Hertfordshire University and
has attendance at other planned.
In 2015/16, we will:

• Run a programme of open days, with advertising through a range of
local press, online sites, social media and via advertisements direct to
universities, colleges, job centres and children’s centres to put up on
noticeboards.
Open days for the next quarter planned in
Borehamwood, Potters Bar, Danesbury and Baldock.
• Plan and evaluate attendance at university and other careers fairs,
including a job fair at Buckinghamshire University and the RCN nursing
recruitment fair in London.
• Review and improve the publicity and marketing materials used at the
open days and job fairs in line with the new employer brand.
2.7. Overseas Recruitment
Overseas recruitment is new to the Trust, this being more commonly the domain of
Acute Trusts. However, a contract has been awarded to an agency to help support the
Trust to recruit an initial cohort of 25 bed based nurses from overseas by the summer
2015. The countries to be targeted have not been finally decided, but it anticipated
that Italy and Romania are likely sources. The plan is to recruit initially to three of the
bed bases with the highest level of vacancies. If this is evaluated to be successful,
then further overseas campaigns will be carried out for other sites.
In 2015/16, we will:
• Carry out an overseas recruitment campaign to deliver 25 adult bed based
nurses by summer 2015.
• Develop an overseas recruitment video (featuring European nurses already
working of the Trust) for use in this and any subsequent campaigns
(Communications Team).
• Agree and put in place effective relocation and support packages for the new
nurses.
• Review contracts to ensure that the nurses are retained for a reasonable
period.
• Develop bespoke induction processes for the overseas recruits.
• Evaluate success of programme and lessons learned, and plan subsequent
campaigns if appropriate.
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2.8. Financial Incentives
The Trust has applied Agenda for Change recruitment premia for difficult to recruit to
posts in a number of areas, particularly within Children’s Services (e.g. for Health
Visitors and School Nurses in areas bordering London).
However, two additional schemes are currently being trialled by the Trust:
• A Golden Hello scheme - with successful recruits to pre-agreed difficult to
recruit to posts receiving a lump sum after working for the Trust for a year
• A Refer a Friend scheme - recognising the important role of our staff as Trust
advocates, with Trust staff receiving a small bonus for referring an applicant
who is then successfully appointed.
There has been some take up of both schemes, although recruitment and retention
premia have remained more popular than the Golden Hello scheme as there is no
delay in the additional money being paid to the recruits.
In 2015/16, we will:
• Promote the Refer a Friend scheme more widely to staff via communications,
the Trust website and the new internal vacancy bulletin
• Further pilot the Golden Hello scheme to assess if it is an effective additional
tool.
2.9. Return to Practice/Retire and Return
The Trust has been actively participating in the national Return to Practice campaign in
relation to Health Visiting over the last two years and is now moving its focus to adult
nursing. We also make active use of flexible retirement options to encourage retirees
to come back to work on a part time basis.
In 2015/16, we will:
• Ensure a clause is added to all relevant advertisements to encourage Return
to Practice.
• Increase the number of Trust sign off mentors to allow support for more
returnees to undertake placements within the Trust (encouraging these
nurses to remain with us).
• Hold discussions with the university about a structured programme to attract
returners to the Trust.
• Put in place guidance for retiring staff to promote the range of flexible
retirement options and provide information on joining the NHS Professionals
(NHSP) staff bank.
2.10. ‘Growing Our Own’ Staff
In areas where it is difficult to recruit sufficient staff with the right skills, the Trust has
been looking at ways to attract more newly qualified staff and school leavers, offering
development and career progression in order to ‘grow our own’.
Work is being done to attract student nurses in a range of ways. In addition to
attendance at university job fairs, seminars are being run four times a year for students
on placement and the opportunity is taken at these to promote the Trust as an
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employer. Preceptorship is in place, with six protected learning sessions (action
learning sets) to support the nurses in their first year.
The Trust has also recently developed an extended induction process for adult
services, with a rolling three month clinical training programme for all registered staff
(nursing and therapy).
Work to attract school leavers is less well developed, but apprenticeships to bring in
and develop young people are an area of focus for the coming year. New roles to
allow career development for non-registered staff are also being progressed, such as
Assistant Practitioner roles.
In 2015/16, we will:
• Create 30 new apprenticeship posts (mixture of care and admin) from August
2015 to provide opportunities for school leavers.
• Explore options for introducing rotational posts across the bed bases and
community teams to provide more attractive roles and a pipeline of recruits for
community teams.
• Pilot new Assistant Practitioner (Band 4) roles to provide career development
for HCAs (and potentially a stepping stone to registration) in Neurological
Services, HomeFirst/ICT and possibly a bed based unit.
• Explore guest lecturing at the local universities to attract more newly qualified
staff by promoting an understanding of community services and the
employment opportunities on offer.
• Publicise career development opportunities for current staff in terms of
internal promotion, development roles and secondment through introduction
of a new electronic internal vacancy bulletin
• Building on the online appraisal system, pilot a new system of talent
management and development for key leadership roles (roles for 2015/16 to
be agreed but, for example, Adult Locality Managers).
2.11. Fair Recruitment/Social Inclusion
The Trust is committed to developing a workforce which represents the diversity of the
community it serves at every level. Our Recruitment Policy sets out fair recruitment
processes that all managers are expected to follow. However, training in fair
recruitment is currently provided in a fragmented way, being incorporated into wider
development programmes for leaders at specific levels. Analysis of success at the
stages of the recruitment process in terms of the Equalities Act protected
characteristics is carried out annually as part of the Public Sector Equality Duty report
and this shows that overall white candidates are more likely to be successful than BME
candidates.
The Trust’s new apprentice scheme will help support social inclusion, but currently our
mechanisms for this are limited.
In 2015/16, we will:
• Review the Trust Recruitment Policy to ensure it remains up to date and fit for
purpose.
• Explore options for delivering recruitment training to managers, including
potentially offering a course covering fair recruitment practices, use of the
TRAC system and values based recruitment.
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• Ensure that all Trust vacancies are advertised on the Job Centre Plus website
and explore ways to work more closely with them to promote social inclusion.
2.12. Staff Retention
The Trust’s underlying turnover rate is currently within target at below 12%, however it
is recognised that the more the Trust can reduce its churn, the easier it will be to fill
current gaps in the workforce and recruit to new services being commissioned.
The Trust’s Workforce and OD Strategy sets out a range of objectives and activities
that support staff retention (with implementation set out in the strategy delivery plan).
These include:
•
•
•
•
•
•
•
•

Staff engagement and involvement
Appraisal and personal development planning
Learning and development
Leadership development and engagement
Staff recognition and celebrating success
Flexible working policies
Staff Health and Wellbeing
Making best use of available benefits and incentives

In addition to these activities, in 2015/16 we will:
• Review and re-launch our exit interview and questionnaire process
• Strengthen the way that the process is promoted to leavers to encourage
more to participate.
• Explore options for providing the exit questionnaire on line or via a third party
provider
• Analyse and report trends arising from responses quarterly.
• Put action plans in place to address key issues and ‘hot spot’ areas.
2.13. Temporary Staffing
The Trust has a longer term strategic aim to reduce temporary staffing usage on both
financial and quality grounds. In the shorter term, however, adequate access to a
temporary workforce remains an important factor in our ability to cover vacancies and
deliver safer staffing levels. We are working closely with our temporary staffing
provider, NHS Professionals (NHSP), to make best use of this limited resource.
In 2015/16 we will:
• Work with NHSP to increase the bank workers available to the Trust through
NHSP led recruitment campaigns.
• Continue to offer ‘lines of work’ (guaranteed shifts for an agreed number of
hours per week) to agency workers to cover difficult to fill shifts.
• Implement auto-registration of all Trust staff on the NHSP system to make it
easier for substantive staff to work bank shifts (within Working Time
Regulations provisions).
• Review incentives and bank pay rates (working closely with neighbouring
Trusts).
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• ‘Re-launch’ the NHSP system in the Trust in terms of reviewing workflows,
rules and guidance, and providing additional training for managers as
required.
3. Governance and Monitoring
The Trust currently monitors turnover rates, staff in post, starters, leavers and the
recruitment pipeline and provides reports to various committees, including the Joint
Negotiating Committee (JNC) and Workforce and OD (WF&OD) Group. Staff-in-post
and turnover figures are broken down to service level in the Business Unit
Performance Reports and are provided at Trust level to the Board as part of the
Integrated Board Performance Report and Director of HR and OD’s Report.
However, the Trust recognises the need to become more systematic about the way it
reports recruitment Key Performance Indicators and plans to introduce the following
measures and reporting mechanisms:
Recruitment pipeline and ‘time to hire’
• bi-monthly reports from TRAC to WF&OD Group and the JNC, with a
summary to the Strategy and Resources Committee (SRC)
Vacancy levels broken down by business unit and main staff group (for example for
nursing)
• bi-monthly reports to WF&OD Group and the JNC, with a summary to SRC
Reduction in vacancy levels against trajectory
• bi-monthly reports to WF&OD Group and the JNC, with a summary to the
SRC
Recruitment equalities data
• 6 monthly reports to WF&OD Group and published annually in the Trust
Public Sector Equality Duty Report.
Turnover and Retention
• Current range of turnover reports, plus quarterly analysis of exit
interview/questionnaire trends to WF&OD Group and the JNC, with a
summary to SRC
The Workforce Information Team have started a process to prepare the Electronic
Staff Record (ESR) system to allow easier reporting of vacancies by changing all posts
from being ‘bucket’ posts to single occupancy. This will support the TRAC interface
and the ‘streamlining’ project, make it easier to maintain budgeted establishments on
ESR and allow the running of more accurate vacancy reports.
In terms of governance, the Trust has recently developed a Resourcing Group to
operationalise the framework and ensure a joined up approach across BUs. With
effect from April, this group shall report to the WF&OD Group bi-monthly which in turn
reports to the Executive and Strategy and Resources Committee in order to provide
assurance on Plan implementation and progress to the Board. Individual BU level
progress reporting will continue via the monthly BUPRs.
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In 2015/16, we will:
•
•
•
•
•
•
•

Monitor progress against the actions outlined in this plan quarterly with
reports to the Workforce & OD Group and SRC, summarised for the Trust
Board
Complete the work to change the ways posts are structured on ESR to
become single occupancy
Agree the basis for handling in-year budget changes with the Finance Team
to ensure that accurate vacancy information can be maintained.
Propose and agree trajectory for the reduction in vacancies to be achieved by
implementation of this plan.
Manually calculate the average ‘time to hire’ for the quarter prior to the
implementation of TRAC to provide the baseline for improvement.
Run vacancy information at 1st April 2015 (at implementation of 2015/16
budget) to provide baseline for improvement.
Monitor recruitment KPIs and provide reports as set out above.

4. Risks and Implications
The purpose of this plan is to mitigate the risk to Trust services created by having
insufficient staff caused by an inability to recruit. However, all Trusts are taking similar
action, so there remains a risk that these measures will not be adequate. The new
governance, monitoring and reporting mechanisms set out in this framework will
provide the means to identify and address this at an early stage.
Implementation of this plan depends on having sufficient capacity within the
recruitment and wider operational HR teams to deliver the additional work it sets out.
Whilst it is anticipated that TRAC will reduce administration time, the more complex
recruitment activities required to tackle vacancy levels will result in the need for
additional higher level skills.
Whilst this is a Trust wide plan, the immediate priorities for recruitment are dependent
on where the highest vacancy levels are in the business units. The HR Business
Partners will, therefore, be responsible for developing Business Unit level plans to
operationalise this plan in terms of local priorities for coordinated recruitment
campaigns, open days/job fairs, the development and implementation of new roles,
retention plans etc.
The action plan at appendix 1 provides more detail on the leads and timescales for
achievement of the actions set out in this plan.
Alison Ryder
Deputy Director of HR and OD
March 2015
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Appendix 1 - 2015/16 Action Plan
Action:

By When:

Led By:

How Measured:

1. Implement the TRAC e-recruitment system for all recruitment in the Trust with
appropriate guidance and coaching for recruiting managers
2. Review associated processes and documentation to ensure best use is made of
TRAC’s full functionality
3. Develop a plan for the roll-out of the vacancy authorisation process on the system to
all business units.
4. Actively participate in the East of England ‘streamlining’ project and adopt shared
processes as they become available.
5. Develop our employer brand as an immediate priority and incorporate it into
advertisements and supporting literature
6. Review and update our recruitment web pages

April 2015
onwards
End April 2015

Amanda Donley

System being used for
all recruitment
Processes/documents
in place
Clear plan in place and
BUs signed up
New processes in place

7. Update and improve the Trust website

TBC

8. Develop positive relationships with local press and provide them with positive news
stories.
9. Consider introducing new ways to promote the Trust offering to staff (for example
through development of a Staff Charter)
10. Refresh the Values Based Recruitment guidance for managers and review the way it
is communicated to them.
11. Monitor the format of job descriptions being submitted for advertisement and return
any that are not using the revised template
12. Add a standard clause to all advertisements to indicate candidates should
demonstrate how they meet Trust values in their application
13. Review options in TRAC for asking about values as a standard application question
that all candidates must complete.
14. Incorporate Values Based Recruitment into wider recruitment training for managers.

Ongoing through
year
End June 2015

Andrew Smart

End June 2015

Giovanna Leeks

End May 2015
End May 2015

Recruitment
Team
Amanda Donley

End July 2015

Amanda Donley

End September
2015
End May 2015

Amanda Donley
HRBPs

Revised website in
place and fit for purpose
Evidence of positive
news stories
Staff charter or
alternative in place
New guidance provided
and used by managers
All JDs on NHS Jobs in
correct format
Clause used in all
advertisements
Question incorporated if
appropriate
VBR part of wider
recruitment training
Quarterly plans in place

End Oct 2015

Amanda
Donley/HRBPs

Structure for shared
candidate pool in place

15. Introduce a process for planning ahead which staff groups and locations will be the
subject of co-ordinated recruitment campaigns in the following quarter.
16. Review processes for maintaining a shared candidate pool and implement a more
structured approach to this.

Template (B)

End May 2015

Amanda Donley/
Giovanna Leeks
Amanda Donley

Ongoing through
year
End April 2015

Amanda Donley/
Laura Neligan
Andrew Smart

End May 2015

Amanda Donley/
Susan King/
Communications
Andrew Smart

Alison Ryder

Employer brand agreed
and in place
Web pages fit for
purpose
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17. Evaluate the radio campaign and weigh up the cost/benefit of running further
campaigns to raise the profile of the Trust
18. Continue to trial different media options, with at least two additional routes being
tested.
19. Review the various on-line job boards available to the Trust and add at least another
further one to the boards routinely used.
20. Pilot sending advertisements to colleges, universities, children’s centres and job
centres for putting up on noticeboards
21. Improve the use of the Trust’s existing social media accounts to support recruitment

End April 2015

HRBPs

Ongoing through
year
End May 2015

Amanda
Donley/HRBPs
Amanda Donley

End May 2015

Ruth Griffin

Ongoing through
year
End July 2015

Andrew Smart

Decision taken on
further campaigns
At least 2 new media
options tested.
At least one online job
board added.
Piloted and evaluated

HRBPs

More staff recruited
through social media
Decision made on
Linkedin
Quarterly programme in
place
Attendance as planned.

End July 2015

Andrew Smart/
HRBPs
Jackie Hughes

Good quality materials
in place
25 nurses in place

End April 2015

Andrew Smart

Video completed

End July 2015

Jackie Hughes

29. Review contracts to ensure that the nurses are retained for a reasonable period.

End April 2015

30. Develop bespoke induction processes for the overseas recruits.

End June 2015

Jackie Hughes/
Legal advisers
Jane Trundle

Packages provided to
new recruits
Contract finalised

31. Evaluate success of programme and lessons learned, and plan subsequent
campaigns if appropriate.
32. Promote the Refer a Friend scheme more widely to staff via communications, the
Trust website and the new internal vacancy bulletin
33. Further pilot the Golden Hello scheme to assess if it is an effective additional tool.

End October
2015
End May 2015

Jackie Hughes

To end Sept
2015
End April 2015

Amanda Donley/
HRBPs
Recruitment
Team

22. Explore whether the Trust should sign up to the paid recruitment option on LinkedIn
23. Run a programme of open days, with broad advertising.
24. Plan and evaluate attendance at university and other careers fairs, including a job fair
at Buckinghamshire University and the RCN nursing recruitment fair in London in
Sept.
25. Review and improve the publicity and marketing materials used at open days and job
fairs in line with the new employer brand.
26. Carry out an overseas recruitment campaign to deliver 25 adult bed based nurses by
summer 2015.
27. Develop an overseas recruitment video (featuring European nurses already working
of the Trust) for use in this and any subsequent campaigns.
28. Agree and put in place effective relocation and support packages for the new nurses.

34. Ensure a clause is added to all relevant advertisements to encourage Return to
Practice.

Template (B)

Ongoing through
year
Ongoing through
year
End June 2015

Andrew Smart/
Amanda Donley
HRBPs

Amanda Donley

Overseas recruits
inducted
Evaluation complete
Scheme more widely
used.
Scheme judged useful
or abandoned
All relevant adverts
contain clause
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35. Increase the number of Trust sign off mentors to allow support for more returnees in
their final placement (encouraging these nurses to remain with the Trust).
36. Hold discussions with university about a structured programme to attract returners to
the Trust.
37. Put in place guidance for retiring staff to promote the range of flexible retirement
options and provide information on joining the NHS Professionals (NHSP) staff bank.
38. Create 30 new apprenticeship posts (mixture of care and admin) from August 2015 to
provide opportunities for school leavers.
39. Explore options for introducing rotational posts across the bed bases and community
teams to provide more attractive roles and a pipeline of recruits for community teams.
40. Pilot new Assistant Practitioner (Band 4) roles to provide career development for
HCAs (and potentially a stepping stone to registration) in Neurological Services,
HomeFirst/ICT (and bed based unit to be decided)
41. Explore guest lecturing at the local universities to promote an understanding of
community services and the employment opportunities on offer.
42. Publicise career development opportunities through introduction of a new electronic
internal vacancy bulletin
43. Pilot a new system of talent management and development for key leadership roles
(roles for 2015/16 to be agreed e.g. Adult Locality Managers).
44. Review the Trust Recruitment Policy to ensure it remains up to date and fit for
purpose.
45. Explore options for delivering recruitment training to managers

December 2015

Jane Trundle

TBC
End June 2015

Jackie Hughes/
Jane Trundle
Giovanna Leeks

End August
2015
End Dec 2015

Ruth Griffin/
Barbara Mortimer
Jackie Hughes

TBC

Jackie Hughes/
Ruth Griffin/
Barbara Mortimer
Jane Trundle

46. Ensure that all Trust vacancies are advertised on the Job Centre Plus website.

End April 2015

Alison Ryder/
Jane Trundle
Amanda Donley/
Susan King
Amanda Donley/
HRBPs
Amanda Donley

47. Explore ways to work more closely with Job Centre Plus to promote social inclusion

End March 2016

TBC

48. Review and re-launch exit interview and questionnaire process

End April 2015

HRBPs

49. Strengthen the way that the process is promoted to leavers to encourage more to
participate.
50. Explore options for providing the exit questionnaire on line or via a third party provider

End April 2015

51. Analyse and report trends arising from exit interview/questionnaire responses
quarterly.
52. Put action plans in place to address key retention issues and ‘hot spot’ areas.

End June 2015
onwards
End July
onwards

Giovanna Leeks/
HRBPs
Giovanna Leeks/
Dawn Coxon
Senior HR
Advisers?
HRBPs/
Dawn Coxon

Template (B)

Ongoing through
year
End June 2015
End December
2015
End May 2015
End May 2015

End June 2015

Amanda Donley

2 mentors in each
locality
Programme in place
Guidance in place
Apprentices appointed
Plan for rotations in
place
Pilots in place

Lecturing undertaken
Internal vacancy bulletin
in place
New system piloted
Policy reviewed and
revised if necessary
Decision on training
mechanism made
Advertisements on Job
Centre website
Options fully explored
with Job Centre Plus
Revised system in
place
Higher level of
response from leavers
Decided option in place
Reports provided
Action plans developed
as required
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53. Work with NHSP to increase the bank workers available to the Trust through NHSP
led recruitment campaigns.
54. Offer ‘lines of work’ (guaranteed shifts for an agreed number of hours per week) to
agency workers to cover difficult to fill shifts.
55. Implement auto-registration of all Trust staff on the NHSP system to make it easier for
substantive staff to work bank shifts (within Working Time Regulations provisions).
56. Review bank pay rates and incentives (working closely with neighbouring Trusts).

Ongoing through
year
Ongoing through
year
TBC

57. ‘Re-launch’ the NHSP system in the Trust in terms of reviewing workflows, rules and
guidance, and providing additional training for managers as required.
58. Monitor progress against the actions outlined in this plan quarterly with reports to the
Workforce & OD Group and SRC, summarised for the Trust Board
59. Complete the work to change the ways posts are structured on ESR to become single
occupancy
60. Agree the basis for handling in-year budget changes with the Finance Team to
ensure that accurate vacancy information can be maintained.
61. Propose and agree trajectory for the reduction in vacancies to be achieved by
implementation of this plan.
62. Manually calculate the average ‘time to hire’ for the quarter prior to the
implementation of TRAC to provide the baseline for improvement.
st
63. Run vacancy information at 1 April 2015 (at implementation of 2015/16 budget) to
provide baseline for improvement.
64. Introduce 6 monthly reports on recruitment equalities data to Workforce and OD

End September
2015
End June
onwards
End April 2015

65. Monitor recruitment KPIs and provide reports as set out above.

End May
onwards

Template (B)

TBC

End April 2015
End April 2015
End April 2015
End April 2015
End Sept 2015

Jackie Hughes/
Dawn Coxon
Jackie Hughes/
Dawn Coxon
Giovanna Leeks/
Dawn Coxon
Jackie Hughes/
Giovanna Leeks
Jackie Hughes/
Dawn Coxon
Alison Ryder/
Giovanna Leeks
Laura Neligan
Alison Ryder/
Laura Neligan
Alison Ryder/
Laura Neligan
Amanda Donley/
Laura Neligan
Laura Neligan
Amanda Donley
Laura Neligan
Amanda Donley
Laura Neligan/
Amanda Donley

Increase in bank worker
numbers
Lines of work in place
All staff auto-registered
Appropriate pay rates in
place
Re-launch completed
Quarterly reports
delivered
ESR restructuring
complete
Agreement reached
Trajectory in place
Baseline established
Baseline established
Reports delivered
Reports delivered
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Executive Lead:

Alison Shelley, Director HR & Organisational Development

Author(s):

Monika Kalyan, Equality & Diversity Manager
Laura Neligan, Workforce Planning & Information Manager

For:

Approval

1.0

Purpose & Recommendations

1.1

To advise the Board committee regarding Hertfordshire Community NHS Trust’s
approach and process for meeting the statutory duty to publish information about
staff and patients from protected groups.

1.2

To ask the committee to approve the Equality Information Report April - December
2014.

2.0

Executive Summary

2.1

Under the Equality Act 2010, public authorities have a Specific Duty to
publish information about staff and patients from protected groups on annual basis to
demonstrate compliance with the General Duty to eliminate discrimination, harassment and
victimisation, advance equality of opportunity and foster good relations between people from
protected groups.

2.2

The Equality Information Report April - December 2014, covering the period 1st
April 2014 to 31st December 2014 is an important tool to demonstrate our continued success
in meeting the Specific Duty. This report will be published on our public website by the end of
March 2015 subject to Board approval on 26 March 2015.

2.3

The report shows that data collection for staff has significantly improved; reporting for the first
time on the full 9 protected characteristics: age, disability, gender reassignment, marriage and
civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation.

2.4

This report will form the basis of our evidence for the newly mandatory national NHS Equality
Delivery System2 (EDS2) enabling staff and service users to effectively assess and grade our
performance on equality issues. A plan is being
drawn up to support the implementation of EDS2 later in the year.
1
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3.0

Relevant Strategic Objective(s) / Strategies

3.1

Trust Strategic Objectives
1
2
3

4
5
6

We will support the people we serve to manage their own health and
wellbeing
We will improve clinical outcomes and enhance patient safety
We will support the substantial expansion of community services through
the delivery of excellent core services for adults and children and the
development of ambulatory services
We will use resources efficiently to enhance our ability to improve
services
We will develop the organisational capacity to deliver our vision and
objectives
Impacts on all Strategic Objectives

4.0

Key Issues / Findings

4.1

The report shows that data collection for staff has significantly improved (as shown in
chapter 4 of the report). For the first time the data allow us to report on the full 9
protected characteristics: age, disability, gender reassignment, marriage and civil
partnership, pregnancy and maternity, race, religion or belief, sex and sexual
orientation.

4.2

There are some key observations. Staff disclosure of disability and religion or belief
has improved significantly. 347 more staff have their religion or belief recorded than in
2013. In respect of disability, the number of staff recorded as ‘Not
Declared/Undefined’ has reduced with 563 less staff recorded in this category. The
number of staff declared as disabled has increased from 27 in 2013 to 74 in 2014.

4.3

As at 31st December 2014 the Trust employed an almost exact 50:50 split of staff
working either full-time or part-time. This is a very positive statistic for the Trust
showing that we accommodate flexible working and promote a healthy work-life
balance.

4.4

Further work is needed to review representation of males in our workforce. Over the
past three years there has been little change in the female: male ratio within the Trust.
The data shows that only 6% of the workforce is male.

4.5

Recruitment conversation data show that taken overall, success rates for White
applicants are higher than those from black and minority ethnic (BME) backgrounds.
This is a trend we observed in the 2013/14 report.

4.6

There has been notable improvement in the quality of care delivered to people with a
learning disability. Our specialist dental care service at St Albans has been awarded a
2
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‘Purple Star’ for delivery of high quality care to learning disability service users. The
Trust’s podiatry service is working towards gaining the ‘Purple Star’ kite mark. In
addition, two further services have been selected to participate in this scheme. The
Purple Star Strategy, developed by the health liaison team at Hertfordshire County
Council, aims to prevent people with learning disabilities being disadvantaged by
others’ lack of understanding of their needs. Services are required to meet a specific
set of requirements, including competency-based training to ensure effective
engagement.
4.7

Our plan is to move to a new electronic system for booking interpreters from 1st April
2015. This will allow us to capture a breakdown of languages requested against local
demographic data including languages that are spoken by the local population.

4.7

The Equality Information Report April - December 2014 provides evidence of activity
undertaken within the trust and external work with stakeholders from across the
protected groups, to advance equality.

5.0

Risks and Mitigation Plans
Risk
We would be at risk of legal challenge if we
fail to meet our duties under equality
legislation, or if we knowingly or unknowingly
allowed discrimination to occur.

Mitigation / Action(s)
Publication of Equality Information
Report April - December 2014 on our
public website.

6.0

Quality / Service / Regulatory Impacts

6.1

Non-compliance with the Equality Act 2010 can lead to formal enforcement action by
the Equality and Human Rights Commission. The Equality Information Report is an
important tool to our continued success in meeting the Specific Duty of the Equality
Act 2010. This report provides a performance and quality assurance mechanism for
Hertfordshire Community NHS Trust and a means by which to help us to meet the
evidential requirements of CQC.

7.0

Resource Implications

7.1

There are no direct financial implications arising from this report. However, there will
be on-going resource implications in terms of developing and implementing
community engagement and around developing equality objectives and prioritised
actions and assessing organisational performance against these.

8.0

Conclusions

8.1

In conclusion, we are committed to improving access for all our diverse communities
and staff covered by the Equality Act 2010. Significant progress has been made in
improving the quality of staff data relating to protected characteristics.

8.2

Moving forward the implementation of Equality Delivery System2 (EDS2) will enable
3
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staff and service users to effectively assess and grade our performance on equality
and identify priority actions for the future.
8.3

Publication and evidence included in the Equality Information Report April - December
2014 provides assurance that the Trust has complied with the Specific Duty to publish
information about staff and patients from protected groups.

9.0

Recommendations

9.1

The Board is asked to approve the Equality Information Report April - December
2014.

10.0

References, Appendices & Attachments
References
(1) Equality information and the equality duty: A guide for public authorities
http://www.equalityhumanrights.com/sites/default/files/documents/EqualityAct/PSED/
ehrc_psed_equality_information_web.pdf
Appendices & Attachments
(1)

11.0

Draft Equality Information Report April – December 2014

Glossary / Abbreviations

Author(s) of paper:
NAME
Date:

Monika Kalyan, Equality & Diversity Manager
March 2015
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Sign Off: To be completed as part of papers to Executive Team, Board Committees and Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Workforce & OD (WFOD) Committee
5.3.15
SRC
24.3.15
Issues arising from committee consideration
Approved by WFOD committee. Committee noted good progress no suggested amendments.

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable executive director
confirms that to the best of their knowledge, and subject to any exceptions identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x

Information is as comprehensive as possible to inform the
board and no significant known facts or statistics which
may influence a decision are omitted.
As far as can be reasonable ascertained or validated,
information in the report is accurate.
Information contained in the report is relevant to the
matters considered in the report.
Information in the report is as up to date as reasonably
possible in the context of the time at which the paper is
written
Information is presented in a format which complies with
internal or national models or standards
The meaning of any data in the report is clearly explained

Executive Director Sign-Off
This paper has been approved by the accountable executive director who
is satisfied that (i) the implications for risks, (ii) quality/service/regulatory
impacts and (iii) resource implications, have been considered.

√/x

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

5

√/x

Equality Information Report
April - December 2014
A report detailing Hertfordshire Community NHS Trust’s equality
information as required by the Equality Act 2010

We can provide this report in different formats such as large print, Braille
or in alternative languages. Please contact our Communication
Department: communications@hchs.nhs.uk or 01707 388

1

Foreword
Hertfordshire Community NHS Trust is proud to be a significant employer in Hertfordshire; our
sites across the county bring diversity to our workforce representing a broad spectrum of
cultures, nationalities, and backgrounds. Our catchment areas present us with unique challenges
and opportunities. Equality and diversity is more than just a slogan for the Trust; it is our moral
and ethical responsibility.
The Equality Information Report April – December 2014 demonstrates our commitment to
advancing equality at the Hertfordshire Community NHS Trust. We believe that everyone should
have an equal opportunity and where there are barriers to participation, the Trust will take steps
to remove these so that no one is excluded from the activities of the Trust.
We aim to be exemplary in our commitment to equality and diversity. With this in mind, it is our
aspiration to have equality and diversity firmly rooted in everything that we do and integral to our
practices. We will continue to support our staff in their responsibility to make sure the Equality
Analysis and the national NHS Equality Delivery System objectives are implemented.
Since the last equality information report was published in 2014, the Trust has made a significant
contribution to the advancement of equality and diversity. However, we recognise that taking
action to deliver our commitments still brings with it many challenges.
This report is an important tool to demonstrate our continued success in meeting the
requirement to publish information about staff and patients from protected groups on an
annual basis.

2

Contents
Chapter 1 Introduction
Chapter 2 Equality legislation
Chapter 3 Progress towards achieving equality 2014
Chapter 4 Workforce information April – December 2014
Appendix 1

Hertfordshire Community NHS Trust Equality Action
Plan 2014-15
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Chapter 1 Introduction
Hertfordshire Community NHS Trust’s aim is to develop a culture which values each person
uniquely and equally as an individual and to become an inclusive organisation.
As outlined in the Public Sector Equality Duty, the Trust is required to publish specific
information about staff and patients from protected groups. This report sets out key
information covering the period 1st April 2014 to 31st December 2014.
We believe that publishing relevant equality information will make us transparent about the
progress we are making on equality, and more accountable to our patients and local
communities.
The information contained in this report, provides strong supportive evidence for the national
NHS Equality Delivery System.
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Chapter 2 Equality legislation
Under the Equality Act 2010, public authorities including the Hertfordshire Community NHS
Trust must meet the requirements of the Public Sector Equality Duty (PSED). The PSED requires us
to have due regard to:
•
•
•

Eliminate discrimination, harassment and victimisation and any other conduct that is
prohibited by the Equality Act.
Advance equality of opportunity between people who share a relevant protected
characteristic and people who do not share it.
Foster good relations between people who share a relevant protected characteristic and
those who do not share it.

This is referred to as the General Duty. In practice, the Trust must demonstrate how it is
considering barriers and disadvantage experienced by different groups of people and how it plans
to overcome them. Activity must be holistic and cover the spectrum of equality areas known as
‘protected characteristics’. There are nine protected characteristics including age, disability,
gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or
belief, sex and sexual orientation. In addition, Specific Duties have been put in place to help meet
the PSED obligations and encourage transparency and accountability.
The Specific Duties require the publishing of information on an annual basis to demonstrate how
the Hertfordshire Community NHS Trust is meeting its responsibilities under the PSED and the
setting of equality objectives which must be renewed at least every 4 years.
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Chapter 3 Progress towards achieving equality 2014
Progress towards meeting our Equality Objectives October 2014 – March 2015
Following the publication of our Equality Information Report 2014, the Hertfordshire
Community NHS Trust identified and agreed six key Equality Objectives. An associated action
plan was developed to support the delivery of these objectives. The Equality Action Plan 201415 provides a summary of achievements and work in progress for each of the six equality
objectives see action plan at Appendix 1 of this report. Progress against the delivery of the
equality objectives is monitored by the Workforce & Organisational Development Committee
and reviewed by Patient Safety & Experience sub-committee.
The Hertfordshire Community NHS Trust formally adopted the national Equality Delivery
System in 2012. The Equality Delivery System requires the Trust to work with staff, patients
and local stakeholders to assess and grade our performance against eighteen separate
outcomes within four goals. The evidence contained in this report will be used to assist the
grading process and objective setting for the Equality Delivery System in 2015.
Equality analysis
The Equality Act 2010 removed the requirement to follow a prescriptive equality impact
assessment, but not the requirement to demonstrate equality compliance. Nationally the NHS
has promoted the development of appropriate local equality analysis tools, which are both
transparent and simple to use.
The Hertfordshire Community NHS Trust continues to analyse the effect of any policy, service,
function, on staff or patients from the nine protected characteristics. An equality analysis is a
review of a policy, service or function and aims to establish whether there is an impact on
particular groups of staff or patients. In turn this enables the organisation to demonstrate it does
not discriminate and, where possible, promotes equality. The development and publication of a
new template for completing equality analysis is a key equality objective for us and a core
element in the Equality Action Plan 2014-15.
Policies ratified during April to December 2014:
Name of Policy
1. Counter Fraud Policy & Response Plan
2. Counter Fraud: Sanctions and Redress Policy
3. Complaints and Concerns Policy
4. Investigation of Incidents, Complaints & Claims Policy
5. Risk Management Policy
6. Serious Incident Policy and
Procedure
7. Scheme of Delegation & Reservation Operational
Arrangement
8. Scheme of Delegation & Reservation
6

Category
Finance
Finance
Corporate & Governance
Corporate & Governance
Corporate & Governance
Corporate & Governance
Corporate & Governance
Corporate & Governance
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9. Standing Financial Instructions (SFIs)
10. Standing Orders (SOs) for the Practice and Procedure
11. Policy for the Management of Smoking with HCT
12. Confidentiality Audit Procedures
13. Data Quality Policy
14. Secondment Policy
15. Dress Code and Personal Presentation Policy
16. Appraisal Performance and Review Policy and Procedure
17. Education Training and Development Policy
18. Attendance Management Policy and Procedure
19. Personal and Family Leave Policy
20. Organisational Change Policy
21. Partnership, Recognition & Facilities Agreement
22. Job evaluation Guidelines
23. Guidance on the recruitment and management of
volunteers
24. Guidance on relocation expenses
25. Whistleblowing/ Raising Concerns at Work Policy
26. Infant Feeding Policy within HCT
27. Dysphagia Policy
28. Cleaning ,Disinfection and Sterilization Policy (CDS)
29. Clinical Supervision Framework Policy
30. Diarrhoea and Vomiting - Management of Patients in HCT
Bed Based Units Policy
31. Guideline for Antibiotic Treatment of Dental Infections in
Adults & Paediatric Patients in HCT
32. Hand Hygiene Policy
33. Interventional procedures policy for Medical Practitioners
within HCT
34. Laxative Guidelines/policy
35. Management of Influenza: Seasonal Flu & Pandemic
Influenza
36. Management of use of Bed Rails Policy
37. Nutrition Policy
38. PPI Prescribing guidance/policy
39. Privacy and Dignity Policy
40. Standard Infection Control & Precautions Policy and
Isolation Policy

Corporate & Governance
Corporate & Governance
Health & Safety
IT & Governance
IT & Governance
HR
HR
HR
HR
HR
HR
HR
HR
HR
HR
HR
HR
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy
Clinical Policy

Equality & Diversity training
At Hertfordshire Community NHS Trust, equality and diversity training is mandatory. All new
staff receive training on equality and diversity as part of the corporate induction process.
The Trust’s training package was refreshed and updated in September 2014. The training covers:
• Responsibilities under the Equality Act 2010 covering all nine protected characteristics
• Inappropriate behavior and personal responsibility
7
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•
•
•

Unconscious bias in decision making
Equality objectives
Governance for equality

Existing staff are required to complete online training every three years. During April 2014 to
December 2014, a total of 834 members of staff received equality and diversity training.
The Trust’s staff survey results have improved in respect of the percentage of staff stating that
they ‘received equality and diversity training in the last 12 months’.
2014 staff survey results
Trust score 2014
68%
Trust score 2013
59%
2014 national average for community Trusts 68%
Best 2014 score for community Trust
94%
Interpreting support for patients
Hertfordshire Community NHS Trust recognises its diverse patient population and is committed
to ensuring that there is effective communication with non-English speakers, people for whom
English is a second language and those patients with a sensory impairment who require
communication support.
Staff who have patient contact are required to make every effort to understand the
communication needs of the patients, families and carers in order to ensure that they receive a
sensitive and professional service and have access to the support they require. All bookings are
made by staff.
Information on our interpreting services is available
http://www.hertschs.nhs.uk/services/Interpreting_Services.aspx

on

our

public

website:

From 1 April 2014 to 31 December 2014, there were 885 interpreting contacts of which 11 were
telephone interpreting bookings and 874 were face to face interpreting sessions. The table
below shows the top 10 languages used in this time period.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Top languages used
Urdu
British Sign Language
Turkish
Polish
Sylheti Bengali
Portuguese
Romanian
Italian
Twi
Farsi

Our plan is to move to a new electronic system for booking interpreters from 1st April 2015. This
will allows us to capture a breakdown of languages requested against local demographic data
including languages that are spoken by the local population.
8
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Improving the care of people with learning disabilities
In March 2007, Mencap published a report ‘Death by Indifference’, which set out case studies
relating to six people with learning disabilities. Mencap believe that they died unnecessarily as a
result of receiving worse healthcare than people without learning disabilities. On behalf of the
families involved, Mencap asked the Health Service and Local Government Ombudsmen to
investigate complaints about all six cases, three of which span both health and social care.
The Health Service and Local Government Ombudsmen’s report highlighted a number of key
areas for action and improvement:
• Quality of leadership
• Communication
• Partnership working and co-ordination
• Relationships with families and carers
• Following routine procedures
• Advocacy arrangements
Mencap published a follow up report in February 2012, 'Death by indifference: 74 deaths and
counting’. Following this report several recommendations were made. These recommendations
have formed the basis of Hertfordshire Community NHS Trust’s action plan to improve access to
health services for people with learning disabilities.
Hertfordshire Community NHS Trust has made significant progress in partnership with the Health
Liaison Team at Hertfordshire County Council’s. The team developed the innovative ‘Purple Star’
scheme to increase the quality of care received by people with a learning disability.
Key achievements during 2014 include:
• St Albans Specialist dental care services awarded Purple Star for delivery of high quality
care to learning disability service users
• Podiatry working towards gaining Purple Star kite mark for delivering good quality service
to service users with a learning disability
• Two further services are being identified to work towards gaining the kite mark
• Adult Learning Disability Policy reviewed and refreshed
• Annual Joint Health and Social Care Learning Disabilities Self-Assessment Framework
completed on November 2014
• Clinical audit of learning disabilities developed for roll out in March 2015
• A Hertfordshire-wide conference arranged for 10th March 2015 in partnership with West
Hertfordshire Hospitals NHS Trust, Hertfordshire Partnership Foundation University
Foundation Trust, Integrated Health & Community Care Trust, Herts Valleys CCG and
Hertfordshire County Council.
Our aim is to develop a repository system by June 2015 for sharing learning and case studies
across our services.
PALS & Complaints services
We strive to ensure that the Trust’s PALS & Complaints services are equitable to all by providing
an easy read PALS & Complaints patient information leaflet, making reference to use of our
interpreting service for patients, relatives and carers where English is not their preferred
language. The leaflet also gives contact details for the NHS Complaints Advocacy Service – the
9
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advocacy service can offer support to patients with a learning disability.
The Hertfordshire Community NHS Trust is developing an easy read of our complaints policy and a

pilot easy read Friends and Family Test comment cards by 1st June 2015.
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Chapter 4 Workforce information April – December 2014
As outlined in the Public Sector Equality Duty (PSED), the Trust is required to publish
specific information about staff from protected groups. This chapter sets out key statistical
information covering the period 1st April 2014 to 31st December 2014.
The data not only allows us to report on the protected characteristics, buts also help
inform the development of workforce equality objectives.
Staff by Staff Group
The Trust’s largest staff group is registered qualified nurses who make up nearly 36% of
the total employees followed by Allied Health Professionals who make up 21% of the
workforce. 82% of all Trust employees are clinical staff providing treatment to our patients.
Fig 1.

Trust Staff by Staff Group : 31st December 2014
2.1% 2.7%

Add Prof Sci & Technical

18.7%

Additional Clinical Services
Administrative and Clerical

35.4%

Allied Health Professionals
Estates and Ancillary

17.8%

Medical and Dental
Nursing and Midwifery
Registered

1.9%
0.2%

Students

21.2%

Workforce composition
Age
The graph below represents Trust employees by age range over a 3 year period.
Over the last 3 years shown, there has been little change in numbers of staff aged 35 to 54,
however the number of staff up to the age of 34 has increased. This is reflected in the
average age of our employees which has decreased from 47 in December 2012 to 45 in
December 2014.
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Fig 2.

Age Range of Trust Staff : 3 Year Comparison
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Disability
The Trust is a ‘Two Ticks’ employer meaning we encourage applications from disabled
people and make commitments towards our disabled staff.
A comparison of employees’ recorded disability status is given in the graph below. It
shows that for the third year running the number of ‘Not Declared/Undefined’ has
reduced. This is largely due to the data cleansing exercise that was undertaken in the
second half of 2014 and there are now 563 less records in the ‘Undefined/Not Declared’
category and the number of staff who have declared themselves as disabled has increased
from 27 to 74.
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Fig 3

Disability Status of Trust Staff : 3 Year Comparison
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Gender Reassignment
There is currently no data available on gender reassignment within the Trust’s
workforce information system Electronic Staff Record (ESR). This is because
there is no field in ESR to record this data. U n f o r t u n a t e l y , i t is not within the remit of
the Trust to change the fields on ESR as it is a national system. This lack of field on ESR is
being looked into by the system owner, McKesson.
Pregnancy and Maternity/Adoption
The Trust does not keep information on pregnancy however it does have records of those
st
staff who took maternity/adoption leave. As at the 31 December 2014, there were 77
Trust staff on maternity/adoption leave, this equated to 2.5% of the substantive workforce.
Fig 4
Number of Staff on
Maternity/Adoption
Leave

Total Staff

% of Staff on
Maternity/Adoption
Leave

31-12-2014

77

3024

2.5%

31-12-2013

85

2929

2.9%

31-12-2012

89

3048

2.9%

13

During the 6 weeks after 31st December 2014 the following was noted in relation to the
87 staff who were on maternity/adoption leave:
Fig. 5
Current Status of Staff who were on Maternity Leave as at 31st December 2014

Still on Maternity/Adoption Leave

68

Returned with Same Hours

7

Returned with Reduced Hours

1

Returned from Maternity/Adoption Leave then Resigned

1

TOTAL:

77

The Trust retains the majority of staff who take maternity leave and is able to
accommodate requests for flexible working in order to support their return.
Race
The graph below (Fig 6) shows the ethnic composition of Trust employees over the three
year period, 2012, 2013 and 2014. It shows that the percentage of staff in both the White
and BME ethnic groups has increased between 2013 and 2014. We believe this is mainly
the result of the data cleansing exercise as the number of employee records with ‘not
disclosed’ ethnic origin has decreased by the same amount, which has provided us with
better quality data.
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Fig 6

Ethnicity of Trust Staff : 3 Year Comparison
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Not Disclosed
31st December 14

A comparison of Trust employees to the local population has been made (Fig 7). The
graph is shows us that the Trust employs less White and BME employees than the
proportions in the local population, however there are still some Trust staff who have not
declared their ethnic origin therefore it is difficult to make a direct comparison. The overall
proportion of BME and White staff is consistent with last year’s analysis.
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Fig 7
Trust Staff by Ethnicity v's Local Population
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Local Population : All Hertfordshire Boroughs*

Religion or Belief
This section of the report details the religion or belief of our staff. There have been
improvements in the data quality for this protected characteristic with 347 more staff
having their religion or belief recorded than in 2013. See figure 8.
Christianity still represents the largest number of staff with over 57% of the workforce,
an increase on previous years’ numbers, followed by Atheists who make up over 7% of
the workforce and these two groups have seen the biggest increase in numbers over the
last 3 years.
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Fig. 8
Relgious Belief of Trust Staff : 3 Year Comparison
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Gender
Our data show that there has been negligible change in the proportion of male to
female staff over the last 3 years.
Other NHS Community Trusts in the country shows employ approximately 89% female
staff and 11% male staff (Health & Social Care Information Centre – November 2014). The
data come from iView run by the Health and Social Care Information Centre and can
be accessed by trusts for comparison purposes. Further work will be done to try and find
reasons why the number of male staff we employ is low.
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Fig. 9
Gender of Trust Staff : 3 Year Comparison
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Sexual Orientation
Fig. 10

Sexual Orientation of Trust Staff : 3 Year Comparison
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0.1%
Lesbian
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0.2%
Not Disclosed

The graph above shows the sexual orientation disclosed by Trust employees. There has
been little or no change recorded in Gay, Lesbian and Bisexual (GLB) categories, but there
has been an increase in Heterosexual staff since 2013. This change is largely due to the
data cleansing where 332 more staff have declared their sexual orientation. The total
number of declared GLB employees in the Trust is 16.
Marriage and Civil Partnerships
The marital status of the Trust’s employees has been displayed in the graph below
showing a comparison over the last three years. There have been a number of small
changes in the proportions in each of the marital status categories over the monitored
period and the number of ‘not disclosed’ marital status has reduced by 35.
Fig. 11
Marital Status of Trust Staff : 3 Year Comparison
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Full-time and Part-time Staff
As at 31st December 2014 the Trust employed an almost exact 50:50 split of staff working
either full-time or part-time, this is consistent with the workforce structure in 2013. This is
a very positive statistic for the Trust showing that we accommodate flexible working and
promote a healthy work-life balance.
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2.1%

Fig. 12
31st December
2014

Female

Male

Trust
Total

Full-Time

1378

155

1533

Part-Time

1459

32

1491

Trust Total

2837

187

3024

Recruitment
Between April 2014 and December 2014 the Trust received a total of 7,782 applications
for jobs it had advertised on the NHS Jobs website. 511 job offers were made a result of
this.
The graphs below show the number of applicants, number shortlisted and number of
those appointed by age, disability, ethnic origin, religious belief, gender and sexual
orientation. They also look at the success rates of the applicants by each of these
protected characteristics.
Applications by Age
The most successfully employed applicants were those aged over 65 with a success rate
of 33%, however the number of applicants in this age group was very low therefore just one
appointment will have a big impact on the percentages. Those least successfully employed
are those under the age of 25 with a success rate of 4.78%, this is consistent with the
2013/14 data analysis.
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Fig. 13
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Applications by Disability
The analysis of disabled applicants between April and December 2014 shows a decrease in
the success rate of disabled applicants when compared to data from 2013/14. This will
need to be monitored against future reports to check for trends.
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Fig. 14
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Applicants by Ethnicity
Ethnicity data (Fig 15) from the applicants shows a wide range of success rates from 0%
(Mixed - White & Black Caribbean, Mixed - White & Black African and Black Other) to 10.16%
for White British applicants. Taken overall, success rates for White applicants are higher
than those from BME backgrounds, this is a trend we saw in the 2013/14 report.
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Fig. 15
Recruitment by Ethnicity
April - December 2014
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Applicants by Religion or Belief
The two most successfully appointed groups were Jewish applicants (15.15%) and Christians
(7.30%). This is similar to the 2013/14 results.
Fig. 16
Recruitment
by Religious Belief
April - December 2014
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Applicants by Gender
Gender analysis of applicants indicates that females have more than double the success
rate of male applicants, this is consistent with the 2013/14 analysis and therefore further work
should be undertaken to establish the reasons.
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Fig. 17
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Applicants by Sexual Orientation

The Trust received a total of 158 applications from those with Gay, Lesbian or Bisexual sexual
orientation, of these 5 people were appointed. Applicants with ‘Undisclosed’ sexual
orientation have the highest success rate at 9.75%.
Fig. 18
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Marital Status

When looking at applicants by marital status, the analysis shows that those who are married or
legally separated had the highest success rates in being appointed. Widowed applicants had the
lowest success rates however they also had the smallest number of applicants therefore just
one successful appointment can make a large difference in the percentages.
Fig. 19
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Internal appointments to a higher band (promotions)
During the period monitored in this report there were a total of 111 internal appointments
within the Trust meaning 3.7% of the workforce were appointed to a higher grade.
Analysis of these employees shows that an equal proportion of men and women were promoted
in the Trust showing demonstrating no bias in the Trust’s internal recruitment.
Fig. 20
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7
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Trust Total

