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INTRODUCTION
ABOUT THIS REPORT
This report provides a quarterly update on all areas of work relating to quality and safety within
Hertfordshire Community NHS Trust (HCT) and is split into the domains upon which quality
performance is based:
 Consistent and Improving Patient Safety
 An Outstanding Patient Experience
 Excellent Clinical Effectiveness
 Learning from Claims and Litigation
This report reflects HCT’s values and demonstrates how quality and safety support the delivery
of the Trust’s Strategic Objectives

We will support people to manage their own health and wellbeing
We will improve clinical outcomes and enhance patient safety
We will expand community services through the delivery of excellence
We will use resources efficiently to improve services
We will empower our workforce to deliver our vision and objectives
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EXECUTIVE SUMMARY
1.0

Executive Summary

This report provides an update on all areas of work relating to quality and safety. This is the
Quarter 1 (Q1) report for 2016/17.
1.1

Report Content

This report contains clinical quality information data from the latest quarter (Q1) 2016/17 in
comparison from Q4 data of 15/16 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 and Contract Review Meetings.
Note key quality strands such as Serious Incidents (SIs), complaints, PLACE 1, High Level Risk
and Infection Control are all reported separately to the Healthcare Governance Committee and
the Board respectively.
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.
1.2

Recommendations

The Healthcare Governance Committee members are asked to note:
• The Quarterly Quality Report;
• The progress achieved in Q1 including the on-going actions to address gaps in quality
assurance; and
• Provide any feedback on any potential areas of improvement.
1.3

Achievements
•
•
•
•

1

Healthy increase in reporting of incidents
Maintenance good standards infection prevention and control resulting in one C Difficile
for the quarter and zero outbreaks.
Positive engagement of staff with 90% reporting an improved understanding of the Safe
Adult From Abuse policy.
Podiatry Service Queensway awarded the Purple Star award providing good quality
accessible services for people with learning disabilities.

Patient-led assessments of the care environment
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1.4

Risks and Opportunities

• The Medical Director post became vacant in April 2016 and has been vacant during Q1. In the
absence of a Medical Director, the Associate Medical Director has continued to review bed
based deaths in the absence of a Mortality Review Group. However, the Director of Quality
and Governance/Chief Nurse has agreed to chair the Mortality Review Group on an interim
basis.
• No concerns were reported last year but the increase in reporting of concerns in Q1 following
focused communication to report all concerns affords the Trust the opportunity to analyse and
learn from the serious issues raised therein, and reinforce a positive reporting culture for all
staff. This work will continue during the year.
• Safeguarding concerns have been raised in regard to the decommissioning of FNP. The
safeguarding team are working closely with the FNP team to ensure the safe transition of
these vulnerable clients back into Health Visiting Teams ensuring that additional supervision is
offered and each client has their particular vulnerabilities assessed.
• The report will be redefined in year to reflect revised indicators and enable development of a
highlight dashboard.
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1.5

Quality Dashboard Q1

6

7

To note: Increase in raising awareness for reporting of pressure ulcer grade 2 may be impacting upon the increase in number reported above. The number of
pressure ulcers grade 3 (worsening ) is reducing thus indicating grade 2 pessure ulcers are being managed well to prevent deterioration.
Whilst the number of falls and falls with harm has increased, there has not been an increase in significant injury requiring acute hospital intervention. A large
proportion of falls result in no harm or minor harm such as bruising that is monitored and heals. Further analysis work will be completed when reporting in
Quarter 2.
There has been a continued drive to support recording of all medication incidents. Further work is underway to review all the level of harm related to
medication incidents and will be reported in the quarter2 report.
Nice standards are reduced in number – as those release not relevant ot HCT services.
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CQUINs / Quality Priorities 2016/17

1.6.1

CQUINs
Commissioning for Quality and Innovation (CQUIN) Programme 2016/17 - Adult Services

East and North
Clinical
Commissioning
Group

Herts Valleys
Clinical
Commissioning
Group

 Health and Wellbeing:
• Introduce health and wellbeing initiatives covering physical activity, mental health and improving access to
physiotherapy for people with MSK issues
• Healthy food for NHS staff, visitors and patients - reducing salt and sugar content where appropriate
• Improve uptake of ‘flu vaccinations for frontline clinical staff to above 75% of staff
 Integrated working with 10 identified care homes on hydration, UTIs and catheter care
 End of Life Care: Supporting Advanced Care Planning. This CQUIN is year 2 of a 2 year scheme, to embed greater
understanding of, and expertise in, care of persons at the end of life.
 Urgent and Emergency Care: Reducing avoidable emergency admissions to hospital
 Health and Wellbeing:
• Introduce health and wellbeing initiatives covering physical activity, mental health and improving access to
physiotherapy for people with MSK issues
• Healthy food for NHS staff, visitors and patients - reducing salt and sugar content where appropriate
• Improve uptake of ‘flu vaccinations for frontline clinical staff to above 75% of staff
 Adult Urinary Catheter Care:
• Ensure all patients have a catheter passport
• Reduce number of patients with inappropriate indwelling catheter
 Diabetes:
• Improved collaboration between WHHT and HCT
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•

Better self-management of patients with diabetes

 End of Life Care (EoLC):
• Joint care planning completed with patient and if applicable their carer
• Implementation of EPaCCS
• Implementation of EoLC coordination hub
 Stroke Care - Year 2:
• Joint rehabilitation pathway
• Collaborative approach to staff training and recruitment
 Frailty Pathway: Preventing inappropriate acute admissions in the frail, elderly population
Commissioning for Quality and Innovation (CQUIN) Programme 2016/17 - Children and Young People’s Services

NHS England
Local Area Team

West Essex
Clinical
Commissioning
Group

 Health and Wellbeing:
• Introduce health and wellbeing initiatives covering physical activity, mental health and improving access to
physiotherapy for people with MSK issues
• Healthy food for NHS staff, visitors and patients - reducing salt and sugar content where appropriate
• Improve uptake of ‘flu vaccinations for frontline clinical staff to above 75% of staff
 Health and Wellbeing:
• Introduce health and wellbeing initiatives covering physical activity, mental health and improving access to
physiotherapy for people with MSK issues
• Healthy food for NHS staff, visitors and patients - reducing salt and sugar content where appropriate
• Improve uptake of ‘flu vaccinations for frontline clinical staff to above 75% of staff
 Integrated Workforce Development (Physiotherapy)
 Autism Spectrum Disorder : Improving support patients and families
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1.6.2

Quality Priority Update

Priority 1:
To improve the experiences of families in their chosen method of infant feeding
Our aims
We educate staff to implement the standards according to their role and the service provided.
80 % of children and families using our services report they have been supported by health visitors
by:
1. Supporting pregnant women to recognise the importance of breastfeeding and early relationships
for the health and well-being of their baby.
2. Enabling mothers to continue breastfeeding for as long as they wish.
3. Supporting mothers to make informed decisions regarding the introduction of food or fluids other
than breast milk.
4. Supporting parents to have a close and loving relationship with their baby
Measures we will report to our Board

1

Percentage of families who feel supported in an
environment that is baby friendly

2

Percentage of families who feel supported to
continue with their chosen feeding method

3

Percentage of staff who know about how they would
support mothers to:
• breastfeed
• formula feed
• build close and loving relationships with their
baby
Percentage of health visitors who have completed
the 2 day ‘UNICEF breastfeeding and relationshipbuilding: a new approach’ training (cumulative)
NB All health visitors

4

Other measures we will use to track progress

5

6

7
8

Number of Trust sites promoting breast milk
substitutes
NB Staff encouraging or on display in the site
Percentage of health visitors who complete the
practical skills review within 3 months of training
(cumulative)
Progress against milestones in Baby Friendly
Delivery Plan
Feedback about advice and support with feeding
NB Include qualitative summary in progress report

End of
year
position
(2015/16)
100%
(March
2016)
82%

Q1

End of year
target
(2016/17)

100%

80%

87%

80%

89%
95%
88%

94%
99%
82%

80%
80%
80%

100%

99%

End of
year
position
(2015/16)
Zero

Q1

90%
(cumulative)
(80% required
for
accreditation)
End of year
target
(2016/17)

Zero

(Audit Jan
2016)

(Audit June
2016)

69%

93%

90%
(cumulative)

On track

On track

On track

Positive

Positive

Rag
Rating

(Sept 2015)
(Jan 2016)

Rag
Rating

Zero
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Priority 2
To develop a culture where staff value feedback and implement changes as required to
improve the experience of service users.
Our aims
• Increase the number of FFT patient responses across all services.
• Increase staff awareness of service user feedback.
• Develop a culture where service user feedback is valued and utilised by staff.
• Identify areas for improvement following service user feedback and evidence actions taken.
Measures we will report to our Board

1

2
2a
2b

2.1

Percentage increase of FFT responses per
service per number of unique patient contacts.
Reported as HCT average

Percentage of services audited who demonstrate
sharing of service user feedback with staff*
• Quarterly audit of staff in 10 service areas
• Pulse survey response demonstrating staff
awareness

Q1

4.96%

End of
Year
Target
(2016/17)
10%

59%

90%

Questions to be
added to Pulse
staff survey in
Q2
1634

Confidence and trust in staff and feel safe
Staff introduced themselves by name

New info
New info

90%
90%

• Treated with care and kindness
• Involved in decisions about care
% of services demonstrating improvements in
response to user feedback where required*
• Quarterly compliance return from all
services
*Number of audit forms returned
Other measures we will use to track progress

New info
New info
New info

Available in Q2
Available in Q2
Available in Q2
Available in Q2
100%
21%
(target 40%)
17
Q1

95%

Number of positive responses from comment
cards this includes easy read formats

Revise FFT cards Q1
Develop a web page on Trust website to share
patient experience

New target

End of
year
position
(2014/15)
On track
On track

Rag
Rating

(target 6.5%)

0 baseline

•
•

3.0

End of
year
position
(2015/16)
15/16 24,465 FFT
returns in
HCT =
6.6% return
rate
New
information

Completed in
Q1
Completed in
Q1

90%
90%

End of
Year
Target
(2016/17)
Completed

Rag
Rating

Completed

Assurance
It became evident that many staff were not able to log in to Meridian to complete their audit form. This is being
addressed.
Services are now receiving a monthly report directly from Meridian.
All GMs/Service leads are being sent breakdowns of which services score less than or more than 10%.
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Priority 3
To improve early identification of all vulnerable and at risk children who are Not Brought In
for planned appointments with HCT children’s services.
Our aims
• Ensure 100% of children Not Brought In (NBI) for planned appointments are followed up and
appropriate actions are taken in line with policy
• Implement regular review of data recording of children NBI across all children’s services to
ensure accuracy and timeliness of actions taken
• Ensure all services have robust mechanisms in place to demonstrate appropriate monitoring and
follow up of children NBI for appointments
• Develop a revised Not Brought In Policy for children
• Raise awareness of revised NBI policy across the trust and audit to check compliance

1

2

3

4

Measures we will report to our
Board

End of
year
position
(2015/16)

Trust wide Audit of children’s
services to ensure appropriate
actions are taken in line with
policy to safeguard children who
are NBI
(this will be carried out 2x year
across all children’s services)
Quarterly spot check of 12 S1
records from 2 children’s services
to ensure children NBI are
accurately
recorded
and
appropriate actions are taken in
line with policy
(develop audit tool and carry out
spot checks)
Quarterly spot check of 12 S1
records from 2 children’s services
to ensure icons attached to all
vulnerable children on S1
(this was raised as a concern in
the last DNA audit)
Launch NBI policy across staff
working in children’s services and
audit to check awareness
Other measures we will use to
track progress

73%

End of
Year
Target
(2016/
17)
100%

73%

100%

Develop and embed revised Not
Brought In Policy for children

New
information
to be
collected

Q1

Q2

Q3

Q4

Data
available
end Q2

RAG
Rating

90%

New policy

90%

End of
year
position
(2015/16)

Q1

n/a

Agree
Policy

Q2

Q3

Q4

Target
(2015/
16)

Launch
Policy

Audit
compliance

90%

Actions

Progress

Audit of Children’s
S1 records against
Safeguarding
policy.
Audit tool
development
Audit of Children’s
S1 records re: use
of icons
Policy launch

Policy in draft for consultation, awaiting input from Safeguarding Children Forum, this will support audit
from Q2. Note Audit cohort has been increased to 12 S1 records per quarter to enable spot check
across all areas in the children service (HV/SV, therapist, children’s specialist services and Community
Paediatricians).
To be developed upon finalisation of the policy.
To be reviewed as part of quarterly record review. Expected to have retrospective audit data by end of
Q2.
Subject to comments from Safeguarding Forum expect policy to be launched Q2.

12

Priority 4
To reduce the number of patients who experience harm from an incident related to the
administration of their medication
Our aims:
• Reduce number of medication incidents resulting in harm
• Increase near miss (prevented) reporting associated with medication incidents
• Share learning from near miss (prevented) incidents increasing staff awareness of best practice
• Increase the number of new nurses joining the trust trained to be competent to deliver insulin
medication
• Increase the number of staff in Community hospitals, integrated community teams and children’s
services trained and assessed as competent to diver intravenous (IV) therapy
• Increase the number of patients who are told about told about medication side effects when they
are discharged home from our community hospitals
Measures we will report to our Board

1
2
3

4

5

6

7

Percentage of medication incidents that cause harm
(in quarter)
Number of patient incidents relating to medicine
management (in quarter)
Number of serious incidents relating to medicine
management
(in quarter)
Other measures we will use to track progress

Percentage of new staff trained and assessed as
competent to deliver insulin medication in year
(cumulative)
NB Nurses in integrated community teams (ICTs)
and community hospitals
Percentage of staff trained and assessed as
competent to deliver IV therapy who were trained in
previous 12 months
(cumulative)
NB Nurses in integrated community teams and
community hospitals and children’s services
Percentage of patients who were told about
medication side effects to watch out for when they
went home (in quarter)
NB Patients in community hospitals.
Source – community hospital discharge survey

End of
year
position
(2015/16)
11.4%

Q1

End of Year
Target
(2016/17)

14.8%

394

108

2

0

10%
(total)
433
(total)
Zero

End of
year
position
(2015/16)
24%

Q1

23%

80%
(cumulative
total)

52%

55%

70%

(total)
End of Year
Target
(2016/17)

Rag
Rating

Rag
Rating

(cumulative
total)

67%

72%

80%
(total)
NB Allows
some “Yes, to
some extent”
responses

Patient and carer feedback
NB Include qualitative summary in progress report
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1.7

Internal and External Assurance

1.7.1

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 the Executive team following Business Unit Performance
Reviews.
Risk owners review and update their risks at least every month, and the High-Level Risk Register is
reviewed by the Executive Group on a monthly basis.
A number of long-standing risks are in the process of being reviewed to identify the rationale for
retaining them on the register.
At the end of Q1, there are 13 operational risks and 9 corporate risks on the High-Level Risk
Register.

1.8

Care Quality Commission

1.8.1 Registration
The current registration status is ‘requires improvement’.
1.8.2 Inspection
The table below outlines the ratings for HCT services following CQC inspection in February 2015.

An unannounced focussed re-inspection was undertaken by CQC inspectors during April 2016; the
final report following this inspection is expected during Q2.

1.9

Quality Assurance Visits

1.9.1 Patient to Board Programme
The report outlines the feedback gathered from interaction with staff, patients and stakeholders
during Keeping in Touch (KiT) visits. The visits to individual units/ teams were undertaken by Board
members (Executive and Non-Executive Directors) between April and June 2016/17 (Q1).
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Feedback from the services remains a vital factor in shaping HCT services and delivering quality
improvements in the care we provide and improving our environment and supporting staff. The
issues for escalation are reviewed by the Executive and the Senior Management Teams and
progress on required actions are reported in the Business Unit Performance Reviews.
In order to support staff 13 visits to unit/ teams were undertaken.
The Executive Team undertook a number of other events to support new and existing staff, cascade
information on current and future service developments and facilitate two way communication
streams with staff to obtain feedback and ideas for future opportunities:
• Director listening events provided an opportunity for staff to feedback positive aspects of working
within the Trust and provide ideas for opportunities, improvements and service developments.
• Afternoon Tea events provided support to newly appointed staff Band 6 and above to understand
their experience of working within the Trust 3 months after appointment.
• The “Way Forward” discussions to provide staff with information and clarification of the Trust’s
Vision and Strategic plans for service change and developments from 2015 to 2020.
• The Leading Lights celebration provided the opportunity for the Board to discuss services with
staff that manned the market place stalls and acknowledge that achievements of individual staff
and teams
All visits and events are valued as a method of two way communication between the Board and the
front line staff and service users. A sample of the feedback from these events is shown in Appendix
1.
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 that are
currently embedded in the services provided by HCT and informs future actions that need to be
taken to support the improvements identified.
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1.9.2

External Quality Assurance Visits
Service

Examples of Good Practice

Recommendations and Identified actions

Podiatry Service
SACH

• Overall the staff spoken to, which included the Podiatry team
leader and one podiatrist, were very helpful and open.
• The Podiatry team leader could clearly articulate how the
service ran and demonstrated good leadership.
• The environment appeared clean and in good condition.
• All staff seen were bare below the elbows.
• There was a lot of good information displayed within the
clinic, which was shared with the community dental team.

Rapid Response Team
Garston Clinic

• Both members of the team spoken to were very welcoming,
informative and open.
• All staff have received safeguarding training and aware of
how to refer a patient
• All staff complete the ‘Top to Toe’ course which is run by
Hertfordshire University. This enables staff to identify the
deteriorating patient.
• Cleanliness of the unit
• Evidence of positive multi-disciplinary working between all
staff
• Evidence of positive engagement between staff and patients
• Staff awareness of policies and procedures and having
access to all policies and procedures
• Adequate ongoing training for staff
• All staff were welcoming and friendly
• Patients were happy with the care they were receiving
• Good standard of food choice
• Falls prevention information on display
• Display boards are visible, easy to read and have good
amount of information available.
• Comprehensive information board for Carers in Herts
• Staff uniform poster was on display
• Good hand hygiene observed during the visit

• To ensure the telephone system is repaired so patients can
call the clinic directly.
• To commence auditing of the WHO check list.
• To continue to recruit to vacant posts.
• To improve the FFT response rate.
• To review the MSK MDT working.
• To continue to work with HVCCG to improve diabetic
pathway.
• To continue to promote the service so other health
professionals are aware of the service and how it works.
• To ensure all products on display have been evaluated to
avoid conflict of interest or bias.
• To increase the number of non-medical prescriber within the
team.
• To recruit to vacancies.
• To review the capacity within the team and the DTOC.
• To review the referral route for patients into the service.
• To review capacity for the team and packages of care
delivered.
• To review the training for the nursing staff in patients with
neurological conditions
• Removing all boxes/bags from floor level
• De cluttering the environment particularly the gym area
• Consider how agency and bank staff can access electronic
care planning system.
• Activities to be discussed with the patients and
consideration to be given to introducing a broader
programme of activities
• Information leaflet stands to be organised to make it easier to
see what leaflets are available

QVM BBU
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Service

Examples of Good Practice

Recommendations and Identified actions

• The monitoring of the responses to call bells by the Ward
manager
• Staff worked well as a multi-disciplinary team.
• Staff interacted well with patients and relatives.
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CONSISTENT AND IMPROVING PATIENT SAFETY
2.1

Serious Incidents

Serious incident data for 2016/17 Q1 is detailed below. 2015/16 Q4 SI data is provided
alongside for comparison.

Total Number of confirmed SIs reported
6

6

Q4 2015/16

Q1 2016/17

2015/16
Q4
3
0
0
1
1
1
6

Number of SIs reported by type
Safeguarding Adults From Abuse (SAFA)
Death in custody
Treatment delay
Information Governance
Fall
Sub-optimal care
Total

2016/17
Q1
2
2
2
0
0
0
6

Serious Incidents by Business Unit
5

3
Q4 2015/16

2
1

Q1 2016/17

1
0

Children & Young
People

Adults Herts Valley

Adults East & North
Herts

0

0

Corporate
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2.1.2

Learning from Serious Incidents

Key points of learning are identified below
Accurate identification of patients living in care homes is an area of risk for visiting HCT staff.
• Learning regarding patient identification has been shared through ‘Sharing Lessons in
Practice and via the Nurses Forum.
• Team Managers advised to ensure that Care Home Named Nurses meet regularly with Care
Home Managers and ensure local arrangements are in place for the safe identification of
patients.
• CCGs have confirmed is their expectation and a CQC requirement that care homes have
current of residents available. CCGs have requested they are informed when photographs
are not available.
The National Early Warning Score tool (NEWS) must be used to support, not replace clinical
judgement. A working group was established to ensure actions are taken to embed the NEWS
tool. Actions include:
• 87% of all Community Hospital staff have been retrained in the use of the NEWS tool with a
plan for the remaining 13% to be complete by the end of June 2016
• All paperwork to be ordered centrally to reduce risks of old/out of date paperwork being
used,
• Wording of guidance to support the tool to be developed to ensure greater clarity concerning
when emergency services should be called
• Intermediate Life Support (ILS) training to be reviewed to ensure significant weight is given
to using NEWS effectively to identify a deteriorating patient.
The ‘Discharge Letter’ used by community hospitals has been adapted to include a ‘Medication
Summary’, highlighting when medications have been ceased by the unit and the rationale.
2.1.3

Never Events

NHS England annually updates their list of the types of incidents that should never occur if
appropriate preventative measures are in place.
HCT maintains its performance of zero Never Events to date including Q1 2016/17.