3024
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Breakdown by ethnic origin indicates the largest number of promotions were with White
British staff group (90 staff). However as the majority (2302 out of 3024) of our workforce
belongs to the White British ethnic group their overall promotion rate of 3.9% is broadly in
line with the Trust’s overall promotion rate of 3.7%.
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Fig. 21
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0

0.0%

Indian

63

0

0.0%

Pakistani

10

0

0.0%

Bangladeshi

3

0

0.0%

Other Asian

59

0

0.0%

Black Caribbean

29

3

10.3%

Black African

95

7

7.4%

Black Other

2

0

0.0%

Chinese

14

0

0.0%

Other

24

1

4.2%

Not Known

204

2

1.0%

Trust Total

3024

111

3.7%

Ethnic Origin
White British

Sickness Absence
The graphs and tables below show the Trust’s sickness absence by month for the last 4
years. Sickness rates in the Trust decreased to 4.07% for Financial Year 13/14. The absence rate
for the period of this report is 4.11%.
We are not able to report on disability related sickness through ESR as there is no mechanism
for collecting this data through the regular sickness absence returns.
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Fig. 22
Trust Sickness Absence Rates
6.00%

5.50%

5.00%

4.50%

4.00%

3.50%

YTD 14/15 : 4.11%
3.00%

Sickness Absence Rates for
14/15 are re-run each month
for greater accuracy

2.50%
April

May

June

July

Aug

Sept

2014/15

2014/15

Oct

2013/14

Nov

2012/13

Dec

Jan

Feb

Mar

2011/12

April

May

June

July

Aug

Sept

Oct

Nov

Dec

3.88%

3.92%

3.97%

3.63%

4.15%

4.30%

4.14%

4.26%

4.75%

Jan

Feb

Mar

2013/14

4.33%

3.95%

4.11%

4.09%

3.73%

4.18%

4.20%

4.29%

4.12%

4.25%

3.88%

3.65%

2012/13

3.48%

4.33%

3.71%

4.08%

3.64%

4.01%

4.94%

5.12%

5.29%

5.47%

5.16%

4.48%

2011/12

3.62%

3.35%

3.87%

3.84%

4.03%

3.63%

3.72%

4.21%

4.12%

4.13%

4.21%

3.75%

Leavers
During the period 1st April to 31st December 2014 a total of 374 staff left the Trust with the
following reasons giving the Trust an annual voluntary (underlying) turnover rate of 11.57%.
Fig. 23
Leaving Reason

Total

Death in Service

3

Dismissal

8

Employee Transfer

9

End of Fixed Term Contract

23

Redundancy - Compulsory

2

Redundancy - Voluntary

1

Retirement

59

Voluntary Resignation

269

TRUST TOTAL

374

All of the dismissals were female staff.
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Fig. 24
Gender

Trust Staff

Number of
Dismissals

% of Dismissals

Female

93.8%

8

100.0%

Male

6.2%

0

0.0%

Total

100.0%

8

100.0%

The age range with the highest proportion of dismissals was those age under 25, however the
largest number of dismissals were in the age group 55-64 which was also seen in the 2013/14
analysis.
Fig. 25
Number of
Trust Staff
31st
December 14

Dismissals

Dismissals as %
of Trust Staff

< 25

99

1

1.0%

25 - 34

612

1

0.2%

35 - 44

692

1

0.1%

45 - 54

985

1

0.1%

55 - 64

592

4

0.7%

65+

44

0

0.0%

Total

3024

8

0.3%

Age Range

Those with an ethnic origin of Mixed – White & Black Caribbean had the highest proportion of
dismissals however this was only 1 member of staff out of a small staff group.
Fig. 26
Number of
Trust Staff
31st
December 14

Dismissals

Dismissals as %
of Trust Staff

2302

6

0.3%

White Irish

85

0

0.0%

White Other

90

0

0.0%

Mixed - White & Black Caribbean

12

1

8.3%

Mixed - White & Black African

3

0

0.0%

Mixed - White & Asian
Mixed - any other mixed
background

13

0

0.0%

16

0

0.0%

Indian

63

0

0.0%

Pakistani

10

0

0.0%

Bangladeshi

3

0

0.0%

Other Asian

59

0

0.0%

Ethnic Origin
White British

29

Black Caribbean

29

0

0.0%

Black African

95

0

0.0%

Black Other

2

0

0.0%

Chinese

14

0

0.0%

Other

24

0

0.0%

Not Known

204

1

0.5%

Grand Total

3024

8

0.3%

Pay and Remuneration

The focus of the pay and remuneration analysis will be around occupational segregation, namely
the distribution of employee’s pay by gender, staff group, grade and other protected
characteristics. The report compares pay information between male and female staff looking for
differences amongst the groups for work of equal value.
Some pay data has been excluded from this equal pay audit. These were staff on zero or
reduced pay (due to sickness, career break, maternity etc), the chairman, the non-exec directors
and those staff who had overpayment money taken from their salary in December 2014. These
staff were excluded as including them would skew the data unfairly.
The report shows the percentage value of any pay gaps based on the average basic salary and
average total salary for the month of December 2014. This is shown as a negative percentage (%) if females are paid less than males and a positive percentage (+%) if females are paid more
than males. Any differences over 10% are highlighted in italics. For the purposes of the grade
comparison, all part-time staff’s pay has been converted to the value of full time staff so an
equal comparison can be made.
In the areas analysed below where there are either no female staff or no male staff (eg: the
students or the ‘other’ staff group) a pay comparison analysis has still been included in the
tables. This is so we can monitor trends against previous and future reports, ensure there is no
bias or discrimination and show that we have looked at all staff within the Trust. The results for
these will show either -100% or 100% in the pay gap columns.
Trust Pay Comparisons
Looking at data taken from NHS iView (provided by the Health and Social Care Information
Centre) the average basic NHS salary in the country is £26,213 per annum, with a total salary of
£30,791 in November 2014. Staff at Hertfordshire Community NHS Trust earnt an average basic
salary of £23,246 and total salary of £25,652, these average salaries are very similar to those of
other Community Trusts across the country. Community Trusts in general tend to have a lower
average salary than other Trusts, especially Acutes, due to the make-up of their workforce.
Other types of Trust employ more medical staff who have higher salaries than other staff groups
therefore the average wage is higher.
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Fig. 27
All Staff

Basic Pay

Total Earnings

All Community Trusts

£22,875

£24,847

Hertfordshire Community NHS Trust

£23,246

£25,652

All NHS Trusts

£26,213

£30,791

Data taken from NHS iView – November 2014

Pay Band and Staff Group
The pay gap for ‘basic pay’ in the Trust is female staff earn on average 15% less than male staff
and for ‘total pay’ female staff earn on average 14% less than male staff. This is an improvement
on the previous report’s data where the pay gap was 21% on basic pay and 20% on total pay.
From the ‘Staff Group’ analysis shown below there are two main areas where female staff are
paid more than male staff namely ‘estates and ancillary’ and ‘students’, however there is only 1
male member of staff across both of these groups.
Fig. 28

Pay Band

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE

FEMALE v
MALE

Pay Gap %

Pay Gap %

BASIC
SALARY

TOTAL
SALARY

Band 2

294

19

313

3%

-7%

Band 3

454

21

475

9%

3%

Band 4

202

14

216

1%

2%

Band 5

585

40

625

3%

6%

Band 6

732

29

761

3%

4%

Band 7

377

24

401

9%

8%

Band 8a

101

15

116

2%

1%

Band 8b

16

3

19

2%

2%

Band 8c

10

6

16

0%

1%

Band 8d

3

1

4

22%

29%

Other

14

0

14

100%

100%

Director

3

2

5

-23%

-13%

Medical &
Dental

46

12

58

-12%

-9%

2837

187

3024

-15%

-14%

TOTAL
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Fig. 29

Staff Group

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE
Pay Gap %
BASIC
SALARY

75

7

82

-18%

-17%

530

36

566

9%

3%

486

53

539

-36%

-35%

599

42

641

7%

6%

4

1

5

45%

44%

46

12

58

-12%

-9%

1035

36

1071

1%

-1%

62

0

62

100%

100%

2837

187

3024

-15%

-14%

FEMALE v
MALE
Pay Gap %
TOTAL
SALARY

Add Prof Scientific & Technical
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Medical and Dental
Nursing & Midwifery Registered
Students
TOTAL

Sexual Orientation
Analysis by sexual orientation shows that gay, lesbian and bisexual (GLB) female staff are paid
on average 29% less in their basic pay and 34% less in their total pay than their male GLB
colleagues. As there are even numbers of male and female staff in this group we will need to
monitor this result against future reports.
There is a 22% difference between female and male pay in the ‘undisclosed’ category, however
it is difficult to draw any conclusions from this due to the sexual orientation not being known.
Fig. 30

Sexual
Orientation

GLB
Heterosexual
Undisclosed
TOTAL

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE
Pay Gap %
BASIC
SALARY

FEMALE v
MALE
Pay Gap %
TOTAL
SALARY

8

8

16

-29%

-34%

2154

132

2286

-12%

-10%

675

47

722

-22%

-22%

2837

187

3024

-15%

-14%
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Religious Belief
Fig. 31

Religious Belief

Atheism
Buddhism
Christianity
Hinduism
Islam
Jainism
Judaism
Other
Sikhism
Undisclosed
TOTAL

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE
Pay Gap %
BASIC
SALARY

FEMALE v
MALE
Pay Gap %
TOTAL
SALARY

206

25

231

-15%

-15%

11

1

12

-50%

-43%

1648

86

1734

-6%

-4%

38

9

47

-23%

-28%

18

7

25

-1%

-13%

1

1

2

89%

89%

24

0

24

100%

100%

177

13

190

-8%

-9%

8

0

8

100%

100%

706

45

751

-27%

-25%

2837

187

3024

-15%

-14%

The pay gap for religious belief is higher than 10% for all beliefs except Christianity and ‘Other’.
Even though there has been a significant reduction in the number of incomplete records there
are still many records stating ‘undisclosed’ (722 employees). The more this number is reduced
the better comparisons we are able to make, however it is worth noting that employees have
the choice whether or not to disclose their religious belief so the number of undisclosed may
never reach zero.
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Age
Fig. 32

Age

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v MALE
Pay Gap %
BASIC SALARY

FEMALE v MALE
Pay Gap %
TOTAL SALARY

92

7

99

13%

6%

565

47

612

0%

-2%

629

63

692

-15%

-12%

946

39

985

-21%

-18%

566

26

592

-16%

-15%

39

5

44

-65%

-66%

2837

187

3024

-15%

-14%

< 25
25 - 34
35 - 44
45 - 54
55 - 64
65+
TOTAL

When looking at the age range as a whole for all groups we see the biggest differences in basic
salary is noted with staff over the age over 45 where male colleagues are paid between 16% and
65% more than their female colleagues in their basic pay, and for total salary between 15% and
66% more. We would expect male staff to earn slightly more than female staff in some age
ranges as many women take time out of work to raise families.
Marital Status
Within the different marital status groups the largest pay gap is with those who are legally
separated, where female staff earn up to 78% more than their male colleagues, however there
is only 1 male member of staff in this group therefore it is difficult to draw a direct comparison.
This should be monitored against future reports for trends.
Fig. 33

Marital Status

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE
Pay Gap %

FEMALE v
MALE
Pay Gap %

BASIC SALARY TOTAL SALARY
Civil Partnership
Divorced
Legally Separated
Married
Single
Widowed
Unknown
TOTAL

16

1

17

-12%

-19%

192

6

198

-24%

-20%

45

1

46

74%

78%

1810

101

1911

-18%

-17%

682

71

753

-13%

-13%

37

0

37

100%

100%

55

7

62

-6%

-2%

2837

187

3024

-15%

-14%

Disability
When looking at gender and disability there is little difference between the male and female
staff who’ve declared themselves disabled. However for those not disabled or who haven’t
declared their disability, male staff earn up to 23% more on total pay than female staff.
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Fig. 34

Disabled

Females
(Headcount)

Males
(Headcount)

Total
Headcount

FEMALE v
MALE
Pay Gap %
BASIC
SALARY

FEMALE v
MALE
Pay Gap %
TOTAL
SALARY

68

6

74

7%

9%

2116

154

2270

-14%

-13%

653

27

680

-21%

-23%

2837

187

3024

-15%

-14%

Yes

No

Unknown/Undeclared
TOTAL

Disciplinary and Grievance Cases
This employee relations section relates to the number of staff involved in disciplinary or
grievance procedures in the period April to December 2014.
The Trust encourages staff to raise any potential grievance matters with their manager at the
earliest opportunity, so that these can be resolved to the individual’s satisfaction. As a
consequence of this approach, there were no formal grievances raised in this period.
Disciplinary Outcomes
Overall, 0.2% of staff were involved in disciplinary proceedings during the monitoring period. Of
the seven cases, only one wasn’t resolved by 31st December 2014. Two staff received a first
written warning and two had no formal action taken.
Fig. 35
Outcomes of Disciplinary
Cases

Total number
of cases

% of Cases

Ongoing

1

14.3%

Counselling

1

14.3%

Referred on to Capability
Policy

1

14.3%

First Written Warning

2

28.6%

No Formal Action Taken

2

28.6%

TOTAL CASES

7

100.0%
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Age Range

The table below shows the Trust’s disciplinaries by age range. Most of the disciplinaries were
with those aged 25-34 and 45-54. No disciplinaries took place with those aged under 25, 35-44
and the over 65s.
Fig. 36
Age Range

Number of Staff
Inpost as at 31st
December 2014

% of Staff
Inpost

No of
Disciplinary
Cases

% of Staff with
Cases

<25

99

3.3%

0

0.0%

25 - 34

612

20.2%

3

0.5%

35 - 44

692

22.9%

0

0.0%

45 - 54

985

32.6%

3

0.3%

55 - 64

592

19.6%

1

0.2%

65+

44

1.5%

0

0.0%

TOTAL

3024

100.0%

7

0.2%

Disability
Two of the seven disciplinary cases involved a disabled member of staff which represented 2.7%
of the disabled workforce. This percentage is high comparison to the overall disciplinary rate
therefore we would need to compare this against future reports for potential bias and
discrimination.
Fig. 37
Disability

Number of Staff
Inpost as at 31st
December 2014

% of Staff Inpost

No of
Disciplinary
Cases

% of Staff with
Cases

Yes

74

2.4%

2

2.7%

No

2270

75.1%

5

0.2%

Not Disclosed

680

22.5%

0

0.0%

TOTAL

3024

100.0%

7

0.2%

36

Ethnicity
Disciplinary action was brought against 5 white members of staff and 2 staff from BME
backgrounds. The overall level of cases brought against BME staff is slightly higher than the
Trust average at 0.6% but is not high enough to need further investigation.
Fig. 38

Ethnicity
April - December 2014

Number of Staff
Inpost as at 31st
December 2014

Disciplinaries

Number

% of all
Disciplinaries

% of Staff
Inpost

2477

5

71.4%

0.2%

BME

343

2

28.6%

0.6%

Not Disclosed

204

0

0.0%

0.0%

3024

7

100.0%

0.2%

White

Trust Total

Religion or Belief
The table below shows the Trust’s disciplinaries by employees’ declared religious belief. Both
Hindu and Muslim employees have a higher than average percentage of disciplinary cases,
however we can see from the table that only one member of staff from each of these religious
beliefs has been disciplined and because the overall numbers of staff in those groups are low it
has a significant impact on the percentages.
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Fig. 39
Religious Belief

Number of Staff
Inpost as at 31st
December 2014

% of Staff Inpost

No of Disciplinary
Cases

% of Staff with
Cases

Atheism

231

7.6%

1

0.4%

Buddhism

12

0.4%

0

0.0%

Christianity

1734

57.3%

3

0.2%

Hinduism

47

1.6%

1

2.1%

Islam

25

0.8%

1

4.0%

Jainism

2

0.1%

0

0.0%

Judaism

24

0.8%

0

0.0%

Other

190

6.3%

1

0.5%

Sikhism

8

0.3%

0

0.0%

Not Disclosed

751

24.8%

0

0.0%

TOTAL

3024

100.0%

7

0.2%

Gender
The analysis below shows that disciplinary cases by gender was proportionate.
Fig. 40
Gender
April - December 2014

Number of Staff
Inpost as at 31st
December 2014

Disciplinaries

Number

% of all
Disciplinaries

% of Staff
Inpost

2837

6

85.7%

0.2%

187

1

14.3%

0.5%

3024

7

100.0%

0.2%

Sexual Orientation
Female

Male

Trust Total
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Fig. 41
Sexual
Orientation

Number of Staff
Inpost as at 31st
December 2014

% of Staff Inpost

No of Disciplinary
Cases

% of Staff with
Cases

Bisexual

1

0.0%

0

0.0%

Gay

10

0.3%

0

0.0%

Heterosexual

2286

75.6%

6

0.3%

Lesbian

5

0.2%

0

0.0%

Not Disclosed

722

23.9%

1

0.1%

TOTAL

3024

100.0%

7

0.2%

Although 6 of the 7 disciplinary cases were brought against heterosexual members of staff, this
was not significant due to the high number of staff in that group. Overall the percentage of
cases for heterosexual staff (0.3%) was in line with the Trust’s overall rate.
Marital Status
Analysis of the Trust’s disciplinaries by marital status shows that divorced members of staff have
the highest rate of disciplinary action. However, this equates to only 2 members of staff with an
overall percentage of 1% of the divorced workforce therefore should not give cause for concern.
Please see the table below for full details.
Training
The Trust promotes equal access to development and training opportunities for all staff.
As seen in the tables below, the overall ethnic and gender split for accessing training is similar to
the wider Trust population.
93.9% of staff, who accessed training in 2014, were female and females make up 93.8% of our
total workforce. 83.3% of staff who accessed training were from a White background and the
White ethnic group makes up 81.9% of our total workforce. 2% of staff who accessed training
during 2013-14 declared a disability and 2.5% of the total Trust population has declared a
disability.
Fig. 42

Gender
Female
Male
Not stated
Grand Total

Number
18,404
1,037
165
19,606

%
93.9%
5.3%
0.8%
100%
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Fig. 43

Disability status
Disability Declared
No Disability Declared
Grand Total

Number
297
18,923
19,220

%
2%
98%
100%

Number
27
626
185
0
13
112
389
95

%
0.1%
3.2%
1.0%
0.0%
0.1%
0.6%
2.0%
0.5%

103
13
46

0.5%
0.1%
0.2%

1022
174
330
60
45
14843
596
703
19382

5.3%
0.9%
1.7%
0.3%
0.2%
76.6%
3.1%
3.6%
100.0%

Fig. 44

Ethnic group
Bangladeshi
Black African
Black Caribbean
Black or Black British
Black Other
Chinese
Indian
Mixed - any other mixed
background
Mixed - White & Asian
Mixed - White & Black African
Mixed - White & Black
Caribbean
Not Stated
Other
Other Asian
Pakistani
Select One
White British
White Irish
White Other
Grand Total

Staff health and wellbeing
Employee Assistance Programme (EAP)
Confidential Care is a free and independent confidential advice service that offers counselling,
practical advice or emotional support with both work and personal issues. All Trust employees
have access to the EAP via the website or phone line.
Wellbeing at Work
Teams have the opportunity to access ‘a series of lunchtime workshops to help you restore a
sense of purpose and balance at work’.
Raising Concerns at Work (Whistleblowing) Policy
The Raising Concerns at Work (Whistleblowing) Policy updated and published in May 2014.
Conclusion
In this report, the Trust aims to demonstrate that it is monitoring, reporting and publishing
workforce equality data in line with our statutory duties under the Public Sector Equality Duty.
The Trust will continue to develop a culture which values each person equally as a unique
individual within an inclusive, fair and equal employment and care setting.
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Appendix 1

Hertfordshire Community NHS Trust Equality Action Plan 2014-15

Hertfordshire Community NHS Trust is committed to promoting and embedding equality and diversity and preventing discrimination in all areas of our
organisation.
Through our annual equality action plan we aim to:
• Eliminate discrimination, harassment, victimisation and any other conduct that is prohibited by the Equality Act 2010
• Advance equality of opportunity between persons who share a relevant protected characteristic and persons who do not share it
• Foster good relations between persons who share a relevant protected characteristic and persons who do not share it
Protected characteristics under the Equality Act 2010 are: age, disability, gender re-assignment, marriage and civil partnership, pregnancy and
maternity, race, religion and belief, sex and sexual orientation. The functions through which the Trust will ensure the integration and mainstreaming of
equality are:
• Equality analysis
• Equality data collection and analysis
• Increasing community engagement
• Leadership
The Equality Information Report 2013-14 containing our six high level equality objectives for October 2014 to March 2015 was approved by the Board on
25th September 2014. The objectives are based on feedback gained through the Equality Delivery System engagement process completed in 2013. The
objectives mainly focus on supporting compliance with the Public Sector Equality Duty as required by the Equality Act 2010.
The Director Human Resources & Organisational Development has overall responsibility for the implementation of the Equality Action Plan and all
managers and staff have specific responsibilities. Progress against the delivery of the Equality Action Plan will be monitored by the Workforce &
Organisational Development Group and reviewed by Patient Safety & Experience Committee (PSEC) on a quarterly basis. The PSEC reports to the Board
through the Healthcare Governance Committee. Progress will be reported to the Trust Board via a six-monthly update and our annual equality report.

Element
1.

2.

Equality analysis

Improving equality
data collection and
analysis

Equality
objective
Publish new
template for
completing
equality analysis

Complete a high
level analysis of
service users by
protected
characteristic

Key actions

Lead

Produce new template
and guidance

Monika Kalyan,
E&D manager &
Monika Parul,
Publish new template and policy lead
share with staff across
HCT
Communicate key
requirements and
messages via internal
communication channels
Produce template for
analysis.
Run report of service
users by protected
characteristic

3.

Conduct an Equal
Pay Audit across
the 9 protected
characteristics

Think of 3-year plan for
improving/expanding the
Equal Pay Audit
Prepare and publish and
Equal Pay Audit for the

Completion date

January 2015
A new more streamlined template for
completing equality analysis produced.

February 2015

Requirement to comply with equality
analysis communicated to staff via
mandatory E&D training from January 2015.
Wider communication and publicity to
commence.

Barry Walker,
Community
Information &
Monika Kalyan,
E&D manager

January 2015
Template for completing analysis of patients
by protected characteristic produced based
on pilot completed at West Hertfordshire
Hospitals NHS Trust in January 2015.

February 2015

Template to be used to run report at HCT by
Community Information.

Complete analysis and
interpretation of data
Identify relevant actions
Gather E&D
benchmarking data for
comparison against other
NHS Trusts

Progress update

Laura Neligan,
Workforce
Planning and
Information
Manager & Monika
Kalyan, E&D
manager

January 2015
Research conducted as to the format of the
Equal Pay Audit and benchmark data
gathered.
Pay Audit completed and included in the
Equality Information Report April-December
2014.

February 2015

Trust comparing pay by
protected characteristics
4.

5.

Increasing
community
engagement

Improve the
quality of the
equality and
diversity data
held on ESR

Write a personalised
letter to all employees
asking them to check and
update their E&D details
held on ESR

Laura Neligan,
Workforce
Planning and
Information
Manager

Carry out a
service user-led
disability access
audit on
Hertfordshire
Community Trust
owned
site/service

Podiatry service to write
to all patients flagged as
having a learning
disability on System 1 for
feedback on their
experience.

Monika Kalyan,
E&D manager &
Jayne Morgan,
Podiatry Clinical
Services Lead

Publish vision
and mission
statement for
equality

Obtain staff feedback on
vision for equality via the
corporate induction
process
Draft vision and mission

March 2015

Separately, a learning disability audit has
been set up to assess access issues
specifically for learning disability patients.
Communication sent out to selected services
to begin on 20 March.

Share findings with all
services
Leadership

Improvements in data quality against
protected characteristics reported in the
Equality Information Report April-December
2014.
January 2015
Self-assessment of services carried out using
national self-assessment template for
learning disabilities. Findings from this
assessment process have highlighted areas
to focus on as part of the access audit.

December 2014

Resource been identified to facilitate access
audit.

Contact service users
with a disability to assist
with access audit
Complete access audit

6.

January 2015
All staff were written to. All personal data
changes have been made on ESR based on
response from staff.

Monika Kalyan,
E&D manager &
Andrew Smart,
Head of
Communications
and Engagement

January 2015
Draft statement produced based on
feedback from staff via corporate induction
process.

March 2015

statement
Publish vision and mission
statement
Communicate to staff via
internal communication
channels
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Mtg Date
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Executive Lead

DAVID LAW, CHIEF EXECUTIVE

Author:

Val Davison, FT Programme Manager

For

INFORMATION

1

PURPOSE

1.1

To update the Trust Board regarding the progress in achieving Hertfordshire
Community NHS Trust’s aim to become a NHS Foundation Trust.

1.2

This paper reflects the FT Progress Reports discussed at recent FT Committee
meetings since the application was restarted following recent inspection by the
Care Quality Commission.

1.3

The Board is asked to note progress to date, issues emerging, risks identified
and future actions, milestones.

2

BACKGROUND

2.1

Following the Francis Report into Mid Staffordshire NHS Foundation Trust the
Care Quality Commission (CQC) established a programme of the Chief
Inspector of Hospitals inspections in 2013.

2.2

In conjunction with this Monitor, the independent regulator of NHS Foundation
Trusts, determined that all aspirant FTs would require a CQC inspection rating
of ‘good or ‘excellent’ before the FT application could be considered. As a
consequence the ‘FT Pipeline’ of aspirant trusts, which included Hertfordshire
Community NHS Trust, slowed considerably during 2013 and 2014.

2.3

Following the Trust’s CQC Inspection in February and discussion with TDA the
Trust has now re-started its FT application process and is working towards a
Readiness Review with the TDA in June 2015.

3

TIMELINE

3.1

Although the Trust had previously completed the SHA due diligence process
the length of time that has elapsed since then means that the Trust now has to
repeat several elements of the ‘pre-Monitor’ due diligence phase that is now
managed by the TDA.

1
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The key milestones for the TDA stages of the application process are now
expected to be:
CQC Quality Summit

May 2015

Readiness Review Board to Board with TDA

June 2015

Historic Due Diligence refresh

TBC

Final Board to Board with TDA

Sept/ Oct

3.3

The final Board to Board with the TDA will determine whether the Trust can
apply to Monitor for assessment. Once this approval is given the Monitor
assessment process generally takes between four and six months.

3.4

During the Monitor assessment period the Trust will hold elections for
Governors and establish a Shadow Council of Governors.

4

PROGRESS TO DATE

4.1

Since restarting the application process a FT Steering Group has been
established to take forward the delivery of the FT Programme and to manage
any risks to the programme.

4.2

The FT Steering Group meets weekly and membership includes Executive
Directors and key senior managers to ensure timely and effective delivery of the
application programme.

4.3

Key activities to date have included:
•
•
•
•
•
•

4.4

Refresh of Clinical and supporting strategies to ensure alignment with the
Trust’s strategic objectives
Initial development of Long Term Financial Model (LTFM)
Legal review of Constitution to ensure compliance with the 2012 Health and
Social Care Act
Update of Membership Strategy
Meetings with potential election services providers
Initial development of FT Communications plan

Activity for next period includes:
•
•
•
•

Appointment of election services provider
Commence implementation of FT Communications plan
Further develop submission requirements including the Integrated Business
Plan and LTFM
Update Governance Rationale to ensure compliance with the 2012 Health
and Social Care Act

2
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5

RISKS AND ISSUES

5.1

FTC routinely considers the key risks to achieving FT status and extensively
reviewed these.

5.2

The FT Programme has a number of significant risks to delivery including:
•
•
•
•

The process and timescale for refresh of the Historic Due Diligence Review
is not yet known (and is outside of the Trust’s control)
The requirement for commissioner support for the Trust’s FT application at a
time of considerable pressure and challenge affecting all health economies
The outcome of the CQC inspection needs to be good or excellent
The challenge of developing detailed CIPs for 2 years in in the current
economic climate

5.3

The FT Steering Group monitors all programme risks and is responsible for
agreeing and delivering mitigating actions to address the risks.

6

RECOMMENDATIONS

6.1

The Trust Board is asked to note progress to date, actions due in next period,
key risks and mitigations.

Val Davison
FT Programme Manager
March 2015

3
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Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
FTC
March 2015
Issues arising from committee consideration
None

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions identified,
data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

Information is as comprehensive as possible to
inform the board and no significant known facts or
statistics which may influence a decision are
omitted.
As far as can be reasonable ascertained or
validated, information in the report is accurate.
Information contained in the report is relevant to
the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at
which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

√
√
√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable executive
director who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource
implications, have been considered.

David Law,
Chief Executive

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

4

√

Board: 26th March 2015

Attachment D7

Board Committee Chair’s Report
Foundation Trust Committee
Date of Board Meeting: 26th March 2015

Chair: Alan Russell

Date of Report: 12th March 2015
Dates of Committee Meetings Held Since Last Board Meeting: 10th
December 2014, 14th January 2015
Date of Next meetings:
Red (Negative Assurances):
The Committee considers that there are significant gaps / weaknesses in controls or assurance
in respect of the following issues and which are of sufficient concern to the Committee to require
escalation to the Board for consideration and agreement on actions required
Issue(s):
1. Uncertainties around the West Herts Review makes
planning difficult.
2. Timeline and resources for FT process are demanding

Committee Chair’s Comments
1. Further engagement with
CCGs at senior level
2. Strong programme
management will be applied

3. FT Risk Register identifies significant pressures
Amber / Red (Limited Assurances):
The Committee considers that there are some gaps / weaknesses in controls or assurance in
respect of the following matters and which are of sufficient concern to require escalation to the
Board for information at this stage:
Issues:
Committee Chair’s Comments
1. FT timetable not finalised
1. Timetable signalled by TDA
2. TDA Support is good, but complacency must be
2. Several areas not making
avoided.
required progress. Desktop
review went well.
3. FT communications plan is under-developed
3. Stakeholder communications
to be upgraded
4. Membership strategy needs strengthening
4. Increased focus needed
approaching the time for
Governor elections
5. Coincident workload (WH Review, CQC, TDA IFR)
5. Interim resources to be
increases rick of overload
deployed where necessary

1
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Amber / Green (Reasonable Assurances):
The Committee has received reasonable assurance on behalf of the Board as to controls and
assurances in respect of the following matters:
Issues:
1. Promising initial response from CQC inspectors

Committee Chair’s Comments

Green (Significant Assurances):
The Committee has received significant assurance on behalf of the Board as to controls and
assurances in respect of the following matters:
Issues:
1. Constitution satisfactorily reviewed.
2. Election services provider in final stages of selection
Summary of Committee governance issues and any other points for the Board’s
attention
Further FT authorisation of Community Trusts emphasises
the validity of this strategy for HCT.
HCT now has the maturity to address the process challenge
to achieve FT status.

2
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TRUST BOARD
Title(s):

Board Assurance Framework (March 2015).

Meeting Date:

26th March 2015

Executive Lead:

David Law - Chief Executive

Author(s):

Clive Appleby, Company Secretary; Executive Directors

For:

Noting & Discussion

1.0

Purpose of Paper(s)
1.1 The Board Assurance Framework (BAF) is a tool by which the Board
considers risks to the achievement of the Trust’s strategic objectives.
1.2 Attached is the BAF as at March 2015. Also attached is a summary sheet
indicating a summary of the risks and direction of change in the risk
scores.
1.3 The BAF is reviewed monthly by the Executive Team. The Healthcare
Governance Committee also reviews with a focus on clinical risks and
the Audit Committee reviews “fitness for purpose”.

2.0

Recommendations
2.1 The Board is requested to note and discuss the Board Assurance
Framework for March 2015.

3.0

Relevant Strategic Objective(s) / Strategies
6

4.0

Significant Issues for the Board’s Attention
(Risks, resource implications, regulatory or reputational impacts, etc.)
4.1

5.0

Impacts on all Strategic Objectives

See risk descriptions and scores.

Appendices and Attachments
(1)

BAF March 2015

1
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Committee Consideration
The Paper(s) has /have previously been considered by the following committee(s):
Committee:
Date (Month / Year):
Executive Team
March 15
HGC (Ref 11/13 only – clinical)
March 15
Issues arising from committee consideration
Ref 11/13 amended following HGC review in respect of links to risks in the High Level Risk
Register.

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the
accountable executive director confirms that to the best of their knowledge, and subject to any
exceptions identified, data contained in this / these paper(s) is:
Data
Quality
Domain
Complete

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

Information is as comprehensive as possible
to inform the board and no significant known
facts or statistics which may influence a
decision are omitted.
As far as can be reasonable ascertained or
validated, information in the report is
accurate.
Information contained in the report is relevant
to the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time
at which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is
clearly explained

√
√
√
√
√

Executive Director Sign-Off

This / These paper(s) has / have been approved by the
accountable executive director who is satisfied that (i) the
implications for risks, (ii) quality/service/regulatory impacts
and (iii) resource implications, have been considered.

Name of Director:
David Law

√

Company Secretary Sign-Off (Board papers only)
This /these paper(s) has / have been quality control checked by the Company Secretary
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Summary of Risks on the Board Assurance Framework - March 2015

Low

Risk Scores = Consequences x likelihood of risk materialising

Medium

1-6

8-12

High
15-25

Overall risk rating = Where highest score is:
20-25 = Red; 15- 16 = Amber / Red; 8-12 Amber 2-6 = Amber / Green; 0-1 = Green

Risk

Exec
Lead

Lead
Committee

Initial
Overall
Risk
Score

No
of
Current
Actions

DoF

SRC

5x4=
20

9

5x4=
20

11

No of Actions
Closed
Since
Last Report

No of
Actions
added
Since
Last Report

Lowest
Risk
Score

Highest
Risk
Score

Overall
Current
Risk
RAG

Direction
of Change

1

0

4x1=4

5x3=15

Amber
/ Red

No
Change

1

3x3 =9

4x3=12

Amber

No
Change

No. of risks with change in score
since last report:
Ref 11/13 (1)

recommended
for closure

Operating in a highly competitive
market environment where
reputation, quality and misalignment
of strategic intentions may lead to
loss of existing HCT business or
failure to secure new business
resulting in the Trust becoming
unsustainable and unable to deliver
High Value Healthcare.
Ref 11/13 (2)

DQ&G

HGC

The safety, experience and clinical
outcomes of care for patients may fall

1

4
recommended
for closure
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Summary of Risks on the Board Assurance Framework - March 2015

Low

Risk Scores = Consequences x likelihood of risk materialising

Medium

1-6

8-12

High
15-25

Overall risk rating = Where highest score is:
20-25 = Red; 15- 16 = Amber / Red; 8-12 Amber 2-6 = Amber / Green; 0-1 = Green

Exec
Lead

Lead
Committee

Initial
Overall
Risk
Score

No
of
Current
Actions

No of Actions
Closed
Since
Last Report

No of
Actions
added
Since
Last Report

Lowest
Risk
Score

Highest
Risk
Score

Overall
Current
Risk
RAG

Direction
of Change

below the Trust’s expected standards
whereby quality of care is
compromised to an extent which
results in harm to patients, poor
public reputation, punitive regulatory
action and failure to deliver High
Value Healthcare.
Ref 11/13 (3)

DoF

SRC

5x4=
20

4

1

0

4x3=12

4x4=16

Amber
/ Red

No
change

Failure to understand and manage
the Trust's resources (finance,
workforce and estate) may result in
ineffective and inefficient use of
resources resulting in the Trust
becoming unsustainable and unable
to deliver High Value Healthcare.
Ref 11/13 (4)

CEO

SRC

5x4=
20

12

3

4

2x4=8
4x2=8

4x4=16

Amber
/Red

Risk

Health System-Wide and other

2
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Summary of Risks on the Board Assurance Framework - March 2015

Low

Risk Scores = Consequences x likelihood of risk materialising

Medium

1-6

8-12

High
15-25

Overall risk rating = Where highest score is:
20-25 = Red; 15- 16 = Amber / Red; 8-12 Amber 2-6 = Amber / Green; 0-1 = Green

Risk

Exec
Lead

Lead
Committee

Initial
Overall
Risk
Score

No
of
Current
Actions

No of Actions
Closed
Since
Last Report

No of
Actions
added
Since
Last Report

Lowest
Risk
Score

Highest
Risk
Score

Overall
Current
Risk
RAG

Direction
of Change

DHR&
OD

SRC

4x4=
16

8

2

1

2x2=4

4x4=16

Amber
/ Red

No
change

external factors (*) beyond HCT's
control may impact detrimentally on
the Trust, resulting in the Trust
becoming unsustainable and unable
to deliver High Value Healthcare.
(*) Sociological, Technological,
Economic, Environmental, Political,
Legal, Ethical, Demographic
(“STEEPLED”).
Ref 11/13 (5)
The organisational development
programme of the Trust does not
develop the capacity and capability
required to deliver the Trust's
strategy and may lead to failure in
delivering essential elements of the

3
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Summary of Risks on the Board Assurance Framework - March 2015
Risk Scores = Consequences x likelihood of risk materialising

Low
1-6

Medium
8-12

High
15-25

Overall risk rating = Where highest score is:
20-25 = Red; 15- 16 = Amber / Red; 8-12 Amber 2-6 = Amber / Green; 0-1 = Green

Exec
Lead

Risk

Lead
Committee

Initial
Overall
Risk
Score

No
of
Current
Actions

No of Actions
Closed
Since
Last Report

No of
Actions
added
Since
Last Report

Lowest
Risk
Score

Highest
Risk
Score

Overall
Current
Risk
RAG

Direction
of Change

Strategic Implementation Plan to
required timescales, resulting in
adverse impact on staff engagement,
development of services and the
reputation of the Trust, which in turn
impacts on HCT's ability to deliver
High Value Healthcare.
General Commentary / Notes:
•

Risk 11/13 (4) (external factors) has been broadened in definition to specifically include health system-wide issues where the
Trust may have influence but not total control.

•

No new strategic risks have been identified although risks on the HLRR have been taken into account in the BAF risks where
they might have a strategic impact.

•

Progress continues to be made in actions being taken to mitigate strategic risks.

•

A total of 11 actions have been removed as completed or are recommended for closure.

•

A total of 6 actions have been added since the last report.
4
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HERTFORDSHIRE COMMUNITY NHS TRUST - BOARD ASSURANCE FRAMEWORK (BAF)
Mar-15
Assessment of principal risks affecting HCT's ability to deliver on its strategic objectives and controls / assurances in place
Score
Score
Risk Scores = Consequences x Likelihood of Risk Materialising Score
15 - 25
8 - 12
1-6
(5 x 5 matrix) High Risk Med Risk Low Risk

Overall Risk Score = Where Highest Score is: 20-25 = Red; 15-16 Amber / Red; 8-12 = Amber; 2 -6 = Amber / Green 0-1 = Green

CEO
DoF
DoQG
DHR&OD
MedDir
DoSt
DOps

Source of Risk:
= Chief Executive
= Dir of Finance
= Dir of Quality & Governance
= Dir of HR & OD
= Medical Director
= Director of Strategy
= Director of Operations

AC
= Audit Committee
B
= Trust Board
ET
= Executive Team
FTC
= Foundation Trust Committee
HCG
= Health Care Governance Committee
IGSG
= Information Governance Group
S&R
= Strategy & Resources Committee
Lead Committee = (Name) Committee / Sub Committee
HLRR = High Level Risk Register
CQC = Care Quality Commission
O
= Other (to be identified)

Strategic Objectives (2014/15):
1. We will support the people we serve to manage their own health
and wellbeing
2. We will improve clinical outcomes and enhance patient safety
3. We will support the substantial expansion of community
services through the delivery of excellent core services for adults
and children and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to
improve services
5. We will develop the organisational capacity to deliver our vision
and objectives

IAR = Internal Audit Report
CA = Clinical Audit Report
GRR = Governance Risk Rating

IPR = Integrated Performance Report
IBP = Integrated Business Plan

The BAF reference identifies the month and year the risk was placed on the BAF followed by a sequential number.
e.g. Ref 04 12 (2) would have been entered on the BAF in April 2012 and have been the 2nd entry of that particular month.
Text in green font on the BAF indicates positive or neutral additions/amendments/progress to the previous version.
Text in red font on the BAF indicates negative additions/amendments/progress to the previous version.
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HERTFORDSHIRE COMMUNITY NHS TRUST - BOARD ASSURANCE FRAMEWORK (BAF)
Explanation of Terms
Lead Director

Director with overall responsibility on behalf of the Board and Executive Team for recording and managing the risk. (To be recorded as post title not individual name).

Lead Committee
Domain
Relevant Strategic Objective
Source of Risk
Secondary Impacts
Related Entries on HLRR or BAF
Ref:
Status:

Board Committee (or Sub Committee / Group) with primary delegated responsibility for monitoring management of the risk and receiving assurance.
Brief description of the internal/ external factor(s) inherent in the strategic objectives to which the risk relates e.g. "Competition", "Quality", etc.
The Strategic Objective(s) to which the risk relates
The originating means through which the risk was identified e.g. "HLRR", "BURR", Executive Team, XYZ Committee, etc.
Other areas on which the risk may have an impact but which are not specifically referred to in the definition of the risk. For example, many risks may have a financial impact.
A cross reference (by ref no) to other risks on the BAF or HLRR which are similar.
Recorded as month / year risk first recorded on BAF plus sequential number for that month's entries (e.g. 10/12 (1), 10/12 (2), etc.)
Is the risk "live", archived, proposed, draft, etc.

Risk Scores:
Initial Risk Score

The score (consequences x likelihood of the risk materialising) of the "raw" (or "inherent "risk). I.e. before the application of any controls or consideration of assurances.

Current Risk Score
Previous Score

The score as at the time of the report.
The score last time the report was presented (plus "direction of change" is indicated).

Direction of Change

Has the score moved up, down or stayed the same since the last report?

Residual Risk Score & Projected Target Date

The target risk score:
(i) The score achieved when all actions have been applied and it is not reasonably possible or practicable to achieve a lower score; or
(ii) It may be possible to achieve a lower score with more investment in controls, assurances or actions, but this is a score at which the Board is prepared to "live with", or accept the risk. (Risk
appetite). When this score is reached, the risk is removed from the BAF to the Archive BAF.
The Projected Target Date is that by which it is anticipated that all actions will be completed, the residual score reached and the risk can be removed from the BAF.

Overall Range:

The Lowest and Highest current scores recorded against the risk

Overall Risk Score

A general score for the risk overall taking into account the balance of individual scores

Controls

Measures which have been put into place which serve to mitigate the risk by reducing the likelihood of its occurrence or its severity if it materialised

Generic Assurances

Regular sources of information (usually documented) which serve to assure the board whether controls are effective and comprehensive.
Assurances may be internal (i.e. generated within the Trust) or external (i.e. generated by an independent, third party source).

Current Assurance
Assurance Quality / Significance
Assurance Expiry Date
Gaps in Controls and Assurance
Actions to Address Gaps in Controls & Assurances /
Officer Lead
Projected / Revised/ Actual Action Completion Date

Information received recently (e.g. within last six months) which re-enforces or informs positive, negative or neutral assurance
How robust is the source of the assurance and what is its credibility value (High (H), Medium (M) or Low (L))?
Most assurances have a limited "shelf-life" and cannot be relied upon indefinitely. This gives a date in the future for when an assurance ceases to be valid.
Identified weaknesses in controls or assurance that need strengthening.
Clear and achievable actions to be identified, with projected timescale for completion. Officer Leads to be identified by post title rather than name.
The projected date for an action to have been achieved / any revised target date / the date an action is actually completed.
(NB changes in target dates should be approved by the Executive Team and noted as amendments in the relevant date column. The original date is not to be removed, but the amended date
should be shown in red font and an explanation given in the "Progress" column).

Progress on Actions
Progress on Actions = Summary of progress to date.
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Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk
Def'n:

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)
Cause (X) :
Effect (Y) :
Adverse Consequence (Z)
:

Score
15 - 25
High Risk

Score
Score
8 - 12
1-6
Med Risk Low Risk

March 15

Lead Director : Director of Finance

Operating in a highly competitive market environment where reputation, quality and misalignment of strategic intentions
may lead to loss of existing HCT business or failure to secure new business

Lead Committee(s): (1) Strategy & Resources
Overall Range:
Overall Risk:

resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare

8 to 16

Amber / Red

Domain Market and Competition
and Relevant Strategic 3 We will support the substantial expansion of community services through the delivery of excellent core services for adults and children and the development of ambulatory services
Objective(s): 4 We will use resources efficiently to enhance our ability to improve services
5 We will develop the organisational capacity to deliver our vision and objectives
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts

Added to BAF: November 2013
Ref: 11/13 (1)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR: None
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial
Risk
Score
(C) x (L)

Internal

5x4=20

Current Specific Assurances
(Received within last 6 months)

Controls in Place

Core Documents:
Strategic Implementation
Plan (M)
IBP
Annual Plan
Market Strategy
Engagement Strategy
Service Contracts
Committee Structure:
Board
SRC
Executive Team
Executive / Officer
Structure:
CEO
Dir of Finance
FT Programme Manager
Contracts Manager
(and objectives
/accountability of the
above)
Market Specifics:
(i) Commercial
Opportunities Report
(weekly to ET)
Supporting Plans and
Programmes:
(i) Comms Engagement
Plan

Risk Management Tools:
Board Assurance Framework
High Level Risk Register
Committee Assurance:
Board and Committee Minutes
Audit Committee (& Minutes)
Dir of Finance Report to Board
Business Report to (Part 2) Board
SRC Chair's Assurance Report to
Board
Standing Reports:
Business Opportunity Reports to SRC
and Board
Strategy Progress Reports
Data & Metrics:
(i) IBPR metrics and performance

External

Regulatory & Performance
Management:
TDA IDM's

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of
assurance

Refresh of IBP

Lack of up to date robust market
assessment (including
opportunities, threats and
intelligence on potential
competitors)

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

Direction of
Change

Actions to address Gaps in
Controls and Assurances /
Officer Lead

Commissioners & Stakeholders:
Contract Review Meetings
Contract Quality Review Meetings
B2B meetings with
commissioners/other Trusts
Bid success rate and feedback
GP Questionnaires

October and November 14
Lack of robust bid and market
Commercial Opportunities Reports analysis process and capacity
to SRC and Board (Neu)
2 x tenders won (pos)
2 x tenders lost (neg)

Internal Audit Reports:
(i) None
Recent Tender Experience (Neg)

Soft intelligence:
(i) Managers & staff feedback
(ii) Informal
comments/communications from
commissioners, GPs, etc.
Recent Tender Experience (Neg)

None

Commissioner communications

Commissioner communications /
GP feedback (Mixed)

Board approval of vision, values
and strapline (Nov14)

Action
Completion
Date

Residual
Risk Score

(DoF)

4 x2 = 8

4 x 2=8

5x3 = 15

5x3=15

Nov 14
April 15

No Change Bid and market intelligence

capacity to be established within
revised business structure (DoF)

Lack of experience in competing 5 x 2 = 10
for high value contracts and
partnership bids

Insufficient capacity in some
cases for operational and
corporate staff input to inform
tenders

5x3=15

Lack of co-operation or
responsiveness from some
preferred partners

4x3=12

Integration agenda with social
care and other providers is
embryonic and risk that HCT is
not perceived as a preferred
provider

4x2=8

Lack of accepted
commissioner/provider
information

4x1=4

To improve the communication
between the clinical workforce
and GP's

5x3=15

Absence of clear and embedded
HCT vision, branding and image

Projected /
Revised / Actual

No Change Market Strategy to be refreshed

Data & Metrics:
(i) ACFT Benchmarking

Policies & Procedures:
(i) None
Procured / contracted:
(i) Interim/consultancy
support

Gaps in Controls and
Assurances

5x2=10

4x1=4

4x1=4

Number of bids in progress. Updates to
ET, SRC and Part 2 Board through
regular Commercial Opportunities Report.

4x1=4

Tendering lessons Learned Report
submitted to Nov 14 SRC and Board.
Mobilisation checklist to go to SRC

4x1=4

Tendering lessons Learned Report
submitted to Nov 14 SRC and Board.

4x1=4

Integration project with HPFT and HCC
proceeding in Watford as a pilot.

4x1=4

Completed:
Close

4x1=4

Plan in place and being implemented.

4x1=4

Strapline in place for branding and comms
plan approved and being rolled out.
Branding and image to be further
developed as part of comms plan.

Mar 14 +

No Change To be included in "lessons learned"

analysis for SRC and the Board
June 14+
June 15

4x3=12

No Change To be included in "lessons learned"

Market Strategy refreshed for approval by
Board in Nov 14 and subject to further
refresh (March 15) for sign off by SRC in
April 15.
Integrated Business Plan (IBP) to include
updated market assessment.
Temporary resource brought in to support
market assessment.
Posts to enhance capacity temporarily in
place.

(DoF)

5x3=15

Progress on Actions

4x1=4
April 14 +

No Change Develop bids for key opportunities

Live

analysis for SRC and the Board
Nov-14

5x2=10

5x2=10

↓

↓

Integration agenda with social care
and other providers to be pursued
in order to give a comprehensive
and cohesive service to patients
(DOps)

Jan 14+
June 14 +

Development of revised information
sets to be shared with CCGs (DoF)
Jan 14
March 14 +

5x3=15

No Change Plan agreed with children's and

adults locality managers to
strengthen communication and
relationship with GP's. (DOps)

4x3=12

4x4=16

↓

Development of Comms plan to
give focus to branding and image
(CEO)

June 14+

Jan-15
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Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:

The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected standards

Effect (Y) :

whereby quality of care is compromised to an extent
which results in harm to patients, poor public reputation, punitive regulatory action and failure to deliver High Value Healthcare

Initial Risk
Score
(C) x (L)

5x4=20

Core Documents:
Strategic Implementation Plan
IBPR
Annual Plan
Quality Account
Clinical Services Strategy
Quality Strategy
Risk Management Strategy
Workforce & OD Strategy
Engagement Strategy
Workforce Plan
Quality Priorities/CQUINs
Committee Structure:
Board
HGC Assurance Meetings
HGC Operational Reviews
HGC Groups and Forums
Executive Team
Audit Committee
Executive / Officer Structure:
CEO
Dir of Q & G/Chief Nurse
Medical Director
Director of Ops
Business Unit General Managers
Quality Team and Business Partners
(and objectives / accountability of the
above)
Quality Specifics:
(i) Quality Impact Assessments of
CIPs/Projects
Supporting Plans and Programmes:
(i) Quality Improvement Plan
(ii) Clinical Audit Programme
(iii) Internal Audit Programme
Policies & Procedures:
Clinical policies & procedures
Care Pathways
Procured / contracted:
Contract with NHSP
Board /SRC

Risk Management Tools:
Board Assurance Framework
High Level Risk Register
Quality Risk Register
Business Unit Risk Registers
Committee Assurance:
Board and Committee Minutes
Audit Committee (& Minutes)
HGC Chair's Assurance Report to Board
HGC Operational Site Visit notes
Board "Deep Dives" and Service Reviews
Board to Patient Visits
("KIT"-Keep in Touch)
Standing Reports:
Qtrly Quality Report
(Incl Complaints, Pals, Serious Incidents)
Francis & Berwick Action Plan progress
Monthly Reports on planned v actual staffing in bed
based units
Safe Staffing Reports to Board
Data & Metrics:
(i) Quality Metrics
(ii) HVHC Metrics
(iii) TDA submission
(iv) QGF (and Self-Assessment)
(v) Patient surveys/FFT
(vi) BUPR metrics
(vii) Mortality data

March 15

Amber
Added to BAF:
Ref: 11/13 (2)
Status:
Proposed / Live /
For Removal / Archived:

Live

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

Score
1-6
Low Risk

Overall Range:
Overall Risk: 8 to 12

Domain Quality and Safety
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts
Ref 180 – Performance & Information (SystmOne changes); Ref 185 – Herts & Essex Hospital (Staff shortfall); Ref 220 – Wheelchair Service (BEST System); Ref 63 – Wheelchair Service (Maintenance
Related Entries on HLRR:
backlog); Ref 173 - Danesbury - Neuro Rehab (Nurse staffing levels) Ref 272 - Diabetes - Lower Lea Valley ( DSN cover); Ref 286 - Inpatient Units (Inappropriate admissions).
Generic Assurances
Quality / Significance of assurance:

Score
8 - 12
Med Risk

Lead Director : Dir of Quality & Governance
Lead Committee(s):
(1) Healthcare Governance

Cause (X) :

Adverse Consequence (Z) :

Score
15 - 25
High Risk

External

Regulatory & Performance Management:
TDA IDM's
CQC Inspections (All standards)
Health & Wellbeing Board
Overview & Scrutiny Committee
PLACE Report
Data & Metrics:
(i) ACFT Benchmarking
(ii) NHSP Fill data
(iii) NPSA Data
Commissioners & Stakeholders:
Contract Review Meetings
CQuin Performance
GP Questionnaires
Healthwatch Visits
Commissioner Visits
Internal Audit Reports:
(i) Quality Account
External Reviews and Reports:
(i) QGF Review (RSM Tenon)
(ii) External Expertise visits and reports
(iii) Adult Safeguarding Board review

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of assurance

Qtr 3 Quality Report
2014/15 CQUINs (Year End)
PLACE Report
(Mixed assurance)

Current Risk
Score
(C) x (L)

Previous Risk
Score
(C) x (L)

Inadequate workforce
performance data to
assure safe staffing
levels across all service
lines

4x3=12

4x3=12

Inconsistent staff
ownership and
engagement in
embedding High Value
Healthcare (HVHC)

4x3=12

Gaps in Controls and
Assurances

Projected /
Actions to
address Gaps Revised /
Residual Risk
Actual
Direction of in Controls
Score
Change
and
Action
Assurances / Completion
Officer Lead
Date

No Change Workforce

performance
data to be
agreed by
Board
(DHR&OD)

Progress on Actions

Jan 2015
For Review
March 15

4x2=8

See also BAF risk 11/13 (5) ; Capacity & Capability
re incorporation into Business Intelligence Project (July
14+)
Safe staffing /workforce task and finish group convened
and implementation plan devised
Safe staffing as per NQB agreed as a CQUIN for 2014/15.
Reports now going to Board
Roll out of safe staffing to ICTs in Qtrs 3 &4 14/15
Completed: Standard Operating Procedure (SOP) for safe
staffing bed base units risk escalation approved by Patient
Safety and Experience Group in November 14

Jan 14+
Review
Jan 15

4x2=8

Completed: Visits now in progress. Assurances included
in Board Quality Report from Qtr 1 14/15.
Revised programme issued in November 14
High Value Healthcare metrics being taken forward (see
below)

External Independent Reviews:
(i) Paediatric Services
E&NCCG and HVCCG Quality Contract
Meeting Minutes
TDA Quality Desktop Review Report
and Debrief Notes (Pos)
Internal review of QGF (Pos)
CQC Prep assurance visits (mixed)
CQC Inspection (mixed)
National Staff Survey and PULSE
results (pos)
Commissioner Children's and Adults
safeguarding visits (Pos)
Duckling Green Ofsted Report (Neg)

4x3=12

programme of
"Board to
Patient" visits
in order to
promote and
improve
clinical
outcomes and
staff/clinical
engagement.
(DQ&G)

Soft intelligence:
(i) Meetings with staff
(ii) Feedback from GPs
(iii) Comments at meetings in public
(iv) National Staff Survey results and PULSE results
Miscellaneous:
(i) Patient Stories to Board
(ii) Staff "whistleblowing" Policy and procedure
(iii) Appraisal
(iv) Safeguarding supervision
Limited HVHC Outcome
metrics that are visible to
the board

No Change Assurance via

4x3=12

4x3=12

No change HVHC metrics

to be
implemented
on an
incremental
basis.
(MD)

Business Units to devise action plans in response to
national staff survey outcomes re staff engagement

Sept 14 +

4x2=8

Report submitted to HGC
Six services identified.
Each service tasked with developing a minimum of 12
KVIs and select the top three activities by volume (or
which were considered critical to the service) and develop
a minimum of one KVI for these activities in each of the
four HVH domains.

Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:

The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected standards

Effect (Y) :

whereby quality of care is compromised to an extent
which results in harm to patients, poor public reputation, punitive regulatory action and failure to deliver High Value Healthcare

Initial Risk
Score
(C) x (L)

March 15

Amber
Added to BAF:
Ref: 11/13 (2)
Status:
Proposed / Live /
For Removal / Archived:

Live

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

Score
1-6
Low Risk

Overall Range:
Overall Risk: 8 to 12

Domain Quality and Safety
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts
Ref 180 – Performance & Information (SystmOne changes); Ref 185 – Herts & Essex Hospital (Staff shortfall); Ref 220 – Wheelchair Service (BEST System); Ref 63 – Wheelchair Service (Maintenance
Related Entries on HLRR:
backlog); Ref 173 - Danesbury - Neuro Rehab (Nurse staffing levels) Ref 272 - Diabetes - Lower Lea Valley ( DSN cover); Ref 286 - Inpatient Units (Inappropriate admissions).
Generic Assurances
Quality / Significance of assurance:

Score
8 - 12
Med Risk

Lead Director : Dir of Quality & Governance
Lead Committee(s):
(1) Healthcare Governance

Cause (X) :

Adverse Consequence (Z) :

Score
15 - 25
High Risk

External

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of assurance

Skilled workforce:
Appraisal system
CPD/training
Supervision/mentoring
Corporate induction for all new staff
Performance monitoring:
BUPR & triangulation of patient
safety/quality data
QGF
Board Governance Assurance
Framework

TDA IDM feedback (Neg)

Current Risk
Score
(C) x (L)

Previous Risk
Score
(C) x (L)

Need for capacity and
demand management
tools to assess effective
use of staffing and
delivery of safe care.

4x3=12

4x3=12

Mobile working and
clinical data entry is
problematical due to
poor IT connectivity

3x3=9

4x3=12

Services lack
management / clinical
supervision of medical
staff not directly
employed by HCT

3x3=9

3x2=6

Limited evidence of
effectiveness of
pharmacist support to
community hospitals

3x3=9

3x3=9

Resourcing and clear
plan for patient
engagement strategy

3x4=12

4x3=12

Gaps in Controls and
Assurances

Projected /
Actions to
address Gaps Revised /
Residual Risk
Actual
Direction of in Controls
Score
Change
and
Action
Assurances / Completion
Officer Lead
Date

No change Capacity &

Progress on Actions

4x2=8

Incorporated in the transformation programme with lead
identified and a clear implementation plan.
PID for scope defined through PMO and work underway.

4x2=8

Completed but subject to further assurance on
operational mitigating actions.

March 14
clinical
Nov 14
supervision,
reflective
practice to be
implemented.
(MD)
No change Review of
Jan 15
current SLA of March 15
Pharmacy
service to bed
based units to
ensure that
SLAs are fit for
purpose
(MD)

3x2=6

Closed: Appraisal and Revalidation by employing org
mitigates risk. Any issues would be raised by/with relevant
RO and Trust's MD.

3x2=6

HCT Pharmacist appointed. (Full time from Oct 14)
Medicines optimisation framework and review of SLAs in
place

No change Additional

3x2=6

Agreed Executive lead for patient engagement with
DQ&G. Resource to be identified.
Resource not yet agreed; DQ&G to review scope with
Head of Comms. (Part of FT Work stream)

↓

Demand
Management
project to be
scoped and
services
prioritised.
(DofOps)
Mobile working
issues to be
resolved and
solution
implemented
by the end of
December
2013
(DST&BD)

March14
Oct 14+

Jan 14
Feb 14
Oct 14

No change Models of

Engagement
processes to
be devised
and
implemented.
(DQ&G)

Jan 2015
March 15

Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:

The safety, experience and clinical outcomes of care for patients may fall below the Trust’s expected standards

Effect (Y) :

whereby quality of care is compromised to an extent
which results in harm to patients, poor public reputation, punitive regulatory action and failure to deliver High Value Healthcare

Initial Risk
Score
(C) x (L)

March 15

Amber
Added to BAF:
Ref: 11/13 (2)
Status:
Proposed / Live /
For Removal / Archived:

Live

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

Score
1-6
Low Risk

Overall Range:
Overall Risk: 8 to 12

Domain Quality and Safety
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts
Ref 180 – Performance & Information (SystmOne changes); Ref 185 – Herts & Essex Hospital (Staff shortfall); Ref 220 – Wheelchair Service (BEST System); Ref 63 – Wheelchair Service (Maintenance
Related Entries on HLRR:
backlog); Ref 173 - Danesbury - Neuro Rehab (Nurse staffing levels) Ref 272 - Diabetes - Lower Lea Valley ( DSN cover); Ref 286 - Inpatient Units (Inappropriate admissions).
Generic Assurances
Quality / Significance of assurance:

Score
8 - 12
Med Risk

Lead Director : Dir of Quality & Governance
Lead Committee(s):
(1) Healthcare Governance

Cause (X) :

Adverse Consequence (Z) :

Score
15 - 25
High Risk

External

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of assurance

Projected /
Actions to
address Gaps Revised /
Residual Risk
Actual
Direction of in Controls
Score
Change
and
Action
Assurances / Completion
Officer Lead
Date

Current Risk
Score
(C) x (L)

Previous Risk
Score
(C) x (L)

Management of
Deteriorating Patients:
Identification and
escalation

4x3=12

4x3=12

No change

Trust to
implement a
new (i) "early
warning
system" and
(ii) risk
escalation
process with
staff, to ensure
staff know how
to escalate
and seek
medical
support.

Oct-14

4x2=8

Completed: Implementation commenced Nov 14. Early
warning system and escalation process agreed.

Issues identified by CQC
inspection and visit to
HEH on 2/3/15 to be
addressed

4x3=12

N/A

N/A

Iniaital CQC
Action Plan
and Plan for
HEH devised ,
approved and
circulated.
(DQ&G)

March 15+

2x2=4

Action Plans devised and circulated. Implementation of
plans to be monitored by ET/SMT and HGC.

Gaps in Controls and
Assurances

Progress on Actions
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Board: 26th March 2015

Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk
Def'n:

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)
Cause (X) :
Effect (Y) :

Score
15 - 25
High Risk

Score
8 - 12
Med Risk

March 15

Score
1-6
Low Risk

Lead Director : Director of Finance

Failure to understand and manage the Trust's resources (finance, workforce and estate)
may result in ineffective and inefficient use of resources

Lead Committee(s): (1) Strategy & Resources
Overall Range: 6 to 16
Overall Risk:

resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare

Amber / Red

Adverse Consequence (Z) :
Domain Resources
and Relevant Strategic Objective(s): 4 We will use resources efficiently to enhance our ability to improve services

Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts
Related Entries on HLRR:

Ref 258 (CIPs); Ref 260 (Performance Management Framework)
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low

Initial
Risk
Score
(C) x (L)

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

5x4=20

Core Documents:
Strategic Implementation Plan (M)
IBP
Annual Plan
LTFM
Estates Strategy
Workforce & OD Strategy
Committee Structure:
Board
SRC
Executive Team
Executive / Senior Management Team
Estates & Capital Investment SubCommittee
Executive / Officer Structure:
CEO
Dir of Finance
Dir of HR & OD
Dep. Dir of Finance
Finance Team & Business Partners
HR Team and Business Partners
Budget Holders
(and objectives/accountability of the
above)
Supporting Plans and Programmes:
(i) CIP Programme (& QIAs)
(ii) CIP Process
(iii) Budget setting process
Resources Specific:
(i) General managers approve forecast
out turn
(ii) Budget holders are clear on their
responsibilities and training is provided.
Policies & Procedures:
(i) Scheme of Reservation & Delegation
(ii) Operational Scheme of Delegation
(iii) Standing Financial Instructions
Procured / contracted:
(i) NHS PropCo
(ii) HSMC
(iii) Interim/consultancy support

Added to BAF: November 2013
Ref: 11/13 (3)
Status:
Proposed / Live /
For Removal / Archived:

Risk Management Tools:
Board Assurance Framework
High Level Risk Register
Finance (& Estates) Risk Register
Committee Assurance:
Board and Committee Minutes
Audit Committee (& Minutes)
Dir of Finance Report to SRC/Board
Monthly Finance Report to SRC/Board
(including forecast out turn and risks)
SRC Chair's Assurance Report to Board
Data & Metrics:
(i) As included in monthly finance report
(ii) IBPR
(iii) Annual Report and Accounts
Soft intelligence:
None

External

Regulatory & Performance
Management:
(i) External Auditor's Annual
Governance Report
(ii) Annual Audit Letter
(iii) Head of Internal Audit Opinion

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

Direction of
Change

Requirement for Clearly defined
future CIP programme with
timescales, KPIs and milestones

5x3 =15

3x3=9

↑

Detailed Programme for future CIPs
to be devised (DoF / All Exec Dirs)

Lack of estate optimisation and
utilisation

4x3=12

4x4=16

↓

To be addressed in Estates Strategy
Delivery Plan (DoF / Head of
Estates)

Poor quality of some estate and
facilities services

4x3=12

High level use of agency and
interim staff and no mechanism for
control

4x4=16

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of
assurance

Gaps in Controls and Assurances

2014/15 CIP delivery assured

Actions to address Gaps in
Controls and Assurances / Officer
Lead

Projected /
Revised /
Actual

Residual
Risk Score

Live

Progress on Actions

Action
Completion
Date

Feb 14
March 14
Dec 14
April 15

3x2=-6

2014/15 CIPs approved by Board;
2015/16 CIPs due for completion by end April 2015
PMO process in place
QIA process in place
Business Planning session held

3x2=-6

Estates Strategy approved by Board November 14.
Delivery plan to evolve and progress to be monitored
through SRC.
Estate utilisation included in CIP plans

3x2=-6

Estates Strategy approved by Board November 14.
Short term - improvements being made through
capital investment programme; Longer term needs
recognised in Estates Strategy

3x2=-6

See also BAF risk 11/13 (5): Capacity and capability

Data & Metrics:
(i) ACFT Benchmarking
Commissioners & Stakeholders:
(i) TDA IDM meetings
Internal Audit Reports:
(i) Internal Audit Plan

Capital Investment Group 5/3/15

4x4=16

4x4=16

↓

To be addressed in Estates Strategy
Delivery Plan (DoF / Head of
Estates)

No
Implement recruitment plan and
Change enhance recruitment capacity.
(DHR&OD)
Some current interim posts to be
embedded as permanent posts (All)

Long term
(Review in
June 15)

Long term
(Review in
June 15)

(Review in
March 15)
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Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Score
15 - 25
High Risk

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:
Cause (X) :
Effect (Y) :

March 15

Score
8 - 12
Med Risk

Lead Director : Chief Executive
Lead Committee(s): (1) Strategy & Resources
(2) Healthcare Governance
Overall Range:
6 to 12

Health system-wide and other external factors(CEO) beyond the Trust's control
may impact detrimentally on the Trust,
resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare

Overall Risk:

Amber

Adverse Consequence (Z) :

(*) Sociological, Technological, Economic, Environmental, Political, Legal, Ethical, Demographic (“STEEPLED”)
Domain External Factors
and Relevant Strategic Objective(s): Impacts on all strategic objectives

Source of Risk: Integrated Business Plan (IBP)
Secondary Impacts (1) For financial impacts see Integrated Business Plan (Confidential: Not in public domain)

Added to BAF: November 2013
Ref: 11/13 (4)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR:
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial Risk
Score
(C) x (L)

Internal

5x4=20

Current Specific Assurances
(Received within last 6 months)

Controls in Place

Core Documents:
Strategic Implementation Plan (M)
IBP
Annual Plan
Risk Sections in Every Board report
Sustainability Plan
Clinical Strategies
JSNA
Business Continuity Plans
Emergency planning - documents and scenario
planning

Risk Management Tools:
Board Assurance Framework
High Level Risk Register
Business Unit Risk Registers

Committee Structure:
Board
Board Committees
Executive Team
Executive / Senior Management Team

Data & Metrics:
(i) Savings Programmes

Executive / Officer Structure:
CEO
Executive Directors
(and objectives / accountability of the above)

Committee Assurance:
Board and Committee Minutes
Audit Committee (& Minutes)
CEO's Report to Board
Director's Reports to Board
Committee Chair's Reports to Board

Soft intelligence:
(i) Board diversity of directors and the experience and
different back groups they bring
(ii) Business Unit Performance review meetings

External

Regulatory & Performance Management:
(i) External Auditor's Annual Governance Report
(ii) Head of Internal Audit Opinion
Data & Metrics:
(i) ACFT Benchmarking
Commissioners & Stakeholders:(i.e. opportunities for
influencing)
(i) TDA IDM meetings
(ii) Networks - TDA, CQC, Monitor
(iii) External bodies who consult- Kingfund, Local
government
(iv) NHS England, Department of Health

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of
assurance

Health System- Wide
Project Consultant attendance at
Trust Board (Neu).
Active engagement being
undertaken (Pos).
Outcomes to be determined
collectively by the health system.
(Neu)

The outcomes from the West Herts Strategic
Review ("The Case for Change") will impact
significantly on models of care thereby requiring
significant transformation within the health
system (and may have bearing on HCT's
organisational form).

Sociological
No current assurances or issues
(Neu)

Internal Audit Reports:
(i) Internal Audit Plan
National Policy and positive context:
(i) Development of community services
(ii) Integration fund
(iii) Economic recovery

Risk Specific:
(i) Formal intelligence: briefings/communications
received officially from external sources
(ii) Soft Intelligence: Informal scanning of media,
internet, etc.
Supporting Plans and Programmes:
(i) Emergency Plan
(ii) Business Continuity Plans
(iii) Winter Escalation plan
Policies & Procedures:
(i)

Gaps in Controls and Assurances

Technological
No current assurances or issues
(Neu)

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

Projected /
Revised / Actual
Direction
of Change

Actions to address Gaps in Controls and
Assurances / Officer Lead

No Change

A range of changes in the structure of society
may lead to greater demand for HCT’s services
which proves to be unsustainable within the
resources available, with less support being
available from families, carers and wider social
networks

3x4=12

3x4=12

The adult service model proposes greater
engagement with community and voluntary
organisations. There is an implementation plan for
the model and we will be pursuing this approach in
the tripartite model.
No Change (DOps)

The acceptability of care at home may be
compromised by a belief that care in hospitals
provides a better standard than care at home

4x3-12

4x3-12

4x3-12

The communications and engagement plan will build
on the effectiveness and popularity of the HomeFirst
model to present the case for care at home, where
that is appropriate to people’s needs.
No Change (DOps)

4x3-12

Procured / contracted:
(i) CSU IT SLA

N/A

N/A

3x2=6

3x2=6

Staff being briefed through internal comms channels.
This is an integral component of (i) the integration work being taken forward with
partners and being piloted in Watford and (ii) links with the community navigator
role.

3x2=6

Extended programme of communication around HomeFirst being rolled out in
conjunction with HCC and CCGs, including a "HomeFirst Video".
Work in progress with UCLP on impacts of isolation

Jan 15
(Update in May
15)

Jan 15
May 15

Comms plan for completion in May 15

3x2=6

The demise of the CSU poses a risk to IT support.
Trust to enter ICT shared services agreement for IT
support (with agreed specifications) hosted by
E&NHCCG. Internal audit has identified issues about
the previous service and HCT will work with the
provider of IT support to understand how we can
develop our ability to use technology effectively.
(DoF)

Draft ICT shared services agreement has been reviewed by ET and SRC

Jan-15

No Change

4x3=12

Progress on Actions

Presentation given by Project leads to Exec and Board (Nov 14)
HCT involved in selection of project leads.
HCT participating in all project groups identified.
Staff being briefed through internal comms channels.
Strategic mapping being completed by Executive.
Nov 14+

4x4=16

Trust has lack of internal expertise
compromising capacity to effectively
manage the contract with an external
provider

Residual
Risk Score

Maintain strong engagement with the Review.
Identify clinical staff to feed into clinical modelling.
Brief staff regularly.

4x4=16

The development of technology runs at such a
pace that the staff of the Trust cannot effectively
stay abreast of developments that would support
the delivery of High Value Healthcare

Action
Completion
Date

Live

Review of IT capability to be undertaken
(DoF)

New entry on BAF

Sep-15

Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Score
15 - 25
High Risk

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:
Cause (X) :
Effect (Y) :

March 15

Score
8 - 12
Med Risk

Lead Director : Chief Executive
Lead Committee(s): (1) Strategy & Resources
(2) Healthcare Governance
Overall Range:
6 to 12

Health system-wide and other external factors(CEO) beyond the Trust's control
may impact detrimentally on the Trust,
resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare

Overall Risk:

Amber

Adverse Consequence (Z) :

(*) Sociological, Technological, Economic, Environmental, Political, Legal, Ethical, Demographic (“STEEPLED”)
Domain External Factors
and Relevant Strategic Objective(s): Impacts on all strategic objectives

Source of Risk: Integrated Business Plan (IBP)
Secondary Impacts (1) For financial impacts see Integrated Business Plan (Confidential: Not in public domain)

Added to BAF: November 2013
Ref: 11/13 (4)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR:
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial Risk
Score
(C) x (L)

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

External

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of
assurance

Gaps in Controls and Assurances

Changes in supportive technologies exceed the
financial ability of the Trust to invest in them to
benefit the management of people in the
community

Economic
National and Financial media
reports: Economy slowly coming
out of recession (Pos)

The economic state of the country leaves
resources too limited to cope with increasing
demand

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

2x4=8

2x4=8

3x4=12

3x4=12

Projected /
Revised / Actual
Direction
of Change

Actions to address Gaps in Controls and
Assurances / Officer Lead

This remains a risk. We will initially seek to
understand the market more fully, with some in-house
expertise, and make investment decisions based on
the return offered.
No Change (CEO/All)

We are focusing on using existing resources as
efficiently as possible and on growing the provision of
community services. This will bring a contribution to
overheads and offset the need for some efficiency
savings. Our savings programme is in place and is
No Change constantly being updated.
(CEO/All)

Action
Completion
Date

Residual
Risk Score

Live

Progress on Actions

3x2=6

As part of the prioritisation process on the implementation of strategy, a decision will
be made when capacity will be available to pursue supportive technology. (IM&T
Strategy in process of refresh/update).

3x2=6

Bids for services are in progress which aim to bring a financial contribution thereby
strengthening business viability and resilience to economic impacts.

May-15

Apr 14 +

To secure best possible financial outcome from
contract negotiations with commissioners.
(DoF)

Contract negotiations in progress, but contract sign offs delayed nationally on
account of issue re tariff. (Also impacts on final budget setting)

Apr 14 +

Environmental

No issues currently identified

Political
Commissioner spend for HCT
incorporated as component of the
"Better Care Fund" (Neu)

Competition policy decisions have an impact on
the Trust’s sustainability and lead to the need to
find alternative solutions for the management of
the Trust, with the associated disruption to
service delivery

4x3=12

4x3=12

NHS Five Year plan favours
delivery of care closer to home
(Pos)

Legal

Significant volume of recent legislation
requires embedding to avoid being in
breach. (F&PP Test, False & Misleading
Informaiton Regs, Duty of Candour, New
CQC Core Standard Regulations).

Ethical

No issues currently identified

Demographic

An increasing incidence of people with long
term conditions outstrips the capacity of the
Trust to respond effectively and compromises
High Value Healthcare

4x2=8

N/A

We have started to develop internal capability to
respond to tenders and manage competition
effectively. Our processes around making choices on
bids are being firmed up and our ability to make
cases has already been enhanced
No Change (CEO/DoF)

N/A

3x2=6

We are working with the CCGs & HCC to understand what they want to achieve
from the BCF, identify opportunities and risks and respond accordingly. Response
from discussions with commissioners awaited.
Session on the BCF with HCC to be held for the Board in March 15

3x2=6

Board and Executive Team briefed on new legislation.
Necessary requirements being taken forward.

3x2=6

The areas of focus for the integration model have been discussed with GPs in the
pilot area in Watford. Proposals for joint working are being scoped for rolling out in
next calendar year.

Apr 14 +

Embedding to be taken forward by Exec Director
Leads

February 2015 +

4x2=8

4x2=8

Our integration model will focus on managing long
term conditions effectively at lower cost. We will
target high users of health and social care and work
to co-ordinate services, prevent or manage
exacerbations to improve their experience of care and
No Change
to reduce costs.
(CEO/DOps/MD)

Ongoing

Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Score
15 - 25
High Risk

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)

Risk Def'n:
Cause (X) :
Effect (Y) :

March 15

Score
8 - 12
Med Risk

Lead Director : Chief Executive
Lead Committee(s): (1) Strategy & Resources
(2) Healthcare Governance
Overall Range:
6 to 12

Health system-wide and other external factors(CEO) beyond the Trust's control
may impact detrimentally on the Trust,
resulting in the Trust becoming unsustainable and unable to deliver High Value Healthcare

Overall Risk:

Amber

Adverse Consequence (Z) :

(*) Sociological, Technological, Economic, Environmental, Political, Legal, Ethical, Demographic (“STEEPLED”)
Domain External Factors
and Relevant Strategic Objective(s): Impacts on all strategic objectives

Source of Risk: Integrated Business Plan (IBP)
Secondary Impacts (1) For financial impacts see Integrated Business Plan (Confidential: Not in public domain)

Added to BAF: November 2013
Ref: 11/13 (4)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR:
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial Risk
Score
(C) x (L)

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

External

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of
assurance

Gaps in Controls and Assurances

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

4x2=8

N/A

Projected /
Revised / Actual
Direction
of Change

Actions to address Gaps in Controls and
Assurances / Officer Lead

Contract negotiations for 15/16 to secure
demographic funding
(DoF)

Action
Completion
Date

Residual
Risk Score

Progress on Actions

New entry on BAF
Apr-15

Live
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Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk
Def'n:

Score
15 - 25
High Risk

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)
Cause (X) :
Effect (Y) :

Adverse Consequence (Z)
:

Score
8 - 12
Med Risk

March 2015

Score
1-6
Low Risk

Lead Director : Director of HR and OD

The organisational development programme of the Trust does not develop the capacity and capability required to deliver the Trust's strategy and
may lead to failure in delivering essential elements of the Strategic Implementation Plan to required timescales,

Lead Committee(s): (1) Strategy & Resources
Overall Range:
Overall Risk:

resulting in adverse impact on staff engagement, development of services and the reputation of the Trust, which in turn impacts on HCT's ability to deliver High Value
Healthcare.

4 to 12

Amber

Domain Organisational Development
and Relevant Strategic Objective(s): 3. We will support the substantial expansion of community services through the delivery of excellent core services for adults and children and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to improve services
5. We will develop the organisational capacity to deliver our vision and objectives
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts (1) For financial impacts see Integrated Business Plan (Confidential: Not in public domain)

Added to BAF: November 2013
Ref: 11/13 (5)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR: None
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial Risk
Score
(C) x (L)

Controls in Place
Internal

4x4=16

Current Specific Assurances
(Received within last 6 months)

Core Documents:
Strategic Implementation
Plan (M)
IBP
Annual Plan
OD & Workforce Strategy
Engagement Strategy
Workforce Plan
Committee Structure:
Board
SRC
Executive Team
Workforce & OD Group
JNC
JLNC
Resourcing Group
Executive / Officer
Structure:
CEO
Dir of HR &OD
Dep Dir. of HR & OD
HR Team and Business
Partners
L&D Team
(and objectives
/accountability of the
above)

Risk Management Tools:
Board Assurance Framework
High Level Risk Register
HR Risk Register
Committee Assurance:
Board and Committee Minutes
Audit Committee (& Minutes)
SRC Chair's Report
Standing Reports:
Dir of HR & OD's Reports to Board
Strategy Progress Reports
Learning and Development Annual Report to
Board
Data & Metrics:
(i) Recruitment, Retention, Turnover, Absence
(ii) Training Uptake
(iii) Pulse Survey analysis
(iv) BUPRs
(v) Quality Metrics
(vi) Strategic Resourcing Plan
Equality & Diversity:
Public Sector Equality Duty Report (PSED)
Equality Delivery Framework (EDF)

Soft intelligence:
(i) Meetings with staff
OD Specifics:
(ii) Feedback from GPs
OD & L&D:
(i) Board Development
(ii) Leadership:
Annual Conference
Qtrly Forums
Masterclasses
NHS Elect Programme
(iii) Mandatory Training
(iv) Discretionary Training
(v) Transformation Skills
Training

External

Regulatory & Performance
Management:
TDA IDM's
CQC (Standard 13 - Safe Staff)
CQC (Standard 14 - Staff Support)
Data & Metrics:
(i) National Staff Survey
(ii) ACFT Benchmarking
(iii) NHSP Fill data
(iv) NHSP Service Improvement Plan and
KPIs
Commissioners & Stakeholders:
Contract Review Meetings
GP Questionnaires

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of assurance

(i) Year End HR KPIs (Pos)
(ii) National Staff Survey & PULSE
Reports (Pos)
(Mixed assurance and HCT identified as
a "Positive Quadrant Shifter")
(iii) ASHWD accreditation (Pos)
(iv) Daily NHSP Bank/Agency fill rate
reports (Neg)
(v) "Leading Lights" and external staff
nominations and awards
(vi) Positive feedback from TDA on HCT
Workforce Plan and recognised as an
exemplary model
(vii) turnover rate (mixed)
(viii) PSED Report to Board (Mixed)

Current
Risk
Score
(C) x (L)

Previous
Risk Score
(C) x (L)

Direction of
Change

Identified resource gaps to
support delivery of strategy: OD;
transformation, analytics and
business planning

3x3=9

3x2=3

↓

Recruitment, Retention and
Vacancies across all service
lines.

4x3=12

N/A

N./A

3x3=9

4x2=8

↑

Gaps in Controls and
Assurances

Actions to address Gaps in
Controls and Assurances /
Officer Lead

Resources gaps to be prioritised
and filled
(CEO)

Projected /
Revised /
Actual
Action
Completion
Date

June 14 +

Residual Risk
Score
(& Projected
Target Date)

Live

Progress on Actions

3x2=6

Gaps Closed - To be removed from BAF
(Executive Team to keep under review)

3x2=6

Plan in place and being implemented.
Workforce and OD Strategy subject to refresh (with
increased focus on resourcing in supporting plan)
Vacancy KPIs to go to Board from April 15

3x2=6

Programme of Phase 2 OD work underway-"Practice Makes
Perfect"

Internal Audit Reports

2x2=4

2x2=4

4x3=12

4x4=16

Devise comprehensive OD and
culture change programme to
support adult services
transformation component of clinical
services strategy
(DHR&OD + DOps)

Sept 14 +

No change

Resource to drive the OD
ageand and to roll out selfmanaging teams

Lack of link on operational
information on activity, workforce
and cost (using existing
information tools like SLR)

Implement new resourcing plan
Review July
for 2015/16
15
and to ensure resourcing plan
meets new service developments
and existing staffing
requirements

Resources in place. Review at end of April 15 to determine
further actions required.
Build OD leadership and project
management capacity to roll out selfmanaging teams

Mar 14+

Programme to develop analytical
capability and capacity
(DoF)

Jan-15

↓

3x2=6
Incorporated in Business Intelligence Project (July 14+)
To revisit.

Hertfordshire Community NHS Trust - Board Assurance Framework (BAF)
Risk Scores = Consequences x Likelihood of Risk Materialising (5 x 5 matrix)

Risk
Def'n:

Risk is defined as "X" (causative events or circumstances) may lead to "Y" (event(s)/incidents/outcomes) resulting in "Z" (adverse consequences)
Cause (X) :
Effect (Y) :

Adverse Consequence (Z)
:

Score
15 - 25
High Risk

Score
8 - 12
Med Risk

March 2015

Score
1-6
Low Risk

Lead Director : Director of HR and OD

The organisational development programme of the Trust does not develop the capacity and capability required to deliver the Trust's strategy and
may lead to failure in delivering essential elements of the Strategic Implementation Plan to required timescales,

Lead Committee(s): (1) Strategy & Resources

resulting in adverse impact on staff engagement, development of services and the reputation of the Trust, which in turn impacts on HCT's ability to deliver High Value
Healthcare.

Overall Range:
Overall Risk:

4 to 12

Amber

Domain Organisational Development
and Relevant Strategic Objective(s): 3. We will support the substantial expansion of community services through the delivery of excellent core services for adults and children and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to improve services
5. We will develop the organisational capacity to deliver our vision and objectives
Source of Risk: Executive Team review of BAF and Board endorsement
Secondary Impacts (1) For financial impacts see Integrated Business Plan (Confidential: Not in public domain)

Added to BAF: November 2013
Ref: 11/13 (5)
Status:
Proposed / Live /
For Removal / Archived:

Related Entries on HLRR: None
Related Entries on BAF
Generic Assurances
Quality / Significance of assurance:
(H) = High (M) = Medium (L) = Low
Initial Risk
Score
(C) x (L)

Current Specific Assurances
(Received within last 6 months)

Controls in Place
Internal

Supporting Plans and
Programmes:
Staff Engagement
Programme
Health & Wellbeing
Programme
Public Sector Equality Duty

External

Indication:
(Pos)=Positive Assurance
(Neu) = Neutral Assurance
(Neg) = Negative Assurance
+ month / year = expiry date of assurance

Gaps in Controls and
Assurances

Previous
Risk Score
(C) x (L)

Direction of
Change

4x3=12

4x2=8

↑

Actions to address Gaps in
Controls and Assurances /
Officer Lead

Projected /
Revised /
Actual
Action
Completion
Date

Residual Risk
Score
(& Projected
Target Date)

3x2=6

Inconsistency of staff buy in to
the Trust's strategy and
development plans

Review and apply updated NHS
Leadership Framework
(DHR&OD)

3x3=9
Staffing requirements and
Business Unit Performance
Reviews (BUPRs)

3x4=12

Progress on Actions

Vision, Values and Strapline agreed by Board.
In progress. New 360° appraisal process rolled out for the Board
and feedback given by NHS Elect.
New (online) "Values Based" appraisal and objective setting being
rolled out for staff.

Robust vision and strategy required.

Policies & Procedures:
Clinical policies &
procedures
HR policies & procedures
Procured / contracted:
Contract with NHSP

Current
Risk
Score
(C) x (L)

Live

Jan 15
June 15

Summary strategies to be issued to staff follwoing approval of core
strategies.

↓

3x2=6
To ensure resourcing plan meets
new service developments and
existing staffing requirements

Oct 14 +

Resourcing Plan and review of recruitment / retention in place,
including extension to notice periods, overseas recruitment,
"Golden Hellos" in selected areas and "refer a friend".
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Attachment E1

TRUST BOARD
Title:

ANNUAL REVIEW OF TRUST COMMITTEE STRUCTURE

Meeting Date:

26th March 2015

Executive Lead:

Clare Hawkins

Director of Quality & Governance / Chief
Nurse

Author(s):

Clive Appleby

Company Secretary

For:

Ratification

1.0

Purpose and Recommendations

1.1

Each year following review by the Audit Committee on behalf of the Trust
Board, the Board is requested to review and agree the Trust’s committee
structure.

1.2

Following review on 10th March 2015, the Audit Committee recommends to the
Board that the structure as attached is ratified as effective from 1st April 2015.

1.3

The Structure has also been received by the Healthcare Governance
Committee at its meeting on 19th March 2015.

2.0

Executive Summary

2.1

Since the last review:
(i)

The following have been added to the Committee Structure with the
approval of the “parent committee”:
Title:
Mortality Review Group

Executive Team

Serious Incident Panel

Executive Team

Research and Development
Group

Executive Team

Foundation Trust Steering
Group
Fraud Risk Group

(ii)

Reports to:

Assures:
HGC via Patient Safety &
Experience Sub-Committee
HGC via Patient Safety &
Experience Sub-Committee

Executive Team

HGC via Clinical Effectiveness SubCommittee
FTC via Executive Team

Executive Team

Executive Team

There has been uncertainty or inconsistency with titles of various
committees below Board Committee level. It is proposed that the titles
as per the attached are deemed definitive from 1st April 2015 and that
Terms of Reference are amended to reflect this accordingly.
1
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3.0

Attachment E1

Relevant Strategic Objective(s) / Strategies
This Report impacts on all strategic objectives and links to all Trust strategies.

4.0

Appendices and Attachments
(1)

Committee Structure as at March 2015.

Author(s) of paper:
Clive Appleby
Date:

Company Secretary
March 2015

Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Audit Committee
March 15
Healthcare Governance Committee
March 15
Issues arising from committee consideration
Audit Committee approved for recommendation to the Board
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions identified,
data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

Information is as comprehensive as possible to
inform the board / committee and no significant
known facts or statistics which may influence a
decision are omitted.
As far as can be reasonable ascertained or
validated, information in the report is accurate.
Information contained in the report is relevant to
the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at
which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is clearly
explained

√
√
√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable executive
director who is satisfied that (i) the implications for risks, (ii)
quality/service/regulatory impacts and (iii) resource
implications, have been considered.

Clare Hawkins
Dir. of Quality & Governance

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

2

√

Terms of Reference Attachment 2: Hertfordshire Community NHS Trust Committee Structure:
Line of Accountability / Reporting - (April 2015) (NB Key Committees only are indicated)

Attachment E1

Appointments & Remuneration
Committee

Council of Governors

CoG Working Groups (eg
Membership, Engagement ,Quality,

Board as Corporate Trustee

HCT Board

Charitable Funds Committee

External / Multi-Agency Boards:
Eg HSAB HSCB

Audit Committee
Remuneration
Committee

Quality
Strategy
(Dir. Q&G)

Healthcare
Governance
Committee

Clinical
Services
Strategy
(Med. Dir.)

Clinical Effectiveness
Sub-Committee

Medicines
Management\
Group

Clinical
Effectiveness
Group

Foundation Trust
Committee

Estates
Strategy Sub
Committee (FD)

IM&T Strategy
Sub
Committee
(FD)

Patient Safety &
Experience
Sub-Committee

Capital
Investment
Group

Research &
Development
Group

Safeguarding
Group

Executive
Team

Business Planning

Strategy &
Resources
Committee

Project Steering /
Implementation Groups
BUPRs

Trust PMO
(Projects as tasked)

Workforce
& OD Strategy
Sub Committee
(Dir. of HR &
OD)

Information
Governance
Group

Infection
Control
Group

SMT

Finance
Strategy
(FD)

JNC / JLNC

Medical
Devices
Group

Market
Strategy

(FD)

Fraud
Risk
Group

Mortality
Review
Group

(Informal and time limited Forums, Working
Groups / Project Teams)
1

Communications
& Engagement
Strategies

Risk
Management
Strategy

(CEO)

(Dir Q&G)

Emergency
Planning &
Resilience
Group

Serious
Incident
Panel

Health &
Safety
Group

Procurement
Group

Terms of Reference Attachment 2: Hertfordshire Community NHS Trust Committee Structure:
Line of Accountability / Reporting - (April 2015) (NB Key Committees only are indicated)
= Reports to

= Gives Assurance to

=

Attachment E1

Feeds to / from

FT Requirements : Not yet in place (eg Council of Governors and statutory / discretionary committees or working groups)
HCT Board
Committee of the Board: Appointed by and reports directly to the Board.
Executive Team: Not a formal committee of the Board but the accountability mechanisms to the Board for the CEO as
Accountable Officer and Executive Directors.
Sub-Committee: Reports to the Executive Team but assures a Committee of the Board.
Core Strategy: All core strategies link through to the Executive Team in the first instance. May have an overseeing subcommittee(as above, shaded green) or may not (shaded white).
Group: Reports to the Executive Team and (i) may be aligned to a specific core strategy and (ii) may link for assurance
purposes to a Board Committee.
Forum: Reports to and advises a Group. (Minutes and reports may also be referred on to a Board Committee).
Project Steering / Implementation Groups: Time-limited. Reports to the Executive Team but, subject to Terms of
Reference, may assure a Board Committee
PMO = Project Management Office (General or specific).
Senior Management Team: Combination of Executive Directors and senior managers. Links to Executive Team.
Board as Corporate Trustee: Consists of all voting Board members.
Charitable Funds Committee: Equivalent to a Board Committee and reports to the Board as Charitable Trustee.
JNC (Joint Negotiating Committee): Joint meeting between Managers and staff side representatives. Links to Executive
Team. JLNC (Joint Local Negotiating Committee) – Managers and Medical Staff
External / Multi-Agency Boards: Link into the Trust via the Executive Team.
CA/March 2015
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Attachment E2

TRUST BOARD
Title:

Annual Risk Appetite review

Meeting Date:

26th March 2015

Executive Lead:

Clare Hawkins
Chief Nurse

Author(s):

Tracey Westley
Acting Deputy Director Quality,
Risk & Assurance

For:

Approval

1.0

Director Quality & Governance /

Purpose & Recommendations
1.1
To advise Board members regarding the annual risk appetite
review.
1.2

To ask the Board members to:
Approve / discuss and challenge:
(1)

2.0

3.0
Template (B)

Risk Appetite.

Executive Summary
2.1

The Board agreed in January 2014 to complete an annual review of risk
appetite. HCT continue to use the ‘Good Governance Institute’ framework to
record the current risk appetite and the future aspiration. It informs the Risk
Management Strategy, the associated implementation plan, policies and
operating procedures for the Trust. It also provides a golden thread of
acceptable practice to underpin all Trust strategies and their implementation
plans to ensure all strategic objectives are achieved.

2.2

The baseline assessment and aspirational assessment take into account
current SWOT analysis and current achievements versus future realisation
of the Strategic Risk Management Implementation plan.

Relevant Strategic Objective(s) / Strategies

Board 26th March 2015

3.1

Trust Strategic Objectives

6
3.2

4.0

Attachment E2

Impacts on all Strategic Objectives

Links to:

Risk Management Strategy and

Attachments
Appendices & Attachments
(1)

Revised Risk Appetite

Author(s) of paper:
NAME
Date:

Template (B)

Tracey Westley
Acting Deputy Director Quality, Risk & Assurance
19th March 2015
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Attachment E2

Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board
Committee Consideration
This Report has previously been considered by the following committees:
th
Committee: Executive team
Date 18 March 2015
th
Healthcare Governance Committee
19 March 2015
Issues arising from committee consideration

Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the
accountable executive director confirms that to the best of their knowledge, and subject to any
exceptions identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

√/x
√

Information is as comprehensive as possible
to inform the board and no significant known
facts or statistics which may influence a
decision are omitted.
As far as can be reasonable ascertained or
validated, information in the report is
accurate.
Information contained in the report is relevant
to the matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time
at which the paper is written
Information is presented in a format which
complies with internal or national models or
standards
The meaning of any data in the report is
clearly explained

√
√
√
√
√

Executive Director Sign-Off
This paper has been approved by the accountable
executive director who is satisfied that (i) the implications
for risks, (ii) quality/service/regulatory impacts and (iii)
resource implications, have been considered.

Clare Hawkins
Director Quality &
Governance/ Chief Nurse

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary

Template (B)

√/x
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Attachment E2

Appendix 1 HCT Risk Appetite (review March 2015 to be agreed with executive and Board).
HCT Risk Appetite by Risk Domain aligned with matrix adopted from Good Governance Institute
Domain

Definition

Financial

Prepared to invest for return and minimise the possibility of financial loss by managing
the risks to a tolerable level. Value and benefits considered (not just cheapest price).
Resources allocated in order to capitalise on opportunities.
Limited tolerance for ‘placing HCT out of step with expected standards’. Want to be
reasonably sure we would win any challenge.

Compliance /
Regulatory
Innovation / Quality
Outcomes
Reputation

Innovation pursued – desire to ‘break the mould’ and challenge current working
practices. New technologies viewed as a key enabler of operational delivery. High levels
of devolved authority – management by trust rather than tight control.
Tolerance for risk taking limited to those events where there is little chance of any
significant repercussion for the organisation should there be a failure. Mitigations in
place for any undue interest.

Level
2014/15

Appetite
14/15

Aspirational
Level
2019/2020

Aspirational
Appetite
2019/2020

3 Open

High

5 Mature

Significant

2 Cautious

Moderate

5 Mature

Significant

4 Seek

Significant

4 Seek

Significant

2 Cautious

Moderate

4 Seek

Significant

Key to level
0
1

Avoid
Minimal

2

Cautious

3

Open

4

Seek

5

Mature

Avoidance of risk and uncertainty is a key organisational objective
As little as reasonably possible(ALARP) - Preference for ultra-safe delivery options that have a low degree of
inherent risk and only for limited reward potential
Preference for safe delivery options that have a low degree of inherent risk and may only have limited potential for
reward
Willing to consider all potential delivery options and choose while also providing an acceptable level of reward (and
Value for Money)
Eager to be innovative and to choose options offering potentially higher business rewards (despite greater inherent
risk)
Confident in setting high levels of risk appetite because controls, forward scanning and responsiveness systems are
robust

Appetite: None
Low
Moderate
High
Significant
Significant
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HCT Risk Appetite by Strategic Objective aligned with matrix adopted from Good governance Institute
Objective

Definition

We will support the people we serve to
manage their own health and wellbeing

Preference for safe delivery options that have a low
degree of inherent risk and may only have limited
potential for reward. for

We will improve clinical outcomes and
enhance patient safety

(as little as reasonably possible) Preference for ultra-safe
delivery options that have a low degree of inherent risk and
only for limited reward potential
Willing to consider all potential delivery options and choose
while also providing an acceptable level of reward (and
Value for Money; VfM)

We will support the substantial expansion of
community services through the delivery of
excellent core services for adults and children
and the development of ambulatory services
We will use resources efficiently to enhance
our ability to improve services
We will develop the organisational capacity
to deliver our vision and objectives

0
1

Avoid
Minimal

2
3

Cautious
Open

4
5

Seek
Mature

Willing to consider all potential delivery options and choose
while also providing an acceptable level of reward (and
VfM)
Willing to consider all potential delivery options and choose
while also providing an acceptable level of reward (and
VfM)

Current Level
2014/15

Current
Appetite
2014/15

Aspirational
level
2019/2020

Aspirational
Appetite
2019/2020

2 Cautious

Moderate

3 Open

High

1 Minimal

Low

1 Minimal

Low

3 Open

High

4 Seek

Significant

3 Open

High

5 Mature

Significant

3 Open

High

5 Mature

Significant

Avoidance of risk and uncertainty is a key organisational objective
As little as reasonably possible(ALARP) - Preference for ultra-safe delivery options that have a low degree of inherent risk and
only for limited reward potential
Preference for safe delivery options that have a low degree of inherent risk and may only have limited potential for reward
Willing to consider all potential delivery options and choose while also providing an acceptable level of reward (and Value for
Money)
Eager to be innovative and to choose options offering potentially higher business rewards (despite greater inherent risk)
Confident in setting high levels of risk appetite because controls, forward scanning and responsiveness systems are robust

Appetite: None
Low
Moderate
High
Significant
Significant
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TRUST BOARD
Meeting Date:

26th March 2015

Title:

Supporting Papers
(Available electronically on the website at
http://www.hertschs.nhs.uk/about-us/Board_papers/default.aspx )

Executive Lead:
Author(s):

Various
Various

For:

Noting

The Board is requested to note the following supporting papers which are for
information only and which are referenced in Executive Directors’ Reports:

Lead

Agenda Title & Category
Link

Attachment

Clinical Services & Healthcare Governance
CA
B1
(i) Clinical Audit Plan 2015/16
AM
B3
(i) Minutes of the Healthcare Governance
Committee meeting held on 11th December
2014
Operations and Performance
PB
C2
(i)
Integrated Board Performance Report
(February 2015)
Strategy, Resources and Engagement
PB
D2
(i) Month 11 Financial Position Report

H1
H2

H3

H4

AS

D4

(i)

National Staff Survey Results 2014.