2.2

Sign Up To Safety Campaign

HCT joined the ‘Sign up to Safety’ national campaign in December 2014, declaring commitment
to improving patient safety throughout the organisation by taking actions in support of the
following safety pledges:
1. To put safety first and reduce avoidable harm.
2. To continually learn.
3. To be honest and transparent in all that we do.
4. To encourage collaborative learning.
5. To be supportive when things go wrong and when improvements need to be made.
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HCT has identified five areas where safety improvement will focus:

2

Area of focus
Handover and
discharge
Sepsis

3

Falls

4

Medication

5

Pressure ulcers

1

How will we make a difference for our patients?
Safer transfer of patients to our community hospitals through use of a
discharge checklist
Early recognition of signs of sepsis in patients through use of sepsis
screening tool and Sepsis 6 card
More patients prevented from falling as best practice is shared by
Falls Champions and staff in our community hospitals
Patients are followed up to make sure they have been prescribed the
nutritional supplements they need
Patients at risk of heel pressure ulcers are provided with
recommended prevention products

Some of the activities undertaken during Q1:
• Good practice concerning pressure ulcer care was shared with all staff through Clinical
Matters
• The principles of a positive patient safety culture were disseminated with all staff
• The campaign and the five areas of focus were promoted at the Trust’s annual Celebrating
Community Services event
2.3

Safety Thermometer

The NHS Safety Thermometer is a point of care survey used by frontline staff which provides a
comparative ‘temperature-check’ through recording the presence or absence of four harms:
•
•
•
•

falls
venous thromboembolism (VTE)
pressure ulcers
catheter associated urinary tract infections (CAUTI)

Harm-free care can be defined as the absence of any of the four harms described above. The
chart below shows the average percentage of patients who received harm-free care in Q1; Q4
2015/16 data is also shown for comparison.

Harm-free care
92.90%

Q4 2015/16

92.52%

Q1 2016/17
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2.4

Patient Safety – Incident Reporting (NOT including SIs)

During the period April – June 2016 a total of 1809 incidents were reported by operational
business units within Hertfordshire Community NHS Trust.
1785 were accepted onto the Datix system, which represents a 14.42% increase on the 1560
accepted incidents reported in the previous quarter.
The type of party affected in the 1785 incidents can be broken down as below:

Incidents by Type
1446

226

76

19
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1446 patient safety incidents were reported, which represents a 17.47% increase on the 1231
patient safety incidents reported in the previous quarter.
There has been a minor increase in the percentage of incidents where harm was caused.
April-Jun 2016

Jan-Mar 2016

Patient Safety Incidents

1446

1231

Harm caused

921

799

No Harm caused

525

432

36.31%

35.09%

Percentage of patient safety
incidents where harm caused
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The 10 most-reported types of incidents during Q1 are illustrated below:

Top 10 Category of Incidents - Q1 2016
493

151

100

98

97

65

60

58

54

44

Pressure Ulcers
There has been a 9.07% increase in the reporting of pressure ulcers incidents compared to the
previous quarter, with a total of 493 incidents reported during April to June 2016 compared to
452 for January-March 2016.
The breakdown of Pressure Ulcer categorisation during this period is as follows:

Category 2
Category 3
Unclassified Category 3
Category 4
Suspected Deep Tissue
Injury
Yet to be classified
Totals:

April
99
20
35
8

May
103
21
38
5

June
76
23
36
6

Total
278
64
109
19

2

2

6

10

2
166

2
171

9
156

13
493
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Falls
The chart below shows the number of falls in bed-based units in Q1 compared with previous
quarters:

Patient Falls in Bed-Based Units by Quarter
124

120
104
88

Jul-Sep 2015

Oct-Dec 2015

Jan-Mar 2016

Apr-Jun 2016

The 120 falls represents a 36.36% increase on the previous quarter (January-March 2016).
The severity of harm caused in the 120 falls at bed-based units in Q1 is as follows:
No Harm

54

Low Harm (patients require extra observation or minor treatment)

59

Moderate harm (Patients require further treatment or procedure)

7

Totals

120

The 66 injurious falls represents a 55.0% injury rate, which is an increase on the 36.37% rate of
the previous quarter (Q4). Work is being taken forward to review the pattern of injurious falls for
repeat fallers during 2016/17.
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Medication incidents
There were 100 patient medication incidents reported in Q1, a decrease of 7.41% on the
previous quarter.

Patient medication incidents by quarter

109

108
103
100

Jul-Sep 2015

Oct-Dec 2015

Jan-Mar 2016

Apr-Jun 2016

The 48 incidents in Q1 where harm was sustained represent a 5.41% increase in patient
medication incidents with harm, compared to the previous quarter (46 harm incidents out of 108
total patient medication incidents). Work is underway in 16/17 to ascertain the level of harm in
relation to medication incidents.

Inappropriate Transfer of Patients
During Q1, 6 incidents related to out-of-hours transfer of patients into HCT Community
Hospitals:
Staff have continued to report incidents and escalate poor discharges from the Acute Trusts
into the Community Hospitals as and when they occur, and a formal process flowchart for
escalation of incidents of poor discharges is being developed to be disseminated to all units. All
incidents are reviewed on a weekly basis by the Medical Director, Director of Operations,
Director of Quality & Governance and General Managers of Adult Services.
The Risk & Assurance Team are refining the process for sharing these incidents with the Acute
Trusts for follow-up, investigation, sharing lessons and identifying areas of improvement.
Assurance and Analysis
Q1 2016/2017 has shown the number of patient safety incidents reported across the whole
Trust increasing at a steady rate. Core Adult Services continue to report the vast majority of
incidents which is consistent with the number of patients that are seen by the services, with the
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top categories remaining mainly consistent throughout the quarters. Whilst falls account for a
large proportion of incidents, the number of pressure ulcers has been reduced.
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. 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 (NRLS) on a weekly basis via the Datix risk
management system, to support national learning across the NHS.
The Delivering Safer Care programme continues to promote the NRLS ethic of increased
reporting which shows an embedded culture of patient safety. The team also continue to
educate staff in the categorisation and escalation of incidents, although there has been a delay
in the delivery of the launch of e-learning due to internal sickness absence.

Central Alerting System
There were a total of 58 CAS alerts sent within Q1 2016/17.
Only 2 alerts have been applicable to HCT and all actions were completed.
9 alerts were cascaded out for information only.

CAS Alerts by Type - Q1 2016
41

8

Estates and
Facilities

Drug Alert

6
Medical Devices
Alert

2

1

0

Patient Safety
Alert

Chief Medical
Officer

MHRA Dear
Doctor Letter
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2.5

Non Clinical Incidents

2.5.1

Information Governance Incidents

The following chart shows the number of incidents by quarter. The previous year saw a steady
decline in the number of declared incidents. However between Q4 2015/16 and Q1 2016/17,
there has been a small increase from 48 to 53. This is however a marked reduction from
quarter one in the previous year where the number was 110. There are no trends to report by
type, although it is notable that most incidents are the result of a staff lack of attention to detail
and failures to fully follow due process. This is being examined further by the Head of
Information Governance in co-operation with the relevant service leads.
There is one serious incident outstanding that occurred in January 2016 and which has been
reported onto the Information Commissioner’s Office who have requested further information.
As yet the Trust has not had any further correspondence from them.

Number of IG Incidents by Quarter Year on Year
110
85
68
53

2015/16
48

Q1

Q2

Q3

2016/17

Q4

Effect by Percentage
92.50%

0.06%
No Effect

0.02%

0%

Low (Minimal harm) Moderate (Short-term Major (Permanent or
harm)
long-term harm)
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The following chart shows percentage of incidents reported by service.

IG incidents reported by service
38%

21%
17%
11%

11%
2%

Adult Services
Herts Valleys

2.5.2

Children's
Universal

Adult Services
East & North

Children's
Specialist

Children's
Therapies

Human
Resources

Health and Safety Incidents

A total of 161 H&S related incidents have been identified from Datix across all of HCT
Services: It should be noted that this is from the categories as reported within Datix.
16
14
12
10
8
6
4
2

Apr 2016

0

May 2016
Jun 2016

There have been some instances where the categorisation has been queried. Excluding
security related incidents nor ‘Estates, Environment & Supplies’ issues that are not specifically
Health & Safety incidents. The table below identifies 72 Health and safety related incidents
have been identified from Datix across all of HCT services during Q1 this is a reduction of 60%
from Q4 2015/16.

27

Categories
Apr-16

May-16

Jun-16

Personal Accident - Other

5

2

1

Personal Accident - Staff

7

9

10

Staff Manual Handling Injuries

0

1

1

Staff Injured During Patient Handling

2

1

1

Staff - Slips + Trips etc.

1

5

4

Staff - Scalds

0

1

0

Staff - Cuts etc.

1

0

1

Staff - Banged heads, hands elbows etc.

0

1

1

Staff - Dog bite [misclassified]

1

0

0

Staff assaulted [misclassified]

0

0

1

Staff - Minor vehicle incidents

1

1

1

9

1

5

Patient Handling - Staff Injuries

4

0

1

Other Manual Handling - staff injuries

0

0

0

Issues re staff training

1

1

0

Issues re carers and poor patient handling

1

0

1

Injury to patients

2

0

2

Equipment not available

1

0

0

Equipment failure whilst hoisting

0

0

1

Fire Related Event

2

2

1

Estates, Environment and Supplies - H&S-related issues only

5

9

4

28

23

21

Manual/Patient Handling [e.g. reported as]

Total

2.5.3

RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences)

There are no RIDDOR reportable incidents for Q1.