H5

PB

D5

(i)

TDA Returns (Jan & Feb 2015)

H6

DL

D6

(i)

Minutes of the Foundation Trust Committee
meetings held on:
14th January 2015
4th February 2015

H7

PB

D10

(i)

Internal Audit Plan 2015/16

H8

Board Governance and Leadership
None

1
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HERTFORDSHIRE COMMUNITY NHS TRUST
HEALTHCARE GOVERNANCE COMMITTEE

For
Decision

For
Discussion

Presenter at Meeting:

Author of Paper:

Standing
Report

√

For
Information

Submitted
at Committee
Request

√

Caroline Allum, Medical Director
Alpana Patel, Clinical Effectiveness Manager

Purpose / Context of Paper:
1. The clinical effectiveness programme is integral to the work plan of the CEG and supports the
Trust Quality Improvement Plan and broader Quality strategy. The clinical effectiveness
programme also meets the Trust Strategic Objectives.
2. Engagement in clinical audit is crucial for assessing the quality of clinical care and provides
assurance to the Board [through Healthcare Governance Committee] relating to the quality of
services provided by the Trust. This will ensure the highest quality of care for our patients.
3. The clinical effectiveness programme is prioritised against key drivers (see table below),
balancing national and local interests, and the need to address specific local risks, strategic
interests of the organisation and concerns. This will assure the Board that risks in relation to
patient experience, patient safety and clinical effectiveness are being monitored and managed
in a systematic manner.
4. The plan is a ‘live’ document and will be updated ‘in year’ due to local priorities and external
requirements. These additions/changes will be notified at the bi-monthly CEG meetings.
Level

Description

Examples

4
High
Level

National Priority

•
•
•
•
•

3
High
Level

2
Low
Level

Trust Strategic
Objectives

National Good Practice

•
•
•

Trust Quality Account
NCAPOP (National Clinical Audit and Patient Outcomes Program) including. National Confidential
Enquiries
Trust Quality Priority
Clinical Effectiveness CQUINS and CCG assurance
CQC

•

Serious risk/incidents/accidents identified
Serious Safeguarding issues
Risk management issues (risk registers), complaints, critical incidents, Patient Advice and Liaison
Service (PALS),
Trust Assurance Framework.

•
•
•

Audits against The National Institute for Health and Care Excellence (NICE) guidance
Benchmarking of service against existing or new guidance
Regional audit projects

A COPY OF THIS PAPER IS AVAILABLE IN LARGE FONT, OTHER
LANGUAGES OR OTHER FORMATS ON REQUEST.
PLEASE CONTACT FOI@HCHS.NHS.UK
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Low
Level

Clinical Interest

•

Attachment H1i

Local audits e.g. Clinician interest in a particular part of a service they provide.

Recommendations to the Healthcare Governance Committee:
Healthcare Governance Committee are requested to:
• Receive, note and approve the clinical effectiveness programme for 2015/16.
This paper links to the following Strategic Objective:
1
2
3

4
5
1-5

We will support the people we serve to manage their own health and wellbeing
We will improve clinical outcomes and enhance patient safety
√
We will support the substantial expansion of community services through the delivery of
excellent core services for adults and children and the development of ambulatory
services
We will use resources efficiently to enhance our ability to improve services
We will develop the organisational capacity to deliver our vision and objectives
Impacts on all Strategic Objectives

Committee Consideration
This paper has been received and discussed by the following committees: (1):
Committee / Sub-Committee/Group:

Date Considered:
(Month / Year)

Audit Committee
Clinical Effectiveness Group
17th March 2015
Any Key Points arising from Committee Consideration: Approved subject to minor change to
carry out records audit across all bed bases in Q1.
(1)

NB The paper as submitted to the Audit Committee may have been amended following consideration
by committee.
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the ccountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data Quality
Domain
Complete

Accurate
Relevant
Up To Date

Valid
Clearly Defined

Description

Comments /
Exceptions

Information is as comprehensive as possible to inform
the board and no significant known facts or statistics
which may influence a decision are omitted.
As far as can be reasonable ascertained or validated,
information in the report is accurate.
Information contained in the report is relevant to the
matters considered in the report.
Information in the report is as up to date as
reasonably possible in the context of the time at which
the paper is written
Information is presented in a format which complies
with internal or national models or standards
The meaning of any data in the report is clearly
explained

A COPY OF THIS PAPER IS AVAILABLE IN LARGE FONT, OTHER
LANGUAGES OR OTHER FORMATS ON REQUEST.
PLEASE CONTACT FOI@HCHS.NHS.UK

√/x
√
√
√
√
√
√

H1ii

Clinical Effectiveness Programme (1st April 2015 to 31st March 2016)
SECTION 1: NEW AUDITS FOR 2015/16 (n = 54)
SO = *Strategic Objectives
Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

National Sentinel
Stroke Audit
Programme (SSNAP)
NCAPOP Quality
Account Audit for
2015/16 Reporting on
2014/15 Data
National Chronic
Obstructive
Pulmonary Disease
(COPD) Audit
Programme
NCAPOP
Quality Account
Audit for 2015/16

2

4

1 Nov 2013

2015

2

4

12 January
2015

National Diabetes
Adult (NDA) Audit
NCAPOP Quality
Account Audit for
2015/16 Reporting on
2013/14 Data

2

4

National Paediatric
Diabetes Audit
(NPDA) NCAPOP

2

4

Services

Objectives

Evidence Based Practice
Standards/guidelines

Outcomes

NICE Quality Standard on
To enable HCT to
stroke, NICE Clinical
benchmark the quality of
their stroke services
Guidelines.
nationally and regionally and
evaluate gaps in service
provision.

To improve the quality, safety
and effectiveness of stroke
services.

10 Jull 2015 Respiratory/Pulmonary
Rehabilitation service

Initially mapping pulmonary
rehabilitation services in
England and Wales.

To drive improvements in
service and healthcare quality
for COPD patients in England
and Wales.

Data
Collection
period
opens:
29 June
2015

Data
Collection
period
closes:
7 August
2015

Diabetes Community
Service

NICE Clinical Guidelines
The NDA collects and
analyses data and produces and NICE Quality Standard
reports for a range of
on Diabetes in Adults.
stakeholders. The NDA is a
major national clinical audit,
which measures the
effectiveness of diabetes
healthcare against national
guidance.

To drive changes and
improve the quality of
services and health outcomes
for people with diabetes in
England and Wales.

Data
Collection
period

Data
Collection
period

Specialist Diabetes
Nursing Service

The primary aim of the
National guidelines.
NPDA is to examine the
quality of care in children and

National programme will
improve the care provided to
children with diabetes, their

Teams (ICT and Bed
Based Units) have
registered for the SSNAP
audit

Service provision
measured against agreed
national quality standards,
guidelines and
frameworks.
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Audit Title
Quality Account
Audit for 2015/16
Reporting on 2014/15
Data
CLINICIAN AUDIT:
Dr Heather Mitchell,
Paediatric
Consultant
Parkinson's Disease
(National Parkinson's
Audit) NCAPOP
Quality Account
Audit for 2015/16
2015/16 Reporting on
2014/15 Data
National Audit of
Intermediate Care
2015 (NAIC)
NCAPOP Quality
Account Audit for
2015/16 Reporting
on 2014/15 Data
Registration
complete for 2015
ANNUAL Record
Keeping Annual Audit
(Trust-wide)
External
Requirement: CQC
Standard 21
ANNUAL NHS
Safety Thermometer
(Pressure Ulcers,
Falls, Catheters, UTIs
And VTEs)
National
ANNUAL Consent -

HCT Risk
SO* Score Start Date

Completion
Date

Services

opens:
closes:
1 April 2015 30 June
2015

2

4

Data
Collection
period
opens:
30 April 2015

2

4

Data
Collection
period
opens:
May 2015

Data
Collection
period
closes:
30
September
2015
Data
Collection
period
closes:
July 2015

2

4

September
2015

Report
expected:
30/11/ 2015
October
2015

2

4

On going
Monthly

2

4

TBC

Objectives

Evidence Based Practice
Standards/guidelines

young people with diabetes
and drive national policy and
local and national quality
improvements.

Neurological Service

Allows national
benchmarking
of Parkinson's Services in
order to improve service
quality.

Bed and Community
Benchmarking and
Based Intermediate Care understanding of the
Services
organisational and service
framework within which
patient care is being
provided.

Outcomes
outcomes and experiences
and that of their families.

National guidelines.

National benchmarking of
services.

DH guidance and evidence
based best practice.

The audit takes a whole
system view of the
effectiveness of intermediate
care services to improve
outcomes for intermediate
care services.

All Services

To ensure compliance with National Guidelines CQC
Information Governance
Outcome 21.
toolkit requirements and
Health and Social Care
Information Centre (HSCIC).

Improve record keeping
compliance and records
management for patients
across the Trust.

On going
Monthly

Bed based Units and all
Integrated Community
Teams

The NHS Safety
National Guidance
Thermometer is an
improvement tool for
measuring, monitoring and
analysing patient harms and
'harm free' care.

National audit report provides
public assurance for safe and
effective services. And to help
improve patient outcomes
and patient safety.

TBC

Bed bases

To review patient consent

Findings to include

Policy guidance
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Audit Title

HCT Risk
SO* Score Start Date

Services

Completion
Date

DNACPR
CCG ASSURANCE
FOR ENHCCG
UNICEF
breastfeeding Policy
National
National New-born
Bloodspot Screening
Programme
Chaperone Policy

2

4

April 2015

May 2015

CUS

2

4

April 2015

March 2015

CUS

1

4

TBC
TBC
AWAITING
PROPOSAL
FORM
(LEAD
sickness
absent)

CCG ASSURANCE
FOR W ESSEX

Pharmacy:
PGD audit

2

4

August 2015 September
2015

3

4

April 2015

Children’s Services

Objectives

Evidence Based Practice
Standards/guidelines

and discussion with relatives
prior to DNACPR decision
being documented. Findings
to include recommendations
and areas for improvement.
To ensure all baby clinics
UNICEF baby friendly
comply with UNICEF baby
accreditation standards.
friendly standards.
Establish that all babies born National Standards.
in Hertfordshire participate in
this programme
Local policy guidelines and
Gap analysis in regard to
staff adherence to chaperone West Essex CCG
guidelines in the Privacy and Assurance.
Dignity Policy to ensure that
children and young people
are being protected by it and
their privacy and dignity
being respected.

Outcomes
recommendations and areas
for improvement.

To obtain and comply with
UNICEF baby friendly
accreditation.
To ensure safety and best
quality of care for children.
For the Trust to assure itself
that Children and Young
people are safe when being
examined and that there
privacy and dignity is
respected.

To ensure all PGD are
signed and approved by
users.

HCT Medicines
Management Policy.

Safe practice for patients.

Seek assurance of record
keeping activity further to
CQC Inspection.

Local policy guidance.

Assurance of compliance to
Service Level expectations.

CQC Assurance
Record Keeping
Audit.

July 2015

All Bed Based units

(Additional reassurance audit to be
scheduled for Nov
2015 to take account
of Winter Pressures)
EXTERNAL REQUIREMENT
CQC
Medical Devices

2

4

July 2015

September

All HCT Services to

To measure improvements in All HCT medical devices

To ensure patient and staff
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date
2015

CQC Assurance and
Risk Register

Services

Objectives

Evidence Based Practice
Standards/guidelines

provide ongoing review Department Equipment
policies and procedures.
Champions (DEC) since
December 2014 audit and to
provide evidence of current
DEC compliance within the
Trust.

HV NICU SCBU
discharge to Health
Visitor email

2

3

April 2015

May 2015

CUS – Health Visiting

To establish a new discharge NICU/SCBU pathway.
practice is working in.

HV SCBU- pathway
implementation

2

3

June 2015

July 2015

CUS – Health Visiting

Infection Control:
Environment / Safety
Audit - includes
Sharps Safety (i)
Hand Hygiene Audit
(ii)
MRSA Screening
Audit (iii)
Urinary Catheter
Care (1) Insertion
and (2) Continuing
Care (iv)
Peripheral Vascular
Catheter Audit (v)
Enteral Feeding Audit
(vi)
Commode Audit (vii)
Pharmacy: Medicine
Intervention Audit in
Bed based units

2

3

TBC
TBC
AWAITING
PROPOSAL
FORM
&
Confirmation
from IPC
Lead after
discussion at
Infection
Control
Forum

Bed Based Units

To establish a new pathway
is working in practice. To
identify gaps and seek
assurance of parental
satisfaction
Infection prevention and
control work plan for
assurance of clinical
effectiveness.

2

3

May 2015

Adults – Bed based units To audit medicines
interventions picked up by
ward pharmacist on all bed

September
2015

NICU/SCBU pathway.

Outcomes
safety and provide evidence of
good medical device
management within the Trust.

To establish that a new way
of communication between
NICU/SCBU discharge and
HV team is working
effectively.
To establish if families of
babies admitted to NICU feel
supported by the service.

National Guidance.

Provide assurance for safe
care for patients.

HCT Medicines
Management Policy.

Reducing the risk to patients
and improving quality of care
within our bed base setting.
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

Pharmacy:
Medicines
Reconciliation Meds Storage Audit
Awaiting Proposal
Form

2

3

June 2015

September
2015

Pharmacy:
Missed Dose audit

2

3

June 2015

September
2015

Pharmacy:
Allergy Status
documentation for InPatient Drug Charts

2

3

May 2015

June 2015

Pharmacy:
Controlled drugs in
BBU’s audit quarterly

2

3

April 2015

March 2016

Domestic Violence
“Asking the Question”
Audit

2

3

TBC
TBC
AWAITING
PROPOSAL
FORM
(LEAD on
sickness

Services

Objectives

base units. This is in line
with trust Medicines and
Medicines Safety Policy.
Adults – Bed based units To audit medicines
reconciliation process on all
bed base units. This is in
line with trust Medicines and
Medicines Safety Policy and
to ensure that patient’s
medicines are transferred
seamlessly between care
settings.
Adults – Bed based units To audit missed doses on
inpatient drug charts. This is
in line with trust Medicines
and Medicines Safety Policy
and to ensure that patient’s
receive all prescribed
medication as documented.
Adults – Bed based units To audit completion and
documentation of allergy
status for all new patients on
bed base units. This is in
line with trust Medicines and
Medicines Safety Policy and
antimicrobial prescribing.

Evidence Based Practice
Standards/guidelines

Outcomes

HCT Medicines
Management Policy.

Reducing the risk to patients
and improve quality of care
within our bed base setting.

HCT Medicines
Management Policy.

Reducing the risk to patients
and improve quality of care
within our bed base setting.

HCT Medicines
Management and Record
Keeping Policies.

To ensure that all patients
have their allergy status
recorded on the patient drug
chart, which will assist in
preventing adverse reactions
to drugs patients’ may be
allergic to.

Adults – Bed Based units To audit controlled drugs
HCT Medicines
standards on bed base units. Management Policy.
This is in line with trust
Medicines and Medicines
Safety Policy.

Provide assurance that all
bed based units comply with
the HCT medicines
management policy for
controlled drugs.

This audit will look into
practice around domestic
violence and ‘Asking the
question’.

To improve care for patients
suffering from domestic
violence.

Local policy guidelines
(Safeguarding Children
Guidance).
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Audit Title

Food & Nutrition
Supplier Audit

HCT Risk
SO* Score Start Date

Completion
Date

Services

3

absence)
April 2015

April 2015

Bed Based units

To re-audit a set of standard CCG Assurance.
set out in the catering
specification to aid with
contract monitoring.

2

3

April 2015

May 2015

Bed Based Units

April 2015

March 2016

CUS – School Nursing

March 2016

Trust-wide

Drivers include known risks
identified and will identify
appropriate use of
assessment tool and
adherence to new guidelines.
To ensure that all vaccines
stored in School Health
fridges are managed
according to relevant SOP.
To ensure compliance with
Local policy guidelines and
national recommendations
on medicines storage.

RISK REGISTER
Fridge Management
& Cold Chain
Quarterly Audit

Evidence Based Practice
Standards/guidelines

1

CCG ASSURANCE
Use of Bed Rails in
all BBUs (re-audit)

Objectives

2

3

Trust’s Medicines
Optimisation and
Pharmaceutical
work plan
(Pharmacy)
Medicine Storage
ANNUAL Lone
Worker Staff Audit
Awaiting Proposal
Form

2

2

Jan 2016

2

2

ANNUAL
Assessment of
Venous
Thromboembolism
(VTE) Re-audit
ASSURANCE AUDIT
ANNUAL Do Not
Attempt
Resuscitation
(DNACPR) Audit

2

2

TBC
TBC
AWAITING
PROPOSAL
FORM from
Health &
Safety Lead
TBC
TBC

2

2

TBC

TBC

Local policy guidance.

Outcomes

To Improve Patients receipt of
meal service agreed via the
catering specification to
contribute to their recovery
process.
To provide assurance for safe
and effective practice.

Local policy

Safe handling of vaccines by
School Nurses.

Local policy guidelines and
national recommendations.

To provide secure and safe
delivery of medicine.

All Community Hospitals To ensure all adult inpatients National DH guidance and
Core Community E & N & are being risk assessed for local policy guidelines.
W
VTE on admission to
hospital.

To assure safe and effective
practice across all bed based
units.

All Bed Based Units

To provide assurance of
adherence to DNAR policy
and ensure safe practice.

To assess compliance with
the local policy guidance.

Local policy guidelines.
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

Services

Objectives

Evidence Based Practice
Standards/guidelines

Outcomes

ASSURANCE AUDIT
Jaundice Protocol
NICE Guidance

1

2

20 April 2015 May 2015

CUS – Health Visiting

SOP Antenatal
Contact

3

2

Apr 2015

CUS – Health Visiting

SOP New Birth
Contact

3

2

May 2015

June 2015

CUS – Health Visiting

SOP 6-8 weeks
Contact

3

2

June 2015

July 2015

CUS – Health Visiting

SOP 1 Year Contact

3

May 2015

To ensure that the Jaundice NICE Guidelines and local
Protocol is embedded in HV SOP.
understanding & that there is
evidence of how it is
implemented.
To check how health visitors Local Policy.
are using the Antenatal
Protocol in the HV SOP
(2015)
To check whether there are
any changes or additions
needed to current antenatal
SOP.
To check how health visitors Local Policy
are using the Antenatal
Protocol in the HV SOP
(2015)
To check whether there are
any changes or additions
needed to current antenatal
SOP.
To check how health visitors Local Policy
are using the Antenatal
Protocol in the HV SOP
(2015)
To check whether there are
any changes or additions
needed to current antenatal
SOP.

2

July 2015

August 2015 CUS – Health Visiting

To check how health visitors Local Policy
are using the Antenatal
Protocol in the HV SOP
(2015)
To check whether there are
any changes or additions

All health visitors will be
competent in the use of the
Jaundice Protocol-Standard
Operating Procedure.
All health visitors are
competent and confident to
practice.

All health visitors are
competent and confident to
practice.

All health visitors are
competent and confident to
practice.

All health visitors are
competent and confident to
practice.
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

Services

Objectives

Evidence Based Practice
Standards/guidelines

Outcomes

needed to current antenatal
SOP.
SOP 2 year Contact

3

2

August 2015 September
2015

CUS – Health Visiting

Audiology Audit

2

2

October
2015

November
2015

School Nursing

Vision Audit - School
Nursing

2

2

October
2015

November
2015

School Nursing

Band 3 screeners
audio/vision
competencies

4

2

November
2015

December
2015

CUS - School Nursing

SOPs implemented

5

2

November
2015

January
2016

CUS - School nursing

to check how health visitors Local Policy
are using the Antenatal
Protocol in the HV SOP
(2015)
To check whether there are
any changes or additions
needed to current antenatal
SOP.
To ensure that all reception Local policy
children are screened, and
that all failed screening are
re tested & referred if the
second test failed.
To ensure that all reception Local policy
aged children are screened /
and all failed screenings are
referred.
Annual assessment of Band Local policy
3 competency for vision and
hearing screening
completion within timescales.
To ensure that the correct
documentation on SystmOne
has been completed and the
referrals process has been
adhered to. All vision and
hearing screening testing
has been carried out by staff
who have met the expected
competencies required to
perform the screen test.
Ensure that school health
Clinical Assurance and
staff adheres to standard
Service Level Assessment
operating policies.

All health visitors are
competent and confident to
practice.

To ensure that all reception
children are screen and
referral screening pathway
been followed/ ensure no
further SI
To ensure that all reception
children are screened and
referred screening pathway
has been followed / ensure no
further incident or SI.
Provide assurance that staff
are safe, competent and
confident to practice.

Confirmation of meeting
service expectations
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

Patient Discharge
Letter re: DNAR
communication to
GPs

2

2

TBC
Awaiting
Revised
Transfer &
Discharge
Policy

TBC

Evaluation Of Waiting
Time Of First Hearing
Aid Fitting

2

2

January
2016

March 2016

4

2

TBC

TBC

2

2

May 2015

June 2015

1

2

TBC
(Q1)

TBC

4

2

TBC
awaiting
dates

TBC

2

2

May 2015

June 2015

CLINICIAN AUDIT:
Dr Megala
Chandran
Clinical Audiologist
Record Keeping
(Sedation Team)
When Flumazenil Is
Used For Intravenous
(IV) Midazolam
Reversal
QS67 Varicose Veins
NICE GUIDANCE

WHO – 5 Step
Surgical Checklist
NATIONAL
PATIENT SAFETY
AGENCY
Evaluation of
Therapists
Understanding of The
Purpose of Lycra
Garments
Safeguarding of

Services

Objectives

Evidence Based Practice
Standards/guidelines

Outcomes

Local revised policy.
Bed Base E&N and West To ensure GPs receive
communication contained
within the patient discharge
letter of current DNAR that is
in place for patients
discharged from HCT.
Children’s Specialist
To evaluate all children
Clinical Assurance and
Audiology Peace
identified with significant
Service Level Assessment.
Children’s Centre
permanent childhood hearing
impairment are fitted with
hearing aids within 4 weeks
of the diagnosis of the
hearing loss.

To improve communication
and ensure effective
discharge processes for
patients.

Children’s Services
(Herts Special Care
Dental Service, St Albans
City Hospital)

Confirmation of meeting
service expectations and
improve quality of patient
care.

To establish that dental
officers are recording
justification for use of the
reversal agent flumazenil
when performing IV sedation
with midazolam.
East & North Adults
Audit whether GPs are being
asked by the leg ulcer
service to refer patients seen
in leg ulcer clinics to the
vascular service if varicose
veins are present.
Skin Health, Podiatry,
To seek assurance that
MSK, CROPS intra
identified services are fully
articular injections,
completing the local adapted
Dentistry GA and
service recording tool for
sedation.
HCT checklist and placing in
the patient records.
Children’s Specialist
To ensure Therapists are
(Occupational and
adhering to the Lycra
Physiotherapy Services) pathway.

Local policy guidelines.

Assurance of the quality of
safe and effective patient
care.

NICE Guidelines

To improve compliance with
statement 1 of QS67 NICE
guidance “Varicose Veins in
the Legs” and ensure
evidence based practice
guidelines are met.
Provide assurance of patient
safety.

Core Community Teams To determine if staff are

DH Safeguarding Adults

National Reporting &
Learning Service.

Local policy guidelines

Assurance of referring the
right patient in the clinic
according to the Lycra care
pathway and ensure best
outcomes for patients
Provide assurance for safe
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Audit Title

HCT Risk
SO* Score Start Date

Completion
Date

Vulnerable Adults
(SOVA) Audit
SAFEGUARDING
NICU SCBU
Discharge email
Information

Emotional Health &
Wellbeing (EMHW)

2

2

You’re Welcome
Criteria

4

ANNUAL Did Not
Attend Children’s
Services

TBC

2

1

1

th

th

6 May 2015 6 June
2015

Nov 2015

Dec 2015

October
2015

Nov 2015

TBC TBC
TBC
AWAITING
PROPOSAL
FORM
(LEAD on

Services
East & North, West, Long
Term Conditions and
Adults Specialist
Services
CUS – Health Visiting

Objectives

aware of and using the
SOVA policy appropriately
and managing safeguarding
adult concerns in the Trust.
Introducing a change in how
discharges from the NICU
unit to the HV service in the
community will ensure that
hospital staff are responsible
in delivering care information
relating to the babies they
have had in their care. This
should ensure that
information is provided In a
timely and accurate manner
to the health visitors who can
ask direct questions to the
care providers.
CUS – School Nursing To ensure staff have the
knowledge following the
training on how to deliver
EMHW advice and support to
young people. To ensure
Staff are able use the correct
resources for specific
conditions/anxieties and
Children and young
people/parents/carers
understand the support and
advice given.
CUS – School Nursing To ensure Staff are meeting
the ten topic areas in their
drop in clinics.
CUS – Peace Children’s To ensure that HCT identifies
Centre, Watford.
all children and takes
Florence Nightingale,
appropriate action in line with
Harlow. Pat Lewis Centre the policy for those who do
St Albans
not attend clinic appointment.

Evidence Based Practice
Standards/guidelines

Outcomes

policy and local policy
guidelines.

clinically effective practice
and ensure effective
safeguarding.

SOP

Better information sharing
between maternity services at
acute Trust and HV services
at HCT.

Local policy

Reduce referrals to Step 2
and or CAMHS.

Local policy

Confirmation of meeting
service expectations

Local policy guidelines

To provide assurance that
Children are who do not
attend are followed up.
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Audit Title

Child Protection
Medical Note
Keeping and Report
Writing

HCT Risk
SO* Score Start Date

TBC

sickness
absence)
TBC TBC

Completion
Date

TBC

Services

Objectives

Evidence Based Practice
Standards/guidelines

Outcomes

West Herts

CLINICIAN AUDIT:
Dr Gunawardana
Associate Specialist
- Community
Paediatrics/Dr Viji
Rudran
Re-Audit initial health
assessment medicals
since the 10 day
deadline for
completion

TBC

TBC TBC
AWAITING
PROPOSAL
FORM

CLINICIAN AUDIT:
Dr Kirsty Saunders
School Doctor
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SECTION 2: AUDITS CARRIED FORWARD FROM 2014/15 TO 2015/16 (n = 21)

Audit Title Carried
HCT Risk
Start Date Anticipated
Services
forward from 2014/15 SO* Score
Completion
Date
st
National Diabetes Foot
2
4
July 2014 31 July
Podiatry Service
Care Audit (NDFA) (43)
2015
Completed
Report
expected
March 2016
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD) Sepsis Study
(9)

2

4

October
2014

Report
expected
Autumn
2015

Medical Devices Audit
(25)

2

3

November April 2015
2014

All Clinical Services

Pharmacy: Antimicrobial
Prescribing re-audit

2

3

February
2015

Bed Based Units (1
per month)

December
2015

Q4

Gossoms End,
Herts & Essex,
Potters Bar,
Queen Victoria
Memorial,
Runcie Unit,
St Peters Ward.

Objectives

Evidence Based Practice
Standards/
guidelines

Outcomes

To measure performance
NICE clinical guidelines.
against NICE clinical
guidelines and to monitor
adverse outcomes for people
with diabetes who develop
diabetic foot disease.

To ensure optimum outcomes
for patients with diabetic foot
disease.

To identify and explore
avoidable and remediable
factors in the process of
care for patients with
known or suspected sepsis
and to build up as complete a
picture as possible of the
organisational structures in
place to recognise/care for
patients with sepsis.
To ensure Department
Equipment Champions (DECs)
have completed user training
records and assessments for
clinical users within their service
To ensure good antibiotic
stewardship and ensure
evidence based, high quality
prescribing with the aim of
reducing the risk and incidence

Organisational
questionnaire to enable
information to be
gathered about sepsis
patients in the
community.

To improve the quality of care
for sepsis patients.

Local policy guidelines.

Assurance that all services are
compliant with user training
requirements on medical
devices.

Local policy guidelines.

To help reduce patient stays in
Bed Based Units due to the
consequences of inappropriate
antibiotics being prescribed.
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H1ii
Audit Title Carried
HCT Risk
Start Date Anticipated
forward from 2014/15 SO* Score
Completion
Date

End of Life Care (28)

Evidence Based Practice
Standards/
guidelines

Outcomes

of Healthcare Associated
Infections (HCAIs).
Increase understanding of
Palliative Care. Measurement
of Staff Confidence to deliver
Palliative Care.

Clinical assurance of Local Increase confidence and quality
Standard.
of care for patients.

2

March
2015
Q4

2

2

23 March December
2014
2015
Q4

All services except
Children’s

Improvement priority.

Local guidelines.

Management of Babies
With Hepatitis B positive
mothers and BCG &
Transfer In (TFI) (32)

2

2

October
2014

Children’s Universal
Services – Health
Visitors

To ensure that Health Visitors
are following Child Health
Hepatitis B Guidance.

Local policy guidelines.

Pressure Ulcer Audit (37)

2

2

March
2015
Q4

To assess compliance with the
local policy guidance.

Local policy guidelines.

DESMOND (Diabetes
Education and SelfManagement for On-going
and Newly Diagnosed)
Programme (47)
Change of feeding devices
- Gastrostomy CUS (61)

2

2

2015

March 2016

All Bed Based Units
and Community
Nursing
Diabetes community
service

To ascertain the reason why
people with Type 2 diabetes
don’t attend DESMOND.

Local pathway.

May 2015

Child Health, West
Essex

To improve patients experience
by introducing new feeding
device.
To ensure paediatric consultant
services at CDC Harlow is fully
is compliant with HCT DNA
policy & To provide assurance
that vulnerable children who
DNA are identified and
appropriate action taken.
Patient safety.

Clinical Assurance of Local To ensure that Parents have
Standards.
approved new devices and
potentially save money.
Clinical Assurance of Local To ensure compliance with DNA
Standards.
policy and seek assurance that
vulnerable children who DNA are
identified and appropriate action
taken.

Safeguarding Children
Harlow (66)

TBC
PENDING
SystmOne
change in
template
April 2015

Palliative Care
Services

Objectives

2

CLINICIAN AUDIT:
Dr Ruth Brown,
Associate Specialist
Palliative Medicine
Learning Disabilities
Audit (Adults) (30)

May 2015

Services

2

2

October
2014

2

2

December May 2015
2014

CUS
West Essex

2

2

January
2015

Adults

CLINICIAN AUDIT:
Dr Dhirendra Singh,
Consultant Paediatrician
Falls Wristband audit (67)

TBC

Benchmarking with other
organisations.

Provide assurance for safe
clinically effective practice and
ensure effective safeguarding.
To provide assurance of safe
and clinically effective practice.

Prevention and management of
pressure ulcers for patients in
our care.
To increase number of patients
attending DESMOND and able
to self-manage Type 2 diabetes.

Easier identification for patients
who are at risk of falls.
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H1ii
Audit Title Carried
HCT Risk
Start Date Anticipated
forward from 2014/15 SO* Score
Completion
Date
Q4
Standard of ADHD Care at
Harlow Children’s
Development Centre (70)
CLINICIAN AUDIT:
Dr Dominic Croft,
Consultant Paediatrician
Autistic Spectrum
Disorders (ASD) (72)

Services

Sept 2014 September
Adults
2015
(awaiting 100
patient
records)

To assess if ADHD has been
diagnosed in a robust way, if
treatment has been safe and
according to guidelines and if
the child's voice has been
heard.

1

2

July 2014 April 2015

Children’s

To see how the communication NICE guidelines CG128
disorders assessment clinic
complies with NICE clinical
guidelines 128 for the diagnosis
of ASD in children and young
people.

To provide assurance that HCT
is providing evidenced-based
care for our patients.

1

2

January
2015

December
2015

West

NICE Guidelines
To promote safe and
sustainable weight loss (3-5%
over 12 weeks) for adults
diagnosed with diabetes on oral
insulin therapy. To assess
patient experience via HCT
patient satisfaction
questionnaire at week 12.

To improve patient quality of
care and improve quality of life
score. To increase confidence re
reading food labels,
measuring/weighing appropriate
portion sizes and identifying
foods that will raise blood
glucose levels.

May 2015

All Health Visiting
Services

To find out whether Health
Visitors are prescribing and if
not, why not and to identify any
barriers to prescribing.
To establish that the TT
pathway is working effectively &
Increase the continuation of
breastfeeding rates
Assessing Clinic settings

2

2

March
2015
Q4

Health Visiting Tongue Tie
(80)

2

2

January
2015

31 May 2015 All Health Visiting
Services

Q4
UNICEF Clinic Audit (81)

Outcomes

2

Q4

Health Visiting Prescribing
(79)

Evidence Based Practice
Standards/
guidelines

1

NICE GUIDANCE
CLINICIAN AUDIT:
Dr Sunila Gunawardana,
Consultant Paediatrician
Weight Management
Programme for Patients
with Diabetes (78)

Objectives

2

2

March
2015

June 2015

Q4

All Health Visiting
Services

Clinical Assurance of Local Propose to recommend changes
Standards against NICE
to practice on the basis of the
Guidelines.
audit

Clinical assurance and high All health visitors will to
value health care.
competent and confident to
prescribe when the opportunity
presents itself.
Clinical Assurance
Assurance that pathway is
working and supporting
breastfeeding rates.
UNICEP BFI Standards

To establish service provision to
mothers and babies.
Compliance and attainment of
BFI accreditation
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H1ii
Audit Title Carried
HCT Risk
Start Date Anticipated
forward from 2014/15 SO* Score
Completion
Date
FAMCARE2
CLINICIAN AUDIT:
Dr Ruth Brown
Associate Specialist,
Palliative Medicine
Children’s OT knowledge
audit (71)
Children’s Physiotherapy
in Hypermobility Syndrome
(82)

2

1

1

2

1

1

Services

Objectives

Evidence Based Practice
Standards/
guidelines

Outcomes

June 2014 April 2015

Specialist Palliative
Care Service

Service evaluation of bereaved National guidance
relative's satisfaction with end of
life care

Improve patient and carer
satisfaction

TBC

TBC

Children’s

February
2015

September
2015

Children’s Services

To identify areas for further staff Service level Assurance
training & to improve staff
competencies
To establish what is perceived Service Level Assurance
to be the most effective use of 5
sessions of treatment from
parents’ perspective in relation
to children with Joint
Hypermobility and Hypermobility
Syndrome

Improvement to staff
competencies and Quality of
Care
Clinical outcomes are broadly
agreed, measurable changes in
health or quality of life that result
from our care. Clinical outcomes
can be measured by activity data
such as hospital re-admission
rates, or by agreed scales and
other forms of measurement.
To establish the most effective
way of enabling children and
their parents to manage their
children with Joint Hypermobility
and Joint Hypermobility
Syndrome

Q4

21 carry forward audits from 2014/15 to 2015/16
10 = Started in Q4
8 = in progress including data gathering in Q4
2 = National audits completed – awaiting findings/reports
1 = Deferred to 2015/16 programme due to SystmOne template delay
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Board 26th March 2015

Attachment H2

Healthcare Governance Committee
Thursday 11 December 2014 2.00-5.00pm
Boardroom, Howard Court, Welwyn Garden City
Key Points for the Board and Audit Committee to note:
.
AMBER/RED
• Herts & Essex Hospital having difficulty in recruiting substantive staff.
• Mobile working assurance compliance low on minimum paper records in Red Book to support
inter-professional communication
• Lack of assurance around management of Non Medical Prescribers including no Master List,
need to develop clinical leadership and CPD programme and prescribing oversight by Locality
Managers and Pharmacy
AMBER/GREEN
• Serious Incident Report has more Cat 3 & 4 Pressure Ulcers assessed as avoidable during 1st
8 months of 2014/15 than the whole of 2013/14. Majority in care homes and at home.
• Complaints evidencing clusters in Therapies and Children’s Services and a focus on
appointments.
• Quality Priorities appear to be on target.
1.

Present & Apologies

Present:

Anne McPherson

AMc

Non-Executive Director (Chair)

Clare Hawkins

CH

Director of Quality & Governance/Chief Nurse

Dr Caroline Allum

CA

Medical Director (via telecom)

Declan O’Farrell

DOF

Trust Chair Board Chairman

In
Simon Wan
Attendance: Gail Foord

SW

Chief Pharmacist

GF

Deputy Director of Operations

Gerry Phee

GP

Risk & Assurance Manager

Marina Sweatman

MS

Board Support Officer (mins)

Jeff Phillips

PW

Non-Executive Director

Dr. Linda Sheridan

LS

Non-Executive Director

David Law

DL

Chief Executive

Alison Shelley

AS

Director of HR & OD

Clive Appleby

Capp

Company Secretary

Julie Hoare

JH

Director of Operations

Brenda Griffith

BG

Non-Executive Director Designate

Tricia Wren

PW

Deputy Director of Quality & Governance

Apologies:
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TW

Acting Deputy Director Risk & Assurance

Item
2.

Action

Date

MS/

To note

MS

To note

MS

To note

Declaration of Interests
The chair opened the meeting, apologies were received. No conflicts of
interest were declared.

3.

Previous Minutes and Tracker Progress

3.1

The minutes from the meeting held on 16th October 2014 were approved by
Chairs action and were presented at the November Board and therefore
accepted as a correct record.

3.2

Tracker
The completed and in progress actions were noted.
Board question- Formal process to follow to obtain agency Doctors
Following investigation with all General Managers there does not appear to
be an issue regarding the process of obtaining agency doctors – this point
to be closed.
16/10 Serious Incident Policy
Policy has been circulated for comment; comments are being review and
the policy amended. The final policy this will be signed off by Chair’s action.
The Serious Incident Panel is scheduled to meet shortly and will report back
to HGC to provide assurance that SI action plans have been addressed.
16/10 4.4 Mortality Review Group
The terms of reference for this group will be reviewed as part of the
organisational review of all committees. Revised review date of Jan15
agreed
16/10 4.1.3 Children’s Service Operational Review This is being
monitored and overseen by the operational group. To be removed from the
tracker.
16/10 4.1.2 October Operational Review Minutes have not yet been
distributed. Action plans will be reviewed in 6 months. Business Cycle to
be updated for a May review.
19/6 5.5 Leg Ulcer Service
The pilot questionnaires (30) were been circulated and 15 have been
returned. The information will be collated, analysed and feedback given in
March.
16/10 6.1 Clinical Audit Update circulated on HCT position and follow up
on National Intermediate Care audit. The results were published in
November - actions are now being implemented. Further reports will be
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Item

Action

Date

presented to the Executive team.

MS

To note

GF

Feb 15

GF

Feb 15

4.

Assurance

4.1

4.1.1 Mobile working / Electronic Patient Record Assurance update
An update of the mobile working and roll out of electronic patient record
programme was received and discussed.
The phase 1-3 Mobile Working final report has been presented to the
Strategy & Resource Committee and the Board.
It was noted that:
(i) Phase 4 is due to start with a new programme Manager Richard
Rosen.
Lessons learnt from the previous phases have led to the implementation
of a work stream to address outstanding clinical quality issues. These
issues include actions to be taken when there is no connectivity and
when there are issues with the content and compliance of completing
the patient held record.
Challenge, Observations & Questions
a) Further update was requested relating to the paperlite system and
the provision of information in patients’ homes. An audit was
completed to ascertain the baseline. Clinical Quality Leads (CQL)
are reinforcing the importance of good record keeping with teams. A
record keeping audit is due which will audit both paper and
electronic records. The End of Life (EOL) plan will be included in the
patient held records audit.
b) Partner organisations have expressed issues in respect of limited
documentation relating to medication available when the electronic
system is in use. Paperlite records are being reintroduced to patient
homes to address this. CQL and Locality Managers are obtaining
assurance that this is fully implemented and Standard Operating
Procedures (SOP) are being followed
c) There is a level of clinical risk when paperwork is not completed
adequately. This needs focussed attention and the improvement
must be demonstrated to minimise the risk
Decisions and Actions
1.

Investigate and instigate checks on patient held records and the link
to the EOL Plan

2.

Demonstrate substantial improvement in paperlite recording
including EOL medication to minimise clinical risk

3.

HGC noted the Mobile working update
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Action

Date

1. Report Template for new safe staffing data to be developed and
presented for approval.

CH/AS

Mar 15

2. BUPR Risk and Assurance summary to be available in the interim

CH/AS

Mar 15

Item
4.2

Workforce and Safe Staffing Assurance
A verbal update on workforce and safe staffing was received and
discussed.
It was noted that:
(i)

Safe staffing levels for the bed based units are reported monthly
within the Integrated Board Performance Report (IBPR) and
discussed at Business Unit Performance Reviews (BUPRs).
(ii) Further information is being collated relating to the Integrated
Care Teams (ICT) and the fill rate for temporary staffing.
(iii) It was proposed that a report template be designed to provide the
committee with a fuller overview to provide insight and assurance.
Template to be brought to next committee for approval with a view
to new report being presented from April.
(iv) There are some timing issues around the functionality of the
Business Intelligence platforms currently being developed.
(v) The governance, reporting and escalation from the BUPR has
been strengthened.
Challenge, Observations & Questions
a)
HGC need to triangulate the clinical risk with the overview of the
safe staffing levels at service team level especially where there
are high levels of vacancies and where Cost Improvement Plans
(CIPs) have been applied to a service that create capacity issues.
The report could include the actions to address escalated known
hotspots.
b)

It was felt that this information produced for other reports could be
utilised to reduce additional pressure in respect of additional data
capture.

Decisions and Actions

3. The HGC noted the Workforce and Safe Staffing update

4.3

High Level Risk Register (HLRR)
The HLRR as at October 2014 was received and discussed.
It was noted that:
(i) The HLRR was reviewed at the November Board.
(ii) The update of the current position shows 2 risks have a reduced risk
scores and have therefore been removed.
(iii) 4 high level risks remain, including the challenges of the staffing
position at Herts & Essex Hospital.
Challenge, Observations & Questions
a) The staffing problem at Herts & Essex has been a long term issue.
Clarification was given that the Operations team are preparing a
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Item

Action

Date

JH/GF

To
note

report which would be presented to the Executive Team with options
to manage the situation in the short term taking into account lessons
learnt elsewhere. It was noted that Stort Valley has longstanding;
far reaching environmental issues relating to the recruitment of staff
at all levels. CH is working on a project with the area team and GPs
to improve the primary care and primary care experience in this
area.
b) During recent bed availability issues at Princess Alexandra Hospital
HCT was recognised by the ENCCG for the helpful and extremely
supportive approach arranging discharges and providing bed
availability.
c) The management of the beds at Hemel Hempstead Hospital are
transferring back to West Herts Hospitals Trust from Monday 15th
December 2014. The CCG have procured additional capacity. The
operational teams are fully aware and the TDA have been fully
briefed.
Decisions and Actions

4.4

1.

The plan to address the ongoing staffing issues at Herts & Essex
hospital to be shared

2.

The HGC noted the HLRR and update provided

Board Assurance Framework (BAF)
The BAF as at December 2014 was received.
It was noted that:
(i)

The BAF is reviewed monthly by the Executive Team. Actions
are in progress. There are no new risks to elevate from the
HLRR to the BAF

Decisions and Actions
1. HGC noted the Board Assurance Framework (BAF)

4.5

Quality Strategy Milestones
The Quality Strategy Milestones were received and discussed.
It was noted that:
(i)

The milestones shown for 2015/16 will be included in the refreshed
Quality Improvement Plan (QIP). Additional areas such as the
Intermediate Care Audit and length of stay will be discussed and
considered for inclusion.
(ii) The TDA desktop review actions have now been included in the
Strategy. The refresh of this will be presented to the January Board
(iii) After CQC feedback and further Board exploration regarding the
vision and future strategy a decision will be made about the Quality
Strategy format and future refresh timings.
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Action

Date

CH

Mar 15

2. QIP 2015/16 to be reported in Quality Report

CH

Dec 14

3. HGC noted the position regarding the Quality Improvement Plan

TW/CH

Jun 15

CH

Jan 15

CH

Jan 15

Item
(iv) The Board is due to approve a new vision in the January, it was
agreed a refreshed strategy be presented in January.
Decisions and Actions
1. Consideration and discussion around Intermediate Care audit and
length of stay for inclusion in QIP
2. Quality Strategy to go to ET/SMT for feedback and finalising,
milestones will be included in the Quality Improvement Plan prior to
the Board
3. HGC noted the Quality Strategy Milestones

4.6

Quality Improvement Plan Q1
Quality Improvement Plan was deferred by the Chair.
It was noted that:
(i)

The content and progress is being reviewed and will be circulated to
the committee for information.

Moving forward for 2015/16 the actions from the Quality Improvement Plan
will be reported via the Quality Report quarterly.
Decisions and Actions
1. Quality Improvement Plan to be circulated for information

4.7

Quality Governance Framework refresh
Quality Governance Framework (QGF) refresh was discussed.
It was noted that:
(i)

The TDA desktop review of the Quality Governance Framework has
been undertaken.

(ii) The evidence log is being revised this will inform the revised
scoring. The electronic evidence and scoring will be circulated.
(iii) The Quality Memorandum will be updated for the January Board
and is on track.
Decisions and Actions
1.

QGF revised evidence log and scoring to be circulated

2.

Quality Memorandum to be update for January Board

3.

HGC noted the position of the Quality Governance Framework
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Action

Item
(QGF) refresh
4.13

Quality Report (Q2)
The Quality Report for Q2 2014/15 was received and discussed.
It was noted that:
(i)
Progress has been achieved in quarter 2 and CQUIN targets are
being met. On-going actions are in place to address gaps in
quality assurance
(ii) There are discussions around the Stroke CQUIN and 7 day
working and the impact and links with ENHT and their CQUIN
(iii) Good progress has been made on the quality priorities
(iv) The outcome of the Prison service bid is still awaited.
(v) The achievement include
a. Infection control rates have been maintained
b. Improvement in the Friends and Family Trust (FFT) uptake
across all services. There are changes to the scoring due in
January which is on track.
c. CQC Potters Bar improvement actions completed and are
being monitored monthly – a further review by CQC Q3
d. The TDA risk rating is low
e. The Quality Governance framework will be refreshed in Q 3.
(vi) Falls consistently reducing
(vii) Children and Adult safeguarding was informative and useful
(viii) Increase in DOLs application. The section 11 audit feedback was
extremely positive and recognised the improvement and
continuing work. A second adult safe guarding nurse has been
employed.
(ix) Full PLACE assessment report has been reviewed in Executive
Team and PSESc. The action plan is being progressed in
conjunction with estates.
Challenge, Observations & Questions
a)

b)

c)

Further detailed information was provided on the breakdown of
incident by category, especially in relation to the rehabilitation
settings, along with the challenges and actions in place to
address.
Clarification around transportation issues was given. The provider
contract will be reviewed in the BUPR if any hotspots are
identified. Operational services have raised issues relating to
patients arriving for admission outside of normal core hours, this
is being raised with the CCGs and evidence is being gathered to
share.
The Clinical Effectiveness section which includes the NICE
standard and guidance provided good assurance and a clear
steer.

Decisions and Actions
1. HGC noted the content of the Quality Report (Q2) and thanks were
extended to the team for this in depth document.
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Action

Item
4.8.1 Serious Incident (SI) Report April - May 2014
The Serious Incident report for the period 1 October and 30thth November
2014 was received.
It was noted that there have been:
(i)

41 serious incidents reported, none were later de-escalated

(ii)

38 pressure ulcers (PU) grade 3/4 reported. 12 were classed as
acquired by HCT, further work underway to address this
1 fall resulting in harm. Patient is well and recovering
1 Outbreak. This was closely monitored by the IPC team.
1 Safeguarding Adults from Abuse (SAFA). Investigation is
underway

(iii)
(iv)
(v)

Challenge, Observations & Questions
a)

b)
c)
d)

The report was informative and useful especially the links to the
focus on pressure ulcers. There is a need to understand the
caseload and case mix and the level of acquired pressure ulcers
from elsewhere. It was recognised that there is considerable healing
time associated with pressure ulcers and this impacts on caseload
and resources. Work is underway to distil the data to inform and
support discussions on education, training and future investment
negotiation with the CCGs.
The PU assessment questionnaire is substantial and could be used
to inform other areas in respect of impact and implications.
Work is underway to review the CCG dressing’s budget and the
options for future management of the budget.
It was suggested that the CQLs and the Pressure Ulcer working
group discuss how to take this work forward involving community
services, other care providers and possibly the voluntary sector. The
PSESc are undertaking a deep dive in “Harm Free Care” which will
be reported back to the Board at a later date via the Quality Report.

Decisions and Actions
1. HGC noted the SI report and thanked the team for an excellent
report

4.8.2 Complaints Report Q2
The Complaints Report Q2 covering the period 1 July – 30 September 2014
was received and discussed.
It was noted that:
(i)

Complaints are reducing. 46 complaints were recorded in this period
which equated to 0.10 per thousand contacts.