2.6

Mortality Review Group

The Mortality Review Group did not meet during Q1 2016/17 as a consequence of the Medical
Director post becoming vacant in April 2016. The Associate Medical Director has however
continued to review bed based deaths.
In May 2016 it was agreed that the Patient Safety Team would support the Medical Director
and the mortality review process, and in June the Director of Quality & Governance/Chief Nurse
agreed to chair the Mortality Review meeting on an interim basis. A meeting will be convened
in July 2016 when existing systems that support the review of patients who die whilst in the
care of a community hospital will be reviewed and improved.

2.7

Medical Revalidation

The first Medical Revalidation Decision Making Group took place on 4th July 2016. The group
is chaired by the Responsible Officer, and has representatives from quality and governance,
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HR and a Non-Executive Director. Terms of reference were agreed. After review of relevant
policies, discussions took place regarding new systems required to improve robustness around
revalidation decisions and management of concerns about individual doctors. Existing concerns
were discussed and actions agreed for each one, both for the individual and any contributory
system issues. The group will meet two-monthly.

2.8

Raising concerns and whistleblowing
April

May

June

1
0

1
0

0
2

Whistle blow incidents
Raising concern

There has been 2 whistle blow incident received during Q1. One has been investigated; where
elements were known to the unit there was clear evidence of management and change in
practice, and no evidence of patient or staff harm.
One area of whistleblowing for ENCCG/HVCCG is under investigation at the time of this report
and has been formally received as a complaint; it is being processed through the Serious
Incident process.
There have been 2 concerns raised in quarter; one in the ENCCG area and one in the HVCCG
area. The outcome of the HVCCG area concern identified that patients are safely cared for and
there is effective team working. Whilst the concern was not substantiated in full, the service
manager took additional environmental action to ensure good staff management practice for
safety. The concern for ENCCG does not relate to patient care.

2.9

Infection Prevention and Control

2.9.1 Healthcare Associated Infection (HCAI) data
• MRSA Blood stream infections – there have been zero avoidable MRSA blood stream
infections between April and June 2016 that have been assigned to the trust;
• Clostridium difficile infection (CDI) cases Q1 – the Trust has had one (1) CDI case in
quarter 1 (Apr-Jun 2016). The total number of cases is below the monthly trajectory set (Apr
=1; May= 0; Jun=0) and is within the ceiling set for the year (ceiling for April 2015- March
2016 is 6 cases). The case in April has been investigated and no lapse in care was
identified. An appeal will be made to the CCG to remove this case from Trust performance
data.

Clostridium difficile cases 2016- 2017 against CCG contract and
cumulative total 2015-2016

Number of cases

10

8

HCT Ceiling
2016-2017

6

Cumulative
New Cases
2016-2017

4
Cumulative
Total 20152016

2
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Outbreaks of HCAI
In Q1 there has been zero outbreaks reported.
2.9.2 Training uptake
• Comprehensive training programme continued to be provided in Q1 which includes induction
for all new starters, mandatory face to face and e- learning. A total of 431 staff completed
their infection control training in Q1.
• The overall uptake for the trust has dropped slightly to 89.9% in Q1 (data up to end of May
2016). The IPCT together with the Learning and Development team will be focusing on
providing additional training sessions in Q2 to support an increase in uptake across services.

2.9.3 Key performance indicators (KPI) in Infection Prevention and Control
Compliance with KPIs is detailed in the table below.
Month 2016/17

Apr

May

Jun

Bed based units
Hand Hygiene

100%

98.5%

99.8%

100%

100%

100%

100%

100%

100%

99%

99.6%

99.6%

MRSA admission screening
Bed based units
Urinary Catheter Care (insertion/continuing care)
Bed based units
Commodes
Quarter 2016/17
Community services
Hand hygiene
Community service
Urinary Catheter Care
Insertion
Community service
Urinary Catheter Care
Continuing care
Invasive Devices

Q1
99%
100%

100%
99%

• In Quarter 1 all units reported 100% compliance with the MRSA screening of patients
admitted to a community hospital.

• Hand hygiene
− Overall trust compliance with hand hygiene has ranged from 98.5% to 100%,
− Each community hospital is responsible for monitoring compliance and providing
feedback and education of staff on the WHO’s ‘5 moments for hand hygiene’ which reflect
local policy. The Infection prevention and control team also undertake quarterly audits in
community hospitals to ensure that the data received is reflective of the clinical practice.
These audits have identified a need to improve hand hygiene compliance. Additional
support has been given to those areas with low compliance scores. The team have also
identified staff requiring review by occupational health due to skin sensitivities. The staff
are now being monitored by Health@work service and have individualised products.
− Patients also provide feedback on staff compliance with hand hygiene. 99% confirmed
that staff had cleaned their hands.
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− Integrated Community team leads observe staff hand hygiene in the home setting every
quarter. In Q1 the overall compliance score was 99% (for those teams that have
submitted) and all staff were compliant with ‘bare below the elbows’ ensuring effective
hand hygiene is performed at each patient contact in the home setting.
• Urinary catheter care
− Each bed based unit reports on the management of patients with urinary catheters. Q1
compliance is reported to be 100%.
− District nurses are observed whilst caring for patients with indwelling urinary catheters.
Practice is reported to be in line with best guidance and compliant at 100% (for those
teams that have submitted data). During the audit three patients were identified as not
having the patient held catheter passport. Staff ensured that this essential information
was made available.
• Commode cleanliness (community hospitals) is reported monthly and overall compliance at
the end of Q1 was 99%.
• Intravenous devices are also audited in the community hospitals and community services.
Compliance has been reported to be in line with policy.
2.9.4

Environmental cleaning for community hospital wards

• The Infection Prevention and Control Forum monitors the standards of cleaning in the
community hospital wards. Generally, cleaning standards are maintained above 95% with an
overall score of 97% for quarter 1 (Q1 range 91%-99%). One unit, St Peter’s Ward, was
scored 94% in June 2016. The unit will re-audited to ensure concerns addressed.
• Ward managers continue to check cleaning standards on a daily basis using the ward
managers checklist and work with the cleaning contractors to improve standards where
necessary. Each unit has access to a helpdesk where concerns with cleaning can be
reported ensuring that these are dealt with promptly by the contractor.
• 100% of patients have reported that they are cared for in a clean or fairly clean environment.
• The Trust is awaiting copies of the cleaning schedules and method statements for the areas
that are managed by the main contractor as part of the assurance that national standards
are being maintained. Estates and Facilities Team are managing the lack of assurance
through the contracts monitoring meeting.

2.10

Children and Adult Safeguarding

2.10.1 Safeguarding Children
Children Subject to a Plan
The number of children subject to a child protection plan (CPP) in Quarter 1 is 839 this remains
similar to Quarter 4, however there is an emerging theme of increased initial case conferences
of which HCT staff attend 97%. HCT continue to work with HCC on the acceptance of referrals
for children assessed as at significant risk of harm. Currently 60% of the referrals sent to
Children’s Services are accepted for assessment; suggesting that 40% of the children do not
receive additional services. Further investigation of this has indicated that the majority of
children who are referred to Children’s Services by HCT receive additional help indicating that
referrals from HCT staff are appropriate.
Safeguarding Children Training
Training compliance has risen to 96% across all areas of the Trust, against a KPI of 95%. The
Safeguarding team continue to seek new ways to enable staff that require training to engage
and remain compliant. During Q1 a Safeguarding Children Newsletter has been produced to
compliment areas that cannot be covered in training due to time constraints. Comparisons with
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training for Q1 last year show marked improvements. The graphs below show the comparisons
for 2015/16 and 2016/17.

Training Compliance
96.5%

96.5%

91%

91%

Q1 2015/16

87%

Q1 2016/17 (NB Training data for
June awaited)

April

May

June

Safeguarding Supervision
Compliance for eligible staff receiving safeguarding supervision within the prescribed period for
their professional group is set at 90%. This KPI is continually maintained and exceeded. The
slight drop in the percentages in June is due to the Safeguarding Children Team covering
vacancies in the Multi-Agency Safeguarding Hub (MASH) prior to the current funding being
identified.

Supervision Compliance
100% 100%
97% 97%

100% 100% 100%

100% 100%

96%

95%
April

93% 93%
91%

SN

May

90%

HV

CSS

June

AHP

SCT/LAC

Serious Case Review/Domestic Homicide Review
No new SCR/DHR have been declared in Q1. Two SCR have been published and are on HCC
website and HCT Safeguarding Children intranet. The DHR for Wel/Hat has just been released
by the Home Office with comments for the final report, local actions and lessons learnt are
complete and support will be offered to the staff involved. The outcome of two further SCR
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whose publication has been delayed either due to legal challenge or criminal proceedings are
awaited.
Safeguarding Incidents
Since January 2016 all safeguarding children incidents are reported through Datix, this data
continues to be refined and reports are starting to be generated; the data gathered for these
are will be presented at the Safeguarding Children Forum.
Referrals (February – April 2016):

Category of Abuse
11
9

8

10
7

6

February

6

4

March

4

3

2

April
0

Emotional

Neglect

Physical

Sexual

Referrals by staff group
30
25
20

25
18
February

15
10

March

9

5

1

0
Health
Visitors

April

5

4
0

School
Nurses

2

0 0
OT's

1 1 0
FNP

4
1 1

PALMS

1 0
SALT

3
0 0
MIU
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Referrals by Unit
8

4

3
1

11

4

2

4
2

1

2

February

West Essex (SALT)

West Essex (OT)

WelHat

March
Watford Central

St Albans &…

Royston

Oxhey &…

North Herts

Hertsmere

1

5

Stevenage FNP

3

1 11
Hertswide…

Herts & Essex…

Hemel Hempstead

Harpenden & The…

2

Garston

East (HV)

22 2

Dacorum

Central Herts (SALT)

Bishops Stortford

1

3

South Herts

4

WareHerts

6

Stevenage

6

April

Not Bought In Policy
Work continues to improve early identification of all vulnerable and at risk children who are Not
Brought In for planned appointments with HCT children’s services, this work stream includes
the development of a Was Not Brought in Policy, dissemination and quarterly spot check audit
to check compliance across Children’s Services. The policy is in its final draft and the
compliance audit has been created and will be uploaded onto the Meridian system, data will be
available from Q2.
SystmOne Templates
SystmOne templates have now been developed to reflect and identify clients where there are
concerns in regard to Female Genital Mutilation (FGM) and Child Sexual Exploitation (CSE).
Domestic abuse templates have also been refreshed and updated to ensure that all mothers
are asked about domestic abuse and that this can be audited.
Risks
• MASH
HCT continue to be active partners in the MASH, funding for the current year has been
identified. As the MASH matures it is evident that demand is outweighing capacity and this has
also been identified in a report commissioned by the MASH Executive Team. Issues with IT are
also impacting on the practitioner’s ability to meet time scales; both of these issues have been
escalated to the Designated Nurse and are on the Safeguarding risk register.
• Family Nurse Partnership
Safeguarding concerns have been raised in regard to the decommissioning of FNP. The
safeguarding team are working closely with the FNP team to ensure the safe transition of these
vulnerable clients back into Health Visiting Teams ensuring that additional supervision is
offered and each client has their particular vulnerabilities assessed.
• West Essex Named Doctor vacancy
This has now been filled and following an external review of a dip sample of cases where there
were threshold and communication challenges between the Community Paediatricians work is
now being undertaken to support and build relationships.
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2.10.2 Safeguarding Adults
The graph below compares the number of SAFA 2 Alerts, DoLS 3 and Prevent 4 incidents in Q1
compared to Q4 in 2015/16

SAFA alerts, DoLS and PREVENT
151
104

Q4 2015/16
20

SAFA Alerts

Q1 2016/17

31
1
DoLS

0

PREVENT

SAFA referrals by category of abuse
82

22
14

2
3

4

7

11

10

3

2

Safeguarding Adults From Abuse
Deprivation of Liberty Safeguards

The Prevent Strategy is a cross- Government Policy that forms one of the four strands of CONTEST: The UK’s
Strategy for Counter Terrorism. It includes the anti-radicalisation of vulnerable adults and children
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SAFA referrals by Community Hospitals
4

2

1

1

Danesbury Herts & Essex

1

Holywell

Langley

1

Langton

0

0

PBH

Sopwell

SAFA referrals by Operational Teams

11

10

9
3

3

2

2

4

St peters
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13
8

7
2
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Mental Capacity (MCA)
Clinical staff are required to attend annual MCA training updates which have changed since
previous years, which required a 3 yearly update.

Mental Capacity Act Training - % compliance of eligible staff
Q1 2016/17
99

99
97
Children & Young People Services

East and North Herts Adult
Services

Herts Valley Services

SAFA Training
Clinical staff are required to attend annual SAFA training updates which have changed since
previous years, which required a 3 yearly update.

Safeguarding Adults Training - % compliance of eligible staff
Q1 2016/17
100

100
98

98

Children & Young People East and North Herts
Services
Adult Services

Herts Valley Services

Corporate Services
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AN OUTSTANDING PATIENT EXPERIENCE
3.1

Patient Surveys

Results from surveys carried out in community hospital wards and a snapshot of comments
received from patients in Q1.

Results (%) from surveys carried out in community hospitals
99 99

99 97

Q4 2015/2016
20

18 19

15

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

8

16 13

Q1 2016/17

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

Dignity and Respect:
Treated with dignity and respect at all
times.
Overall quality of care:
Excellent hospital and wonderful caring
people.
Information on how to complain:
No reason to complain.
Leaflet given.

11

Not told who to contact if worried about
condition following discharge:
Doctors surgery if anything is wrong.
Inconsistent messages from staff:
Only occasionally and on minor matters.
No, this has not happened to me but all the
Nurses and HCAs are very knowledgeable.
Bothered by noise at night:
Occasionally bothered.

Existing children’s services surveys have been reviewed. A new standard survey has been
developed which will enable benchmarking and will provide consistency across children’s
services in terms of the feedback requested from service users. This will be introduced in Q2.
Other surveys are under review and development including a survey specifically to measure
patient satisfaction and outcomes from the enuresis clinic and sleep clinics. These will be
introduced in Q2.
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3.2

Patient Stories

Patient stories continue to be a valuable source of feedback from patients. Volunteers from
Healthwatch Hertfordshire have been a much valued resource in their support with listening to
and providing a written summary of the stories.
In Q2, patients who have received care from the MSK physiotherapy service will be invited to
share their experience.
Diabetic patient stories
A further two diabetic patients’ stories were listened to in Q1.
The patients consent was obtained to share their stories with the staff involved and anonymised
on the Trust website. Both patients described the excellent support they had received from the
specialist diabetic nurse.
“The nurse was and was lovely and easy to get hold of. “
“It was helpful to be able to contact my Nurse via text message”
One patient suggested that her care would have been even better if when her nurse had left,
she had received a call letting her know the name of her new nurse.
Wheelchair services
A patient who had complained about his experience of the wheelchair service whilst it was still
provided by HCT shared his story. Lessons learned were shared with staff and included:
• The importance of effective and timely communication with patients
• Checking the factual accuracy in a complaints response letter
• When a member of staff leaves and a patient is handed over, letting the patent know who
they have been handed over to. (It is reassuring for the patient to know they are on a new
therapist’s caseload and not lost in the system.)
• Ensure a member of staff has the task of checking the answerphone regularly throughout
the day
3.3

Friends and Family Test

Patients have the option of completing the survey using a paper comment card or by using the
link on the Trust Website if they prefer. The children’s Speech and Language Therapy service
are piloting text messaging of the discharge survey. If successful in terms of increasing
response rates, it will be rolled out across other services.
The breakdown below provides a breakdown of the Trust’s monthly FFT score showing Q4
2015/16 and Q1 2016/17

% would recommend*

Jan
15/16
96%

Feb
15/16
97%

Mar
15/16
98%

April
16/17
97%

May
16/17
95%

June
16/17
98%

Target

90%

90%

90%

95%

95%

95%

National Average
95%
95%
95%
95%
95%
95%
*The percentage of patients surveyed who would be extremely likely or
likely to recommend our service to friends and family if they needed similar
care or treatment?
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A new target Trust has been set for 2016/17 at 95%. The number of patients who are extremely
likely or likely to recommend our services has continued to remain above or in line with the
HCT target in Q1. All services have been asked to evidence that they have reviewed their
results to identify any areas for improvements as part of the Quality Priority.
The current FFT card gives patients the opportunity to score how likely they would be to
recommend the service to Friends and family and to comment on why. In order to maximise the
use of the cards, the card has been modified and ready for use in Q2. Additional questions are
asked about aspects of care that we know are important to patients, such as having confidence
and trust in the staff and feeling safe. This information is currently gained from a longer survey
which is carried out bi-annually by each community service. This differs from the inpatient
survey which is offered to every patient whilst they are on the ward.
The table below provides a breakdown of individual services whose FFT scores fell below the
95% threshold in Q1.
Service

Q1 FFT score

Children’s OT
MIU
QVM
Skin Health
West Essex Paeds
Step2
Health Visiting North Herts
Stevenage ICT
Neuro services West locality team

93%
93%
92%
85%
92%
85%
94%
92%
94%

The services which fail to achieve the Trust 95% target are exception reported in the BUPR.
The Quality Priority places a focus on services reviewing their FFT scores monthly and
discussing at monthly team meetings to identify whether any changes are required to improve
the patient experience. The above services will be targeted in Q2.
3.4

Purple Star achievements

Our Podiatry service at Queensway Clinic has been awarded the Purple Star award. This
means they provide good quality accessible services for people with learning disabilities.
The Purple Star award was presented by a service user and from Hertfordshire County Council.
Congratulations to the service lead whole Podiatry team in this achievement.
3.5

Complaints and Compliments

The number of complaints received in Q1 was 53, a slight decrease on 67 reported last quarter.

Complaints

56

53
Q1

65

Q2

2015/16

67

62
Q3

2016/17
Q4
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3.5.1

Percentage of complaints Received per Business Unit

Complaints received by Business Unit

Q4 2015/16
26

29

16

15

9
Herts Valley

Q1 2016/17

24

E& N Herts

Children & Young People

Overall review of complaint breakdown for this quarter demonstrates that Herts Valley Business
Unit received 17% of all complaints, and is a decrease on Q4 (24%), while East & North Herts
Business Unit received 55%, an increase on Q4 (39%). Children’s Services have seen a
decrease in the number of complaints received, from 36% in Q4 to 28% in Q1.
Concern regarding the standard of care provided remains a consistent theme in this and
previous reporting periods. There has been a disappointing increase in the number of
complaints regarding date for appointment, from 6% in Q4 to 17% in Q1. There were 9
complaints of which 5 related to the Physiotherapy and MSK Service. Analysis reveals that 2 of
the physiotherapy complaints related to the 18 week wait and the patients were seen within this
timeframe; there was 1 delayed referral and 2 appointments were cancelled due to unexpected
sickness. Of the 2 complaints relating to Speech and Language therapy, 1 was due to unclear
communication with admin staff post triage and another regarding waiting time for therapy.
Delay in an appointment with the Step2 service was related to indecision about the appropriate
pathway between Step2 and CAMHS. HMP the Mount complaint was not upheld.
There continues to be a consistently high number of complaints relating to communication, 17%
in Q1 compared to 16% in Q4. The complaints are across a range of services in all 3 Business
Units. Learning has been identified and actions taken by the individual services to improve
communication processes for the majority of the 9 complaints. 2 of the complaints were due to
misunderstandings and were easily resolved.
3.5.2

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 April,
May and June.
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3.5.3 Actions taken as a result of complaints made
Service

Complaint Issue

Action taken

Adult
Physiotherapy
Service E&N
(Acute
Therapies)

Concerns that physio gave patient
crutches to use when she had swollen
wrists. Patient felt a zimmer frame would
have been easier to use.

Nutrition &
Dietetics

Concerns raised that patient was given a
high salt diet despite the patient having a
liver condition that warranted a low salt
diet. Patient seen by the same dietitian,
as an outpatient, who had recommended
a low salt diet previously.
Concerns raised that referral to PALMS
was refused and family are not sure why
and who will provide care to their
daughter.

All Acute Therapy staff have undergone
training to treat patients with dignity and
respect. Importance of good
communication raised with the clinical team
for them to reflect on the need to listen
more carefully to patients and to be able to
adjust their interventions and use of
equipment accordingly.
This error has been discussed with the
catering service at Lister Hospital and
agreement made on the level of detail
needed to prevent similar misinterpretations
occurring in the future.