(ii) 33 complaints have been closed. 13 remain open and under
investigation
(iii) 816 compliments were received which equates to 1.83 per thousand
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Item

Action

Date

CH/TW

Mar 15

CH

Jan 15

GF

Mar 15

contacts
Challenge, Observations & Questions
a) Learning from issues in relation to the MSK appointments has been
shared with the CCGs which provided them with assurance. Waiting
times issues have been escalated and raised at contract
negotiations with CCG.
b) The Patient Story at the Board in January relates to service issues
experienced in the care provided for a disabled child.
c) It was acknowledged that the content of the report was very good. A
review to be undertaken to ascertain if the full complaints report can
be shared at Public Board level subject to consent.
Decisions and Actions
1. Clarification is required on the category “ concerns around the
standards of care”
2. Sharing lessons in practice and learning from complaints and SI to
be used in team meetings to ensure broader dissemination of
information and to be highlight in the Board report.
3. Further investigation to be undertaken in the complaints
796.797,808
4. HGC noted the Complaints Report Q2
4.9

Clinical Quality Review Minutes
The Clinical Quality Review minutes for the meetings with Herts Valley
CCG and East & North Herts CCG held in September, October and
November and the Quality Surveillance Group letter were received and
discussed.
Challenge, Observations & Questions
a) The quality of the minutes vary drastically between the CCGs, this
has been raised as a performance issue with the CCG concerned.
b) The meetings are positive with open feedback from both sides. The
meetings are reviewed and risks are articulated at the end including
areas that may link to contract negotiation or feed into the Area
Team.
HGC noted the Quality Review Meeting and Quality Surveillance
Group notes

5.

Patient Safety & Patient Experience

5.1

Sign up to safety
The Sign Up for Safety form was received and discussed.
It was noted that:
(i) The priorities will feed into the Quality Improvement Plan and the
Quality Strategy.
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Item
(ii) The TDA have articulated this campaign as a priority.
Decisions and Actions
1. HGC noted the Sign up to Safety
5.2

Mortality Review Group Update
The mortality review meeting update was received and discussed
It was noted that:
(i) There was positive learning relating to palliative care at Potters Bar
Hospital.
(ii) Attendance was limited and the number of notes available for
review was not optimal. This has been brought to the General
Managers attention and is being addressed.
(iii) The group will also discuss morbidity, mortality and incidents in the
future and their links to the acute trusts.
Challenge, Observations & Questions
a) It was clarified that this group’s aim is to review individual cases to
ensure that care has been optimal. To understand the lessons
learned both positive and negative and share this information widely
with clinicians to inform future improvements.
b) Potters Bar was commended as an exemplar of best practice,
demonstrating they have used previous lessons learned to improve
practices.
c) It was felt that this systematic peer review was an important method
of providing support and triangulation of information to ensure
quality standard are maintained
Decisions and Actions
1. HGC noted the Mortality Review Group Update

5.3

Patient Safety & Patient Experience Sub-Committee Meeting Minutes
(PSESc) September 2014
The Minutes from the Patient Safety & Patient Experience Sub-Committee
meetings held September were received.
The key points noted were:
(i) It was agreed to seek clarity on trajectories and monitoring of IPC
mandatory training uptake rates are addressed through BUPR for
each Business Unit
(ii) CH to discuss operational implementation of the Smoke-Free Policy
at Executive Team.
(iii) There is a lack of assurance around the application of the
Management of Medication Errors process within operational
services, including Children’s Services; use of the process should
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Action

Item
be reported as part of the Datix reporting process; SN to discuss
further at Medicines Management Forum and with HR and Locality
Managers.
Decisions and Actions
1. HGC noted the minutes of Patient Safety & Patient Experience
Sub-Committee Meeting
5.4

Infection Prevention & Control Forum (IPCF)
The minutes of Infection Prevention & Control Forum (IPCF) October were
received.
It was noted that:
(i)
Assurance on actions being taken regarding Ebola will be
reviewed
(ii)
Continued good performance regarding CDI rates in the
community hospitals.
(iii) Learning following an MRSA outbreak at Danesbury associated
with urine sampling from indwelling catheters; to be addressed by
CAUTI group and in the UTI Care Bundle and competencies
programme
(iv) Annual planning for One Stop and training sessions to be raised
with Learning and Development and requirement for One Stop at
Herts and Essex Hospital to support increased uptake of training
(v) Assurance limited on operational arrangements for the delivery of
flu vaccination by flu champions
Decisions and Actions
1. HGC noted the minutes of Infection Prevention & Control Forum
(IPCF)

6.

Clinical Effectiveness

6.1

Deep Dive Non – Medical Prescribing (NMPs)
The deep dive in respect of Non – Medical Prescribing was received and
discussed.
The report was developed by Simon Wan with the assistance of Suzie
Clements, Caroline Holmes and Suzy Narroway. The Chair expressed her
thanks for a very good, clear and informative report.
It was noted that:
(i)
There is a lack of a master list for NMPs held at HCT. Work is
underway to develop this.
(ii) There is a need to develop clinical leadership for the NMPs to
provide support and advice on an ongoing basis. Reciprocal
working in GP practices and with specialist GPs is being
reviewed.
(iii) There is a need to develop a continued professional development
programme for the circa 250 NMPs
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Item
(iv)

There is a need to increase prescribing oversight by locality
managers and the pharmacy to ensure that prescribing is within
the formulary.

Challenge, Observations & Questions
a)
It was confirmed that there is an audit planned to understand and
ensure that processes are in place to ensure the security of the
FP10 to minimise misuse and possible fraud. If pads are reported
missing, this is escalated and actions are put into place to
manage the situation and minimise risks where possible.
b)

It was acknowledged that the nursing teams are committed to the
safe management of prescription pads.

c)

It was acknowledged that a master list would need to be shared
with Pharmacy, HR and Learning and Development to ensure
that processes are clearly documented and followed.

Decisions and Actions
6.2

1. HGC noted the Deep Dive Non – Medical Prescribing
Medicines Optimisation and Pharmaceutical Service work plan
Medicines Optimisation and Pharmaceutical Service work plan update
was received and discussed
The Chair expressed that this was an excellent report.
It was noted that:
(i)

SLAs are being reviewed, once completed these will support the
development of the Medicines Optimisation Strategy.

(ii)

There is limited clinical pharmacy and governance of safe
delivery of medicines.

(iii)

There is a lack of audit to provide evidence to show
achievements. There are a series of audits being developed to
address medicines delivery.

(iv)

HCT is reviewing the range of SLAs. The options and costs
related to providing this service in the future are being reviewed.

(v)

Additional funding will be required to support this service
improvement. These will be scoped and identified in due course.

Challenge, Observations & Questions
a) Optimisation is giving the right medicine to the right person at the
right time. This is a patient centred service whilst improving the
quality of medicines management.
b) It was acknowledge that the progress made to date is significant and
well received both from formal updates provided and staff feedback.
Progress will be report to the Board in January.
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Item

Action

Date

CApp/
CH

Jan 15

Decisions and Actions
1. HGC noted the Medicines Optimisation and Pharmaceutical
Service work plan

6.3

Clinical Supervision Policy
The Clinical Supervision Policy received and discussed
It was noted that:
(i)
There were a few editorial amendments identified which will be
addressed.
Clinical Quality lead roles have been implemented and
support delivery of this policy.
Decisions and Actions
1. HGC approved the Clinical Supervision Policy subject to minor
editorial amendments

6.4

Clinical Effectiveness Sub Committee (CES) Minutes
The minutes from the CES meetings held on September 2014 were
received and discussed.
It was noted that:
(i)
CES subcommittee requests that all services ensure that any
risks associated with a delay in business changes to SystmOne
templates be recorded on their service Risk Register
(ii) 13 PGDs were approved, with the requirement for PGD 73 to be
clarified
(iii) There is a need to clarify the CCG target of referrals made to
smoking cessation services, which does not align with QS43
which states that patients are offered a referral to smoking
cessation services.
(iv) Assurance of compliance was demonstrated in two audits
undertaken as a result of risks identified and recommendations
made following incident reporting.
Challenge, Observations & Questions
a)

The title and terms of reference (ToRs) for the Patient Safety and
Experience Subcommittee and Clinical Effectiveness
Subcommittee to be checked and clarified with the Company
Secretary in the review of all ToRs.

Decisions and Actions
1.
Company secretary to clarify committee titles and submit the
overarching Governance and Quality Governance structure
charts to CH to finalise.
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HGC noted and accepted the Clinical Effectiveness Sub Committee
(CES) Minutes for September.
6.5

Mandatory Training Update
The Mandatory Training Update was received and discussed.
It was noted that:
(i)
This was a very clear informative report
(ii) Red areas were noted
Decisions and Actions
1. HGC noted the Mandatory Training Update

7.

Key Items for Noting
The ECHO service in the Rapid Assessment Unit at St Albans City Hospital
has been suspended due to a potential clinical incident. Re provision of this
service is being investigated

8.

Key Items for Escalation/Further Action
None Noted

9.

Date of Next Meeting
Thursday 19th March 2015 2.00pm 5.00pm
The Board Room Howard Court
Meeting Summary
Meeting was completed overran by 10 minutes
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INTEGRATED BOARD PERFORMANCE REPORT
ABOUT THIS REPORT
This report is split into four sections, reflecting the High Value Healthcare (HVHC) domains upon which performance
within Hertfordshire Community NHS Trust (HCT) is based.
1.
2.
3.
4.

Consistent and improving patient safety
An outstanding patient experience
Excellent clinical outcomes
Highly efficient and cost-effective services

Each section provides a table of the key indicators, with commentary by exception only. Underperforming
KPIs will have an action plan and schedule to bring performance within target levels.
Throughout the report Red, Amber and Green statuses are used to convey performance, where an indicator
is not applicable or not available in the month grey is used. The trust RAG reflects the current performance
in month. The Trust is monitoring data quality routinely against a data quality plan and priorities. The
lessons learnt from our focus upon data quality are being used to develop indicators of the quality of the
underlying data and therefore provide assurance as to the performance of the organisation. HCT is
developing reporting by CCG which will be presented in separate performance reports, any performance
issues that affect an individual CCG will be raised through exception reporting.
HCT Strategic objectives 2014/15
Strategic objectives

Strategic objectives

SO1
We will support the people we serve to manage
their own health and wellbeing

SO2
We will improve clinical outcomes and enhance
patient safety

SO3
We will support the substantial expansion of
community services through the delivery of
excellent core services for adults and children and
the development of ambulatory services

SO4
We will use resources efficiently to enhance our
ability to improve services

SO5
We will develop the organisational capacity to deliver our vision and objectives

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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HCT Trust Scorecard
Indicator

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

All patients to have smoking
status recorded on system
one

80%

90%

89%

89%

A

A

G



0

0

0

0

G

G

G



C.diff cases > 72hrs

16

Full Year 13
Monthly trajectory
1
(June 2)

1

3

G

G

G



24 hr. Notification to GP

90%

95%

96%

96%

G

G

G

% of VTE Assessments

99.9%

100%

100%

99.0%

G

R

R

Patient-related incidents

4238
Ave. 353

Monthly incidents
reported between
267-433

381

4369

G

G

G

86%

90%

85%

85%

A

A

A

Compliant

Compliant

Compliant

Compliant

G

G

G

0.3%

<0.4%

0.3%

0.3%

G

G

G

129 YTD

0 (April 2015)
T December 0

1
(January)

41

R

R

A



safeguarding children
training

89%

90%

90%

90%

G

G

G



level 1 safeguarding adults
training at Induction

96%

95%

96%

96%

G

G

G



1553
Screens

1420
(monthly
trajectory
124 Jan)

92

1284

R

A

G



% 18 Weeks - Consultant
led

98.0%

95%

97.8%

97.8%
(Current month)

G

G

G



% 18 Weeks - NonConsultant led

100%

98%

99.6%

99.6%
(Current month)

G

G

G



Friends & Family Test

78%

90%

96%

96%

G

G

G

ALOS - Stroke (Rehab
Pathway)

41.5

35 days

26 days

29 Days

G

G

G

ALOS - Non stroke (Rehab
Pathway)

34.7

19 days

21 days

22 days

A

A

G

3

3

4

4

G

G

G

Activity vs. Plan

N/A

95%-105%

99.5%

99.5%

G

G

G

Expenditure vs. Plan

N/A

For information

G

G

G

Appraisal %

80%

90%

85%

85%

A

A

A

Absence Rate

4.07%

3.90%

3.8%

3.8%

G

G

G

Underlying Staff turnover

11.55%

12%

11.7%

11.7%

G

G

G

MRSA bacteraemia

Av. mandatory training
Harm free care
CAUTI
% infections
No of avoidable category 2
pressure ulcers acquired in
HCT care - reporting a month
in arrears

Chlamydia screening

Financial Risk Rating

In line with plan In line with plan

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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February Integrated Board Performance Summary
The February scorecard demonstrates continued strong performance by the Trust across a number of metrics. HCT continues to comply with key national
level targets such as Minor Injuries Unit waiting times and 18 weeks. More detailed analysis and actions taken are provided in the exception reporting
sections of the HVHC domains.
Performance highlights
•
•
•
•
•
•

C Diff remains below ceiling with 4 cases notified. No avoidable MRSA bacteraemia cases reported.
DTC rate is below the 5% NHS delays threshold in February
Stroke LOS below 35 day thresholds in February
Absence rate below threshold of 3.9%
Safeguarding Children Training target Levels 1, 2 and 3 now being achieved
Achieving all National indicators.

Areas for board review
•
•
•
•

Adult safeguarding training Levels 1 & 3 below 90% target with 85% and 69% respectively recorded in February
Community Paediatrics Services in Herts Valley breaching 18 weeks in February
Non-Stroke ALOS above thresholds in February
Smoking Cessation indicators all below target

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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CONSISTENT AND IMPROVING PATIENT SAFETY
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SAFETY SCORECARD (1 OF 3)

Patient Safety

Ref

Indicator

2013/14
Strategic
year end
Objectives Performance

2014/15
Target

Current period
YTD
performance Performance

Current
Trend from
Period
Forecast previous Trend over
RAG
YTD RAG
RAG
time
month

0

0

0

0

G

G

G



SO2

16

Full Year 13
Monthly trajectory
1
(June 2)

1

3

G

G

G



C.diff cases rates per 1000 occupied
bed days

SO2

0.15

For information

0.15

0.03

S3

Compliance with Hand hygiene in all
Community Hospitals will be > 95%

SO2

99%

95%

100%

99%

G

G

G



S4

Compliance with Commode Audit in
all Community Hospitals will be > 95%

SO2

97%

95%

100%

99%

G

G

G



S5

% of relevant patients screened for
MRSA (excluding respite patients).

SO2

100.0%

Monthly
100%

100%

99.0%

G

R

G



S6

% of patients observing staff washing
hands

SO2

99.9%

90%

100%

99%

G

G

G



S7

Compliance with Essential steps
urinary catheter care and ongoing
care will be > 95% in all community
hospitals

SO2

100%

95%

100%

99%

G

G

G



S1

Number of Avoidable MRSA
bacteraemia cases in year for HCT

S2

C.difficile cases occurring post 3 days
following admission into HCT bed
based facilities (i.e. acquired in our
facility)

S2b

SO2

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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Performance Issue

Action

C. difficile (CDI) cases
occurring post 3 days
following admission
into HCT bed based
facilities (i.e. acquired
in our facility)

A new CDI case was reported in Langley House. The post infection review for this case is
underway and learning identified will be shared across other bed based units.
The Trust has received confirmation from HVCCG that case one reported in June 2014
has been removed from the contractual numbers as no lapse in care was identified. With
effect from February 2015 performance documentation will be amended to remove this
case, with the total number of cases amended from four cases to three cases (as at end
of February 2015). Performance continues to be within the monthly trajectory set and
well below the yearly ceiling of 13 cases.

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

By when
Mar 2015

Responsible
Director
Clare
Hawkins
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Patient Safety
Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

For information

28

230

Ref

Indicator

S8

The number of Serious Incidents
reported in month to the CSU against
the SI policy

SO2

S9

The percentage of SIs that have 45day RCA and action plans completed
and submitted to PCT within 45 days.
Reported monthly

SO2

March 2014
83%

Monthly
75%

89%

94%

S10

The number of SI's that remain open
to HCT

SO2

March 2014
59

For information

59

59

S11

The percentage of SIs that have 7-day
report completed within 7 days.
Reported monthly

SO2

March 2014
75%

Monthly
75%

57%

78%

S12

Proportion of Si's to patient related
incidents

SO2

March 2014
2%

For information

7%

7%

S13

Number of never events

SO2

0

0

0

0

S14

Number of clinical negligence claims
received in quarter

SO2

9

5
YTD

4

S15

Number of clinical negligence claims
closed in the quarter

SO2

0

For information

4

S16

Number of patient-related incidents
reported in month

SO2

4238
Ave. 353

Monthly incidents
reported between
267-433

381

SO2

Mar 2014
0

<1

0.45

SO2

N/A

0

SO2

N/A

S17
S18
S19

The total number of deaths per 1000
occupied bed days (bed based &
Nascot Lawn)
Patient safety incidents that have
resulted in a death whilst in our bed
based units and Nascot lawn
(Quarterly)
The total number of patient safety
incidents that have resulted in severe
harm (Quarterly)

223 YTD

Current
Period
RAG

Forecast
YTD RAG
RAG

Trend from
previous Trend over
month
time


G

G

G




R

G

G




G

G

G



4369

G

G

G



0.67

G

G

G



1

R

R



0

0

G

G



92

R

A



8

R

R



S20

Reduction in the number of Falls with
Harm (Quarterly)

SO2

N/A

10% reduction from
13/14
T YTD Q3 = 74

S21

Number of incidents in quarter which
allege abuse of patients in our care
which have been reported.

SO2

7

0

S22

% of incidents reported to NRLS within
agreed timescale of 30 days

SO2

100%

100%

100%

100%

G

G

G



S23

CQC Registration

SO2

Registered
No conditions

Registered
No conditions

Registered
No Conditions

Registered
No Conditions

G

G

G
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Performance Issue

Action

The percentage of SIs
that have 7-day report
completed within 7
days.

Seven 7-day reports were due to be submitted to the CCG during February. Four were
submitted on time, three were submitted late in February by two days. All breaches
occurred within WelHat team and were due to capacity of the team to manage the RCAs
of Pressure Ulcers serious incidents declared. All three reports have been submitted and
all assessed as being unavoidable

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

By when
Mar 2015

Responsible
Director
Clare
Hawkins
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Patient Safety
Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

No of category 2 - 4 pressure ulcers
reported

SO2

1870

For information

173

1872

No of avoidable category 2 pressure
ulcers acquired in HCT care - reporting
a month in arrears

SO2

129

0 (April 2015)
T December 0

1
(January)

41

R

R

A



S25

No of Avoidable category 3 or 4
pressure ulcers acquired in HCT

SO2

19

0

1

25

R

R

G



S26

Number of medicine adverse
incidents reported

SO2

289
ave. 24

For information

17

269



S27

Number of relevant medicine safety
alerts not managed appropriately or
within timescales

SO2

0

For information

0

0



S28

Notification to the GP practice 24 hrs.
before community hospital discharge
of vulnerable or Elderly patient

SO2

90%

95%

97%

97%

G

G

G



SO2

99%

100%

100%

99%

G

R

R



SO2

82.0%

90%

82%

82%

A

A

A



Ref

S24
S24b

S29
S30

Indicator

% of patients who have had a VTE
assessment when admitted to
Community Hospital
% of eligible staff who have received
mandatory fire training in the last 12
months

Current period
YTD
performance
Performance

Current
Period
RAG

Forecast
YTD RAG
RAG

Trend from
previous Trend over
month
time



S31

The number of staff related incidents
reported in month.

SO2

843
ave. 70

For information

76

991



S32

No of Whistle blowing events

SO5

0

For information

0

1



S33

Patient moving and handling

SO2

83%

90%

78%

78%

R

R

A



S34

Infection control

SO2

86%

90%

91%

91%

G

G

G



S35

Basic life support

SO2

87%

90%

81%

82%

A

A

A



S36

The number of Deprivation of liberty
(DOLS) requests during the month

SO3

N/A

For information

6

41
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February 2015 Final


11

Board 26th March 2015

Attachment H3

Action

No of avoidable
category 2 pressure
ulcers acquired in HCT
care (reporting a
month in arrears)

One Category 2 and One category 3/4 pressure ulcer acquired in HCT care were reported
in February. These are only one case above our zero tolerance threshold and an
improvement on reduction of grade 2 pressure ulcers reported last month. Both cases
have been identified as avoidable.

Mar 2015

Clare
Hawkins

Individual compliance report to managers
Refresher reminder to be sent quarterly
External provision of Fire Evacuation training to replace current trainer who is on
absence leave

Sent 10th Mar 2015
To be sent week
commencing 16th
March

Alison
Shelley

Individual compliance report to managers
Refresher reminders
Sessions in bed bases booked

Sent 10th March
2015
Planning in place for
2015
Sent 10th March
2015
Programme in place
to December 2015
with 370 bookings
made to September

Alison
Shelley

No of category 3 or 4
pressure ulcers
acquired in our care.
% of eligible staff who
have received
mandatory fire
training in the last 12
months
Patient moving and
handling

Basic Life Support

Individual compliance report to managers
Refresher reminders
Sessions in bed bases booked

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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Responsible
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Performance Issue

Alison
Shelley
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Safety Thermometer

Safety Thermometer

Ref

Indicator

2013/14
Strategic
year end
Objectives Performance

2014/15
Target

Trend
Current
from
month
YTD
previous
performance Performance month

ST1

Total patients audited

SO2

17485

For
information

1511

13088

ST2

% of patients receiving harm free
care

SO2

92.6%

For
information

92.1%

92.6%

% of patients with a new pressure
ulcer

SO2

0.5%

For
information

0.3%

0.6%

% of patients who have had a fall
resulting in harm

SO2

1.8%

For
information

1.8%

1.6%

% of patients with a urinary
catheter and a new urinary tract
infection

SO2

0.3%

For
information

0.3%

0.4%

ST3
ST4
ST5

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

Trend
over
time

BU
RAG






Ambulatory

Childrens

E&N Core

W Core

Ambulatory

Childrens

E&N Core

W Core

Ambulatory

Childrens

E&N Core

W Core

Ambulatory

Childrens

E&N Core

W Core



Ambulatory

Childrens

E&N Core

W Core
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OUTSTANDING CUSTOMER EXPERIENCE SCORECARD (1 of 2)

Outstanding Patient Experience

Ref

Indicator

Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

Current
Trend from
Period
Forecast previous Trend over
RAG
YTD RAG
RAG
month
time

P1

Number of complaints referred to the
ombudsman in quarter from total
complaints

SO3

3
(2%)

<5%

0

0

G

G

G

P2

Proportion of complaints resolved
within timescale agreed with
complainant (reported monthly)

SO3

97.0%

80%
Monthly

100%

99%

G

G

G

P3

Number of complaints received in
month

SO3

185

For information

15

216

P4

Number of complaints closed in month

SO3

178

For information

14

188

P5

Number of PALS enquiries (for HCT
services) reported monthly

SO3

235

For information

55

514

P6

Number of compliments received
Quarterly

SO3

4699

For information

P7

EMSA breaches reported in month

SO3

0

0

0

0

G

G

G

P8

% of patients reporting positively
about cleanliness of environment in a
community hospital

SO3

99%

98%

100%

99%

G

G

G



P9

Number of in patient survey returns
received and % rating care received as
good or better than good

SO3

99%

98%

100%

98%

G

G

G



P10

% of Patient appointment letters
including day, date and time
(Quarterly)

SO3

100%

90%

95%

G

G

G



P11

Friends and Family test

SO3

78%

90%

96%

G

G

G
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OUTSTANDING CUSTOMER EXPERIENCE SCORECARD (2 of 2)
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Outstanding Patient Experience
Ref

Indicator

Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

Current period
performance

P14

Certification against compliance with
requirements regarding access to
healthcare for people with a learning
disability

SO1

Compliant against
all 6 elements

P15

RTT -18 Weeks - non-admitted patients % of patients being treated within 18
weeks for HCT consultant led services

SO3

98.0%

95.0%

97.8%

P16

RTT -No of patients waiting over 40
weeks

SO4

N/A

0

P17

GUM - percentage of patients offered
within 48 hour

SO3

100.0%

P18

GUM - percentage of patients seen
within 48 hours

SO3

P19

Minor Injuries Unit - Herts and Essex
hospital - patients to be seen treated
and discharged with 4 hours

P20

YTD
Performance

Current
Trend from
Period
Forecast
previous Trend over
RAG
YTD RAG
RAG
month
time

G

G

G



97.8%
(Current month)

G

G

G



1

1

R

R

G



98.0%

100.0%

100.0%

G

G

G

89.8%

85.0%

89.3%

92.1%

G

G

G

SO3

99.7%

95.0%

100.0%

100.0%

G

G

G



18 Weeks - non-admitted patients - %
of patients being treated within 18
weeks for HCT non consultant led
services

SO3

99.0%

98.0%

99.6%

99.6%
(Current Month)

G

G

G



P21

For urgent/priority 1 referrals to the
receive a face-to-face response within
2-4 hours of HCT receiving the referral.

SO3

100.0%

100%
(numbers)

46.2%
(97)

46.9%
(376)

R

R

A



P22

For planned /routine/priority 2
referrals the patient will receive a faceto-face response within 24- 48 hours of
HCT receiving the referral for nursing

SO3

100.0%

100%
(numbers)

65.8%
(1168)

69.5%
(3775)

R

R

A



P23

For supported self-care/priority 3
referrals, the patient will receive a
face-to-face response within 7 days for
nursing services and 2-4 weeks for
therapy

SO3

100.0%

100%
(Numbers)

69.1%
(1011)

74.0%
(2582)

R

R

A



P24

Conflict resolution training

SO3

81%

90%

86%

86%

A

A

A



N/A

Work to agree
services and set
benchmark and
target

17

78

P25

Reduction in cancellation of outpatient
appointments by provider (Consultant
led services only)

SO4

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

Compliant against all Compliant against all Compliant against
6 elements
6 elements
all 6 elements
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Performance Issue
18 weeks RTT

Attachment H3

Action
Overall HCT are meeting the target of 95% with 98% for all services combined. However the
Community Paediatric services in Herts did not achieve the targets in February with 78%.
Updated Action plan in place and set as below
45 RTT breaches identified
• Waiting List data cleansed - Breaches reduced to 35
• Breaches reduced and trajectory met

By when

Mar 2015

Responsible
Director

Julie Hoare

35 children breaching or will breach by 1st March 2015
• 19 initial appointments have been booked for Saturday clinics
• 15 children will remain as breaches by the 1st March
• Further Saturday clinic is planned for March
Monitoring of RTT
• Waiting list being cleansed back to week 12
• Children will be offered appointments for Sat clinics and additional weekday clinics
• Sat clinics will be used to clear backlog
Capacity exceeds demand for Comm Paeds in W Herts
• Recruitment in progress for 0.8wte vacancy - awaiting confirmation of acceptance
• Locum cover sourced for 4 days per week
• Business plan submitted – additional funding requested to increase capacity. Awaiting
feedback from contract discussions and confirmation of the level of additional investment
by commissioners

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final
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Attachment H3

Performance Issue

Action

By when

Conflict Resolution
training

Conflict resolution training levels remained the same in February and are within 4% the of
compliance target. This is expected to meet the target by year end with staff reminded to
complete the refresher training.

Regular reminders and
updates sent for all
mandatory training

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

Responsi
ble
Director
Alison
Shelley
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Performance Issue
P20,P21 and P22
Priority 1, 2 and 3
referrals.

Attachment H3

Action
Priority 1, 2 and 3 referrals are being directly recorded from SystmOne in February after
configuration of the referral list. Prior to this, the data had been collected on a manual
sample of two days of the month.

By when
Next review March
2015

Responsible
Director
Julie Hoare

Priority 1 (Urgent )
From the data extracted in February, 97 priority 1 referrals from 210 were seen within four
hours for nursing and therapy, a 46% response rate.
Priority 2 (Planned/Routine)
1168 priority 2 referrals, from 1776, were seen within 48 hours for nursing and 2 weeks for
therapy, a 66% response rate.
Priority 3 (Supported self-care)
1011 priority 3 referrals, from 1464, were seen within 7 days for nursing and 4 weeks for
therapy, a 69% response rate.
According to the data in February, overall from the 2276 patients seen in February, 66%
were seen on time according to their set referral priority.
HCT are currently validating the list of patients that were not seen on time according to
SystmOne. Current responses from the ICT teams include incorrect priority set or patient
not being clinically relevant to be seen in that time. Action plans are underway with each
ICT unit to ensure all referrals are managed on time and correct priority levels are
reviewed and if not appropriate, excluded from the data.
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Attachment H3

EXCELLENT CLINICAL OUTCOMES SCORECARD (1 OF 4)

Excellent clinical outcomes
Ref

Indicator

2013/14
Strategic
year end
Objectives Performance

2014/15
Target

Current
period
YTD
performance Performance

Current
Trend from
Period
Forecast previous
RAG
YTD RAG
RAG
month

C1

% of eligible staff trained at appropriated level of
safeguarding children in accordance with IC
document Level 1, Level 2, Level 3

SO2

89%

90%

90%

90%

G

G

G



C2

Percentage of eligible staff who have undertaken
safeguarding children supervision appropriate to
their role

SO2

91%

90%

98%

98%

G

G

G



C3

% of staff who have undertaken level 1
safeguarding adults training at induction

SO2

96%

95%

96%

96%

G

G

G



C4

% of staff who have undertaken level 1
safeguarding adults training annually

SO2

91%

90%

86%

86%

A

A

A



C5

% of relevant staff who have undertaken level 3
safeguarding adults training

SO2

90%

90%

64%

64%

R

R

A



C6

% of relevant staff who have undertaken MCA
training (Quarterly)

SO2

70%

90%

R

A



C7

% of relevant staff who have undertaken PREVENT
training

SO2

84%

90%
T 90%

92%

92%

G

G

G



C8

% of staff completing Information Governance
training

SO3

95.0%

YTD
Trajectory
95%

86%

86%

A

A

G



C9

% Completed medical CLA Initial Health
Assessments within 10 day timescale

SO3

March 2014
84%

85%

100%

63%

G

R

R



C10

% Completed statutory review health
assessments within 5 weeks (Paeds, CUS and CLA)

SO4

March 2014
41%

85%

78%

77%

A

A

A



Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

79%

Trend
over
time
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Attachment H3

Performance Issue
% of staff who have undertaken level
1 safeguarding adults training annually

Action
The clinical quality leads ran a programme on In-service training which is anticipated
will impact positively on the training figures.

% of relevant staff who have
New Safeguarding champions training completed
undertaken level 3 safeguarding adults Further champions updates to be booked
training
% of staff completing Information
Governance training
Completed Statutory Review Health
Assessment (RHA) within 5 week
timescale (Paeds, CUS, CLA)

HCT are below trajectory with 86% of staff completing IG training against the 95%
target for February. Reminders are being sent to staff and managers tasked with
ensuring their team members complete the training before year end. HCT are
confident the training IG will be met by March 2015
37 RHA referrals, 29 completed within timescale. Improvement across all CUS units.
8 RHA not completed on time due to patient choice and non-attendance with
appointments offered.

Hertfordshire Community NHS Trust – High Value Healthcare
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By
when

Responsible
Director

Mar
2015

Alison
Shelley

In
place
by 28th
Feb
Mar
2015

Alison
Shelley

Mar
2015

Clare
Hawkins

Alison
Shelley
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EXCELLENT CLINICAL OUTCOMES SCORECARD (2 OF 4)
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Attachment H3

Excellent clinical outcomes
2013/14
Strategic
year end
Objectives Performance

2014/15
Target

Current
YTD
period
performance Performance

Current
Trend from
Period
Forecast previous
RAG
YTD RAG
RAG
month

Ref

Indicator

C11

Wes t Herts Newborn Hea ri ng Screeni ng - %
of ba bi es s creened wi thi n 4 weeks of bi rth

SO2

99%

98%

99%

99%

G

G

G



C11b

% of ba bi es requi ri ng further a s s es s ment
s een wi thi n 4 weeks of s creeni ng

SO2

99%

90%

100%

98%

G

G

G



C12

Reti na l s creeni ng - % of di a beti c cohort
tha t ha s been offered a n a nnua l s creen

SO2

100%

100%
(T 100%)

100.0%

100.0%

G

G

G

C13

Reti na l s creeni ng - % of di a beti c cohort
tha t ha s been s creened i n 2014/2015

SO2

88.7%

80% YTD
(T 76.3%)

81.4%

81.4%

G

G

G

C14

Communi ty Hos pi ta l s - Rea dmi s s i on ra tes
wi thi n 30 da ys

SO2

0.6%

<0.5%

0.2%

0.2%

G

G

G

C15

Number of pa ti ents a ccepted onto the
Communi ty Ma tron ca s el oa d who a re
offered a pers ona l hea l th pl a n wi th the
a i m of ma xi mi s i ng s el f-ma na gement a nd
confi dence

SO1

100%

100.0%

100.0%

100.0%

G

G

G

C17

Di a betes -Number of pa ti ents a ttendi ng
s tructured educa ti on s es s i ons

SO1

1242

For
i nforma ti on

97

827



C18

Res pi ra tory -Number of pa ti ents
compl eti ng s tructured group educa ti on
s es s i ons

SO1

177

For
i nforma ti on

13

199



C19

Di a betes - Number of pa ti ents offered a
pers ona l hea l th pl a n

SO1

1242

For
i nforma ti on

97

827



C20

Res pi ra tory - Number of pa ti ents offered a
pers ona l hea l th pl a n

SO1

383

For
i nforma ti on

32

307



C21

Ca rdi a c Reha b - Number of pa ti ents offered
a pers ona l hea l th pl a n

SO1

520

For
i nforma ti on

59

536



C22

Neuro Reha b - Number of pa ti ents offered
a pers ona l hea l th pl a n

SO1

418

For
i nforma ti on

10

107
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Attachment H3

EXCELLENT CLINICAL OUTCOMES SCORECARD (3 OF 4)

Excellent clinical outcomes
Ref

C24
C25
C26

Indicator
Health Visiting - average caseload size
Health Visiting - % of babies who have had a face to
face contact with health visitor within 14 days of
birth
Health Visiting - % of families with Children under 1
who transfer into area from other counties receive
an offer giving them contact with a member of the
HV service within 5 days of notification.

2013/14
Strategic
year end
Objectives Performance

2014/15
Target

Current
YTD
period
performance Performance

Current
Trend from
Forecast previous
Period
YTD RAG
RAG
RAG
month

SO4

486

<500

473

473

G

G

G



SO2

95.0%
February
Performance

95%

99.1%

99.1%

G

G

G



SO2

March 2014
98.1%

98%

98.0%

98.0%

G

G

G



C27

% of 2.5 year health review undertaken as a
proportion of total cohort - Reported one month in
arrears due to validation

SO2

March 2014
90.1%

90%

97.7%

97.7%

G

G

G



C28

% of 1 year health review undertaken as a
proportion of total cohort - Reported one month in
arrears due to validation

SO2

March 2014
92.4%

90%

97.6%

97.6%

G

G

G



C29

School Nursing - % of children who have had height
and weight monitored in reception and year 6

SO2

Sep 2014
93%

T Feb
40%

55%

55%

G

G

G



C30

% of children in reception year who have received
vision and audiology screening (subject to school
participation)

SO2

Sep 2014
93%

T Feb
40%

54%

54%

G

G

G



C31

HPV - % of eligible children immunised

SO2

Year 8
T85% dose 1
T0% dose 2
T0% dose 3

Year 8
88% dose 1
0% dose 2
0% dose 3

Year 8
88% dose 1
0% dose 2
0% dose 3

G

G

G
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89% dose 1
89% dose 2
85% dose 3

Trend
over
time
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EXCELLENT CLINICAL OUTCOMES SCORECARD (4 OF 4)

Excellent clinical outcomes
Ref

Indicator

2013/14
year end
Strategic
Objectives Performance

2014/15
Target

Current
period
YTD
performance Performance

Current
Trend from
Period
Forecast previous
RAG
RAG
month
YTD RAG

1553

1420
(monthly
trajectory
124 Jan)

92

1284

SO2

N/A

For information

592

592



Number of patients with preferred place of death
recorded

SO3

N/A

For information

302

302



C41

All Patients discharged are followed up by
specialist stroke rehab services for assessment
within 72 hours of discharge (Quarterly)

SO2

90%

>85%

94%



C42

% of staff who have received an appraisal in the
last 12 months

SO5

86%

90%

85%

85%

A

A

A



C43

All patients to have smoking status recorded on
system one

SO3

80%

90%

89%

89%

A

A

G



C44

All patients who smoke to be given brief
intervention advice which includes second had
smoking advice

SO3

N/A

90% by end of
year

38.1%

38.1%

R

R

A



C45

All patients who smoke to be offered support to
quit smoking

SO3

N/A

600 patients to
be referred to
Herts Stop
Smoking Service

40

338

C48

Improvement in people using intermediate care
bed based services. 90% of patients have
recorded Northwick Park score (95% from Q3)

SO3

March 2014
95%

90%
95% by end Q3

96%

96%

G

G

G



C49

Increase in the number of patients who have a
planned discharge, by bed based unit at a
weekend - % discharged

SO4

N/A

Baseline to be
established

9%

9%



C50

Increase in the number of patients who have a
planned discharge, by bed based unit before midday where this enables an effective and safe
discharge - % discharged

SO5

N/A

Baseline to be
established

26%

26%



C33

Chlamydia screening - assist PCT in reaching its
target by screening patients in family planning
service

SO2

C38

Number of patients on end of life pathway

C39

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

R

A
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Trend
over
time
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Performance Issue
Chlamydia Screening

Staff Appraisal

Smoking Metrics

Action
Although the service recorded 92 screens in February against the 124 target,
the numbers of screens for the year are well above the trajectory. 44 screens
are required in March to achieve the 1420 total set for the year and this will
definitely be achieved by the service as averaging 125 screens per month.
Meeting with teams and presentations on appraisal and AT-P
Appraisal training sessions for new and experienced appraisers
‘preparing for your appraisal’ for appraisees
Performance remained at 89% of patient’s smoking status recorded in
February, which is just 1% below the target for the year. Numbers are likely
to increase after the initial roll out of training and presentations from HCC and
Herts stop smoking service. HCT to meet with HSSS in March/April to review
training given to HCT staff and further revaluate action plan to increase advice
given from HCT staff and referrals to HSSS. 40 referrals to HSSS were made in
February and this an increase from the average of 30 between April and Dec
2014

Hertfordshire Community NHS Trust – High Value Healthcare
February 2015 Final

By when

Responsible
Director

March 2015

Julie Hoare

In place, ongoing roll
out to March 2015 –
600 staff trained
Mar 2015

Alison
Shelley
Julie Hoare
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EFFICIENCY & COST EFFECTIVENESS SCORECARD (1 OF 4)

Efficient & Cost effective
Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

Current
Period
RAG

Level 1

Level 1

G

Ref

Indicator

E1

NHS Litigation authority (NHSLA)
clinical negligence level

SO4

Level 1

Level 1

E3

Data Quality - NHS Number
(Quarterly)

SO5

99.9%

99%

E4

Data Quality - Post Code
(Quarterly)

SO5

99.9%

E5

Data Quality - Registered GP
(Quarterly)

SO5

E6

Data Quality - Ethnicity
(Quarterly)

E7

% of rejected referrals recorded
as insufficient capacity in East &
West Core services

Forecast
YTD RAG
RAG

Trend from
previous
month

G

G



99.9%

G

G



99%

99.9%

G

G



99.8%

99%

99.8%

G

G



SO5

86.4%

T Q2
92.5%

88.8%

G

G



SO4

0.07%
(43)

For information

Hertfordshire Community NHS Trust – High Value Healthcare
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0.02%
(1)

0.07%
(34)

Trend
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EFFICIENCY & COST EFFECTIVENESS SCORECARD (2 OF 4)

Efficient & Cost effective
Ref

Indicator

Strategic
Objectives

2013/14
year end
Performance

Current
Period
RAG

Forecast
YTD RAG
RAG

Trend from
previous
month

2014/15
Target

Current period
performance

YTD
Performance

5%
for NHS delays

Total 7.7%
(NHS 3.3%
HCS 4.2%
Both 0.2%)

Total 10.8%
(NHS 4.6%
HCS 5.4%
Both 0.8%)

G

G

G



E9

Community Hospitals - % of NHS
bed days lost due to delayed
transfers of care

SO4

Total 8.7%
(NHS 2.8%
HCS % 4.8
Both 1.1%)

E10

Community Hospitals - average
occupancy

SO4

March 2014
92.6%

82%-88%

89.0%

90.0%

G

A

G



E11

Community Hospitals - Average
length of stay in HCT community
hospital - Stroke

SO4

March 2014
42.7

30-35 days

32.4

31.8

G

G

G



E11b

Community Hospitals - Average
length of stay in HCT community
hospital - Stroke (Rehab Pathway
ONLY)

SO5

N/A

30-35 days

29.5

27.1

G

G

G



E11c

Community Hospitals - Average
length of stay - Stroke Neuro
Rehab patients only

SO6

N/A

42 days

41.2

40.6

G

G

G



E12

Community Hospitals - Average
length of stay in HCT community
hospital - Non Stroke

SO4

March 2014
34.7

21 days

26.2

29.3

R

R

A



E12b

Community Hospitals - Average
length of stay in HCT community
hospital - Non Stroke (Rehab
Pathway ONLY)

SO4

N/A

19 days

21.0

22.4

A

A

G



E14

Health Visiting - % vacancy rates
in Health visiting service

SO5

5.0%

<8%

0.0%

0.0%

G

G

G



E15

Children's Continuing Care - 95%
of allocated hours are delivered

SO4

March 2014
91.8%

>95%

80.0%

87.8%

R

R

R



E16

Children's inpatient unit - Nascot
Lawn - Bed occupancy

SO4

March 2014
76.3%

82%-88%

84.1%

84.6%

G

G

G
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Performance Issue

Action

By when

Responsible
Director

Average length of stay
(ALOS) in HCT community
hospital –
Non-Stroke
Children's Continuing Care
- 95% of allocated hours
are delivered

The Non-Stroke LOS was not met with 26 days recorded against the 21 day threshold; This
is an improvement on previous month of 4 days. 17 patients were discharged after 50
days, with one patient discharged after 183 days and five patients discharged after 80
days. The LOS improved to 21 days for those patients purely on the rehab pathway.

Mar 2015

Julie Hoare

Mar 2015

Julie Hoare

80% of care hours were provided in February against the 95% target, this is a decrease of
5% from previous month. Staff absence this month has impacted the hours of care
provided. Three carers have also left the service recently and the service is carrying a
significant vacancy factor.
The service has been able to draw in more agency staff to provide cover for some of the
sickness absence. In addition four health care support workers were recruited in February
(3.2 wte staff) and in addition the service has had a very positive response to a subsequent
advertising campaign and will be starting the round of interviews at the end of March.
This should see the service back up at full strength in the coming months and will bring a
significant improvement in terms of delivering the KPI.
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Workforce (Reported one month in arrears) (3 of 4)
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Efficient & Cost effective

Ref

Indicator

Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

Current period
performance

YTD
Performance

For
information

3036

3036

Current
Period
RAG

YTD RAG

Forecast
RAG

Trend from
previous
month

E17

Headcount - No of staff

SO4

March 2014
2988

E18

WTE in post

SO4

March 2014
2420

For
information

2469

2469

E19

No of budgeted vacancies

SO4

March 2014
-32

For
information

-144

-144

E20

Total number of budgeted
posts not filled compared to
total establishment.

SO4

Average
8.8%

For
information

3.2%

3.2%



E21

WTE by bank/agency

SO4

Average
101.2

For
information

225

225



E22

Bank & Agency spend percentage of bank spend as
percentage of total pay
budget

SO4

15.0%

<4.5%

9.4%

9.4%

E25

Number of Employment
tribunals cases per month

SO5

4 YTD

For
information

0

0



E26

Number of staff grievance
cases per month

SO5

3 YTD

For
information

0

0



E28

Underlying Staff turnover
(Voluntary resignations
excluding retirements,
redundancy and the end of
FTCs)

SO6

March 2014
11.55%

12%

11.7%

11.7%

E27

Overall Staff turnover

SO5

March 2014
17.06%

For
information

16.1%

16.1%

SO5

4.07%
short-term
1.63%
long-term
2.45%

3.9%

3.8%

3.8%

E29

Absence Rate
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Trend





A

G

A

G

A

G






G

G

G
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Performance
Issue
Bank & agency
spend

Attachment H3

Action
This remains over the threshold during the period due to the continued use to safely staff on the
community hospitals and cover vacancies across the Trust.
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By when
Mar 2015

Responsible
Director
Phil Bradley
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Attachment H3

FINANCE (4 of 4)

Efficient & Cost effective
Indicator

Ref

Strategic
Objectives

2013/14
year end
Performance

2014/15
Target

YTD Performance

Forecast

YTD RAG

Forecast
RAG

Trend

Trend from
previous
month

E29

Financial Risk Rating

SO4

3

4

4

4

G

G



E30

Operating Surplus (£000)

SO4

£1,401

£1,305

£980

£1,305

G

G



E31

Balance Sheet

SO4

33 days

>25 days

21 days

35 days

G

G



E32

Cashflow

SO4

G

>20 days

G

G

G

G



E33

Aged Debtors

SO4

8.0%

<5%

21.0%

5%

R

G



E34

Capital Plans

SO4

92.0%

100%
T65%

69%

100%

G

G



Performance
Issue
Aged Debtors

Action

By when

Aged Debt over 90 days is mainly due to ongoing issues with providing Patient Information Data for
CCG's and LAT and ongoing issues with Herts Partnership NHS Foundation Trust disputing Licence
Fee charges. There is an ongoing issue with E&NHT escalated to Director level for resolution.

Next
review
Mar 2015

Hertfordshire Community NHS Trust – High Value Healthcare
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Responsible
Director

Phil Bradley
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Attachment H3

COMMUNITY HOSPITAL METRICS
INCLUDING SAFE STAFFING LEVELS
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Performance
Issue
Safe staffing
levels
All bed based
units reporting
staffing levels
below 90%
average fill rate
and above 110%
average fill rate
for Registered
nurses and or
care staff have
an exception
report
completed.

Attachment H3

Action
Herts and Essex: February staffing at HEH is significantly better than previous months. Whilst HEH
continues to manage a number of vacancies, one new member of staff started work on the unit and
NHSP has been able to provide more consistent Registered Nurse (RN) cover. In addition a senior
nurse has been seconded to the unit with responsibility for transitional care beds. RN hours for night
shifts are less than 90%, due to RN sickness. More Health Care assistant (HCA) hours were available to
support care. The ward manager worked extra shifts on the unit.
Gossoms End: HCA hours during the day were below 80% and this is similar to the previous two
months position. Gossoms End continues to have 1xHCA vacancy - a newly appointed HCA is due to
join the team. When staffing is low the therapy team help provide some care to patients (e.g.
answering patient call bells) and in addition the Rehab Assistant and OTs help undertake care
activities such as washing patients. Clinical care is also provided by the ward manager on these
occasions.
Langley: Additional HCA shifts were needed for patients who required one to one care and those
attending appointments where an escort was needed. The night shifts are run on a 1:12 ratio –
planned staffing is 3.5 RNs per night. This is rounded up to four RNs per night which is one RN more
than is identified in the Safe Staffing SOP and accounts for the night RN fill rate of 140% In addition
on one night (9/2/15) a fifth RN was on duty - supernumerary as being inducted onto night duty.
Langton: HCA specials were required at night which accounts for the higher figure.
Nascot Lawn: Whenever Nascot Lawn has less than two RN’s during the day a risk assessment is made
of the children in the unit at the time. The unit has had two 3rd year student Nurses during February
which provides extra observational support for the children.
Danesbury: Additional HCAs were required to provide 1:1 care for a patient under DOLs. This meant
that the establishment for HCAs at night increased from two HCAs to three HCAs...
PBCH: Staffing was higher due to patients needing individual care. One patient needed one to one
24h/day.
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By when

Next
review
March
2015

Responsible
Director

Clare
Hawkins
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Attachment H3

Holywell: Higher number of HCA hours for the day was recorded as a newly recruited HCA is being
trained and is currently supernumerary. In addition increased HCA hours were needed due to one
patient requiring individual care.
QVM: The ward experienced staff sickness in addition to staff taking annual leave. Absences were
covered to ensure patient safety. Additional RN hours were available and were used as there were
no experienced HCA hours available.
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Attachment H3
Community Hospital KPIs Metrics
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Attachment H3

APPENDIX 1
RAG Triggers
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Attachment H3

Ref Patient Safety

Green Trigger

Amber Trigger

Red Trigger

S1

Number of Avoidable MRSA bacteraemia cases in
year for HCT

If less than YTD ceiling. Ceiling is 1
per quarter

N/A

If more than the YTD quarterly ceiling

S2

C.diff cases occurring > 72 hours following
admission into HCT bed based facilities (i.e.
acquired in our facility)

If less than or equal to YTD ceiling.
Ceiling is 13 per annum

N/A

If more than the YTD ceiling

S5

% of patients screened for MRSA when admitted
directly from community (excluding respite
patients). Reported monthly.

All patients are screened

Less than all patients are screened
but more than or equal to 95% of
patients are screened

Less than 95% of all patients are
screened

S3

Compliance with Hand hygiene in all Community
Hospitals will be > 95%

Greater than or equal to 95%
compliance

Less than 95% but more than 90%

Less than 90%

S4

Compliance with Commode Audit in all Community
Hospitals will be > 95%

Greater than or equal to 95%
compliance

Less than 95% but more than or
equal to 90%

Less than 90%

S6

% of patients observing staff washing hands

Greater than or equal to 90%

Greater than or equal to 80% but
less than 90%

Less than 80%

S7

Compliance with Essential steps urinary catheter
care and on-going care will be > 95% in all
community hospitals

Compliance greater than or equal to Compliance greater than or equal to
95%
90%, less than 95%
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Less than 90%

43

Board 26th March 2015

Attachment H3

Ref Patient Safety
S8

The number of Serious Incidents reported in month
to the PCT against the PCT SI policy

S9

The percentage of SIs that have 45-day RCA and
action plans completed and submitted to PCT
within 45 days. Reported monthly

Green Trigger

Amber Trigger

Red Trigger

No triggers

No triggers

No triggers

All 45 day reported submitted within
timescales

N/A

Less than 100%

S10

The number of SI's that remain open to HCT

No triggers

No triggers

No triggers

S11

The percentage of SIs that have 7-day report
completed within 7 days. Reported monthly

All 7 day reported submitted within
timescales

N/A

Less than 100%

S12

Proportion of Si's to patient related incidents

No triggers

No triggers

No triggers

S13

Number of never events

No never events reported

N/A

1 or more never events reported

S14

Number of clinical negligence claims received in
quarter

No claims received / No upheld
claims

N/A

1 or more claims or upheld claims

S15

Number of clinical negligence claims closed in the
quarter

No triggers

No triggers

No triggers

The monthly reported figure is
between 231-471 incidents

The monthly number of incidents is
within 10% of the green trigger

The monthly number of incidents is
10% or greater away from the green
trigger

No triggers

No triggers

No triggers

S16

Number of patient-related incidents reported in
month

S17

The total number of deaths per 1000 occupied bed
days (bed based & Nascot Lawn)

S18

Patient safety incidents that have resulted in a
death whilst in our bed based units and Nascot
lawn (Quarterly)

No incidents reported

N/A

1 or more incidents reported

S19

The total number of patient safety incidents that
have resulted in severe harm (Quarterly)

No incidents reported

N/A

1 or more incidents reported

S20

Reduction in the number of Falls with Harm
(Quarterly)

On Trajctory

within 2 falls of trajectory

3 or more falls above trajectory

S21

Number of incidents in quarter which allege abuse
of patients in our care which have been reported.

No incidents reported

N/A

1 or more incidents reported

S22

% of incidents reported to NRLS within agreed
timescale of 30 days

All incidents are reported to NRLS
within 30 days from the date
received by Quality team

Greater than or equal to 95% and
less than 100%

Less than 95%

S23

CQC Registration

Registered No Conditions

TBC Q3

TBC Q3
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Attachment H3

Ref Patient Safety

Green Trigger

Amber Trigger

Red Trigger

For information - Triggers not
applicable

For information - Triggers not
applicable

For information - Triggers not
applicable

Within Trajectory to achieve 0 grade
2 PUs by Mar 2015

N/A

Not on Trajectory to achieve 0 grade 2
PUs by Mar 2015

0 recorded in month

N/A

1 or more recorded in month

No triggers

No triggers

No triggers

No triggers

No triggers

No triggers

Greater or equal to 95% of GPs
notified

Greater or equal to 90% of GPs
notified

Less than 90% of GPs notified

All patients screened when
admitted to Community Hospital

N/A

one or more patients not screened
when admitted to Community Hospital

Greater than or equal to 80% and
less than 90% have attended

Less than 80% of relevant staff have
attended training in past 12 months

No triggers

No triggers

S24 No of category 2 - 4 pressure ulcers reported
S24b

S25

No of avoidable category 2 pressure ulcers
acquired in HCT care (reported month in arrears)

No of Avoidable grade 3/4 pressure ulcers acquired
in HCT care

S26 Number of medicine adverse incidents reported
S27

Number of relevant medicine safety alerts not
managed appropriately or within timescales
Notification to the GP practice 24 hrs. before

S28 community hospital discharge of vulnerable or
Elderly patient

S29

% of patients who have had a VTE assessment
when admitted to Community Hospital

S30

% of eligible staff who have received mandatory fire
Greater than or equal to 90% of
training in the last 12 months
relevant staff have attended training
The number of staff related incidents reported in
No triggers
month compared to last month

S31

S32 No of Whistle blowing events

No triggers

No triggers

No triggers

S33 Patient moving and handling

Greater than or equal to 90% of
relevant staff have attended training
in past 12 months

Greater than or equal to 80% and
less than 90% have attended
training

Less than 80% of relevant staff have
attended training in past 12 months

S34 Infection control

Greater than or equal to 90% of
relevant staff have attended training
in past 12 months

Greater than or equal to 80% and
less than 90% have attended
training

Less than 80% of relevant staff have
attended training in past 12 months

S35 Basic life support

Greater than or equal to 90% of
relevant staff have attended training
in past 12 months

Greater than or equal to 80% and
less than 90% have attended
training

Less than 80% of relevant staff have
attended training in past 12 months

For information - Triggers not
applicable

For information - Triggers not
applicable

For information - Triggers not
applicable

S36

The number of Deprivation of liberty (DOLS)
requests during the month
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Ref

Attachment H3

Outstanding Patient
experience

Green Trigger

Amber Trigger

Red Trigger

P1

Number of complaints referred to the
ombudsman in quarter from total
complaints

5% or less of total complaints
reported in quarter to
ombudsman

N/A

More than 5% of total complaints
reported to ombudsman.

P2

Proportion of complaints resolved within
timescale agreed with complainant
(reported monthly)

80% or more of complaints are
resolved within agreed
timescales

Less than 80% but more than or
equal to 70% of complaints are
resolved within agreed timescales

Less than 70% of complaints are
resolved within agreed timescales

P3

Number of complaints received in month

No triggers

No triggers

No triggers

P4

Number of complaints closed in month

No triggers

No triggers

No triggers

P5

Number of PALS enquiries (for HCT
services) reported monthly

No triggers

No triggers

No triggers

P6

Number of compliments received bimonthly

No triggers

No triggers

No triggers

P7

EMSA breaches reported in month

No breaches reported

N/A

One or more breaches reported

P8

% of patients reporting positively about
cleanliness of environment in a
community hospital

No triggers

No triggers

No triggers

P9

Number of in patient survey returns
received and % rating care received as
good or better than good

No triggers

No triggers

No triggers

P10

Less than 90% but more than 80%
% of Patient appointment letters including
90% or more of letters have day,
of letters and have day, time and
day, date and time
time and date
date
(Quarterly)

P11

Friends and Family test
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75% or above

N/A

Less than 80% of letters have day,
time and date

Less than 75%
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Ref

Attachment H3

Outstanding Patient
experience

Green Trigger

Amber Trigger

Red Trigger

Compliant against all 6
elements

N/A

Non complaint on 1 or more
elements

95% or more of patients are
treated within 18 weeks

Less than 95% but more than or
equal to 90% patients treated within
18 weeks

Less than 90% patients treated
within 18 weeks

98% or more of all patients are
offered within 48 hours

Less than 98% but more than or
equal to 90%

Less than 90% offered

85% or more seen YTD

Less than 85% seen or equal to or
more than 80%

Less than 80% seen

P14

Certification against compliance with
requirements regarding access to
healthcare for people with a learning
disability

P15

18 Weeks - non-admitted patients - % of
patients being treated within 18 weeks for
HCT consultant led services

P16

GUM - percentage of patients offered
within 48 hour

P17

GUM - percentage of patients seen within
48 hours

P18

Minor Injuries Unit - Herts and Essex
95% or more of patients seen
hospital - patients to be seen treated and and discharged from MIU within
discharged with 4 hours
4 hours

Less than 95% but more than or
equal to 90% patients seen and
discharged from MIU within 4 hours

Less than 90% patients seen and
discharged from MIU within 4 hours

P19

18 Weeks - non-admitted patients - % of
98% or more of patients treated
patients being treated within 18 weeks for
within 18 weeks
HCT non consultant led services

Less than 98% or equal to or more
than 95% patients treated within 18
weeks

Less than 95% of patients treated
within 18 weeks

P20

For urgent/priority 1 referrals to the
100% of patients receive a facereceive a face-to-face response within 2-4
to-face response within 2-4
hours of HCT receiving the referral.
hours of referral

90% or more of patients receive a
face-to-face response within 2-4
hours of referral

less than 90% of patients receive a
face-to-face response within 2-4
hours of referral

P21

For planned /routine/priority 2 referrals the 100% of patients receive a face90% or more of patients receive a
patient will receive a face-to-face
to-face response within 24-48
face-to-face response within 24-48
response within 24- 48 hours of HCT
hours of referral for nursing
hours of referral for nursing services
receiving the referral for nursing services
services and 1-2 weeks for
and 1-2 weeks for therapy
and 1-2 weeks for therapy.
therapy

less than 90% of patients receive a
face-to-face response within 24-48
hours of referral for nursing services
and 1-2 weeks for therapy

P22

For supported self-care/priority 3 referrals, 100% of patients receive a facethe patient will receive a face-to-face
toface response within7 days for
response within 7 days for nursing
nursing services and 2-4 weeks
services and 2-4 weeks for therapy
for therapy

90% or more of patients receive a
face-toface response within7 days
for nursing services and 2-4 weeks
for therapy

Less than 90% of patients receive a
face-toface response within7 days
for nursing services and 2-4 weeks
for therapy

P23

Conflict resolution training

Greater than or equal to 80% of
relevant staff have attended
training in past 12 months

Greater than or equal to 70% and
less than 80% have attended
training

Less than 70% of relevant staff have
attended training in past 12 months

P24

Reduction in cancellation of outpatient
appointments by provider

No RAG established until Q2

No RAG established until Q2

No RAG established until Q2
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Ref

Excellent Clinical Outcomes

C1

% of eligible staff trained at appropriated level of
safeguarding children in accordance with IC document
Level 1, Level 2, Level 3

C2

Attachment H3

Green Trigger

Amber Trigger

Red Trigger

Greater than or equal to 95% of
relevant staff have attended training
in past 12 months

Greater than or equal to 85% and
less than 95% have attended
training

Less than 85% of relevant staff have
attended training in past 12 months

% of eligible staff who have undertaken safeguarding
children supervision

Greater than or equal to 90% of
relevant staff have attended
supervision

Greater than or equal to 80% and
less than 90% have attended
supervision

Less than 80% of relevant staff have
attended supervision

C3

% of staff who have undertaken level 1 safeguarding
adults training at induction

Greater than or equal to 95% of
relevant staff have attended training
in past 12 months

Greater than or equal to 85% and
less than 95% have attended
training

Less than 85% of relevant staff have
attended training in past 12 months

C4

% of staff who have undertaken level 1 safeguarding
adults training every 3 years

Greater than or equal to 90% of
relevant staff have attended training
in past 12 months

Greater than or equal to 80% and
less than 90% have attended
training

Less than 85% of relevant staff have
attended training in past 12 months

C5

% of relevant staff who have undertaken level 2
safeguarding adults training

Greater than or equal to 90% of
relevant staff have attended training
in past 12 months

Greater than or equal to 80% and
less than 90% have attended
training

Less than 85% of relevant staff have
attended training in past 12 months

C6

% of relevant staff who have undertaken MCA training
(Quarterly)

Greater than or equal to 75% of
Greater than or equal to 90% of
relevant staff have undertaken level
relevant staff have undertaken level 2
2 safeguarding training and less
safeguarding training
than 90%

less than 75% staff have undertaken
level 2 safeguarding training

C7

% of relevant staff who have undertaken PREVENT
training

On or above trajectory

Within 10% of trajectory

Over 10% behind the trajectory

On or above trajectory

Within 10% of trajectory

Over 10% behind the trajectory

Greater than or equal to 90% of
completed assessments within 5
week timescale

Greater than or equal to 85% of
completed assessments within 5
week timescale and less than 90%

less than 85% of completed
assessments within 5 week timescale

Greater than or equal to 90% of
completed statutory health
assessments within 5 week
timescale

Greater than or equal to 85% of
completed statutory health
assessments within 5 week
timescale and less than 90%

less than 85% of completed statutory
health assessments within 5 week
timescale

% of staff completing Information Governance training

C8

C9

% Completed medical CLA Initial Health
Assessments within 5 week timescale

% Completed statutory review health assessments
C10
within 5 weeks (Paeds, CUS and CLA)
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Attachment H3

Ref

Excellent Clinical Outcomes

Green Trigger

Amber Trigger

Red Trigger

C11

West Herts Newborn Hearing Screening - % of babies
screening within 4 weeks of birth

95% or more babies screened within
4 weeks of birth

90% or more babies but less than
95% screened within 4 weeks of
birth

Less than 90% of babies screened
within 4 weeks

C11b

% of babies requiring further assessment seen within
4 weeks of screening

90% or more babies screened within
4 weeks

85% or more babies but less than
90% screened within 4 weeks

Less than 85% of babies screened
within 4 weeks

C12

Retinal screening - % of diabetic cohort that has been
offered an annual screen

If current performance is on or above
monthly target set by program board

If current performance is below
monthly target set by program
board

If current performance is more than 10%
below monthly target set by program
board

C13

Retinal screening - % of diabetic cohort that has been
screened in 2012/2013

If current performance is on or above
monthly target set by program board

If current performance is below
monthly target set by program
board

If current performance is more than 10%
below monthly target set by program
board

C14

Community Hospitals - Readmission rates within 30
days

Less than or equal to 1% of patients
discharged were re admitted within
28 days

More than 1% of patients
discharged but less than or equal
to 2% of patients discharged were
re admitted within 28 days

More than 2% of patients discharged
were re-admitted within 28 days

C15

Number of Patients completing a personal health plan
with the aim to maximise self management and
confidence following community matron caseload
acceptance

No trigger

No trigger

No trigger

C16

Community Matrons - Number of patients who have
been prevented from admission/emergency
attendance

No trigger

No trigger

No trigger

C17

Diabetes -Number of patients attending structured
education sessions

No trigger

No trigger

No trigger

C18

Respiratory -Number of patients completing structured
group education sessions

No trigger

No trigger

No trigger

C19

Diabetes - Number of patients officered a personal
health plan

No trigger

No trigger

No trigger

C20

Respiratory - Number of patients officered a personal
health plan

No trigger

No trigger

No trigger

C21

Cardiac Rehab - Number of patients officered a
personal health plan

No trigger

No trigger

No trigger

C22

Neuro Rehab - Number of patients officered a personal
health plan

No trigger

No trigger

No trigger
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Ref

Attachment H3

Excellent Clinical Outcomes

Green Trigger

Amber Trigger

Red Trigger

Average caseload size is less than
500

Average caseload size is 550 or
less but more than 500

Average caseload size is more than 550

90% or more of babies have had
contact within 14 days

Less than 90% of babies but more
than or equal to 85% have had
contact within 14 days

Less than 85% of babies have had
contact within 14 days

98% or more of children under 1 have
had an offer of contact within 5 days

less than 98% but more than 90%
of children under 1 have had an
offer of contact within 5 days

Less than 90% children under 1 have
had an offer of contact within 5 days

90% of children have had 2.5 yr.
health check

less than 90% but more than 80%
Children have had 2.5 yr. health
check

less than 80% o children have had 2.5
yr. health check

C24 Health Visiting - average caseload size

C25

Health Visiting - % of babies who have had a face to
face contact with health visitor within 14 days of birth

Health Visiting - % of families with Children under 1
who transfer into area from other counties receive an
C26
offer giving them contact with a member of the HV
service within 5 days of notification.

C27

% of 2.5 year health review undertaken as a proportion
of total cohort

C28

% of 1 year health review undertaken as a proportion 90% of children have had 1 yr. health
of total cohort
check

C29

School Nursing - % of children who have had height
and weight monitored in reception and year 6

If current performance on trajectory

If current performance is off the
trajectory by up to and including
5%

If current performance is more than 5%
below trajectory

If current performance on trajectory

If current performance is off the
trajectory by up to and including
5%

If current performance is more than 5%
below trajectory

If current performance on trajectory

If current performance is off the
trajectory by up to and including
5%

If current performance is more than 5%
below trajectory

% of children in reception year who have received

C30 vision and audiology screening (subject to school
participation)

C31 HPV - % of eligible children immunised
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less than 80% o children have had 1 yr.
Children have had 1 yr. health
health check
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Attachment H3

Ref

Excellent Clinical Outcomes

Green Trigger

Amber Trigger

Red Trigger

C33

Chlamydia screening - assist PCT in reaching its
target by screening patients in family planning service

More than or equal to YTD target

Within 10% of YTD target

More than 10% of YTD target

No trigger

No trigger

No trigger

No trigger

No trigger

No trigger

85% or more

Less than 85% but more than 75%

Less than 75%

90% or more

Less than 90% but more than 80%

Less than 80%

100%

90% or above but less than 100%

Less than 90%

C38 Number of patients on end of life pathway

C39

Number of patients with preferred place of death
recorded
All Patients discharged are followed up by specialist

C41 stroke rehab services for assessment within 72 hours
of discharge (Quarterly)

C42

% of staff who have received an appraisal in the last
12 months

C43

All patients to have smoking status recorded on
system one

C44

All patients who smoke to be given brief intervention
advice which includes second had smoking advice

90% by end of year

10% below trajectory

20% or more below trajectory

C45

All patients who smoke to be offered support to quit
smoking

If current performance on trajectory

If current performance is off the
trajectory by up to and including
5%

If current performance is more than 5%
below trajectory

90% or more

Less than 90% but more than 80%

Less than 80%

Improvement in people using intermediate care bed

C48 based services. 85% of patients have recorded
Northwick Park score
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Ref

Excellent Clinical
Outcomes

E1

NHS Litigation authority (NHSLA)
clinical negligence level

E2

Community information data-set (CIDS)
Data completeness rate %

E3

Data Quality
(Quarterly)
Data Quality
(Quarterly)
Data Quality
(Quarterly)
Data Quality
(Quarterly)

E4
E5
E6
E7

Attachment H3

Green Trigger

Amber Trigger

Red Trigger

Achieved clinical negligence level

N/A

Clinical negligence not achieved

50% or more

Less than 50% more than 40%

Less than 40%

99% or more

less than 99% but more than 95%

Less than 95%

99% or more

less than 99% but more than 95%

Less than 95%

99% or more

less than 99% but more than 95%

Less than 95%

On trajectory

10% within trajectory

over 10% over trajectory

No trigger

No trigger

No trigger

- NHS Number
- Post Code
- Registered GP
- Ethnicity

% of rejected referrals recorded as
insufficient capacity in East & West
Core services
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Excellent Clinical
Outcomes

Green Trigger

Amber Trigger

Red Trigger

E8

Community Hospitals - Number of
patients per week whose discharge or
transfer from community hospital is
delayed due to NHS delay

10 or less patients delayed per week

Less than 15 patients but more
than 10 delayed per week

More than 15 patients delayed per week

E9

Community Hospitals - % of bed days
lost due to delayed transfers of care
(NHS delays)

5% or less NHS beds days lost

N/A

More than 5% NHS beds days lost

within 5% above or below of 88%

N/A

Less than 83% and greater than 93%

35 days or below

Over 35 days and equal to 42 days
or under

Over 42days

35 days or below

Over 35 days and equal to 42 days
or under

Over 42days

E10
E11

Community Hospitals - average
occupancy
Community Hospitals - Average length
of stay in HCT community hospital Stroke
Community Hospitals - Average length

E11b of stay in HCT community hospital Stroke (Rehab Pathway ONLY)

E11c

Community Hospitals - Average length
of stay - Stroke Neuro Rehab patients
only

42 days or below

Over 35 days and equal to 42 days
or under

Over 42days

E12

Community Hospitals - Average length
of stay in HCT community hospital Non Stroke

21 days or below

Over 21 days and equal to 24 days
or under

Over 24 days

19 days or below

Over 19 days and equal to 21 days
or under

Over 21 days

8% or less vacancy rate

over 8% but less than 10%

over 10%

95% or more

less than 95% but 90% or more

less than 90%

within 5% above or below of 88%

N/A

Less than 83% and greater than 93%

Community Hospitals - Average length

E12b of stay in HCT community hospital Non Stroke (Rehab Pathway ONLY)

E14

Health Visiting - %vacancy rates in
Health visiting service

E15

Children's Continuing Care - 95% of
allocated hours are delivered
Children's inpatient unit - Nascot Lawn Bed occupancy

E16
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Ref

Excellent Clinical
Outcomes

Attachment H3

Green Trigger

Amber Trigger

Red Trigger

E17

Headcount - No of staff

no trigger

no trigger

no trigger

E18

WTE in post

no trigger

no trigger

no trigger

E19

No of vacancies

no trigger

no trigger

no trigger

E20

Total number of budgeted posts not
filled compared to total establishment.

no trigger

no trigger

no trigger

E21

WTE by bank/agency

no trigger

no trigger

no trigger

E22

Bank & Agency spend - percentage of
bank spend as percentage of total pay
budget

4.5% or less

More than 4.5% and less than 6%

Over 6%

E23

Percentage of Agency spend

no trigger

no trigger

no trigger

E24

Percentage of Bank spend

no trigger

no trigger

no trigger

E25

Number of Employment tribunals cases
per month

no trigger

no trigger

no trigger

E26

Number of staff grievance cases per
month

no trigger

no trigger

no trigger

E27

Staff turnover

12% or less

l4% or less and more than 12%

more than 14%

E28

Underlying Staff turnover (Voluntary
resignations excluding retirements,
redundancy and the end of FTCs)

For information

For information

For information

E29

Absence Rate

4.0 % or less

4.5% or less and more than 4.0%

more than 4.5%
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Excellent Clinical
Outcomes

Green Trigger

Amber Trigger

Red Trigger

3-5

N/A

1-2

Surplus=£1,100k

£1,000<surplus<£1,100k

surplus<£1,000k

=25 days

15 days x < 25 days

< 15 days

=20 days spend

10 days x < 20 days spend

<10 days spend

E29

Financial Risk Rating

E30

Operating Surplus (£000)

E31

Balance Sheet

E32

Cashflow

E33

Aged Debtors

=5%

>5%<10%

>10%

E34

Capital Plans

More than 90% spend against plan

Between 76% & 89% spend
against plan

Less than 75% spend against plan
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Green Trigger

Amber Trigger

Red Trigger

Headcount - No of staff

no trigger

no trigger

no trigger

WTE in post

no trigger

no trigger

no trigger

No of vacancies

no trigger

no trigger

no trigger

Total number of budgeted posts not
filled compared to total establishment.

no trigger

no trigger

no trigger

WTE by bank/agency

no trigger

no trigger

no trigger

4.5% or less

More than 4.5% and less than 6%

Over 6%

Percentage of Agency spend

no trigger

no trigger

no trigger

Percentage of Bank spend

no trigger

no trigger

no trigger

Number of Employment tribunals cases
per month

no trigger

no trigger

no trigger

Number of staff grievance cases per
month

no trigger

no trigger

no trigger

12% or less

l4% or less and more than 12%

more than 14%

For information

For information

For information

4.0 % or less

4.5% or less and more than 4.0%

more than 4.5%

Bank & Agency spend - percentage of
bank spend as percentage of total pay
budget

Staff turnover
Underlying Staff turnover (Voluntary
resignations excluding retirements,
redundancy and the end of FTCs)
Absence Rate
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Excellent Clinical
Outcomes

Green Trigger

Amber Trigger

Red Trigger

3-5

N/A

1-2

Surplus=£1,100k

£1,000<surplus<£1,100k

surplus<£1,000k

=25 days

15 days x < 25 days

< 15 days

=20 days spend

10 days x < 20 days spend

<10 days spend

E29

Financial Risk Rating

E30

Operating Surplus (£000)

E31

Balance Sheet

E32

Cashflow

E33

Aged Debtors

=5%

>5%<10%

>10%

E34

Capital Plans

More than 90% spend against plan

Between 76% & 89% spend
against plan

Less than 75% spend against plan
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TRUST BOARD
Title

Finance Report Month 11

Meeting Date

26th March 2015

Executive
Lead

Phil Bradley, Director of Finance

Author(s)

Finance Department

For

Note

1

PURPOSE

1.1

The purpose of the report is to provide the Board with HCT’s year to date and
forecast financial position.

2

BACKGROUND / CONTEXT

2.1

The Trust is showing an actual position of £1,314k which is £59k above plan
at month 11. The Trust is still on course to achieve the planned surplus at
year end.
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2.2

Cash is below plan by £2,047k at the end of February due to the delay in
payment of high value invoices which are subject to discussions concerning
contractual issues.

2.3

Capital spend is below plan by £972k but the capital budget is forecast to be
spent in full.

2.4

Staffing levels are above budget due to escalation beds that remain open, use
of Agency Staff, delays in CIP delivery and the impact of recruitment.

3

INCOME & EXPENDITURE

3.1

Below is a summary of the Income & Expenditure position. Key areas of
concern are highlighted.
Year to Date

Income and Expenditure
Summary

Budget

Budget

Actual

Variance

Budget

Forecast

Variance

As at Month 11

£000

£000

£000

£000

£000

£000

Income

120,852

128,199

7,346

131,599

139,612

8,020

Pay Expenditure

(89,068)

(94,221)

(5,154)

(96,988)

(102,772)

(5,784)

Non Pay Expenditure

(25,840)

(27,804)

(1,963)

(28,190)

(30,223)

(2,033)

5,945

6,174

228

6,421

6,617

196

Depreciation

(2,912)

(3,026)

(3,177)

(3,289)

Amortisation

(141)

(197)

(154)

(241)

27

29

(113)
(56)
2

29

31

(112)
(87)
3

(54)

(57)

(59)

(59)

(1,608)

(1,608)

(3)
0

(1,754)

(1,754)

0
0

1,256

1,314

59

1,305

1,305

(0)

EBITDA

Interest Receivable
Interest Payable
PDC Dividend
Total I & E Position

3.2

The key variances are as follows:
a)

Income
Income has a favourable variance mainly due to escalation beds, and
pilots coming on-line during the year.

b)

Pay
Pay is overspent due to interims covering key roles within the Trust.
Expenditure for staff used for escalation beds and new services is
offset by a favourable variance on income.
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Non Pay
Non pay overspend relates to clinical supplies, consultancy services
and estates management costs. Non pay is forecast to overspend
overall by the end of the year mainly due to clinical supplies.

d)

Depreciation and Amortisation
Depreciation and amortisation remain overspent against plan due to
the increase in property values as a result of the indexation applied as
at 31st March 2014.

3.3

The position by business unit highlights two business units being overspent.
East Core position is due to continued pressure from significant overspending
on bank and agency, wheelchair stock expenditure, and continence products.
Corporate overspend mainly relates to interim support. Herts Valleys Core
underspend position is being achieved through income from escalation beds.
I&E Variances by BU
Year to Date Month 11

CORE EAST

CORE HV

£000

£000

CHILDREN'S CORPORATE
£000

£000

Total
£000

2,592

3,289

1,359

106

7,346

Pay Expenditure

(1,992)

(1,408)

(767)

(986)

(5,154)

Non Pay Expenditure

(1,342)

(778)

(465)

623

(1,963)

0

0

0

(170)

(170)

(742)

1,103

126

(427)

59

Income

Other
Total Variance

3.4 The budget year to date varies from the annual plan submitted to the TDA due
to re-phasing of budgets so the TDA report for month 11 showed a favourable
variance of £100k, against a ledger surplus position of £59k.

4

CIPs

4.1

Detailed CIP reports are now provided by the PMO, showing the position by
scheme, but the summary performance for the year to date is set out in the
graph below.
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Under current trends it is anticipated that the Trust will over perform nonrecurrently against planned CIPs. This is consistent with the PMO report,
showing that the original CIP plan will be delivered. Business Units are
currently managing this position through non-recurrent means, which are built
into forecasts. The plan is that many non-recurrent schemes will become
recurrent by the end of the financial year.

WORKFORCE
The graph below shows the paid whole time equivalent (WTE) staffing levels
by month over the last 12 months. Paid is taken to include those employed by
the Trust and bank and agency staff. The level of paid staff has increased
from 2,647 WTE in March 2014 to 2,713 WTE in February 2015. Vacancies
against budgeted establishment have reduced from 169 in March 2014 to 81
in February 2015, due to both CIP delivery and recruitment.
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5.2

The Trust has successfully recruited above establishment in some areas and
remedial action now needs to be taken in order to deliver CIPs on a recurrent
basis.

5.3

The level of bank staff usage has fluctuated across year, ranging from the
peak of 66 WTE in March 2014 reducing to 34 WTE in February 2015.

5.4

Agency staff usage peaked in December 2014. This trend has dipped slightly
in the following two periods.
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5.5

Monthly bank and agency spend has increased significantly when compared
with last year. The table below shows spend in 2013/14 increased significantly
towards the end of the year and reached a peak of £1,200k in March 2014
due to escalation beds. Spend in 2014/15 is consistently higher than in
2013/14, in part due to escalation beds and the use of interims to support
projects / cover vacant posts. However, this is causing significant financial
pressures within many areas.

6

RISKS

6.1

The current risks to achievement of the forecast position are summarised
below. It should be noted that these are not included within the forecast
position but will be built in once there is a level of certainty that the risk will be
realised and a more accurate figure can be established.

6.2

If all the risks identified are realised this will reduce the planned surplus. The
table below shows the impact of these.

Current Forecast
Risks
Revised Forecast
Variance to Plan

Best Case

Likely

Worst Case

£000

£000

£000

1,305
0
1,305
(0)

1,305
0
1,305
0

1,305
(396)
909
909
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7

CASH / WORKING CAPITAL

7.1

Cash is £2,047k below plan due largely to the increased level of debtors at
the end of February. Discussions with a number of debtors to resolve
invoicing issues are continuing and are expected to be resolved by year end.
In anticipation of this the forecast cash position for March 2015 remains at
£12.288m.

7.2

The chart below shows current and forecast performance for 12 months.

7.3

The rolling 12-month cash flow statement is shown separately.

7.4

The overall level of debt has again increased by £1.188m. The 0 – 30 day
category has increased by £428k as the Trust has, in anticipation of year end
raised a number of invoices for services provided to date which have been
accrued for in previous months.

7.5

BPPC by value, cumulative performance has remained constant at 94%,
however, there was again an improvement in the current month performance
during February from 94% to 98%.
By volume, cumulative performance also remained constant at 92% with the
current month performance improving from 94% to 96%.
We continue to follow up on authorisers holding up invoices for unjustifiable
reasons.

8

BALANCE SHEET

8.1

The balance sheet reflects the plan submitted to TDA and has remained
stable.
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Statement of Financial Position
Fixed Assets
TOTAL NON CURRENT ASSETS
Stock
Debtors
Cash
TOTAL CURRENT ASSETS
Current Liabilities
NET CURRENT ASSETS/(LIABILITIES)
Non Current Liabilities
TOTAL ASSETS EMPLOYED
FINANCED BY TAXPAYERS EQUITY:
Public Dividend Capital
Income and expenditure reserve
Revaluation reserve
Other reserve
TOTAL TAXPAYERS EQUITY

Attachment H4
At 1st
At 28th
Apr 14 February 15
£000's
£000's
59,417
60,511
60,511
59,417
251
251
13,292
8,112
9,238
10,568
18,931
22,781
-15,239
-13,707
5,224
7,542
-3,880
-3,968
61,767
63,079
1,131
35,591
20,099
4,946
61,767

At 31st
Mar 15
£000's
60,230
60,230
251
7,763
12,288
20,302
-13,563

6,739
-3,800

63,169

1,131

1,131

36,902

36,993

20,099

20,099

4,947

4,946

63,079

63,169

9

CAPITAL

9.1

The capital programme is £972k below plan at the moment. Based upon the
forecast spend feedback from the capital project managers the actual spend
is expected to be back in line by the end of March. The amount of capital
spend being processed through the ledger to date in March substantiates this.

9.2

The table below shows the performance by individual scheme, no new capital
bids require approval by SRC.
The main variances are explained as follows:
•

•

•

Software (£500k): Health Roster £428k and Computer Upgrade to
Windows £141k were not in the original plan but approved at the May
2015 SRC.
Langley Refurbishment (£215k): Delays in completion of this project in
2013/14 led to a greater than originally anticipated element of the cost
being incurred in 2014-15. This project has not overspent the total
project value approved by SRC in 2013/14.
Other variances on Estate projects: Due to the lack of a detailed
Estates Strategy at the time the plan was put together it was difficult to
identify specific projects and sites. Infection Control £248k, Multi Site
Hot Water £500k and Multi Site Lifecycle Renewals £700 did not
happen were estimates approved by the Board in March 2014. Roof
Repairs £351k, Replacement Flooring £95k and a number of other
smaller projects substituted these larger schemes and were approved
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by the appropriate committee in line with the Operational Scheme of
Delegation.

Capital Projects

Plan £000

Mobile Working
IT Equipment
Medical Devices
Software
Langley Refurbishment
Danesbury
Langley Gym
Infection Control
Multi Site Hot Water & Heating
Multi Site Lifecycle Renewals
Contingency
HCT Property Roof Repaire
Nascott Lawn 1st Floor Ref.

YTD £000

FOT £000

Var £000

400

204

475

(75)

675

716

740

(65)

100

33

200

(100)

150

591

693

(543)

60

275

275

(215)

97

105

105

(8)

175

42

170

5

248

0

0

248

500

0

0

500

700

0

0

700

275
0

48
81

93
351

182
(351)

0

3

78

(78)

Replacement Flooring

0

8

95

(95)

Peace Childrens Centre
Ambulance HQ Windows
Potters Bar Minor Alterations

0

2

42

(42)

0

1

1

(1)

0

16

62

(62)

3,380

2,125

3,380

0

Total

10

CONTINUITY OF SERVICE RISK RATING

10.1

An overall Continuity of Service risk rating (COSRR) of 4 has been achieved
for the month. This is consistent with the annual plan and previous months.

Memorandum
Continuity of Services Risk Ratings

SIGN
Sub
Code

Current Month Metrics
Actual /
Forecast
Variance

Plan

Forecast Outturn Metrics
Actual /
Plan
Forecast
Variance

(mc 01)

(mc 02)

(mc 03)

(mc 04)

(mc 05)

(mc 06)

£000s

£000s

£000s

£000s

£000s

£000s

Liquidity Ratio (days)
Working Capital Balance

780

+/-

4,475

7,291

2,816

4,291

6,488

2,197

Annual Operating Expenses

790

+/-

113,591

122,006

8,415

123,912

133,035

9,123

Liquidity Ratio Days

800

+/-

13

20

7

12

18

5

Liquidity Ratio Metric

810

+/-

4.00

4.00

0.00

4.00

4.00

0.00

Capital Servicing Capacity (times)
Revenue Available for Debt Service

820

+/-

5,931

6,202

271

6,449

6,589

140

Annual Debt Service

830

+/-

1,750

1,753

3

1,989

1,930

(59)

Capital Servicing Capacity (times)

840

+/-

3.4

3.5

0.1

3.2

3.4

0.2

Capital Servicing Capacity metric

850

+/-

4.00

4.00

0.00

4.00

4.00

0.00

Continuity of Services Rating for Trust

860

+/-

4.00

4.00

0.00

4.00

4.00

0.00
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11

RECOMMENDATIONS

11.1

The Board is asked to note the current and forecast position and the risks to
delivering this.
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2014 National NHS staff survey
Brief summary of results from Hertfordshire Community NHS
Trust
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2

1. Introduction to this report
This report presents the findings of the 2014 national NHS staff survey conducted in
Hertfordshire Community NHS Trust.
In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.
In sections 3 and 4 of this report, the findings of the questionnaire have been summarised and
presented in the form of 29 Key Findings.
These sections of the report have been structured around 4 of the seven pledges to staff in the
NHS Constitution which was published in March 2013
(http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution) plus two additional
themes:

•

Staff Pledge 1: To provide all staff with clear roles and responsibilities and rewarding jobs for
teams and individuals that make a difference to patients, their families and carers and
communities.

•

Staff Pledge 2: To provide all staff with personal development, access to appropriate
education and training for their jobs, and line management support to enable them to fulfil
their potential.

•

Staff Pledge 3: To provide support and opportunities for staff to maintain their health,
well-being and safety.

•

Staff Pledge 4: To engage staff in decisions that affect them and the services they provide,
individually, through representative organisations and through local partnership working
arrangements. All staff will be empowered to put forward ways to deliver better and safer
services for patients and their families.

•

Additional theme: Staff satisfaction

•

Additional theme: Equality and diversity

•

Additional theme: Patient experience measures

Please note that the NHS pledges were amended in 2014, however the report has been
structured around 4 of the pledges which have been maintained since 2009. For more
information regarding this please see the “Making Sense of Your Staff Survey Data” document.
As in previous years, there are two types of Key Finding:
-

percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions

-

scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5

A longer and more detailed report of the 2014 survey results for Hertfordshire Community NHS
Trust can be downloaded from: www.nhsstaffsurveys.com. This report provides detailed
breakdowns of the Key Finding scores by directorate, occupational groups and demographic
groups, and details of each question included in the core questionnaire.

3

Your Organisation
The scores presented below are un-weighted question level scores for questions Q12a - 12d
and the weighted score for Key Finding 24. The percentages for Q12a – Q12d are created by
combining the responses for those who “Agree” and “Strongly Agree” compared to the total
number of staff that responded to the question.
The Q12d score is related to CQUIN payments for Acute trusts participating in the National NHS
Staff Survey. 2013/2014 guidance on CQUIN payments can be found via the following link
https://www.supply2health.nhs.uk/eContracts/Documents/cquin-guidance.pdf.
Q12a, Q12c and Q12d feed into Key Finding 24 “Staff recommendation of the trust as a place to
work or receive treatment”.

Q12a
Q12b
Q12c
Q12d

KF24.

"Care of patients / service users is my organisation's
top priority"
"My organisation acts on concerns raised by patients /
service users"
"I would recommend my organisation as a place to
work"
"If a friend or relative needed treatment, I would be
happy with the standard of care provided by this
organisation"
Staff recommendation of the trust as a place to work or
receive treatment (Q12a, 12c-d)

Your Trust
in 2014

Average
(median) for
community
trusts

Your Trust
in 2013

71

69

61

75

73

70

53

53

47

67

70

65

3.65

3.65

3.54

4

2. Overall indicator of staff engagement for Hertfordshire Community NHS Trust
The figure below shows how Hertfordshire Community NHS Trust compares with other community
trusts on an overall indicator of staff engagement. Possible scores range from 1 to 5, with 1
indicating that staff are poorly engaged (with their work, their team and their trust) and 5 indicating
that staff are highly engaged. The trust's score of 3.75 was average when compared with trusts of
a similar type.

OVERALL STAFF ENGAGEMENT

This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 22, 24 and 25. These Key Findings relate to the following aspects of staff
engagement: staff members’ perceived ability to contribute to improvements at work (Key Finding
22); their willingness to recommend the trust as a place to work or receive treatment (Key Finding
24); and the extent to which they feel motivated and engaged with their work (Key Finding 25).
The table below shows how Hertfordshire Community NHS Trust compares with other community
trusts on each of the sub-dimensions of staff engagement, and whether there has been a change
since the 2013 survey.
Change since 2013 survey

Ranking, compared with
all community trusts

OVERALL STAFF ENGAGEMENT

Increase (better than 13)

Average

KF22. Staff ability to contribute towards
improvements at work

Increase (better than 13)

Average

Increase (better than 13)

Average

No change

Average

(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)

KF24. Staff recommendation of the trust as a place
to work or receive treatment
(the extent to which staff think care of patients/service users
is the Trust’s top priority, would recommend their Trust to
others as a place to work, and would be happy with the
standard of care provided by the Trust if a friend or relative
needed treatment.)

KF25. Staff motivation at work
(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)

Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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3. Summary of 2014 Key Findings for Hertfordshire Community NHS Trust
3.1 Top and Bottom Ranking Scores
This page highlights the five Key Findings for which Hertfordshire Community NHS Trust
compares most favourably with other community trusts in England.
TOP FIVE RANKING SCORES
KF15. Percentage of staff agreeing that they would feel secure raising concerns about
unsafe clinical practice

KF17. Percentage of staff experiencing physical violence from staff in last 12 months

KF18. Percentage of staff experiencing harassment, bullying or abuse from patients,
relatives or the public in last 12 months

KF14. Fairness and effectiveness of incident reporting procedures

KF21. Percentage of staff reporting good communication between senior management
and staff
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This page highlights the five Key Findings for which Hertfordshire Community NHS Trust
compares least favourably with other community trusts in England. It is suggested that these
areas might be seen as a starting point for local action to improve as an employer.
BOTTOM FIVE RANKING SCORES
! KF7. Percentage of staff appraised in last 12 months

! KF5. Percentage of staff working extra hours

! KF20. Percentage of staff feeling pressure in last 3 months to attend work when feeling
unwell

! KF3. Work pressure felt by staff

! KF1. Percentage of staff feeling satisfied with the quality of work and patient care they
are able to deliver

For each of the 29 Key Findings, the community trusts in England were placed in order from 1 (the top ranking score)
to 19 (the bottom ranking score). Hertfordshire Community NHS Trust’s five lowest ranking scores are presented here,
i.e. those for which the trust’s Key Finding score is ranked closest to 19. Further details about this can be found in the
document Making sense of your staff survey data.

7

3.2 Largest Local Changes since the 2013 Survey
This page highlights the five Key Findings where staff experiences have improved at
Hertfordshire Community NHS Trust since the 2013 survey. (This is a positive local result.
However, please note that, as shown in section 3.3, when compared with other community trusts
in England, the score for Key finding KF3 is worse than average).
WHERE STAFF EXPERIENCE HAS IMPROVED
KF22. Percentage of staff able to contribute towards improvements at work

KF3. Work pressure felt by staff

KF24. Staff recommendation of the trust as a place to work or receive treatment

KF21. Percentage of staff reporting good communication between senior management
and staff

KF8. Percentage of staff having well structured appraisals in last 12 months
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3.2. Summary of all Key Findings for Hertfordshire Community NHS Trust
KEY
Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2013 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2013 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2013
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterix and
in italics, the lower the score the better.

Change since 2013 survey
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3.2. Summary of all Key Findings for Hertfordshire Community NHS Trust
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, e.g. worse than avearge.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterix and
in italics, the lower the score the better.

Comparison with all community trusts in 2014
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3.3. Summary of all Key Findings for Hertfordshire Community NHS Trust
KEY
!

-*

Green = Positive finding, e.g. better than average, better than 2013.
Red = Negative finding, e.g. worse than average, worse than 2013.
'Change since 2013 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2013 survey.
Because of changes to the format of the survey questions this year, comparisons with the 2013 score are not
possible.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some
scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterix and in italics, the lower the score the better.

Change since 2013 survey

Ranking, compared with
all community trusts in
2014

STAFF PLEDGE 1: To provide all staff with clear roles, responsibilities and rewarding jobs.
KF1. % feeling satisfied with the quality of work and
patient care they are able to deliver

No change

KF2. % agreeing that their role makes a difference to
patients

No change

* KF3. Work pressure felt by staff

Decrease (better than 13)

KF4. Effective team working

No change

* KF5. % working extra hours

No change

! Below (worse than) average
Average
! Above (worse than) average
Average
! Above (worse than) average

STAFF PLEDGE 2: To provide all staff with personal development, access to appropriate education and
training for their jobs, and line management support to enable them to fulfil their potential.
KF6. % receiving job-relevant training, learning or
development in last 12 mths

No change

KF7. % appraised in last 12 mths

No change

KF8. % having well structured appraisals in last 12
mths

Increase (better than 13)

Average

KF9. Support from immediate managers

No change

Average

Average
! Below (worse than) average

STAFF PLEDGE 3: To provide support and opportunities for staff to maintain their health, well-being and
safety.
Occupational health and safety
KF10. % receiving health and safety training in last 12
mths
* KF11. % suffering work-related stress in last 12 mths

Increase (better than 13)

! Below (worse than) average

No change

! Above (worse than) average

Errors and incidents
* KF12. % witnessing potentially harmful errors, near
misses or incidents in last mth

No change

KF13. % reporting errors, near misses or incidents
witnessed in the last mth

No change

KF14. Fairness and effectiveness of incident reporting
procedures

No change

KF15. % agreeing that they would feel secure raising
concerns about unsafe clinical practice

--

Average
! Below (worse than) average
Average
Above (better than) average
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3.3. Summary of all Key Findings for Hertfordshire Community NHS Trust (cont)
Change since 2013 survey

Ranking, compared with
all community trusts in
2014

Violence and harassment
* KF16. % experiencing physical violence from patients,
relatives or the public in last 12 mths

No change

Average

* KF17. % experiencing physical violence from staff in
last 12 mths

No change

Below (better than) average

* KF18. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths

No change

Below (better than) average

* KF19. % experiencing harassment, bullying or abuse
from staff in last 12 mths

No change

Average

Health and well-being
* KF20. % feeling pressure in last 3 mths to attend work
when feeling unwell

No change

! Above (worse than) average

STAFF PLEDGE 4: To engage staff in decisions that affect them, the services they provide and empower
them to put forward ways to deliver better and safer services.
KF21. % reporting good communication between senior
management and staff

Increase (better than 13)

Average

KF22. % able to contribute towards improvements at
work

Increase (better than 13)

Average

KF23. Staff job satisfaction

No change

Average

KF24. Staff recommendation of the trust as a place to
work or receive treatment

Increase (better than 13)

Average

KF25. Staff motivation at work

No change

Average

KF26. % having equality and diversity training in last 12
mths

Increase (better than 13)

Average

KF27. % believing the trust provides equal opportunities
for career progression or promotion

No change

ADDITIONAL THEME: Staff satisfaction

ADDITIONAL THEME: Equality and diversity

* KF28. % experiencing discrimination at work in last 12
mths

No change

! Below (worse than) average
Average

ADDITIONAL THEME: Patient experience measures
Patient/Service user experience Feedback
KF29. % agreeing feedback from patients/service users
is used to make informed decisions in their
-directorate/deparment

! Below (worse than) average
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4. Key Findings for Hertfordshire Community NHS Trust
1240 staff at Hertfordshire Community NHS Trust took part in this survey. This is a response
rate of 46%1 which is average for community trusts in England, and compares with a response
rate of 52% in this trust in the 2013 survey.
This section presents each of the 29 Key Findings, using data from the trust's 2014 survey, and
compares these to other community trusts in England and to the trust's performance in the 2013
survey. The findings are arranged under six headings – the four staff pledges from the NHS
Constitution, and the two additional themes of staff satisfaction and equality and diversity.
Positive findings are indicated with a green arrow (e.g. where the trust is better than average, or
where the score has improved since 2013). Negative findings are highlighted with a red arrow
(e.g. where the trust’s score is worse than average, or where the score is not as good as 2013).
An equals sign indicates that there has been no change.

STAFF PLEDGE 1: To provide all staff with clear roles, responsibilities and
rewarding jobs.
KEY FINDING 1. Percentage of staff feeling satisfied with the quality of work and patient
care they are able to deliver

KEY FINDING 2. Percentage of staff agreeing that their role makes a difference to patients

1

Questionnaires were sent to all 2691 staff eligible to receive the survey. This includes only staff employed directly by the
trust (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed directly
elsewhere in the trust. When calculating the response rate, questionnaires could only be counted if they were received
with their ID number intact, by the closing date.

13

KEY FINDING 3. Work pressure felt by staff

KEY FINDING 4. Effective team working

KEY FINDING 5. Percentage of staff working extra hours

STAFF PLEDGE 2: To provide all staff with personal development, access to
appropriate education and training for their jobs, and line management support to
enable them to fulfil their potential.
KEY FINDING 6. Percentage of staff receiving job-relevant training, learning or
development in last 12 months

14

KEY FINDING 7. Percentage of staff appraised in last 12 months

KEY FINDING 8. Percentage of staff having well structured appraisals in last 12 months

KEY FINDING 9. Support from immediate managers

STAFF PLEDGE 3: To provide support and opportunities for staff to maintain
their health, well-being and safety.
Occupational health and safety
KEY FINDING 10. Percentage of staff receiving health and safety training in last 12
months

15

KEY FINDING 11. Percentage of staff suffering work-related stress in last 12 months

Errors and incidents
KEY FINDING 12. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month

KEY FINDING 13. Percentage of staff reporting errors, near misses or incidents witnessed
in the last month

KEY FINDING 14. Fairness and effectiveness of incident reporting procedures
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KEY FINDING 15. Percentage of staff agreeing that they would feel secure raising
concerns about unsafe clinical practice

Violence and harassment
KEY FINDING 16. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months

KEY FINDING 17. Percentage of staff experiencing physical violence from staff in last 12
months

KEY FINDING 18. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months
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KEY FINDING 19. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months

Health and well-being
KEY FINDING 20. Percentage of staff feeling pressure in last 3 months to attend work
when feeling unwell

STAFF PLEDGE 4: To engage staff in decisions that affect them, the services
they provide and empower them to put forward ways to deliver better and safer
services.
KEY FINDING 21. Percentage of staff reporting good communication between senior
management and staff

KEY FINDING 22. Percentage of staff able to contribute towards improvements at work
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ADDITIONAL THEME: Staff satisfaction
KEY FINDING 23. Staff job satisfaction

KEY FINDING 24. Staff recommendation of the trust as a place to work or receive
treatment

KEY FINDING 25. Staff motivation at work

ADDITIONAL THEME: Equality and diversity
KEY FINDING 26. Percentage of staff having equality and diversity training in last 12
months

19

KEY FINDING 27. Percentage of staff believing the trust provides equal opportunities for
career progression or promotion

KEY FINDING 28. Percentage of staff experiencing discrimination at work in last 12
months

ADDITIONAL THEME: Patient experience measures
Patient/Service user experience Feedback
KEY FINDING 29. Percentage of staff agreeing that feedback from patients/service users
is used to make informed desisions in their directorate/department

20
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1

PURPOSE

1.1

To present SRC with HCT’s TDA submission relating to January 2015.