PALMS

A robust process to be put in place which
makes clear who is leading the care for
each child, and that this is clearly
documented in the electronic record and
care plan. The PALMS and CAMHS
services are working together on a pathway
to reduce the likelihood of this happening in
the future.

3.5.4 Compliments
During Q1, the Trust received 1799 compliments.

Number of compliments received per Business Unit during Q1

1220
268

311

Children & Young People

Herts Valley Core Adults

East & North Core Adults

Examples of compliments:
• “Keeps you up to date on information and opportunity to ask questions about your baby's
development.”
• “I found the service very helpful. My health visitor is lovely and great with my family”
• “The staff are fab. CDC was brilliant very good team. A credit to you.”
• “After several months of home visits by District Nurses for leg ulcer, it was diagnosed as
weeping; treatment changed and improved rapidly after six weeks. The other leg was OK at
first, but only was slightly affected later and apart from the skin on both legs needing support
stockings, I'm delighted with progress.”
• “Exemplary place – Top marks, I would like to live here and not go home”
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• “Staff are very friendly and give good care.”
• “Very helpful explaining diabetes. Management. Encouragement.”
• “The Nurse were very experienced and always here daily - taking my reading for two weeks”
3.5.5 Patient Advice and Liaison Service (PALS)
PALS enquiries have increased during Q1, with 163 enquiries regarding HCT services via
telephone, letter, email or social media.

PALS Enquiries

2015/16

222
159

163

158

Q1

Q2

150

Q3

2016/17

Q4

31% of enquiries received by PALS did not relate to HCT services and enquirers were
signposted to other organisations/agencies. 37% of all enquiries regarding HCT services relate
to communication and 15% related to appointments or waiting times. 9% of all enquires were
compliments regarding HCT staff/teams.
3.5.6 NHS Choices
There were 3 comments for HCT services on NHS Choices during Q1, see below table:
Unit
Adult Services
East & North

Service
Bladder &
Bowel

Description
NHS Choices comment:
Many thanks for supplying my wife
with free pants. You have estimated
that the last delivery will last until
24.05.16. Please note that Pamela
exhausted the supply 7 days ago. I
have been buying supplies from
Tesco at £12 per pack out of my
pension. Please advise whether you
are able to supply a fresh stock
before 24.05.16. Kind regards.

Outcome
Left comment on NHS
choices website thanking
for the comment and
requesting that contact be
made directly with us to
offer assistance.
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Unit

Service

Adult Services
East & North

Minor Injuries
Unit

Adult Services
East & North

Neurological
Rehabilitation

3.6

Description

Outcome

NHS Choices comment:
Attended the minor injuries unit a
week ago after falling off of a bike.
Super quick service, really friendly
and helpful. Straight to X ray who
found a minor fracture, back to minor
injuries, super quick service again,
even though they were busy.
Appointment given for fracture clinic
the following week. Attended 20
minutes early and was seen 10
minutes early. Again really friendly
service, cannot fault it thank you very
much.
NHS Choices comment:
We were referred to Danesbury for
my husband, who has motor neurone
disease, to be able to access
physiotherapy, occupational therapy,
speech and language, dietician etc,
following his diagnosis in March 2014.
During the two years we have been
allegedly under their care, it has
proved practically impossible to ever
get any help at all. The phone service
is a joke. Nobody is ever available
when you phone the reception, so a
message is taken. But no reply is
ever received. My particular problem
is occupational therapy, who are
never ever available. I have lost count
of the number of requests I have
made for them to contact me, which
have been ignored. I will be taking
this further.

Passed comments on to
service lead to share with
team.

Referred to service to
investigate.

PLACE

The PLACE assessments took place from March to May with the support of Healthwatch
Hertfordshire (HwH) volunteers. The locality managers, clinical quality leads and staff from the
estates team have subsequently met to review the resulting action plans. The person
responsible for each action has been identified. The PLACE team will meet again prior to Q2
reporting to monitor progress of actions.
The results will be available nationally in the later part of Q1 and, following this, an HCT PLACE
report will be produced.
Service leads have been made aware of the Trust Appeal development request form for
financial support to support some of the PLACE actions with cost implications.
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The table shows examples of actions for each community hospital ward.
Ward

Issue

Potters Bar

Menu Provision Patients are provided
with a menu on a daily
basis that sets out the
meals available for that
day

Danesbury

Notice boards to be
reviewed and plastic
magnets provided
Patient Gym - Patient
equipment dusty
(walking frames and
wheelchairs) , no
cleaning schedule on
display for patient
equipment
Some patients have
access to radio

Herts and Essex

Langley

QVM

St Peters Ward

St Albans –
Sopwell and
Langton

No small seating areas
for people to rest along
corridors
Has the organisation
assessed the travel
needs of patients and
visitors to and from the
site and made
appropriate provision?
Response was no.
Choice of
preserves/spreads
currently 3

Action
PLACE criteria for full score:
Patients have access to a
menu at all times, setting out
the meals and services
including beverages
available.
Dietician to discuss with
provider at contracts
meeting.
Laminate notices on notice
boards provide plastic
magnets for noticeboards
Daily cleaning schedule
required by Therapy Staff

Person
responsible
Elspeth Marmoy

Margaret Gray

Andy Jones

All patients require access to
a radio and ward need to
purchase one for this
purpose.
This has been checked with
health and Safety manager
who has deemed it unsafe.
HCT needs clarity from
HSCIC regarding what is
required.

Rosan Rowan

PLACE criteria: Patients can
choose from 4 or more other*
preserves/spreads.
Dietician to liaise with
provider at contract meeting

Elspeth Marmoy

No further action

Anne Mc Crystal,
Patient Experience
Administrator

Recommendations for 2017 resulting from lessons learned from the 2016 assessments:
• There was inconsistency in responses to the organisational questions.
Action required: Services to review and complete the organisational questions prior to the
day of assessment.
• The HwH volunteers assist several NHS Trusts with the PLACE assessments. There were
insufficient HwH volunteers available for two of the assessments resulting in rearranging the
visits at short notice.
Action required: Liaise with HCT’s volunteer and fund raising coordinator regarding
recruitment of volunteers to HCT to support with PLACE 2017.
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• There were numerous issues identified which should have been reported to estates prior to
the PLACE assessment.
Action required: All staff to be made aware of their responsibility of taking action to report
issues to estates as they arise.
• Some inaccurate responses were given by members of staff to the assessors thereby
affecting the scores.
Action required: Following receipt of PLACE training, all ward managers to prepare their
team for the assessment. Provide a folder for each ward with information about the
assessment questions as a reference for staff.
3.7

Changes to patient experience website page

The Clinical Quality Manager for Patient Experience and the Apprentice from the
Communications team held a focus group with staff and volunteers from HwH to discuss the
development of a patient experience page on HCT website. The group emphasised the
importance of sharing feedback to provide assurance to service users that their feedback is
listened to and acted upon.
The web page features patient feedback including compliments, FFT results, and anonymised
patient stories. You Said We Did actions are shared.
Each service web page has a link for patient feedback to enable all services to share their
patients’ feedback. For example, Danesbury have shared a thank you letter: “I cannot truly and
fully explain and express my thanks and eternal gratitude and also that from my mother for the
amazing care and treatment at Danesbury”.
To view click on link: http://www.hct.nhs.uk/our-services/danesbury-house-neurological-centreinpatient-unit/.
Staff feedback form
Positive staff = positive patient experience. A staff positive feedback form (see Appendix 2) has
been introduced across the Trust to enable staff to acknowledge performance that has
impressed them. The person receiving the form can use this as evidence in appraisals and for
nurse revalidation. The Patient Experience Team will collate the feedback and provide it to the
Director of Nursing to share with the Trust board.
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EXCELLENT CLINICAL EFFECTIVENESS
4.1

NICE (National Institute for Health and Care Excellence) Quality Standards (QS)
and Guidance

The NICE Working Group (NWG) reviewed
NICE guidance and quality standards
released at the end of each month by the
NICE.
Where the guidance is found to be applicable
to HCT commissioned services*, action plans
are reviewed at the NWG and an update is
provided to the Clinical Effectiveness Group
(CEG) meeting to provide assurance of
clinical compliance of meeting evidencedbased practice standards.
*June guidance - awaiting applicability and
therefore, figures 4 & 11 may change.

34

11

8
4

QS
QS
NICE
NICE
Assessed Applicable Guidance Guidance
Assessesed Applicable

NICE Quality Standards [QS15] Patient Experience in Adult NHS Services
Evidence of HCT compliance for quality statements for patients receiving care from HCT have
been measured using data from the in-patient and adult patient experience surveys. Surveys
are RAG rated to identify areas which require improvement. Surveys demonstrated 100%
compliance against some standards, such as patients feeling as though they had been treated
with dignity and respect. The quality standard is further monitored through the Patient Safety
and Experience Group work plan and will ensure patients at HCT receive all the components of
a good patient experience and a truly patient-centred service.
Learning from National Clinical Audit Reports
National Diabetes Audit (NDA) 2013-2014 and 2014-2015 Report 1: Care Processes and
Treatment Targets. Published: January 2016. Report shared electronically with CEG in
March 2016 and reported to GEG in June 2016.
A breakdown of the audit results demonstrated gaps in patient care relating to the nine care
processes in 2014/15; however audits undertaken in March and again in April 2016 for the
Diabetes CQUIN demonstrated that these gaps have been addressed and patients within the
diabetes service have been receiving excellent quality of care. Further work streams will
include increasing patient engagement to reduce non-attendance and to increase participation
in structured education sessions.
Service delivery improvements and transformation are currently underway with both the local
CCG’s to develop a collaborative approach for the delivery of the ‘Lead Provider’ service from
April 2017.
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4.2

Clinical audit

Learning from Local Clinical Audit Reports
Community Diabetes Specialist Service Nine Care Processes (CQUIN). Reported to the
East & North Herts CCG and Herts Valley CCG, May 2016.
The aim of the audit was to provide evidence of assurance of meeting the CQUIN targets for
Diabetes Service Development (recording of the nine recommended care processes for the
effectiveness of diabetes treatment). 10% of patients on the caseload were assessed.
The results showed that appropriate steps had been taken by the Diabetes Specialist Nurses
(DSN’s) to ensure all requirements of the care processes had been achieved (this includes
follow-up of missing test results). The Diabetes Service is fulfilling its commitment in meeting
the expectation and the variants required specific to the needs of the individual patient and
delivering excellent patient care. Actions following the audit include:
•
SystmOne review for electronic recording/reporting of care processes.
•
Education Sessions for ICT/Bed Based Units - completion November 2016.
•
Patient discharge letter reviewed - action complete.
•
Patient leaflet being improved as part of transformation project.
•
Service transformation taking place due to increased demands and to ensure current
model delivers high quality diabetes care across Hertfordshire.
“100% CQUIN target delivered for Herts Valley CCG in Q4”.
CQC Record-keeping Audit in HCT Community Hospitals (Q4 reported to CEG in June
2016).
The results of the Q4 audit were largely positive demonstrating good evidence of
standardisation and the personalisation of records reflecting the introduction of the admission
and discharge paperwork. Recommendations made from previous audits had been
implemented with further changes being made with the introduction of the Electronic Clinical
Record (ECR).

Fluid balance
charts
completed for
‘at risk patient’

72hr or
continuous
monitoring form
completed

Personal
information
completed

Pages labelled

All entries dated

Allergies
documented

Q3
Q4

Bed Rail form
completed

There were also positive findings around the personalisation of records and quality
improvements since the audit took place in Q3 and some of these are shown below:

92%
97%

92%
98%

74%
97%

95%
99%

95%
93%

68%
80%

98%
100%

The audit identified some issues around updating of food and fluid charts, and care plans not
being completed in real time. Other issues around full completion of patient identification will be
resolved with the roll out of the ECR.
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Gaps will be addressed directly by each community hospital ward via individualised action
plans and supplementary reports to promote improvements.
Assurance has been gained that concerns previously identified relating to the implementation of
ECR in two units have been addressed and the roll out programme is back on track. Reporting
on the ECR will be undertaken as part of the transformation programme ‘business as usual’
following full implementation of ECR. Re-audit (added to the clinical effectiveness programme)
will commence in six months’ time to ensure continued quality improvements.
Audit of knowledge, awareness and application of the Safeguarding Adults from Abuse
Policy (SAFA). Safeguarding Adults Forum, May 2016.
An audit was carried out in November 2015 to demonstrate staff knowledge, understanding and
awareness of the safeguarding adult’s policy and the findings offer assurance with 93% of staff
who participated demonstrating awareness of the policy and how to access it. 94% confirmed
that the policy was extremely/very useful. 90% (226/252) of staff felt they had the knowledge to
be able to identify a safeguarding adult concern. The audit results also confirm that changing
mandatory training requirements from 3 yearly to yearly had raised the profile of safeguarding
and helped increase staff awareness with 100% of staff confirming good understanding of
‘Who can report a Safeguarding Adult concern’. Actions will be to audit in 2 years. The pulse
survey will also be reviewed with 3 additional questions added (January 2017) and will be used
to inform Trust priorities and embed good practice.
Staff Engagement Session
A clinical audit information session was held at the ‘Leading Lights’
event in June 2016 to promote how clinical audit can be used as a
quality improvement tool to enhance patient care. Additional audits
have now been added to the clinical effectiveness programme for
2016/17 as a direct result of engagement.
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LEARNING FROM CLAIMS AND LITIGATION
5.1

Claims in Q1

Clinical negligence claims
There were two new clinical negligence claims in Q1; allegations of:
1. Negligent dental treatment
2. Podiatry: failures to refer onwards for specialist treatment
Note: Any new claims reported are claims received and advise of allegations. They do not
necessarily confirm that the Trust has admitted liability. In some cases of new claims reported, the
Trust may not be the correct defendant and further investigation is underway.

1 New Employer‘s Liability
Claims
Allegation of injury to staff
member consequent to a patient
falling.

Other claims
0 New Third Party Liability
Claims

1 Claim closed
CNST:
Claim struck out.
Allegation of failure to send
sample for testing and
patient suffered food
poisoning.

Trends in claims
There are no discernible trends. Claims are few in number, tend to be of low value and are widely
spread in terms of services, geography and the nature of claim.

5.2

Coroner’s Inquests

There were no Coroner’s Inquests of interest to the Trust in Q1 2016/17.
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APPENDICES
Appendix 1
Service
Herts & Essex
Hospital
“A day in the life of
shadowing a team
lead”

Welwyn / Hatfield
ICT
“A day in the life of
shadowing a team
lead”

Patient to Board Programme
Examples of Good Practice
• Change – very positive attitude of
‘bring it on’ but recognises needs a
lot of time investment
• Trying a new ‘Caseload holders’
model from April to reduce hand
offs and increase consistency of
practice and ownership of
caseloads, and reduce task focus
• Believes in integrated community
working and networked Locality
working
• Creates opportunities for personal
stretch/development
• Sensible flex re care package
resource allocation to facilitate 7
patients to die at home as per their
wishes
• Has vision for her service
• Use of Mums-net to recruit to a
post
• Excellent, motivated and
committed team lead. Manages
approx. 48 staff- nurses, therapists
etc.
• 6 months in post and lots of
changes delivered. Took on
management of new Rapid
Response service in December.
• Good awareness of pending CQC
visit and requirement to ensure

Main Themes ( Opportunities / Challenges)

Recommended Actions

• Enormity and breadth of the Integrated Team Manager
role not felt to be understood by others
• Challenges for Band 7 to exert authority
• Breadth of Multi-Disciplinary Team (MDT)
• Diversity in roles between i.e. social care vs health,
not always appreciated.
• Resistance to change requires the team lead to build
resilience skills which is time consuming
• Insufficient support to personal/professional
development
• Some issues relating to professional accountability
and expected behaviours have been experienced.
• Further work required to develop existing staff and skill
mix to fully utilise resource

• Team vacancy- out to advert, otherwise fully staffed.
Refers to team as Intermediate Care Team ( ICT) and
Rapid Response (RR) is integrated with daily work of
the team
• Overcame challenges to meet RR requirements. Good
examples of staff engagement and leadership. Staff
now working shifts to cover RR.
• Initial employment identified training skills for staff
allocated to rapid response for all staff in top to toe
examination. Team lead now fully involved in
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Service

Examples of Good Practice
staff on board.
• Planned training sessions for staff
on End of Life strategy, 5 priorities
and support to complete care
plans.
• Good links with local care homesallocated leads taking initiative to
improve care
• Good reporting of incidents and
lessons learnt
• Programme of supervision in place
• Regular team meetings and MDT's
to reflect on patient care

Upper Lea Valley ICT
“A day in the life of
shadowing a team
lead”
Lower Lea Valley ICT
“A day in the life of
shadowing a team
lead””

• Good relationship with Locality
Manager
• Good focus/knowledge of team

• Good relationship with Locality
Manager
• Good focus/knowledge of team
• Good understanding of caseload
and integrated working
• Good to see Mental Health, Social
Workers and HCT staff in one
building. Sharing Lead clinician of
the day offering the opportunity to
share experiences and concerns.

Main Themes ( Opportunities / Challenges)

Recommended Actions

recruitment.
• Referrals to RR from GPs only with a high volume
review of Intra Venous drugs, falls, Catheter
Associated Urinary Tract Infection (CAUTI) and
blocked catheters.
• Next challenge to work with clinical navigators at Lister
to identify suitable patients to be supported by RR at
home
• Further demand/capacity work being undertaken
• Work area recently re-furbished. Work bench stations
clean and organised Good display of posters and
information for staff (no access for patients)
• Additional admin to support would allow the team lead
to focus on clinical care and staff support rather than
administration processes
• Staff awaiting further guidance on the roll out of Home
First in October.
• Nurse prescribing training is being sourced to support
clinical care.
• Team Manager was welcoming and open to
discussions about the service.
• Current pressures on the team and the impact that
HomeFirst/Rapid Response has had on staff retention
discussed
• Team Manager was welcoming and open to
discussions about her service. Including current
pressures on the team and the impact that
HomeFirst/Rapid Response has had on staff retention
in the traditional core service.
• A tour of the site was undertaken and offered the
opportunity to meet staff.
• A number of the district nursing staff made an effort to
return to the base to meet other staff for social
interaction
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Service

Hertsmere team
leader
“A day in the life of
shadowing a team
lead”

Avenue Clinic
Watford

Examples of Good Practice

• Team Leader and one Band 6 work
flexibly to ensure available for staff
at both ends of the day.
• Regular catch ups with Health Care
Assistants ( HCAs), reception and
administration to address any
issues including estates with site
administrator

• The refurbished Avenue Clinic
provides modern and well lit clinical
and admin accommodation which
has turned a poor 1960’s building
into a fit for purpose building for
clinical care.
• A Health Visitor (HV) was observed

Main Themes ( Opportunities / Challenges)

Recommended Actions

• Working day often involves working extra hours to
ensure staff are supported
• Filling shift in respect of ongoing vacancies is
significantly time consuming
• Recruitment to this team has been a challenge for the
last 3 years.
• There have been delays in the recruitment and
retention process.
• Previously supported staff who have received training
have moved on to neighbouring Trusts once training is
complete.
• Vacancies have impacted on the ability to release for
study days leading to some difficulty in team
competence building.
• It was suggested that a revamp of the Community
Nursing roles is required with possible rotation from
bed bases to community.
• Changes in Locality Manager has impacted on the
service, there is a lack of clarity of roles.
• Working is in progress to allow HCAs to expand skill
competencies in role.
• Significant time is spent on administration and
supporting others impacting on time availability to build
GP relationships
• To resolve issues relating to GP prescribing, the team
are piloting a new approach to prescribing from
summary care record.
• Staff are very pleased with their new accommodation.
• The HVs team meeting observed and cuts in Public
Health funding were discussed.
• The use of IT was not observed during the HV the
visit, the reasons given were weight (as scales and
other equipment is required to complete the check)
• There are still challenges with IT connectivity and IT
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Service

Examples of Good Practice

Main Themes ( Opportunities / Challenges)

to be very professional at a one
year check when dealing with the
mother and the child.
• All staff very welcoming
Community Bed
Discharge service,
MDT team and
Quantum Care
“A day in the life of
shadowing a team
lead””

• The unit which caters for about 80
residential patients, opened in
October 2015. All facilities are still
in pristine condition. Good décor,
clean and tidy, excellent facilities
for resident and staff.
• Friendly welcome, staff properly
attired, meet and greet and security
in place.
• Plentiful parking outside, parking
bays were coded, with no
explanation of the symbols
• HCT staff – all mandatory training
and appraisals are up to date.
• The Multi-Disciplinary Meeting
(MDM), was efficiently managed by
the whole team – there was no
obvious chair person.

Recommended Actions

forms a barrier between patient / carer and clinician
and often the room isn’t big enough to accommodate.

•
•
•

•

•
•

•

•

•

To understand DTOCs from staff’s point of view and
to observe weekly MDM.
Unusually there were vacancies in IC beds on this
occasion
The MDM consisted of GP; CCG pharmacist;
Quantum Manager; 2 HCC social workers, one was
a Clinical Care Officer (CCO); Quantum Admin.
Manager; HCT Occupational Therapist,
Physiotherapist, Community Nurse and Community
Bed Discharge Manager.
5 cases reviewed in a business like way. The
majority of the attendees input appropriately to the
discussions and decisions were taken on estimated
date of discharge and reviews.
Separate discussions with staff centred on staffing
risks including vacancies and workload.
Assistant practitioners (AP) were seen as positive
development but 2 year timeframe would not solve e
current difficulties. Technical Instructors were
welcomed but more were needed to help residential
staff assist patients properly.
The HCC CCO has made a huge difference in
improving discharge flow linking into the
Hertfordshire County Council (HCC) enablement
team who beds at Quantum.
Staff said that the Community Discharge Manager
(CDM) handled the interchanges between patients
and services well and enabled action points and
dates to be agreed by focussing on the outcomes of
the discussions.
Care Home staff are not following therapists’ advice
between therapy sessions which impacts on the
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Service

Examples of Good Practice

Main Themes ( Opportunities / Challenges)
•

Afternoon tea
feedback

Feedback
•

Induction and Mandatory training
was felt to be well organised,
extensive, useful and easily
accessible.
• The Trust demonstrated its
dedication to developing staff
• There are opportunities for rotational
posts and the teams are friendly and
supporting
• Factors attracting new staff to the
Trust included:
o Potential for a better work life
balance,
o Potential professional
development
o The ethos of the Trust
• Transition from Acute nursing to
Community nursing involves a big
learning curve, especially when on
home visits

Recommended Actions

patients’ recovery time.
Care home staff changes leads to a constant training
need to support activities for patients.

Feedback
• Some staff reported that competing pressures for
Managers impacted on the completion of the induction
paperwork.
• Experienced staff new to the Trust expressed that
some of the induction content was repetitive.
• A number of challenges were experienced during the
recruitment process including length and effectiveness
of the administration process.
• Lack of resources and equipment was felt to be an
area for improvement including a simple route of
access for resources for community clinics especially
for new staff.
• Structured discharge guidance and operating
procedure for rapid response discharge procedures
would benefit new staff
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Appendix 2

POSITIVE FEEDBACK FORM

In Hertfordshire Community NHS Trust our ambition is to continually improve the care
and treatment we provide to our patients/carers. We want to promote an emphasis on
positive feedback, praise and thanks for excellent performance, the ‘Glimpses of
Brilliance’ as well as focusing on learning from errors, near misses and serious
incidents. Most people feel good and are inspired to perform even better when their
performance is rewarded with a “Thank you and well done”.
Please use this form to give your feedback to a person or to a team, whom you have
observed to be excellent. Send a copy to their manager and to the Patient Experience
Team at pals.hchs@nhs.net. The feedback will be collated in a report for the Trust
board and shared in Noticeboard. This record can also be used to provide evidence for
staff’s appraisals and revalidation.
Your name and job title
The person or team
involved
What you observed and
why this impressed you
Tell the story as you would
to a friend

Date and signature
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Board 29th September 2016

Attachment K2

HERTFORDSHIRE COMMUNITY NHS TRUST RESEARCH – 2015/6 ANNUAL REPORT
Sally Anne Doyle-Caddick - Research Delivery Lead, dated 11th July 2016

The Board is requested to note:

1.

Foundations of research support infrastructure have been sustained during the 2015/16 financial year, including the
quarterly meeting of the trust’s Research Advisory Group and Board reporting on two KPI’s (recruitment to NIHR
studies, implementation of CLAHRC studies)

2.

The achievements of the year’s research activity include total recruitment of 90 patients within 6 NIHR Portfolio
studies.

3.

Willingness of HCT clinical services personnel to engage with research education appropriate to their role and
studies on the National Institute of Health Research (NIHR) Portfolio, and to comply with DH governance processes
required to account for research activity within the Trust.

Structure:
1.0
2.0

Abbreviations and acronyms
General report

Appendix 1 – Current studies registered on HCT Research Office SharePoint database as of 31/04/16, 2015/16 HCT
NIHR Portfolio Total Recruitment (n=90) by study, 2014/15 HCT NIHR Portfolio Total Recruitment (n=242) by study.
1
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1.0

Abbreviations and acronyms

CLAHRC

Collaboration for Leadership in Applied Health Research & Care

CRN

Clinical Research Network

NIHR

National Institute of Health Research

RAG

Trust Research Advisory Group

RCF

Research Capacity Funding

RfPB

Research for Patient Benefit

SOP

Standard Operating Procedure

UKCRN

UK Clinical Research Network, unique study identifier (reference number) used interchangeably with NIHR

WTE

Whole Time Equivalent

2.0

General research report

2.1

During the financial year 2015/16 the National Institute of Health Research (NIHR) funded Research Delivery Lead continued
to work closely with, Caroline Allum, Medical Director, until her departure from the Trust. The following key points are noted:

2



NIHR research activity in the past year has focused equally on initiating NIHR trials in order to deliver patient recruitment
within HCT, and the development of research concepts into viable funding bids.



During 2015/16 the trust’s research website was consolidated within the new Trust public-facing platform.

2015_16 Research AnnualReport HCT_sadc 11 07 16
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The trust’s Research Advisory Group (RAG) was re-branded Research and Development Forum and continued to meet
quarterly.



NIHR Portfolio and non-Portfolio studies registered on the Trust’s research database (SharePoint) are summarised in
Appendix I.



Recorded recruitment to NIHR clinical trials within the trust for the year was 90, compared to a final total of 242 in 2014/15,
due to the impact of absences on extended sick leave of senior key staff within Research Office team, and July 2015 office
flooding.



NIHR Portfolio studies actively recruiting in 2015/16 were as follows::
o UKCRN 5086 - A Study into Suicide by Prisoners
o UKCRN 9336 - Baby Milk
o UKCRN 12596 - Poly-STI
o UKCRN 16404 - OPTIMAL
o UKCRN 18742 – The Impact of social action services on End of Life experience v.1
o UKCRN 17982 – An exploration of pharmacy management of acne and dermatitis.



The trust received NIHR funding via the North Thames CRN for 2 WTE research infrastructure posts (Research Delivery
Lead, Clinical Research Nurse) and part-funding for a part-time Harmonisation officer (Team administrator).



Accommodation at Stanmore Road Health Centre has continued to provide the research office and hosted Eastern CRN
Research Nurses working within GP practices in east and north Hertfordshire, with a base.



The Research Office, Community Paediatricians and University of Hertfordshire have collaborated to successfully attract
NIHR Research for Patient Benefit (RfPB) funding to conduct an initial single-centre randomised control trial within HCT, and
consequently linked DH Research Capacity Funding (RCF) beginning in April 2017. Research funding will be paid, and RCF
2015_16 Research AnnualReport HCT_sadc 11 07 16

allocated, to the Trust quarterly over two years. Financial returns must be submitted to the NIHR in accordance with DH
contracts and guidelines, and this will be specified in a contract between the Trust and the Secretary of State for Health.


The Research Delivery Lead has convened a monthly HCT Research Contracts and Bids panel to support compliance of
research bids in development. This takes the form of a working group involving the Senior Contracts Manager for the Trust,
Senior Financial Manager and the Research Delivery Lead.

2.2

The following further clarifications are offered.
2.2.1 EDGE Clinical Research management software. Purpose-built clinical research software has been made available
via the trust’s membership of the North Thames CRN. This database will enable linking trust research activity with the
NIHR Project Management System at national level for the research office and identified research investigators within
the trust.
2.2.6 Non-NIHR Portfolio research projects. Research activity in this area comprised postgraduate studies undertaken
by trust
a) clinicians in the process of further professional qualification,
b) academic centres working with trust clinicians to gather data within the trust for academic studies, and
c) clinical trainees on placement within the trust gathering data for their postgraduate research projects.
This area of research has been fostered where possible, as a preliminary step to facilitate research awareness in trust
services and prepare the way for future NIHR trial initiation and delivery.
2.2.7 CLAHRC projects. The trust has participated in translational research projects within the North Thames CLAHRC.
These are non-NIHR Portfolio studies that investigate the translation of existing research evidence to delivery of
health care service and management.

4

2015_16 Research AnnualReport HCT_sadc 11 07 16

APPENDIX 1 – Current studies registered on HCT Research Office Sharepoint database, as of 31 April 2016
Key: NIHR Portfolio study, non-NIHR Portfolio study
Recruitment
target - HCT
not
recruiting at
HCT
1

Study Short Name

Full Study Title

Study Status

'24/7' Care for children in the
Community

The experiences of WellChild Nurses and the parents of children to whom they are providing care
and support. CLAHRC East of England study

Completed

A clinical study to assess lung
fluid using MRI scans
People living with multiple
chronic illnesses

A clinical study to assess lung fluid using MRI scans

Feasibility

A qualitative study into the experiences of people who are living with multiple chronic illnesses

Complete

TBC

A Two Way Mirror

An exploration of professional identity for allied health professionals as hybrid leaders, how can they Complete
contribute to integrated models of health and social care? or what are the benefits for improving
patient care?.

TBC
2500

Mindfulness for ABI clients
COPWAF

Can brief mindfulness treatment improve attention for ABI clients
CO exposure in pregnancy and infant outcomes

Complete
Feasibility

n/a

DIAB4114

Abandoned

TBC

Down Syndrome: A pilot
study

A 12-week, Randomized, Open-label, Parallel-group Pilot Study of the Evaluation of Patient
Satisfaction, Quality of Life, and Metabolic Control when using The company software in
comparison to Standard of Care Titration of Insulin Glargine in Patients with Type 2 Diabetes
Exploring the training needs of health visitors working with children with Down Syndrome: A pilot
study

TBC

ENHANCE

Enhancing resilience and self-efficacy in the families of children with complex health needs and
disabilities: sharing and embedding lessons from the Family Nurse partnership

Completed

n/a
TBC
TBC

iQuaser
Learning to care
Neurofeedback in ADHD
(v1.0)

CLAHRC North Thames study - HCT board and executive
Evidence Based Practice Service Improvement