1.2

To ask the SRC to:
•
NOTE November’s submission was made under Chairs delegated
authority
•
APPROVE the submission for submission before 28th February 2015.

2

INTRODUCTION

2.1

HCT is required to make two self-certification submissions to TDA each month:
•
Board Statements
Assessing HCT’s compliance against 14 statements covering Clinical
Quality, Finance and Governance arrangements
•

Monitor Licence Conditions
An assessment of HCT’s compliance against 12 of Monitor’s Provider
Licence Conditions

2.2

TDA collates its own “performance summary” of HCT across the majority of the
historic metrics which are discussed at monthly Integrated Delivery Meetings.

3

EXECUTIVE SUMMARY

3.1

HCT’s self-assessment for January 2015 is:
•
Board Statements
Compliant with 14 out of 14 statements
•
Monitor Conditions
Compliant with 12 out of 12 conditions

4

ASSESSMENT OF THE SUBMISSIONS

4.1

Each statement / conditions requires a “Yes”, “Risk” or “No” response. For
“Risk” or “No”, an explanation is required including describing the action plan
and deadline for compliance.

1

Board: 26th March 2015

Attachment H6i

4.2

In December, HCT’s Executives were asked to confirm HCT’s compliance with
the statements / conditions. Responses have been reflected in the return.

4.3

Appendix 1 includes the proposed responses and a high level summary of the
evidence underpinning each one.

NB

In the monthly return – the “Evidence” column captured in Appendix 1 is not
submitted. HCT only provides additional explanations where it has identified a
Statement or Condition as “Risk” or “No” re compliance.

5

RECOMMENDATIONS

5.1

SRC is asked to :
•

CRITIQUE the evidence which underpins each Statement or Condition.

•

APPROVE the submission relating to January to the TDA before the 28th
February 2015 as being fully compliant.

2

Board: 26th March 2015

Appendix 1

Attachment H6i

Evidence underpinning revised Board Statements and Monitor Provider Licence Conditions

Board Statements
Resp

For CLINICAL QUALITY, that:

1

The Board is satisfied that, to the best of its knowledge and using its own
processes and having had regard to the TDA’s oversight model (supported by
CQC information, its own information on serious incidents, patterns of complaints,
and including any further metrics it chooses to adopt), the trust has, and will keep
in place, effective arrangements for the purpose of monitoring and continually
improving the quality of healthcare provided to its patients.

YES

2

The board is satisfied that plans in place are sufficient to ensure on-going
compliance with the Care Quality Commission’s registration requirements.

YES

3

The board is satisfied that processes and procedures are in place to ensure all
medical practitioners providing care on behalf of the trust have met the relevant
registration and revalidation requirements.

YES

For FINANCE, that:
4

IBPR
Quarterly Quality Report
SI Report
Complaints Report
HGC Chair’s Assurance Report to Board
HGC Operational Review Visits
HGC Minutes (and sub-committee minutes to HGC)
High Level Risk Register and BAF
Board Member service visits and feedback
CQC Risk Profile
Quality Account
Quality Implementation plan
HCT’s self-assessment indicates compliance.
Compliance reports to Audit Committee / HGC
Audit Committee Chair’s Assurance Report to Board
Reviewing all Consultants currently
Comments

The board is satisfied that the trust shall at all times remain a going concern, as
defined by the most up to date accounting standards in force from time to time.

YES

For GOVERNANCE, that:

5

Comments

The board will ensure the trust remains at all times compliant with the NTDA
Accountability Framework and shows regard to the NHS Constitution at all times.

3

This was indicated in the last iteration of the LTFM
Finance Reports to the Board
Comments
Board reviews and re-subscribes to the NHS Cont’n
annually

YES
Will assess consistent monitoring of compliance
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6

All current key risks to compliance with the NTDA's Accountability Framework
have been identified (raised either internally or by external audit and assessment
bodies) and addressed – or there are appropriate action plans in place to address
the issues in a timely manner.

YES

Risk management being assessed currently with updated
BAF & HLRR.

7

The board has considered all likely future risks to compliance with the NTDA
Accountability Framework and has reviewed appropriate evidence regarding the
level of severity, likelihood of a breach occurring and the plans for mitigation of
these risks to ensure continued compliance.

YES

Risk management being assessed currently with updated
BAF & HLRR.
Performance Management through Business Unit
Performance Review (BUPR) process and exception /
assurance reports to the Executive Team.
Audit Committee recommendations to Board and Internal /
external Audit Report actions monitored by Audit
Committee.

8

The necessary planning, performance management and corporate and clinical
risk management processes and mitigation plans are in place to deliver the
annual operating plan, including that all audit committee recommendations
accepted by the board are implemented satisfactorily.

YES

Risk management systems and processes monitored by
Audit Committee.
Audit Committee Chair makes assurance report to the
Board
Audit Committee minutes go to the Board
Risk Management Strategy (and implementation plan)
approved, owned and monitored by the Board
HGC monitors clinical risks on HLRR and BAF

9

An “Annual Governance Statement” (AGS) is in place, and the trust is compliant
with the risk management and assurance framework requirements that support
the Statement pursuant to the most up to date guidance from HM Treasury
(www.hm-treasury.gov.uk).

4

YES

Annual Governance Statement 2013/14 reviewed by
external audit and approved by Exec Team, Audit
Committee and the Board - Submitted to DH and included
in Annual Report & Accounts.
NB - As a Trust (rather than an FT), HCT uses DH’s
Manual of Accounts rather than HM Treasury (which
reflects HMT’s guidance)
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The Board is satisfied that plans in place are sufficient to ensure on-going
10 compliance with all existing targets as set out in the NTDA oversight model; and a
commitment to comply with all known targets going forward.
11

The trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.

The board will ensure the trust will at all times operate effectively. This includes
maintaining its register of interests, ensuring that there are no material conflicts of
12
interest in the board of directors; and that all board positions are filled, or plans
are in place to fill any vacancies.

YES

There has only been one case in 2014/15 to date. This was
in June. The ceiling for 2014/15 is 13.

YES

Retained compliance at the end of March 2013

YES

Register of interests in place: Reported annually and
included in Annual Report and Accounts.
Changes advised to Company Secretary as they arise.
Register publically available on website or on request.
Declarations of interest in specific meeting agendas
features as a standard item on all Board and Committee
agendas.
All Board positions (Executive and Non-Executive
Directors) currently filled.

The board is satisfied that all Exec and NEDs have the appropriate qualifications,
experience and skills to discharge their functions effectively, including setting
13
strategy, monitoring and managing performance and risks, and ensuring
management capacity and capability.

The board is satisfied that: the management team has the capacity, capability and
14 experience necessary to deliver the annual operating plan; and the management
structure in place is adequate to deliver the annual operating plan.

YES

Appraisal process for Board members in place.
HCT has been the first Board in the Country to use the
NHS Leadership Academy 360° Board Appraisal model.
(Includes both individual and collective board feedback).
Executive Capacity, Capability and Experience monitored
through both Board and Exec Director objective setting/
appraisal model.

YES

Risks to capacity /capability highlighted on HLRR and/or
BAF
Measured through delivery of annual operating plan

5
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Compliance with Monitor’s 12 Licence Conditions

General Conditions

1 G4

2 G5

Attachment H6i

Fit and proper persons
as Governors and
Directors (also applies
to those performing
equivalent or similar
functions).
Having regard to
monitor Guidance

3 G7

Registration with the
Care Quality
Commission

4 G8

Patient eligibility and
selection criteria

Pricing Conditions

Details
This condition requires that licensees do not allow unfit persons to
become or continue as Governors or Directors.
“Unfit persons” are: un-discharged bankrupts, individuals who have
served a prison sentence of three months or longer during the previous
five years, and disqualified Directors. A company may also be an unfit
person.
This condition requires licensees to have regard to any guidance that
Monitor issues.
This condition reflects the obligation in the H&SC Act 2012, for
licensees to be registered with the CQC. This condition allows Monitor
to withdraw the licence from providers whose CQC registration is
cancelled who therefore cannot continue to lawfully provide services.
The condition requires licensees to set and publish transparent patient
eligibility and selection criteria and to apply these in a transparent
manner. This includes criteria for determining patient eligibility for
particular services, for accepting or rejecting referrals, or determining
the manner in which services are provided to that person.

Details

Comp?

Assurance / Evidence

YES

Contracts include the provision.
Governors not yet applicable but draft FT
Constitution includes unfit person
exclusion criteria and safeguards

YES

HCT assesses publications / guidance
from Monitor at committees.

YES

HCT is registered with CQC
Full CQC Inspection due in February
2015

YES

Patient eligibility is included for all
services and is available on HCT’s public
facing website.

Comp?

5 P1

Recording of
information.

Under this licence condition, Monitor may require licensees to record
information, particularly information on their costs, in line with approved
guidance Monitor will publish. The licence condition is worded in a way
that any costs and other information that may be required can be
collected from both licensees and their sub-contractors. This licence
condition may also require licensees to record other information, such
as quality and outcome data, in line with Monitor guidance and for the
purpose of carrying out Monitor’s pricing functions.

6 P2

Provision of
information

Under this condition, once the information has been recorded in line
with P1, Monitor can then require licensees to submit this information.

YES

7 P3

Assurance report on
submissions to
Monitor.

Under this condition Monitor may require licensees to submit an
assurance report confirming the accuracy of the data they have
provided under P2.

YES

6

YES

Assurance / Evidence
HCT completes Reference Cost returns.
SLR evolving and embedding. HCT
developing outcome metrics
Due to lack of community currencies, it is
difficult to state currently that financial
information is collected in the right form
for future pricing. HCT involved in
currency development with
commissioners
HCT meets its responsibility regarding all
statutory returns.
HCT populating an evidence library re
HCT’s assumptions and dat. Evidence
assessed by committees.
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8 P4

Compliance with the
National Tariff

This licence condition imposes the obligation to charge for NHS health
care services in line with the National Tariff.
The Health and Social Care Act 2012, defines the National Tariff as a
document published by Monitor, so Pricing Condition 4 will not apply
until Monitor publish the National tariff (expected to be 2014/15).

9 P5

Constructive
engagement
concerning local tariff
modifications

This licence condition requires licensees to engage constructively with
Commissioners and to try and reach a local agreement before applying
to Monitor for a local modification.

YES

Details

Comp?

Choice & Competition

10

11

Co
S1

The right of patients to
make choices.

Co
S2

Competition over-sight

Integrated Care Condition

12 IC1

Provision of integrated
care

This condition:
• Requires licensees to tell patients when they have a choice of
provider and to tell them where they can find information about the
choices they have –must be done in a way that is not misleading
• Requires information and advice licensees provide to patients about
their choice of provider does not unfairly favour one provider and is
presented in a way that helps patients make well-informed choices
• Prohibits licensees from offering gifts and benefits in kind for patient
referrals or for the commissioning of services
This condition prohibits the licensee from entering into or maintaining
agreements that have the object or effect of preventing, restricting or
distorting competition to the extent it is against the interests of health
care users.
It also prohibits the licensee from engaging in other conduct which has
the effect of preventing, restricting or distorting competition to the extent
it is against the interests of health care users.

Details

This condition requires the licensee to not do anything that could be
reasonably be regarded as detrimental to enabling integrated care.
The purpose of this licence condition is to enable Monitor to step in
where integrated care is not being delivered, in spite of decisions and
efforts

7

YES

Very few tariffs currently e.g. MIU and
GUM. HCT currently compliant.

As above. HCT involved in development
of currencies and tariffs with
Commissioners

Assurance
Little choice available with HCT principal
provider of community services
Lack of evidence regarding how choice is
informed

YES
Trust publicises requirements of the
Bribery Act 2010 and has statement on
Website.

YES

Not entered into agreements which may
prevent competition.

Comp?

Comments

YES

The Trust is pro-actively working towards
provision of, and co-operation with, integrated care delivery with partner
organisations.
In the case of competitive tendering the
Trust actively seeks to work with appropriate partners to deliver fully integrated
care and also recognises integrated care
as an essential component of its bid.
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1

PURPOSE

1.1

To present SRC with HCT’s TDA submission relating to February 2015.

1.2

To ask the SRC to:
•
APPROVE the submission for submission before 31st March 2015.

2

INTRODUCTION

2.1

HCT is required to make two self-certification submissions to TDA each month:
•
Board Statements
Assessing HCT’s compliance against 14 statements covering Clinical
Quality, Finance and Governance arrangements
•

Monitor Licence Conditions
An assessment of HCT’s compliance against 12 of Monitor’s Provider
Licence Conditions

2.2

TDA collates its own “performance summary” of HCT across the majority of the
historic metrics which are discussed at monthly Integrated Delivery Meetings.

3

EXECUTIVE SUMMARY

3.1

HCT’s self-assessment for February 2015 is:
•
Board Statements
Compliant with 14 out of 14 statements
•
Monitor Conditions
Compliant with 12 out of 12 conditions

4

ASSESSMENT OF THE SUBMISSIONS

4.1

Each statement / conditions requires a “Yes”, “Risk” or “No” response. For
“Risk” or “No”, an explanation is required including describing the action plan
and deadline for compliance.

1
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4.2

Appendix 1 includes the proposed responses and a high level summary of the
evidence underpinning each one.

NB

In the monthly return – the “Evidence” column captured in Appendix 1 is not
submitted. HCT only provides additional explanations where it has identified a
Statement or Condition as “Risk” or “No” re compliance.

5

RECOMMENDATIONS

5.1

SRC is asked to :
•

CRITIQUE the evidence which underpins each Statement or Condition.

•

APPROVE the submission relating to February to the TDA before the
31st March as being fully compliant.

2
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Evidence underpinning revised Board Statements and Monitor Provider Licence Conditions

Board Statements
For CLINICAL QUALITY, that:

Resp

1

The Board is satisfied that, to the best of its knowledge and using its own
processes and having had regard to the TDA’s oversight model (supported by
CQC information, its own information on serious incidents, patterns of complaints,
and including any further metrics it chooses to adopt), the trust has, and will keep
in place, effective arrangements for the purpose of monitoring and continually
improving the quality of healthcare provided to its patients.

YES

2

The board is satisfied that plans in place are sufficient to ensure on-going
compliance with the Care Quality Commission’s registration requirements.

YES

3

The board is satisfied that processes and procedures are in place to ensure all
medical practitioners providing care on behalf of the trust have met the relevant
registration and revalidation requirements.

YES

For FINANCE, that:
4

Compliance reports to Audit Committee / HGC
Audit Committee Chair’s Assurance Report to Board
Reviewing all Consultants currently
Comments

The board is satisfied that the trust shall at all times remain a going concern, as
defined by the most up to date accounting standards in force from time to time.

YES

For GOVERNANCE, that:

5

Comments
IBPR
Quarterly Quality Report
SI Report
Complaints Report
HGC Chair’s Assurance Report to Board
HGC Operational Review Visits
HGC Minutes (and sub-committee minutes to HGC)
High Level Risk Register and BAF
Board Member service visits and feedback
CQC Risk Profile
Quality Account
Quality Implementation plan
HCT’s self-assessment indicates compliance.

The board will ensure the trust remains at all times compliant with the NTDA
Accountability Framework and shows regard to the NHS Constitution at all times.

3

This was indicated in the last iteration of the LTFM
Finance Reports to the Board
Comments
Board reviews and re-subscribes to the NHS Cont’n
annually

YES
Will assess consistent monitoring of compliance
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6

All current key risks to compliance with the NTDA's Accountability Framework
have been identified (raised either internally or by external audit and assessment
bodies) and addressed – or there are appropriate action plans in place to address
the issues in a timely manner.

YES

Risk management being assessed currently with updated
BAF & HLRR.

7

The board has considered all likely future risks to compliance with the NTDA
Accountability Framework and has reviewed appropriate evidence regarding the
level of severity, likelihood of a breach occurring and the plans for mitigation of
these risks to ensure continued compliance.

YES

Risk management being assessed currently with updated
BAF & HLRR.
Performance Management through Business Unit
Performance Review (BUPR) process and exception /
assurance reports to the Executive Team.
Audit Committee recommendations to Board and Internal /
external Audit Report actions monitored by Audit
Committee.

8

The necessary planning, performance management and corporate and clinical
risk management processes and mitigation plans are in place to deliver the
annual operating plan, including that all audit committee recommendations
accepted by the board are implemented satisfactorily.

YES

Risk management systems and processes monitored by
Audit Committee.
Audit Committee Chair makes assurance report to the
Board
Audit Committee minutes go to the Board
Risk Management Strategy (and implementation plan)
approved, owned and monitored by the Board
HGC monitors clinical risks on HLRR and BAF

9

An “Annual Governance Statement” (AGS) is in place, and the trust is compliant
with the risk management and assurance framework requirements that support
the Statement pursuant to the most up to date guidance from HM Treasury
(www.hm-treasury.gov.uk).

4

YES

Annual Governance Statement 2013/14 reviewed by
external audit and approved by Exec Team, Audit
Committee and the Board - Submitted to DH and included
in Annual Report & Accounts.
NB - As a Trust (rather than an FT), HCT uses DH’s
Manual of Accounts rather than HM Treasury (which
reflects HMT’s guidance)
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The Board is satisfied that plans in place are sufficient to ensure on-going
10 compliance with all existing targets as set out in the NTDA oversight model; and a
commitment to comply with all known targets going forward.
11

The trust has achieved a minimum of Level 2 performance against the
requirements of the Information Governance Toolkit.

The board will ensure the trust will at all times operate effectively. This includes
maintaining its register of interests, ensuring that there are no material conflicts of
12
interest in the board of directors; and that all board positions are filled, or plans
are in place to fill any vacancies.

YES

There has only been one case in 2014/15 to date. This was
in June. The ceiling for 2014/15 is 13.

YES

Retained compliance at the end of March 2013

YES

Register of interests in place: Reported annually and
included in Annual Report and Accounts.
Changes advised to Company Secretary as they arise.
Register publically available on website or on request.
Declarations of interest in specific meeting agendas
features as a standard item on all Board and Committee
agendas.
All Board positions (Executive and Non-Executive
Directors) currently filled.

The board is satisfied that all Exec and NEDs have the appropriate qualifications,
experience and skills to discharge their functions effectively, including setting
13
strategy, monitoring and managing performance and risks, and ensuring
management capacity and capability.

The board is satisfied that: the management team has the capacity, capability and
14 experience necessary to deliver the annual operating plan; and the management
structure in place is adequate to deliver the annual operating plan.

YES

Appraisal process for Board members in place.
HCT has been the first Board in the Country to use the
NHS Leadership Academy 360° Board Appraisal model.
(Includes both individual and collective board feedback).
Executive Capacity, Capability and Experience monitored
through both Board and Exec Director objective setting/
appraisal model.

YES

Risks to capacity /capability highlighted on HLRR and/or
BAF
Measured through delivery of annual operating plan

5
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Compliance with Monitor’s 12 Licence Conditions

General Conditions

1 G4

2 G5

Attachment H6ii

Fit and proper persons
as Governors and
Directors (also applies
to those performing
equivalent or similar
functions).
Having regard to
monitor Guidance

3 G7

Registration with the
Care Quality
Commission

4 G8

Patient eligibility and
selection criteria

Pricing Conditions

Details
This condition requires that licensees do not allow unfit persons to
become or continue as Governors or Directors.
“Unfit persons” are: un-discharged bankrupts, individuals who have
served a prison sentence of three months or longer during the previous
five years, and disqualified Directors. A company may also be an unfit
person.
This condition requires licensees to have regard to any guidance that
Monitor issues.
This condition reflects the obligation in the H&SC Act 2012, for
licensees to be registered with the CQC. This condition allows Monitor
to withdraw the licence from providers whose CQC registration is
cancelled who therefore cannot continue to lawfully provide services.
The condition requires licensees to set and publish transparent patient
eligibility and selection criteria and to apply these in a transparent
manner. This includes criteria for determining patient eligibility for
particular services, for accepting or rejecting referrals, or determining
the manner in which services are provided to that person.

Details

Comp?

Assurance / Evidence

YES

Contracts include the provision.
Governors not yet applicable but draft FT
Constitution includes unfit person
exclusion criteria and safeguards

YES

HCT assesses publications / guidance
from Monitor at committees.

YES

HCT is registered with CQC
Full CQC Inspection due in February
2015

YES

Patient eligibility is included for all
services and is available on HCT’s public
facing website.

Comp?

5 P1

Recording of
information.

Under this licence condition, Monitor may require licensees to record
information, particularly information on their costs, in line with approved
guidance Monitor will publish. The licence condition is worded in a way
that any costs and other information that may be required can be
collected from both licensees and their sub-contractors. This licence
condition may also require licensees to record other information, such
as quality and outcome data, in line with Monitor guidance and for the
purpose of carrying out Monitor’s pricing functions.

6 P2

Provision of
information

Under this condition, once the information has been recorded in line
with P1, Monitor can then require licensees to submit this information.

YES

7 P3

Assurance report on
submissions to
Monitor.

Under this condition Monitor may require licensees to submit an
assurance report confirming the accuracy of the data they have
provided under P2.

YES

6

YES

Assurance / Evidence
HCT completes Reference Cost returns.
SLR evolving and embedding. HCT
developing outcome metrics
Due to lack of community currencies, it is
difficult to state currently that financial
information is collected in the right form
for future pricing. HCT involved in
currency development with
commissioners
HCT meets its responsibility regarding all
statutory returns.
HCT populating an evidence library re
HCT’s assumptions and dat. Evidence
assessed by committees.
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8 P4

Compliance with the
National Tariff

This licence condition imposes the obligation to charge for NHS health
care services in line with the National Tariff.
The Health and Social Care Act 2012, defines the National Tariff as a
document published by Monitor, so Pricing Condition 4 will not apply
until Monitor publish the National tariff (expected to be 2014/15).

9 P5

Constructive
engagement
concerning local tariff
modifications

This licence condition requires licensees to engage constructively with
Commissioners and to try and reach a local agreement before applying
to Monitor for a local modification.

YES

Details

Comp?

Choice & Competition

10

11

Co
S1

The right of patients to
make choices.

Co
S2

Competition over-sight

Integrated Care Condition

12 IC1

Provision of integrated
care

This condition:
• Requires licensees to tell patients when they have a choice of
provider and to tell them where they can find information about the
choices they have –must be done in a way that is not misleading
• Requires information and advice licensees provide to patients about
their choice of provider does not unfairly favour one provider and is
presented in a way that helps patients make well-informed choices
• Prohibits licensees from offering gifts and benefits in kind for patient
referrals or for the commissioning of services
This condition prohibits the licensee from entering into or maintaining
agreements that have the object or effect of preventing, restricting or
distorting competition to the extent it is against the interests of health
care users.
It also prohibits the licensee from engaging in other conduct which has
the effect of preventing, restricting or distorting competition to the extent
it is against the interests of health care users.

Details

This condition requires the licensee to not do anything that could be
reasonably be regarded as detrimental to enabling integrated care.
The purpose of this licence condition is to enable Monitor to step in
where integrated care is not being delivered, in spite of decisions and
efforts

7

YES

Very few tariffs currently e.g. MIU and
GUM. HCT currently compliant.

As above. HCT involved in development
of currencies and tariffs with
Commissioners

Assurance
Little choice available with HCT principal
provider of community services
Lack of evidence regarding how choice is
informed

YES
Trust publicises requirements of the
Bribery Act 2010 and has statement on
Website.

YES

Not entered into agreements which may
prevent competition.

Comp?

Comments

YES

The Trust is pro-actively working towards
provision of, and co-operation with, integrated care delivery with partner
organisations.
In the case of competitive tendering the
Trust actively seeks to work with appropriate partners to deliver fully integrated
care and also recognises integrated care
as an essential component of its bid.
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Minutes of the Foundation Trust Committee
FTC 56 on 14th January 2015
Item

Attendance

Present:
Alan Russell
Barry Jenkins
Alison Shelley
Clare Hawkins
Caroline Allum
Clive Appleby
David Law
Linda Sheridan
Jeff Phillips
Andrew Boasman

AR
BRJ
AS
CH
CA
CApp
DL
LS
JP
AB

NED and Chair of FTC
Director of Finance
Director of HR & OD
Director of Quality Governance and Chief Nurse
Medical Director
Company Secretary
Chief Executive
NED
NED
FT Programme Manager

In attendance:
Declan O’Farrell
Liz Cox
Andrew Smart
Philip Bradley
Marina Sweatman

DO’F
LC
ASm
PB
MS

Trust Chair
Deputy Director of Finance
Head of Communications and Engagement
Interim Director of Finance
Board Support Officer

Apologies received:
Brenda Griffiths
Anne McPherson
Julie Hoare

•
•
•
•

BG
AM
JH

Key Elements for the Attention of Trust Board
Foundation Trust Timelines, Work Streams and Risks were noted.
FT Members Communication and Engagement resource requirement was approved
Council of Governor preparation was noted
West Herts Strategic Review update was noted.

Item
56/1

NED designate
NED
Director of Operations

Details
Welcome and Apologies
The Chair welcomed Phil Bradley who takes up his post as Interim
Director of Finance from 1 February.
The chair confirmed that the second formal voting NED member of the
committee is LS.
Apologies were noted.
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Details

Who

Date

MS
DL

To note
To note

Declaration of Conflicts of Interests
None

56/3

Minutes of last meeting
The minutes of the meeting held on 10th December 2014 were agreed as
a correct record.
The chair expressed that it is crucial that papers are available for
circulation in good time, prior to the meeting. Tabled or late papers are to
be by exception only and with Chair’s permission. Review of capacity and
resource may be required to ensure that papers are received in advance
as a matter of course to ensure full consideration can be given.

56/4

Tracker
The tracker was received and completed actions (blue) and work in
progress (green) were noted.
55/9.1 Items relating to the notes from the NHS providers event and the
key lessons learned from Oxford Universities Foundation Trust were
circulated immediately after the last meeting tracker to be amended to
complete.
42/8 TDA quality Assessment of an aspirant FT this action is be
reviewed and refined to ensure and a fresh action is recorded with clear
end point action. Old action to be closed. New action to be decided.
Decision(s), Outcome(s) and Actions:
1.
2.

Tracker to be updated accordingly.
DL to review 42/8 action and reword to a new specific action.

56/5

Trust Development Authority (TDA)

56/5i

Deep Dive Monitor Conditions
The paper asking the committee to critically assess the evidence
underpinning the compliance with the two monthly on-line submissions to
TDA regarding “Monitor’s Conditions” and “Board Statements” was tabled
and received.
It was felt that the Monitor conditions were only discussed briefly.
However these would be fully reviewed at the Board development day.
All NEDs are required to attend.
Decision(s), Outcome(s) and Actions:
1.

Deep Dive of Monitor conditions to be covered at the
development day. All NEDs are required to attend.
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Details

Who

Date

FTC noted the situation regarding the Monitor conditions

56/5ii

Securing Sustainability
The update paper relating to the process for making the TDA Securing
Sustainability submissions to TDA with the first one submitted on 13th
January 2015 was tabled and received.
It was noted that:
(i) There is a process in place to complete the Securing
Sustainability submissions to TDA.
(ii) The first submission on 13 January 2015 was signed off by
delegated Chair’s action.
(iii) The SRC will receive the granular information prior to the next
submission.
Decision(s), Outcome(s) and Actions:
1. There is a process in place to complete the Securing Sustainability
submissions to TDA.
2. SRC to receive granular information of future submissions.

AB

Jan 15

CH

Jan 15

FTC noted the position regarding Securing Sustainability

56/5iii

Quality Governance Framework
The Quality Governance Framework verbal update was given.
It was noted that;
(i) An internal desktop review has been undertaken. The evidence
and feedback is being collated. The updated version of the QGF
will be circulated prior to its presentation at the January board
with the Quality Memorandum
(ii) The direction of travel will be included in the summary.
(iii) Directors will also include assurance within their Board reports.
Decision(s), Outcome(s) and Actions:
1.

Update QGF to be circulated prior to being presented at the
January board.

FTC noted the progress regarding Quality Governance Framework
56/6

Foundation Trust

56/6i

Timeline and Work streams Update
A presentation outlining the current position in respect of the updated
work streams, timelines and risks was received and discussed.
It was noted that:
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Details
(i) TDA is strongly recommending that HCT complete it’s FT
application in parallel with the CQC process
(ii) The FT business ready submission is required for sign off by the
end of March 2015
(iii) TDA would undertake their due diligence during April in
anticipation of the Quality Summit on 6th May (following which
TDA expressed that they would progress HCT to Monitor
following a good CQC assessment).
(iv) Option 1 – Parallel to CQC & Option 2 suggests a short delay
between Quality Summit and submission were presented with
timelines, risks and impact on resources and capacity.
(v) The monthly outputs involved with timelines, resources and risks
were discussed

Who

Date

Challenge and Observations
a) It was acknowledged that the recommendations from the TDA
could mean an acceleration of at least 3 months in the overall
preparation.
b) Assurance was required that the timescales for the IBP and LTFM
were achievable. It was confirmed that some assumptions have
been made to enable completion within the timelines. The first
draft of the annual plan has been developed with assumptions
which could feed the LTFM and be refined as the contract
negations and budgets are finalised
c) It was noted that there are a significant number of risks both
known and unknown include the priorities in respect of the CQC
assessment, the FT process, engagement in the Integration
programme, CIP programme, West Herts Review and changes in
the political landscape.
d) It was acknowledged that there are 2 separate elements to the FT
process, the TDA process and then Monitor process. The Board
requested that additional support be sourced to ensure readiness.
e) The potential impacts that other known external factors may have
on the FT process and it’s successful completion were
discussed.
f) HCT ambition for 5 year forward funding needs to be clarified. A
joint proposal will be circulated which HCT will consider in light of
CCG support and the integration programme.
g) Clarification was requested on the following areas
a. Ascertain if the TDA would share their risk assessment
b. Clarify if the TDA would supply any resource/ funding to
support the application
c. Investigate if Monitor would provide clarification of the
priorities
It was confirmed that the TDA have shared their risk matrix and
do provide coaching in the form of a critical friend for early drafts
etc.
Decision(s), Outcome(s) and Actions:
1.
2.

CIP update position will be clarified in the Finance report for
the January SRC
Board development session to ensure support for
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Details
organisational readiness and clear understanding of full
implications, with expert resource input.
Board programme to be reviewed/ prioritised
Option 1 approach was approved acknowledging the
associated risks.

Who
AB/CApp

Date
Feb 15

CApp
AB

Feb 15
To note

DL

Jan 15

DL
DL

Jan 15
Jan 15

FTC noted the FT Timeline and Work streams and Risks
Resource and Capacity Requirements
The proposed tight timelines of the FT process and other business
priorities were discussed.
It was noted that:
(i)

(ii)
(iii)
(iv)

The Executive team have identified a number of additional posts
to provide additional capacity. A full proposal will be presented to
the SRC, to approve.
Discussions are underway to source expertise as soon as
possible.
Investigate the possibility of TDA financial support.
Some work areas would need to slip to allow focussed attention
to achieve the FT timelines.

Decision(s), Outcome(s) and Actions:
1. Full detailed proposal for additional posts to presented to the
SRC.
2. Investigate possibility of financial support from the TDA
3. Executive Team to undertake a FT work stream planning day
56/6iii

Foundation Trust Risk Register
The risks relating to the FT process were discussed with the timelines
and work streams.

56/7
56/7i

Communication & Engagement
Foundation Trust Membership Communication and Engagement
resource requirements
The Foundation Trust membership Communication and Engagement
resource requirements were received and discussed.
It was noted that:
(i) The resources required to deliver the FT membership
Communication and Engagement plan consists of
a. A full time membership officer post at circa G5 or G6 was
required. An interim will be required to fill the position until
substantive recruitment is in place.
b. Non staff costs of c £45k will be required to support quarterly
newsletters, engagements etc.

Challenge and Observations
a) The FTC agreed the additional full time membership officer post
Minutes from FTC 56 14.1.2015 Final
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Details
in principle. The executive team (ET) to authorise actual cash
allocation.
b) After in-depth discussions it was felt that there needs to be
immediate significant focus on raising the organisational profile
and reputation using social media. A dedicated post to be
developed and secured as soon as possible to support this. This
post was not included in the presented recommendations but was
felt to be essential. Post approved subject to ET authorisation of
funding level.
c) All Directors/ NEDs to use social media method of
communication with the support of the communication team
providing the key message points to raise profile, acknowledge
achievements and enhance reputation.

Who

Date

Decision(s), Outcome(s) and Actions:
(1)
(2)

Executive team to agree cash allocation for new posts
2 new posts approved to support the Foundation Trust
membership and drive the use of social media

FTC noted Foundation Trust membership Communication and
Engagement resource requirements
56/7ii

The Council of Governors
A verbal update was given on the process plus a variety of ways to
support and encourage members which could lead to possible future
candidates for the election to the Council of Governors.
It was noted that:
(i)
Support and encouragement suggestions to be made available
for committee members as required.
(ii) There is a potential to hold information roadshows dependant on
the level of interest.
(iii) The approach taken by other recently successful Foundation
Trusts to be investigated for examples of best practice.
Decision(s), Outcome(s) and Actions:
FTC noted the update on Council of Governors

56/8

West Herts Strategic Review
A verbal update on the West Hertfordshire Strategic review was received.
It was noted that :
(i)
The case for change is being developed, information has been
circulated.
(ii) The financial analysis for 5 and 10 years was discussed.
Intellectual property belonging to Deloitte’s has not been shared.
(iii) The strategic influence and the lack of appetite for the sharing
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Details
efficiency information were discussed. It was felt that a challenge
should be made about information sharing with the Chief
Executive Group in view of the agreement made.
(iv) Level of engagement is being reviewed.
(v) West Herts Strategic Review survey closes on 6th February, input
to the survey was recommended. A summary of survey interim
results was received and discussed.
(vi) Update was provided on HVCCG position within the West Herts
Review
Decision(s), Outcome(s) and Actions:
1. Challenge the Chief Executive group to enforce the agreement to
share information in the context of the strategic review.
2. Encourage all to input to the West Herts Strategic Review Survey.
Link to be circulated.
FTC noted the update for the West Herts Strategic Review.

56/9

NHS Providers Events and FTN Intelligence
No formal feedback given this month. The Chair recommended the
events hosted by the NHS Providers and encouraged FT members to
review the forthcoming events calendar an book place as required.

56/10

Any Other Urgent Business
The Chair thanked The Director of Finance for his contribution over the
past year and wished him luck in his new position.

56/11

Date(s) of next meetings

04 February 2015

2.00-4.00

Boardroom

04 March 2015

2.00-4.00

Boardroom

01 April 2015

2.00-4.00

Boardroom
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Minutes of the Foundation Trust Committee
FTC 57 on 4th February 2015
Item

Attendance

Present:
Alan Russell
Alison Shelley
Clare Hawkins
Clive Appleby
David Law
Jeff Phillips
Val Davidson
Brenda Griffiths

AR
AS
CH
CApp
DL
JP
VD
BG

NED and Chair of FTC
Director of HR & OD
Director of Quality Governance and Chief Nurse
Company Secretary
Chief Executive
NED
FT Programme Manager
NED designate

In attendance:
Declan O’Farrell
Andrew Smart
Marina Sweatman

DO’F
ASm
MS

Trust Chair
Head of Communications and Engagement
Board Support Officer

Apologies received:
Anne McPherson
Julie Hoare
Andrew Boasman
Caroline Allum
Philip Bradley
Liz Cox

•
•
•
•
•
•

AM
JH
AB
CA
PB
LC

Key Elements for the Attention of Trust Board
Foundation Trust Timelines, Work Streams and Risks were noted.
Resource and Capacity requirements were noted
Issue for the constitution were noted
FT Board briefing programme was noted
Progress on membership support recruitment was noted
Council of Governor update was noted

Item
57/1

NED
Deputy Director of Finance
FT Programme Manager
Medical Director
Interim Director of finance
Deputy Director of finance

Details
Welcome and Apologies
The Chair welcomed Val Davison who has taken up the post of FT
programme manager.
Apologies were noted.

57/2

Declaration of Conflicts of Interests
None
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Who

Date

MS/CH

Mar 15

CApp

Mar 15

Minutes of last meeting
The minutes of the meeting held on 14 January 2015 were agreed as a
correct record. The chair expressed his thanks for the comprehensive
minutes.

57/4

Tracker
The tracker was received and completed actions (blue) and work in
progress (green) were noted.

56/5i Deep dive Monitor conditions and Board statement.
Executives were asked to confirm compliance with the statements /
conditions. Responses have been incorporated.
It was discussed at FTC in January 2015. It is proposed that ongoing
assessment and challenge is provided by FTC as part of the FT
programme plan. This will not be included on the Board briefing session
on 12th. Tracker to be updated action closed.
56/4 Clinical Strategy action point to be clarified. How to obtain a
succinct summary of the strategic intent from the suite of strategies and
communicated to both staff and stakeholders with discrete timelines on
developing the description and cascading the communication.
54/7.1 Strategy Performance The Board will receive on a regular basis
a set of milestones that reflect the different strategies and the
implementation plans for the strategies to provide a high level progress
overview.
54/4.1 List of Corporate documents to be provided
Decision(s), Outcome(s) and Actions:
1.
2.

Tracker to be updated accordingly including clarification of 56/4.
List of corporate documents for inclusion on the website to be
circulated

57/5

Foundation Trust

57/5i

Timeline and Work streams presentation
A presentation outlining the current position in respect of the updated
work streams and timelines was received and discussed.
The presentation included:
(i) The Critical path / milestones within the 3 stage application
process with CQC, TDA and Monitor
(ii) What needs to be done?
–
IBP gap analysis
–
Other gaps / concerns
(iii) Stakeholder engagement
(iv) Project Governance
(v) Programme Management
(vi) Work streams
(vii) Action Tracker
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Who

Date

Challenge and Observations
a) Clarification was sought around possible unexpected events that
could derail the process. It was confirmed that a one off event if
handled correctly and fully evidenced with adequate risk
escalation and reporting was unlikely to derail the process,
however this may not be the case if problems were more
systemic.
b) Independent Financial Review (IFR), HCT to review the timing of
this to drive the timeline and agenda and manage the capacity
and impact on the finance teams subject to the appointment of
the independent reviewers. It was felt that there was a conflict of
interest if PwC or EY were appointed.
c) Consultation refresh is a risk at present until assurance is
provided that this is not required. The initial consultation was 4
years ago, HCT need to evidence that there has been no
significant material change which would require a new
consultation and make focussed efforts in first 2 quarters of the
year to engage and communication with members and
stakeholder to support this.
d) Monitor Governance Review has in the past been brought
forward to the TDA stage. Advice from the TDA and timelines are
being sought.
e) Critical pathway timelines were discussed, TDA have been asked
for the formal timeline but confirmation has not yet been received
and is unlikely until CQC outcome is known which could lead to
an extended timeline to July rather than May. This will be
modelled accordingly.
f) Critical pathway needs to be reviewed at FTC to ensure on track
and escalation process be used to inform the Board should it be
required.
g) IBP challenge is to manage the “Golden Thread” and reduce
duplication using similar language and focus on the quality,
vision and strategy integration. VD is the editor in chief, key
phrases/ messages to be developed and shared and reflected
throughout.
h) “Why FT “and “for who” discussion and the tangible benefits
need to be demonstrated and articulated. Specific examples to
be developed further including members engagement. A short
document summarising the FT ambitions to be circulated to the
IBP section writers and the Board.
i) Stakeholder engagement and inclusion in partnership networks
and forging good working relationship is important.
j) Programme Management work stream leads have been
confirmed.
Decision(s), Outcome(s) and Actions:
1. Slides to be circulated
2. Review timing of the IFR to manage the impact on the finance
teams.
3. Focus communication and engagement events in the first and
second quarter for the year to be undertaken with members and
stakeholders
4. Confirmation of TDA timeline to be ascertained
5. Key phrases/ messages to develop and ensure the “golden
Minutes from FTC 57 4.2.2015 Draft
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Details
thread” and what it means to CIPs , FT ambition
All strategies to be updated with strategic link to the Clinical
strategy to SRC.

Who

Date

DL/ VD

To note

DL/PB/JH

Mar 15

PB/AR/JP

Mar 15

FTC noted the FT Timeline and Work streams
Resource and Capacity Requirements
The paper that was previously submitted to the Strategy and Resources
Committee was received for information
It was noted that:
(i)
The SRC approved the identified resources required.
(ii) Recruitment programmes are underway with some interim
support already in post.
(iii) There were some omissions from the initial document but are in
the process of being put into place, which includes Val Graves
who is providing back fill and support to JH to allow her to
undertake integration work.
Decision(s), Outcome(s) and Actions:
FTC noted the FT Resource and Capacity paper which was approved
by SRC

57/5iii

Foundation Trust Risk Register
The FT risk register was received and discussed. The risks have been
split into internal and external risks and these will be converted into the
Datix format for future meetings.
It was noted that:
(i)

(ii)

(iii)

CIP position is presenting as TDA amber. The 2015/16 plan still
requires the completion of the QIA process. The 2016/17 CIP
plan needs much more work
There is a clearly defined process which needs to be adhered.
There are difficulties with the identification of future
transformational CIP at present.
Further work to be undertaken on language and format following
FTSG meeting.

Challenge and Observations
a) It was felt that further resource may be required to accelerate the
process.
b) Brainstorming workshops to encourage radical thinking covering
both now and when FT is achieved for future CIPs programmes
AR & JP volunteered to be included.
c) The Commissioner Support risk needs to be neutralised and a
strategy or activity needs to be developed to mitigate the risk.
Decision(s), Outcome(s) and Actions:
1. Discuss the resource required to accelerate the CIP process and
aide fresh radical thinking.
2. Brain storming session for future CIP plans
Minutes from FTC 57 4.2.2015 Draft
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3. Commissioner Support mitigating strategy and tactical approach
to be developed
57/5iv

Who

Date

DL

Mar 15

DL

Mar 15

Issues for the FT Constitution
It was noted that:
(i)
(ii)

The FT constitution is with Capstick’s for review as there has
been a new model constitution issued since the last review.
Items that require decision will be brought to the next meeting.

Decision(s), Outcome(s) and Actions:
FTC noted the issues for the FT Constitution
57/5v

FT Board briefing Programme
The FT Board briefing programme was circulated prior to the meeting.
It was noted that:
(i)

(ii)
(iii)

Monitor Strategy Toolkit will be discuss in workshop format on
12th February together with an understanding of the what is
involved when the Monitor process is underway
Further FT training days may be required.
Derbyshire are happy to interact with the NEDs as a recently
successful Community FT

Decision(s), Outcome(s) and Actions:
1. Communicate and follow up with Derbyshire Community FT for
NED interaction.
FTC noted the Board Briefing programme
57/6
57/6i

Communication & Engagement
Membership Resource Recruitment
It was noted that:
(i) The process is underway to obtain interim cover for The
Membership Officer and the Social Media and Press Officer using
agency coverage which hopefully will be in place in 2-3 weeks
(ii) HR business partners are working toward the permanent
recruitment to these posts in due course, this could take longer as
the notice periods and formalities impact on the recruitment
timeframe.
Decision(s), Outcome(s) and Actions:
FTC noted membership resource recruitment progress

57/6ii

The Council of Governors
A verbal update was given on the appointment of the election service
providers

Minutes from FTC 57 4.2.2015 Draft
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It was noted that:
(i) There is a national framework for election service providers which
mean that the provider can be selected directly without a full
tender process.
(ii) It was suggested that a mini procurement panel be convened to
interview and review the providers before awarding the contract.
(iii) The panel to include JP,BG,AR,DL CApp
Decision(s), Outcome(s) and Actions:
FTC noted the update on Council of Governors election services.
57/7

NHS Providers Events and FTN Intelligence
The Chair recommended the events hosted by the NHS Providers and
encouraged FT members to review the forthcoming events calendar and
book places as required.
Company Secretary network event is on 5th February
CH is obtaining feedback from Worcester post their Monitor Governance
review, note will be circulated to all.
Bridgewater IBP has been made available and can be circulated to the
NEDs.

57/8

Any Other Urgent Business
None

57/9

Date(s) of next meetings

04 March 2015

2.00-4.00

Boardroom

01 April 2015

2.00-4.00

Boardroom

Minutes from FTC 57 4.2.2015 Draft
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1. Introduction and approach
Introduction
This document sets out the risk assessment and our internal audit plan for Hertfordshire Community NHS
Trust.
This report will be presented to the Audit Committee on 10th March 2015 for their approval.

Approach
The Internal audit service will be delivered in accordance with the Internal Audit Charter. A summary of our
approach to undertaking the risk assessment and preparing the internal audit plan is set out below. The internal
audit plan is driven by the Trust’s organisational objectives and priorities, and the risks that may prevent the
Trust from meeting those objectives. A more detailed description of our approach can be found in Appendix 1
and 2.

Step 1
Understand corporate objectives
and risks



Obtain information and utilise sector knowledge to
identify corporate level objectives and risks.

Step 2
Define the audit universe



Identify all of the auditable units within the
organisation. Auditable units can be functions,
processes or locations.

Step 3
Assess the inherent risk



Assess the inherent risk of each auditable unit based on
impact and likelihood criteria.

Step 4
Assess the strength of the control
environment



Assess the strength of the control environment within
each auditable unit to identify auditable units with a
high reliance on controls.

Step 5
Calculate the audit requirement
rating



Calculate the audit requirement rating taking into
account the inherent risk assessment and the strength of
the control environment for each auditable unit.

Step 6
Determine the audit plan



Determine the timing and scope of audit work based on
the organisation’s risk appetite.

Step 7
Other considerations



Consider additional audit requirements
identified from the risk assessment process.

1
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Basis of our plan
In order to carry out the level of work that our risk assessment and consultation process indicates is
appropriate; we estimate that the resource requirement for Hertfordshire Community NHS Trust’s internal
audit service is £117,566. Based on our risk assessment, this is the level of resource that we believe would be
necessary to evaluate the effectiveness of risk management, control and governance processes. The level of
agreed resources for the internal audit service for April 2015 to March 2016 is £43,000, and therefore the plan
does not purport to address all key risks identified across the audit universe as part of the risk assessment
process. Accordingly, the level of internal audit activity represents a deployment of limited internal audit
resources and in approving the risk assessment and internal audit plan, the Audit Committee recognises this
limitation.
Therefore, we have prioritised the use of internal audit resources to focus on:


Mandatory areas required under the Public Sector Internal Audit Standards (i.e. governance, risk
management, Information Governance);



Where patient care could be compromised; and



Where high risk report areas were identified in the previous year.

Basis of our annual internal audit conclusion
Internal audit work will be performed in accordance with PwC's Internal Audit methodology which is aligned to
the Public Sector Internal Audit Standards. As a result, our work and deliverables are not designed or intended
to comply with the International Auditing and Assurance Standards Board (IAASB), International Framework
for Assurance Engagements (IFAE) and International Standard on Assurance Engagements (ISAE) 3000.
Our annual internal audit opinion will be based on and limited to the internal audits we have completed over
the year and the control objectives agreed for each individual internal audit. The agreed control objectives will
be reported within our final individual internal audit reports.
In developing our internal audit risk assessment and plan we have taken into account the requirement to
produce an annual internal audit opinion by determining the level of internal audit coverage over the audit
universe and key risks. Please refer to our comments above regarding level of resources as per the audit needs
assessment versus the current budget available for the provision of an internal audit service. This may result in
the need for the Audit Committee to seek other assurances on the risk areas not covered by internal audit
during 2014/15 in order to inform the Annual Governance Statement.

Other sources of assurance
In developing our internal audit risk assessment and plan we have taken into account other sources of
assurance and have considered the extent to which reliance can be placed upon these other sources. Other
sources of assurance for each auditable unit are noted in our Risk Assessment in section 3 of this document,
and a summary is given below.
The other sources of assurance for Hertfordshire Community NHS Trust are as follows:
 External audit work results;
 Local Counter Fraud Specialist (LCFS) work and investigations;
 Care Quality Commission inspections;
 Results of Health & Safety inspections;
 Results of Children’s and Vulnerable Adults Safeguarding reviews;
 Internal contract monitoring; and
 Internal Performance Reporting.
Where possible, we will aim to place reliance on the above sources of assurance. In such circumstances, this
would involve reperformance and revalidation of the assurance outputs. Full reliance will be placed on the
LCFS work as this work is provided by PwC and therefore subject to our full quality procedures.
2
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Key contacts
Key individuals have been listed below. Meetings will be held as part of scoping for individual reviews.
Name
Job Title

Name
Job Title

Name
Job Title

Phil Bradley
Interim Director of Finance

Alison Shelley
Director of HR & Organisational
Development

Liz Cox
Deputy Director of Finance

Clare Hawkins

Julie Hoare

Caroline Allum

Director of Quality and
Governance/Chief Nurse

Director of Operations

Medical Director

David Law

Clive Appleby

Chief Executive Officer

Company Secretary

Marion Dunstone
General Manger – Children’s
Services

Luke O’Byrne

Richard Moore

Interim General Manager – Herts
Valleys Core Adult Services

3
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2. Audit universe, corporate
objectives and risks
Audit universe
The diagram below represents the high level auditable units within you audit universe.
Hertfordshire
Community NHS
Trust

Strategic and
Governance

Corporate
Systems

Human
Resources

Clinical Services

Stakeholders

BAF and Risk
Management

Key Finanical
Controls

Mandatory
Training

Core Adult East &
North

Commissioning

Clinical Incidents
Reporting

Budgetary
Controls

Appraisals and
Staff
Development

Children's
Services

Patient and
Public
Engagement

Corporate
Governance

Information
Management &
Technology

Workforce
Planning

Core Adult Herts
Valleys Services

Care Quality
Commission

Healthcare
Governance

Communications

Bank, Agency and
Locum staff

Information
Governance

Legal

Sickness Absence

Corporate
Planning and
Performance

Facilities

Recruitment

Business
Continuity

Procurement and
Contract
Management

Data Quality

Estates

Charitable Trust
Fund

4
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Corporate objectives and risks
Corporate level objectives and risks have been determined by the Trust and are detailed in Appendix 3.
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3. Risk assessment
Risk assessment results
Each auditable unit has been assessed for inherent risk and the strength of the control environment, in accordance with the methodology set out in Appendix
1 and 2. The results are summarised in the table below.
Note: The objectives and associated risks relating to each auditable unit are referred to by number – please see Appendix 3 for details of each objective by
number.

14/15

15/16

Frequency

13/14

Colour code

Audit
Requirement
Rating

Control
Environment
Indicator

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year

x

x

x

Comments,
including whether
any other sources
of assurance will
be relied upon

A

A.1

BAF & Risk
Management

A.2

Clinical Incident
Reporting

A.3

Corporate
Governance

A.4

Healthcare
Governance

Underpins
all activity

Internal
Performance
Reporting

11/13 (2)

6

4

4



Internal
Performance
Reporting

4

4

2



Every three years

Underpins
all activity

Internal
Performance
Reporting

4

4

2



Every three years

Underpins
all activity
11/13 (2)

CQC
reports
Internal
Performance

Annual

x

5

4

3
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Every two years

Included in Healthcare
Governance review
undertaken in 2013/14.

x

x

Required under PS
Internal Audit standards.
– will be covered in the
Governance and Risk
Management review.

Within the 2015/16
plan.

x
Undertaken in 2013/14 –
included within Table B.

DRAFT



Annual – Full
scope

15/16

2

14/15

Audit
Requirement
Rating

4

Frequency

13/14

Control
Environment
Indicator

4

Colour code

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year

x

x

x

Comments,
including whether
any other sources
of assurance will
be relied upon

Reporting
A.5

Information
Governance

Underpins
all activity
11/13 (3)
11/13 (4)

A.6

Business
Continuity

A.7

Corporate
Planning and
Performance

A.8

Data Quality

5

11/13 (1)
11/13 (3)

Internal
reporting

11/13 (5)
11/13 (2)

4

3



Charitable Trust
Fund

11/13 (3)

External
Audit

x

Included within Table
B.
Some elements will be
covered in the SAF
review.

Every two years

x
4

4

2



Every three years

6

3

5



Annual

3

4

N/A
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Covered under the
SAF process.

x

N/A – Unless
specifically
requested
A.9

Required by Department
of Health on annual
basis.

x

x

In the 15/16 plan.
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14/15

15/16

Frequency

13/14

Colour code

Audit
Requirement
Rating

Control
Environment
Indicator

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year

x

x

x

Comments,
including whether
any other sources
of assurance will
be relied upon

B

B.1

Key Financial
Controls

External
Audit

11/13 (3)


5

5

3

B.2

B.3

Information
Management &
Technology

11/13 (3)

5

4

3

B.4

Communications

11/13 (2)

2

4

B.5

Legal

2

4

11/13 (1)
11/13 (3)

Underpins
all activity

5

External

4

3



x

CIPS critical friend input
review provided in
2013/14 however
Financial Reporting and
Budgetary Controls not
reviewed.
Included as part of Key
Financial Controls
review for 15/16.

x

x

High risk report in
2013/14 which was only
finalized late in 2014/15.
Follow up included for
15/16.

Every two years



Every two years

N/A



N/A – Unless
specifically
requested

N/A



N/A – Unless
specifically

PwC  8

x

Annual

Internal
CIPs
monitoring
Financial
Reporting &
Budgetary
Controls

To support the external
audit review.

The NHS Litigation
Authority (NHSLA)
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B.7

B.8

Facilities

Estates

Procurement and
Contract
Management

11/13 (3)
11/13 (4)
11/13 (3)
11/13 (4)

11/13 (3)

Internal
contract
monitoring

15/16

14/15

requested

Assurance
(NHSLA)
B.6

Frequency

13/14

Colour code

Audit
Requirement
Rating

Control
Environment
Indicator

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year

3

4

N/A



N/A – Unless
specifically
requested

4

3

3



Every two years

5

4

3



Comments,
including whether
any other sources
of assurance will
be relied upon
undertakes its own
inspections.

x

Included in Table B.

x

Included in Table B.
Elements of contract
management will be
included in the SAF
review.

x

Covered in 13/14,
detailed follow up in
14/15. Included in
Table B for 15/16
Elements will be
included in SAF
review.

x

Included in Table B.

Every two years

C
Internal
reporting

x

C1

Mandatory
Training

11/13 (3)

5

3

4



Annual

C2

Appraisals and
Staff Development

11/13 (3)

4

4

2



Every three years
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15/16

14/15

Frequency

13/14

Colour code

Audit
Requirement
Rating

Control
Environment
Indicator

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year
Comments,
including whether
any other sources
of assurance will
be relied upon
Some elements will be
covered in the SAF
review.
x
C3

C4

Workforce
Planning

Bank, Agency and
Locum staff

11/13 (3)

11/13 (3)

5

NHS
Professional
s third party
assurance

4

3



Some elements will be
covered in the SAF
review.

Every two years

x

5

4

3



C5

Sickness Absence

11/13 (3)

4

4

2

Every two years

x

Recruitment

11/13 (3)

Internal
reporting

5

3

4
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Annual

Included in Table B.
Some elements will be
covered in the SAF
review.

Every three years

x
C6

Included in Table B.
Some elements will be
covered in the SAF
review.

Agency third
party
assurance



Included in Table B

Included in Table B.
Some elements will be
covered in the SAF
review.
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4

4

2

5

4

3

15/16

2

14/15

Audit
Requirement
Rating

4

Frequency

13/14

Control
Environment
Indicator

4

Colour code

Inherent Risk
Rating

Auditable
Unit

Sources of
Other
Assurance

Ref

Corporate
objectives and
risks

Audit Year
Comments,
including whether
any other sources
of assurance will
be relied upon

x

Included in SAF Process.

D



11/13 (1)
D.1

Commissioning

D.2

Patient and Public
Engagement

D.3

Care Quality
Commission

11/13 (2)

11/13 (2)

CQC
reports
Risk
Profiles

Every three years




Monitor

N/A – Unless
specifically
requested

2

2

1
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Included in Table B.

x

Included in SAF Process.

x

FT Application support
removed from Audit Plan
in 2013/14.
Included in Table B for
15/16.

Every two years

11/13 (1)
11/13 (5)
D.4

x
Every three years
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Key to frequency of audit work
Audit Requirement Rating

Frequency – PwC standard approach

6

Annual



5

Annual



4

Annual



3

Every two years



2

Every three years



1

No further work



Key areas of focus

Colour Code
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4. Annual plan and internal audit performance
Annual plan and indicative timeline
The following table sets out the internal audit work planned for April 2015 to March 2016, together with indicative start dates for each audit. Please note that
audits denoted with the word Mandatory are required to be undertaken in order to satisfy the Public Sector Internal Audit Standards. We have based our
indicative internal audit plan based on the discussion with the Trust’s management and the Audit Committee, at which the following reviews were proposed
by the Trust management for inclusion in the annual audit plan. Please note that were we have highlighted the review as a CRITICAL FRIEND review, no
risk opinion will be given.

Audit Assignment

Comments on Assignment Scope

Link to
Risk
Register

2015/16
Estimated Cost

Qtr

Audit
Sponsor

Strategic and Governance Reviews

Governance and Risk
Management

Service Assurance
Framework, including
Divisional Governance
and Risk Management

Information Governance

Mandatory: The focus of this review will be the
governance arrangements around scheme of delegation
and authority levels set and how the Trust receives
assurance that the scheme of delegation is being adhered
to across the Trust.
The Service Assurance Framework (SAF) is a review
designed to support the Trust’s formal governance
statement, which includes an assessment of the system of
internal controls. The SAF is a self-assessment against a
number of key activities relating to governance, risk
management and internal controls at the Trust.
Mandatory: The focus of this review is on Information
Governance (IG) Toolkit. The toolkit is a the selfassessment and reporting tool that NHS organisations
must use to assess local performance in line with the
requirements set out in the NHS Informatics Guidance
and Operating Framework. Required for Information
PwC  13

Underpins
all activity

Underpins
all activity
Specific
areas:
Underpins
all activity

2

Company
Secretary/
Director of
Quality and
Governance

£14,785

2 and
4

Company
Secretary /
Director of
Operations /
Divisional
Directors

£3,750

3

£3,750

Director of
Finance

DRAFT

Audit Assignment

Comments on Assignment Scope

Link to
Risk
Register

2015/16
Estimated Cost

Qtr

Underpins
all activity

£4,250

2

Director of
Quality and
Governance

£3,405

4

Director of
Finance

£4,250

3

Director of
Finance

-

Company
Secretary

Audit
Sponsor

Governance Toolkit submission

Data Quality

A Follow Up review has been undertaken in 2014/15 in
response to the high risk report issued in 2013/14. Due
to ongoing control issues identified within the 2014/15
report it has been further included for 2015/16.

Sub Total

£26,535

Corporate Systems Reviews
We will review the design and operating effectiveness
of key controls in place relating to key financial
processes during the financial year 2015/16. The subprocesses and related control objectives included in
this review will be for:
Key Financial Controls

 Accounts Payable
 Budgetary Control
NOTE: As part of the review we will liaise with the
Trust’s external auditors to minimise duplication of effort
and ensure sample sizes allow for external audit to place
reliance on our work.
NOTE: the SAF process will pick up on other corporate
systems.

IT General controls

Follow up: During 2014/15 we identified a number of
high risk issues within our review of general IT
governance. As a result we are undertaking a detailed
follow up on those previous issues.

Sub Total
Follow-up

£7,655
We will undertake a follow-up on critical and high risk
recommendations raised in 2014/15, where we are not
undertaking a full detailed follow up audit as identified
above, to ensure the agreed recommendations have been
PwC  14

-

£2,010
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Audit Assignment

Comments on Assignment Scope

Link to
Risk
Register

2015/16
Estimated Cost

Qtr

Audit
Sponsor

implemented.

Audit Needs Assessment – We will use this time to
meet with key individuals and review documentations to
produce our internal audit plan, which will address a
number of the Trust’s key risks.

Audit Management,
Planning and Meetings

-

-

Management, Planning and Liaison – Ongoing
communication with you is of paramount importance,
and we will use this time to attend regular programmed
updates with you. We will also supplement this with
informal communications on an ad-hoc basis as well as
attend the key committees and meetings.

-

-

Head of Internal Audit Opinion – We will use this
time to produce our annual Head of Internal Audit
Opinion.

-

-

Sub Total

£6,800

£8,810

TOTAL

£43,000

PwC  15

Director of
Finance
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Inevitably during our audit needs assessment more potential audit areas were identified than can be accommodated in the current number of days. We have
discussed with the Trust management further areas for focus by internal audit, which are not currently covered by the annual internal audit plan for
2015/2016. Should you require any additional areas to be reviewed we would be happy to accommodate, alternatively the Board should ensure they are
seeing sufficient assurance over the management and mitigation of these risks.

#

1

2

3

Risk Title

Mandatory Training

Business Development

Human Resources –
Bank, Locum and Agency
Staff

Audit type

Value protect

Value
enhance

Value protect

Indicative Audit
Cost*

£2,000

Risks identified

High Risk Report
issued in 2013/14

BAF ref

£4,250

£4,250

11/13 (1)

HLRR ref 12 12 68
and 12 12 69

PwC  16

Key Lead

Additional Comment

Director of HR &
Organisational
Development

Training is part of the SAF
process, however the High
Risk report issued in 2013/14
identified multiple issues
which may justify a detailed
follow up.

Director of Finance

The ability of the Trust to
develop new business is key to
its future sustainability and
delivering High Value
Healthcare. Of late the Trust
has been unsuccessful on
some recent tenders so a
review of the Trust’s tender
governance manual and the
extent to which lessons have
been identified and learnt may
be of value.

Director of HR &
Organisational
Development

Some elements are covered by
SAF Process however due to
the high risk in relation to use
of Bank, Locum and Agency
staff and multiple staffing
concerns highlighted on the
HLRR, some additional
assurance may be of benefit to
the Trust.

DRAFT

#

4

Risk Title

Contract Management

Audit type

Value protect

Indicative Audit
Cost*

£4,250

Risks identified
BAF ref 11/13/(3)
The Trust is moving
to a new facilities
management
contract from 1st
April 2014 with
Initial.

Key Lead

Director of Finance

5

Business Continuity

Value protect

£4,250

BAF ref 11/13 (4)

Director of Finance

6

CQC

Value protect

£4,500

BAF ref 11/13 (2)

Director of Quality and
Governance

7

PMO

Value protect

£4,250

BAF ref 11/13/(3)

Director of Finance

8

Monitor – FT Application
Support

CRITICAL
FRIEND

£4,066

As per discussion at
meeting with Deputy
Director of Finance.

Director of Finance

9

Medical Devices

Value protect

£4,250

High Risk Report
issued in 2013/14
(currently in draft)

PwC  17

Director of Quality and
Governance

Additional Comment
Although the SAF process
includes elements of Contract
Management, given the new
contract some additional
assurance would of benefit to
the Trust.
Some elements covered by
SAF Process, however the
publication of the NHS
Emergency Preparedness,
Resilience and Response
(EPRR) will require additional
assurance.
Some elements covered by
SAF Process. Readiness for
KEOGH regime.
Some elements covered by
SAF Process, however given
the financial pressures felt
throughout the NHS, and the
newly formed internal PMO
there may be merit in
providing independent
assurance on the governance
of the PMO.
Removed from the 2014/15
Internal Audit plan.

Resultant on the 2014/15
follow up review.
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#

10

Risk Title

Workforce Planning

Audit type

Value protect

Indicative Audit
Cost*

£4,500

Risks identified

HLRR ref 12 12 68
and 12 12 69

Key Lead

Director of HR &
Organisational
Development

Some elements covered by
SAF Process however there
are multiple staffing concerns
highlighted on the HLRR,
therefore further assurance
may be of benefit to the Trust.
Some elements covered by
SAF Process however there
are multiple staffing concerns
highlighted on the HLRR,
therefore further assurance
may be of benefit to the Trust.

11

Recruitment

Value protect

£4,250

HLRR ref 12 12 68
and 12 12 69

Director of HR &
Organisational
Development

12

Charitable Funds

Value protect

£4,250

As per discussion
with Trust
management.

Director of Finance

13

Wheelchair Services

Value
enhance

4,250

High risk 13/14.
Follow up in 14/15

14

Estates

Value protect

4,250

15

Appraisals

Value protect

4,250

16

Sickness Absence

Value protect

4,250

17

Patient Engagement

Value
enhance

4,250

Director of Operations

18

Healthcare Governance

Value protect

4,250

Director of Operations

Total

Additional Comment

Director of Operations

External audit may provide
some coverage.
Results of 14/15 review not yet
known, may require including
in 15/16 plan depending on
results.
Was deferred from 14/15 plan.

Director of HR &
Organisational
Development
Director of HR &
Organisational
Development

£74,566

* may vary depending on scope
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Some elements will be covered
by the SAF.
Some elements will be covered
by the SAF.
Some elements will be covered
by the SAF.

DRAFT

Key performance indicators
Appendix 6 sets out the proposed Key Performance Indicators for internal audit. Performance against these indicators will be reported quarterly to the Audit
Committee.
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Appendix 1: Detailed methodology
Step 1 -Understand corporate objectives and risks
In developing our understanding of your corporate objectives and risks, we have:










Considered the requirements of the Public Sector internal Audit Standards (effective 1 April 2013);
Drawn on our detailed knowledge of the Trust from working in partnership with the Trust over the last
two years, including our regular liaison meetings with the Deputy Director of Finance;
Considered the results of internal audit work undertaken at the Trust during 2014/15;
Obtained and analysed the latest Board Assurance Framework (September 2014) and High Level Risk
Register;
Considered our ongoing sector experience with our other health clients;
Considered of the results of prior Local Counter Fraud Service (LCFS) work over the last 12 months;
Defined the audit universe and mapping objectives and risks to the auditable units. The objectives and
risks identified are set out in Appendix 3 with a cross-reference from each risk to the audit work
proposed;
Undertaken our risk assessment of each auditable unit; the results are shown in Section 3; and
The first draft of this report will be shared with members of the executive team and audit committee at
the December audit committee, as per requested by the Deputy Director of Finance.

The draft plan will also be shared with key stakeholders such as external audit and LCFS.

Step 2 -Define the Audit Universe
In order that the internal audit plan reflects your management and operating structure we have identified the
audit universe for the Trust made up of a number of auditable units. Auditable units include functions,
processes, systems, products or locations. Any processes or systems which cover multiple locations are
separated into their own distinct cross cutting auditable unit.

Step 3 -Assess the inherent risk
The internal audit plan should focus on the most risky areas of the business. As a result each auditable unit is
allocated an inherent risk rating i.e. how risky the auditable unit is to the overall organisation and how likely the
risks are to arise. The criteria used to rate impact and likelihood are recorded in Appendix 2.
The inherent risk assessment is determined by:




Mapping the corporate risks to the auditable units;
Our knowledge of your business and its sector; and
Discussions with management.
Impact Rating

Likelihood Rating
6

5

4

3

2

1

6

6

6

5

5

4

4

5

6

5

5

4

4

3

4

5

5

4

4

3

3

3

5

4

4

3

3

2

2

4

4

3

3

2

2

1

4

3

3

2

2

1
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Step 4 -Assess the strength of the control environment
In order to effectively allocate internal audit resources we also need to understand the strength of the control
environment within each auditable unit. This is assessed based on:




Our knowledge of your internal control environment;
Information obtained from other assurance providers; and
The outcomes of previous internal audits.

Step 5 -Calculate the audit requirement rating
The inherent risk and the control environment indicator are used to calculate the audit requirement rating. The
formula ensures that our audit work is focused on areas with high reliance on controls or a high residual risk.
Inherent Risk
Rating

Control design indicator
1

2

3

4

5

6

6

6

5

5

4

4

3

5

5

4

4

3

3

n/a

4

4

3

3

2

n/a

n/a

3

3

2

2

n/a

n/a

n/a

2

2

1

n/a

n/a

n/a

n/a

1

1

n/a

n/a

n/a

n/a

n/a

Step 6 -Determine the audit plan
Your risk appetite determines the frequency of internal audit work at each level of audit requirement. Auditable
units may be reviewed annually, every two years or every three years.
In some cases it may be possible to isolate the sub-process (es) within an auditable unit which are driving the
audit requirement. For example, an auditable unit has been given an audit requirement rating of 5 because of
inherent risks with one particular sub-process, but the rest of the sub-processes are lower risk. In these cases it
may be appropriate for the less risky sub-processes to have a lower audit requirement rating be subject to
reduced frequency of audit work. These sub-processes driving the audit requirement areas are highlighted in
the plan as key sub-process audits.

Step 7 -Other considerations
In addition to the audit work defined through the risk assessment process described above, we may be
requested to undertake a number of other internal audit reviews such as regulatory driven audits, value
enhancement or consulting reviews. These have been identified separately in the annual plan.
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Appendix 2: Risk assessment
criteria
Determination of Inherent Risk
We determine inherent risk as a function of the estimated impact and likelihood for each auditable unit
within the audit universe as set out in the tables below.
Impact
rating

Assessment rationale

6

Critical impact on operational performance; or
Critical monetary or financial statement impact; or
Critical breach in laws and regulations that could result in material fines or consequences; or
Critical impact on the reputation or brand of the organisation which could threaten its future
viability.

5

Significant impact on operational performance; or
Significant monetary or financial statement impact; or
Significant breach in laws and regulations resulting in large fines and consequences; or
Significant impact on the reputation or brand of the organisation.

4

Major impact on operational performance; or
Major monetary or financial statement impact; or
Major breach in laws and regulations resulting in significant fines and consequences; or
Major impact on the reputation or brand of the organisation.

3

Moderate impact on the organisation’s operational performance; or
Moderate monetary or financial statement impact; or
Moderate breach in laws and regulations with moderate consequences; or
Moderate impact on the reputation of the organisation.

2

Minor impact on the organisation’s operational performance; or
Minor monetary or financial statement impact; or
Minor breach in laws and regulations with limited consequences; or
Minor impact on the reputation of the organisation.

1

Insignificant impact on the organisation’s operational performance; or
Insignificant monetary or financial statement impact; or
Insignificant breach in laws and regulations with little consequence; or
Insignificant impact on the reputation of the organisation.
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Likelihood
rating

Assessment rationale

6

Has occurred or probable in the near future

5

Possible in the next 12 months

4

Possible in the next 1-2 years

3

Possible in the medium term (2-5 years)

2

Possible in the long term (5-10 years)

1

Unlikely in the foreseeable future
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Appendix 3: Corporate Objectives
and risks
Corporate objectives and risks
Corporate level objectives and risks have been determined by the Hertfordshire Community NHS Trust and
documented in the Trust’s Board Assurance Framework. These are recorded in the table below and have been
considered when preparing the internal audit plan. The initial risk assessment was undertaken with January
2014 Board Assurance Framework.
The Trust has identified the following strategic objectives:

1. We will support the people we serve to manage their own health and wellbeing
2. We will improve clinical outcomes and enhance patient safety
3. We will support the substantial expansion of community services through the delivery of
excellent core services for adults and children and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to improve services
5. We will develop the organisational capacity to deliver our vision and objectives
Key:
Proposed as not to be covered by
the 15/16 Audit Plan.

Risk

Proposed to be covered as part of the
15/16 Audit Plan.

Included in review for 2015/16
but scope of the review may not
cover all specific risk areas.

Description

Trust
assessment
of risk
level

Reference to
draft audit
plan

Operating in a highly
competitive market
environment 11/13 (1)

Operating in a highly competitive market environment
where reputation, quality and misalignment of
strategic intentions may lead to loss of existing HCT
business or failure to secure new business resulting in
the Trust becoming unsustainable and unable to
deliver High Value Healthcare.

10

Business
Development
Service
Assurance
Framework

The safety,
experience and
clinical outcomes of
care for patients
may fall below the
Trust’s expected
standards
11/13 (2)

The safety, experience and clinical outcomes of care
for patients may fall below the Trust’s expected
standards to the extent which results in harm to
patients, poor public reputation, punitive regulatory
action and failure to deliver High Value Healthcare.

12

Service
Assurance
Framework
Healthcare
Governance

Risks per BAF

Care Quality
Commission
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Risk

Description

Trust
assessment
of risk
level

Reference to
draft audit
plan

Failure to
understand and
manage the Trust's
resources 11/13 (3)

Failure to understand and manage the Trust's
resources (finance, workforce and estate) may result in
ineffective and inefficient use of resources resulting in
the Trust becoming unsustainable and unable to
deliver High Value Healthcare.

9

Service
Assurance
Framework
Contract
Management
Service
Assurance
Framework
Human
Resources –
Severance
Pay
Human
Resources –
mandatory
training
Estates
Contract
Management

External factors*
beyond HCT's
control 11/13 (4)

External factors* beyond HCT's control may impact
detrimentally on the Trust, resulting in the Trust
becoming unsustainable and unable to deliver High
Value Healthcare
* Sociological, Technological, Economic,
Environmental, Political, Legal, Ethical, Demographic
(“STEEPLED”)

9

Service
Assurance
Framework
Business
Continuity

The organisational
development
programme of the
Trust does not
develop the capacity
and capability
required to deliver
the Trust's strategy
11/13 (5)

The organisational development programme of the
Trust does not develop the capacity and capability
required to deliver the Trust's strategy and may lead to
failure in delivering essential elements of the Strategic
Implementation Plan to required timescales, resulting
in adverse impact on staff engagement, development
of services and the reputation of the Trust, which in
turn impacts on HCT's ability to deliver High Value
Healthcare.

8

FT
Application
Support
Human
Resources –
mandatory
training
Workforce
Planning
Recruitment

16

Service
Assurance
Framework
Workforce
Planning
Recruitment

Risks on High Level Risk Register (HLRR)
Insufficient
commissioned
staffing to meet high
level of demand in
Children’s Services
(12 12 68)

Cause: Insufficient commissioned staffing to meet
high level of demand
Effect: may lead to increased waiting times and
delayed provision of interventions for children
Adverse consequence: resulting in potential poorer
outcomes for children and families, negative
perception of Challenging Behaviour Psychology
Service, poor staff morale and potential loss of
contract.
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Risk

Insufficient medical
staffing capacity to
meet demand in
West Essex
(12 12 69)

Description

Cause: Insufficient medical staffing capacity to meet
demand in West Essex

Trust
assessment
of risk
level

Reference to
draft audit
plan

16

Service
Assurance
Framework
Workforce
Planning
Recruitment

15

Contract
Management

16

Service
Assurance
Framework
Mandatory
Training
Workforce
Planning
Recruitment

Effect: may lead to a shortfall in new and follow up
appointments, staff unable to stay up to date with
mandatory training and clinical governance activity
despite working additional unpaid hours
Adverse consequence: resulting in potential for
clinical error, reducing staff morale and breach of 18
weeks.

No documentation
in place in
connection with
medical support to
bed bases

Cause: There is no documentation in place in
connection with medical support to bed bases contract.
Effect: No means to monitor performance or
outcome.
Adverse consequence: Risk of poor or no cover,
poor performance cannot be addressed and that the
budget cannot be managed as no details in place in
connection with services.

Unable to release
full
Professional/Clinical
Leadership within
School Nursing due
to vacancies to
facilitate planned
clinical leadership
improvement.

Cause: Unable to release full Professional/Clinical
Leadership within School Nursing due to vacancies to
facilitate planned clinical leadership improvement.
Inequitable investment in School Nursing across
Hertfordshire,
Inequitable service delivery across Hertfordshire due
to historical commissioning differences
No training places for SCPHN for the past 3 years.
HV implementation programme has attracted staff
from School Nursing and both bands 5 & 6 as a career
development opportunity.
Private schools offering Band 6 posts to Band 5 nurses
in West Hertfordshire.
Some staff demonstrating an inability to take
responsibility for planning and executing safe service
delivery.
Effect: Low morale amongst service leading to staff
losses particularly to Bedfordshire offering Band 7's
team leader and CPT roles.
Staff working excessive hours, Higher workloads for
remaining staff & higher levels Safeguarding per staff
member
Lack of school nurse presence and visibility within
schools.
Increased use of management and leadership time
investigating poor standards of care delivery and
rectifying mistakes
Adverse consequence: Failure to deliver the quality
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Risk

Description

Trust
assessment
of risk
level

Reference to
draft audit
plan

20

Data Quality

15

Service
Assurance
Framework
Bank, Locum
and Agency
Staff

16

Service
Assurance
Framework
Bank, Locum
and Agency
Staff
Workforce
Planning
Recruitment

of service which schools and clients expect which
damages reputation.
Adverse incidents, unsafe practice, complaints, lack of
trust in service.
Potential for decommissioning of service / direct
commissioning.
Unable to achieve LAC review health assessments to
timescales.
Insufficient capacity with the team to respond in a
timely manner, preparing reports for Child Protection
Conferences, risking parents not seeing reports in time
as per policy. Insufficient capacity within the team to
remain Quorate at meetings where staff attend who are
not familiar with the child.
Mobile working
devices for 400 staff
not working with
Everything
Everywhere

Cause: Mobile working devices for 400 staff not
working with Everything Everywhere
Effect: Failure to connect to SystmOne,
Adverse consequence: Resulting in clinicians not
having prompt access to electronic patients clinical
record. Staff are also required to return to office/base
to collect/enter data. Unable to roll out mobile
working to additional 800 staff and therefore not
achieve resultant savings

Inability of NHS
Professional to meet
the Trust's
temporary staffing
requirements

Cause: Inability of NHS Professional to meet the
Trust's temporary staffing requirements
Effect: may lead to insufficient skill mix and number
of nursing and therapy staff
Adverse consequence: resulting in delays to the
provision of services and the need to close beds,
impacting adversely on patient experience, staff
working hours and Trust reputation

Loss of 4 senior staff
in rapid succession
during October 2013
to Enfield.

Cause: Loss of 4 senior staff in rapid succession
during October 2013 to Enfield.
Increase in CP cases to 0-5 years over the past year,
currently 48 as of 30.10.13.
Increase in short notification of CP conferences
running late into the evening due to clearing of
backlogs by HCC.
Mentoring 3 newly qualified HV's.
Significant extra training requirements for health
visitors as part of the HV Implementation Plan.
Effect: Increased HV caseloads size due to reduced
staffing.
Increased Child Protection cases for remaining staff;
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Risk

Description

Trust
assessment
of risk
level

Reference to
draft audit
plan

16

Information
Governance
Service
Assurance
Framework

15

Medical
Devices
Follow up

higher caseload complexity which is more stressful for
long periods of time.
Post skill mix consultation reduced Band 4 to support
core work leading to a reduction in Universal core
work e.g. clinics and breastfeeding.
Loss of experienced staff members to Enfield 4 in last
6 months.
HV's covering case conferences for other staff
members when unavailable or to cover vacant
caseloads with limited continuity for the family (or
staff).
Staff working over hours to cover core work with high
numbers of vulnerable and children on a protection
plan for each staff member.
Whilst all case-conferences known are planned to be
covered in advance, with a reduced headcount, there is
no flexibility for sickness or leave.
Morale/stress issues.
Limited partnership working whilst staff shortages.
Adverse consequence: Risk of further staff losses
& increased sickness - 2 WTE off sick January 2014.
Risk due to high levels of workload that staff unable to
identify all of the risks within the caseloads.
Significant impact on delivery of service (e.g. maternal
mental health) as focussed on New Births,
Development Reviews and Child Protection.
Reduced ability to be responsive in a timely way to
client needs and priorities.
Poor quality of case conference cover and family
continuity and therefore communication may be less
effective with clients and colleagues.
Errors made when
producing and/or
distributing patient
reports (09 13 65)

Cause: Errors made when producing and/or
distributing patient reports.
Effect: may lead to misdirection or loss of patient
identifiable information.
Adverse consequence: resulting in noncompliance with Information Governance best
practice, loss of reputation potential for claims and
financial penalties.

No assurance that
the AIMS database is
accurately populated
with the service
history,
maintenance and
safety of medical
devices.

Cause: No assurance that the AIMS database is
accurately populated with the service history,
maintenance and safety of medical devices
Effect: may lead to staff using medical devices which
are faulty and could fail during treatment
Adverse consequence: resulting in serious injury
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Risk

Description

Trust
assessment
of risk
level

Reference to
draft audit
plan

15

Contract
Management

to patients and staff, inaccurate clinical assessment
and misdiagnosis.
Cleaning SLA with
WHHT is based on
2003 standards

Cause: Cleaning SLA with WHHT is based on 2003
standards
Effect: Poor compliance with recent cleaning audits
Adverse consequence: contributed to a C Diff
outbreak on Langton Ward
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Appendix 4: Internal Audit
Charter
1.

Introduction and Context

1.1

Background

An ‘Internal Audit Charter’ is a formal document that defines the Internal Audit activity’s purpose, authority,
and responsibility. It establishes the Internal Audit activity’s position within the organisation, including the
nature of the Chief Audit Executive’s functional reporting relationship with the Chief Executive (as Accounting
Officer), Trust Executive Board (which in the context of Hertfordshire Community Trust equates to “the
Board”); authorises access to records, personnel and physical properties relevant to the performance of
engagements; and defines the scope of Internal Audit activities.
Public Sector Internal Audit Standards (PSIASs) issued by HM Treasury and effective from April 2013 states
that the purpose, authority and responsibility of Internal Audit activity must be formally defined in an Internal
Audit Charter. Specifically:
Standard 1000.A1: The nature of assurance services provided to the organisation must be defined in the
internal audit charter.
Standard 1000.C1: The nature of consulting services must be defined in the internal audit charter.
This Charter is presented to Audit Committee (in line with delegated powers) and will subsequently be
approved by the Trust’s Executive Board.

1.2

Role of Internal Audit

‘Internal auditing is an independent, objective assurance and consulting activity designed to add value and
improve an organisation’s operations. It helps an organisation accomplish its objectives by bringing a
systematic, disciplined approach to evaluate and improve the effectiveness of risk management, control and
governance processes’. (PSIAS: Section 3).
Internal Audit’s primary role has always been to provide assurance on the organisation’s risk management,
control and corporate governance processes and to establish whether they are adequate and operating
effectively.
It is a key part of the Trust’s internal control systems because it measures and evaluates the adequacy and
effectiveness of other controls in order that:


the Chief Executive and the Executive Board can know the extent to which they may rely on the whole
control system; and



Individual Managers can know the reliability or otherwise of the systems and controls for which they are
responsible.

Other roles of the Internal Audit function derive from the needs of the organisation. There is no single model
for Internal Audit; the role of an Internal Audit function should be designed to meet stakeholders’ needs and
expectations and the risk management priorities of the organisation.
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The overall function and role of Internal Audit within an organisation is determined by the amount of assurance
that management and the Audit Committee needs to evaluate and assess the effectiveness of the management of
the risks it has identified.

1.3

Appointment of Internal Audit providers

PwC were appointed as Internal Audit providers to the Trust for a three year period, commencing 1st April 2013.

1.4

Objectives / Responsibilities of Internal Audit

The Internal Audit function will provide the Chief Executive (as Accounting Officer) with an objective
evaluation of, and opinion on, the overall adequacy and effectiveness of the Trust’s framework of governance,
risk management and control in an economical, efficient and timely manner. Internal control objectives
considered by Internal Audit include:


Consistency of operations or programs with established objectives and goals and effective performance.



Effectiveness and efficiency of operations and employment of resources.



Compliance with significant policies, plans, procedures, laws, and regulations.



Reliability and integrity of management and financial information processes, including the means to
identify, measure, classify, and report such information.



Safeguarding of assets.

The opinions of the Chief Audit Executive (formerly known as the Head of Internal Audit) are a key element of
the framework of assurance that the Accounting Officer needs to inform the completion of the annual
Integrated Governance Statement.
It remains the duty of management, not the Internal Auditor, to operate an adequate and effective system of
internal controls. It is for management to determine whether to accept and implement recommendations made
by the Internal Auditor or, alternatively, for recognising and accepting the risks resulting from not taking
action.
Internal Audit may perform consulting and advisory services related to governance, risk management and
control as appropriate for the organisation. It may also evaluate specific operations at the request of the Board
or management, as appropriate. Based on its activity, Internal Audit is responsible for reporting significant risk
exposures and control issues identified to the Board and to Senior Management, including fraud risks,
governance issues, and other matters needed or requested by the Executive Board.

1.5

Internal Audit Role relating to Fraud

It is not a primary role of Internal Audit to detect fraud and corruption. Internal Audit’s role is to provide an
independent opinion based on an objective assessment of the framework of governance, risk management and
control. However Internal Audit can assist the Trust in a number of ways including but not limited to helping
raise fraud awareness, support on specific investigations, reviewing new programme and policies (or changes
contained therein) seeking evidence that the risk of fraud has been considered.

1.6

Professionalism

The Internal Audit Service will be delivered in compliance with PSIAS and PwC Internal Audit methodology.
The Internal Audit Service will also keep abreast of good practice pertaining to internal control, risk and
governance as it develops such as guidance issued by HM Treasury / the National Audit Office (NAO) and other
recognised bodies.

1.7

Rights of Access

Internal Audit shall have the right of access at all times to the records, personnel and physical properties of the
Trust and to such information and explanations as we think necessary for the performance of our duties. To

PwC  31

perform our Internal Audit role properly, we expect to receive from management and members of the Trust
staff all information which we may reasonably request in connection with our duties.
We will have direct right of access to the Chairperson of the Audit Committee and the Accounting Officer.

2.

Internal Audit Resourcing

2.1

Key Members of the Team

Lynn Yallop is the Chief Audit Executive (Head of Internal Audit). Lynn is a Fellow of the Institute of Chartered
Accountants, an Affiliate Member of the Institute of Internal Auditors, and holds the Government Internal
Audit Certificate.
Paul Foreman is the designated Senior Manager and is a Fellow of the Institute of Chartered Accountants with
over 20 years of post qualification experience.
Claire Peacock is the designated Audit Manager and is an Associate of the Institute of Chartered Accountants,
with overall responsibility for the overall control over the audit contract, ensuring delivery to timetable and
overall review of the audit outputs.
Together Lynn Yallop, Paul Foreman and Claire Peacock will co-ordinate a team of staff to provide Internal
Audit services to the Trust, including specialist computer audit and compliance services (where required). All
staff within the Internal Audit team have the requisite skills and training to perform their work in compliance
with PSIASs.
Lynn Yallop, Paul Foreman and /or Claire Peacock will be available to the Executive Board, Audit Committee,
and management for consultation, as and when required.
Other Core Team Members
We will draw upon a team of highly skilled individuals within PwC who have the relevant experience to
undertake specific reviews. Our staff is required to undergo extensive training on an ongoing basis covering
developments within the Internal Audit field, quality assurance and risk management.

2.2

Security Clearance

All members of the Internal Audit team will have the requisite security clearance required in relation to the
specific review / engagement being undertaken.

2.3

Independence and objectivity of Internal Audit

Internal Audit will provide an independent and objective opinion to the Trust Audit Committee in relation to
the adequacy of the systems of control in place within Trust, and their operation throughout the period under
review.
All staff involved in the provision of Internal Audit Services to the Trust have undertaken annual independence
training, and have completed an independence declaration in relation to the Trust.

3.

Scope and Approach

3.1

Scope

The scope and objectives of Internal Audit will vary from year to year dependent upon the responsibilities
assigned to it by the Audit Committee. Normally, however, Internal Audit will operate in one or more of the
following broad areas:


review of information systems and related internal controls;



examination of financial and operating information for management;
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review of the economy, efficiency and effectiveness of operations and of the functioning of non-financial
indicators and controls in this regard;



review of the implementation of corporate policies, plans and procedures; and



special investigations.

We may perform special investigations either as part of our agreed plan or as the circumstances dictate. Such
investigations may include pre implementation, post project reviews, fraud investigations. We will only
conduct such reviews provided they do not compromise our objectivity, independence, or achievement of the
approved audit plan.
It is not within the remit of the Internal Audit Service to question the appropriateness of policy decisions.
However, Internal Audit is required to examine the arrangements by which such decisions are made, monitored
and reviewed.
Our Internal Audit Service will be planned on an annual basis, approved by the Audit & Risk Committee and
Service Executive Team. Our Internal Audit Plans take the following hierarchical form:


Audit Needs Assessment
An identification of the resources needed for the work required to be carried out, assigning relative risk and
priority to each element identified.



Strategic Plan
A plan of the review cycle covering a period of three years. This plan will be reviewed at least annually,
setting out the areas to be covered with their review frequencies. This plan is included in the Audit Needs
Assessment Document.



Annual Audit Plan
This plan will identify the audits to be carried out in the coming year, defining the scope of individual audits
and allocated resources. This plan will be for the Trust’s financial year.



Individual Audit Reviews: Terms of Reference
A Terms of Reference document will be prepared in advance for each individual audit review. This
document will outline review objectives, resources, locations, timetables, methods, procedures,
supervisions, and reporting arrangements.

The extent and emphasis of our work will vary from year to year during the term of our appointment, but will
focus on the Trust’s risk assurance framework. Accordingly, we will not necessarily visit the same or every
location each year and we will:


Rotate our emphasis;



Modify our scope; and



Propose matters of special audit emphasis as the circumstances dictate.

3.2

Internal Audit Approach

We adopt a risk based approach when considering the internal control system of the Trust which comprises the
whole network of systems and controls (financial and non-financial), established to manage Trust and ensure
that its objectives are met. A risk based approach will have regard for economy, efficiency, and effectiveness.
This may include:
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Walk-through testing; and/or



Compliance testing.

In circumstances where this is not the most appropriate approach, we may elect for a substantive approach
involving detailed tests of transactions. This may include:


Verification testing; and/or



Transaction testing.

3.3

Working Papers

Working papers prepared by PwC, will remain with PwC, although access can be granted to management on
request.

3.4

Reporting

Appendix 5 outlines specific reporting in relation to reporting both in terms of assignment reporting and
reporting more broadly within Trust.

3.5

Relationship with External Auditors

We will endeavour to ensure that internal and external audit activities are coordinated to help ensure the
adequacy of overall audit coverage and to minimise duplication of effort. We will liaise with the Trust’s external
auditors particularly at key points in the contract for example, as part of the Audit Strategy and annual
Operational Planning process. The Trust’s external auditors will also have full and free access to all Internal
Audit plans, working papers and reports.

4.

Other matters

4.1

Quality Assurance

Appendix 6 contains the Quality Assurance & Improvement Plan (hereafter referred to as the QAIP) for the
initial contract period. The QAIP is fully compliant with PSIAS requirements.

4.2

Conflict of Interest

Currently PwC, as your internal audit providers, also provide the following services to the Trust:


Local Counter Fraud Services;



We also provide recurring consultancy servicers for tax advice, effective 18 February 2014.

We do not believe that any of the above services give rise to any conflicts of interests which impact on the ability
of the delivery of Internal Audit Services.
We would seek approval from the Chief Executive and Chair of Audit Committee regarding provision of any non
audit services.
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Appendix 5: Reporting
1. Approach to Individual Review
Table 1 below outlines the key phases involved in undertaking a typical Value protection / Value Enhancement
engagement.
Table 1 Approach to Typical Engagement
Phase

Communication

Deliverable

Timing

Recipients

Planning

Scoping meeting

Terms of
reference

20 working days
before fieldwork

Sponsor

Execution /
fieldwork

Interim updates

As required

Verbal debrief

On last date of
fieldwork

Completion

Formal clearance
meeting

Draft report

Management
responses

Final Report

Within 15
working days of
fieldwork
Within 15
working days of
draft report
issued
Within 10
working days of
management
response
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Key contact

Sponsor
Key contact

2. Recommendations and Assurance Ratings
Individual finding ratings
The priority ratings for individual findings / action plans have been set as follows:
Finding
rating

Assessment rationale
A finding that could have a:

Critical



Critical impact on operational performance; or



Critical monetary or financial statement impact; or



Critical breach in laws and regulations that could result in material fines or consequences; or



Critical impact on the reputation or brand of the organisation which could threaten its future
viability (quantify if possible).

A finding that could have a:

High



Significant impact on operational performance; or



Significant monetary or financial statement impact; or



Significant breach in laws and regulations resulting in significant fines and consequences; or



Significant impact on the reputation or brand of the organisation.

A finding that could have a:

Medium



Moderate impact on operational performance; or



Moderate monetary or financial statement impact; or



Moderate breach in laws and regulations resulting in fines and consequences; or



Moderate impact on the reputation or brand of the organisation.

A finding that could have a:

Low

Advisory



Minor impact on the organisation’s operational performance; or



Minor monetary or financial statement impact; or



Minor breach in laws and regulations with limited consequences; or



Minor impact on the reputation of the organisation.

A finding that does not have a risk impact but has been raised to highlight areas of inefficiencies or good
practice.

Report classifications
The report classification is determined by allocating points to each of the findings / action plans included in the
report as follows:

Findings rating

Points

Critical

40 points per finding

High

10 points per finding

Medium

3 points per finding

Low

1 point per finding
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3.

Follow Up Reviews

Management tracks its implementation of internal audit recommendations and reports on this to the Audit
Committee. Subsequently, internal audit undertakes its own follow-up work targeted at higher priority
recommendations, to confirm whether the actions implemented by management are operating effectively to
mitigate the risk originally identified.

4. Other Reporting
Report

Frequency

Approval

Audit Charter

March 2015

Executive Board (via delegated powers
of Audit Committee)

Annual Audit Plan

March 2015

Executive Board (via delegated powers
of Audit Committee)

In year Progress
Reporting

Quarterly (in line with Audit Committee
meeting schedule)

Audit Committee

Annual Report

Draft report presented at March 2015 Audit
Committee meeting

Executive Board (via delegated powers
of Audit Committee)

(see note below)

Final Report presented at May 2016 meeting

In advance of your Annual Report, we will report our overall annual assurance to the Audit Committee and seek
to discuss these with members formally.
We will engage early with the Deputy Director of Finance, Director of Finance and the Chief Executive to
identify any potentially significant issues in the context of our Annual opinion and the Trust’s Governance
Statement and to reflect on previous Governance Statement issues.
A draft of the opinion will be shared no later than end of March to enable further discussions.
The Annual Report will provide you with an overall assurance rating, as well as an overview of individual audits
undertaken throughout the year.
We will provide:


Our assessment of the adequacy and effectiveness of the internal control system (including risk
management and governance arrangements) and the extent to which the Executive Board and Accounting
Officer may rely on it. In providing this assurance, the scope of the work performed, any limitations and
factors affecting the quality of the assurance given will be clearly indicated;



Any significant issues that have arisen (with a provision for the Trust’s response in terms of actions to be
taken);



An update on issues carried forward from the previous year;



Details of the achieved coverage against the audit plan, and any variation from previously approved plans;



An overall summary of implementation of action plans; and



Implications for the following year’s Operation Audit Plan.

We will also:


confirm our independence;



report on the results of the Quality Assurance Improvement Programme; and



confirm compliance with PSIASs.
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Appendix 6: Quality Assurance
and Improvement Programme
Our quality assurance and improvement programme aligns with PSIAS 1300 and the International Professional
Practices Framework (IPPF) Practice Guide: Quality Assurance and Improvement Programme (March 2012)
and seeks to assess the efficiency and effectiveness of the PwC Internal Audit Service and identifies
opportunities for improvement.

Continual Monitoring and Assessment
1. Individual Engagement Feedback
Client Satisfaction surveys shall be issued by the Audit Sponsor for each completed review. Nominated officers
will be asked to provide a rating from 1 (unacceptable) to 4 (excellent) across the following categories:


The timing and notice provided for the audit was sufficient;



Clear and relevant objectives were set for the audit. The views of management and staff were taken
into consideration when developing the Terms of Reference for the audit;



An appropriate scope was defined for the audit;



An appropriate level of management input to the planning and scoping was sought and reflected in the
planning documents;



The audit was completed with minimal disruption to the work area;



The auditors demonstrated competency in conducting the audit;



The auditors demonstrated knowledge of the business processes;



The auditors established a positive rapport with staff and management;



The auditors clearly communicated issues identified in a timely manner;



The auditors openly and constructively consulted in developing solutions to areas for improvement;



The close meeting interview and draft report process were efficient and well suited to preparing an
agreed final report;



The final report was factually correct;



The final report contained appropriate evidence to support its statements and conclusions



The final report contained meaningful and realistic recommendations; and



The overall presentation of the final report is in an appropriate style.
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Additionally, at the conclusion of the financial and audit year, we will ask the Trust to complete a more formal
and comprehensive annual Client Satisfaction Survey.
This will be submitted in confidence and evaluated centrally within the firm. This process allows our clients to
raise matters in confidence concerning any aspects of service or staffing. The results of these surveys are used to
formulate objectives for partners' and managers' personal plans and are an integral part of our performance
incentive programmes. These results are also reported to Audit Committee.

2. Quarterly Contract Management Meetings
We will facilitate quarterly contract management meetings with the Chief Audit Executive and Internal Audit
Manager. These meetings will include our performance as a regular agenda item. In advance of these meetings
the Audit Manager will provide a detailed Progress Report Update indicating progress of individual projects and
the audit plan as a whole.

3. Annual Key Performance Indicators (KPIs)
In line with the Trust request, the following KPI’s have been established:
 Audit fee targets not to be exceeded by more than 10%, unless specific prior approval of the Director of
Finance.


Formulation of draft terms of reference at least 20 working days prior to commencement of the audit
review, other than for special investigations or additional reviews required by management at short
notice.



Liaison with the audit sponsor prior to the commencement of the audit to confirm the scope of the
terms of reference.



Meeting to be held at end of fieldwork to discuss issues arising, unless Trust key contact for the audit is
unavailable.



Issuance of draft report within 15 working days of completing fieldwork.



Management confirmation of agreed action plans detailed within the draft reports to be provided within
15 working days of receipt of draft report.



Issuance of final report and customer satisfaction survey within 10 working days of receipt of
management responses.

Results will be summarised and presented to Audit Committee on an annual basis.

4. External Assessments
In compliance with PSIAS 1312, we will be subject to an external assessment. If the Trust would like this process
to be facilitated during the 2015/16 financial year, we will work with the Trust to ensure staff and information is
readily available with the out workings reported through to Audit Committee.
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In the event that, pursuant to a request which Hertfordshire Community NHS Trust has received under the Freedom of
Information Act 2000 (as the same may be amended or re-enacted from time to time) or any subordinate legislation
made thereunder (collectively, the “Legislation”), it is required to disclose any information contained in this terms of
reference, it will notify PwC promptly and consult with PwC prior to disclosing such information. Hertfordshire
Community NHS Trust agrees to pay due regard to any representations which PwC may make in connection with such
disclosure and to apply any relevant exemptions which may exist under the Act to such information. If, following
consultation with PwC, Hertfordshire Community NHS Trust discloses any such information, it shall ensure that any
disclaimer which PwC has included or may subsequently wish to include in the information is reproduced in full in any
copies disclosed.
This document has been prepared only for Hertfordshire Community NHS Trust and solely for the purpose and on
the terms agreed with Hertfordshire Community NHS Trust in our agreement dated 23rd January 2013. We accept
no liability (including for negligence) to anyone else in connection with this document, and it may not be provided
to anyone else.
© 2015 PricewaterhouseCoopers LLP. All rights reserved. In this document, "PwC" refers to PricewaterhouseCoopers
LLP (a limited liability partnership in the United Kingdom), which is a member firm of PricewaterhouseCoopers
International Limited, each member firm of which is a separate legal entity.

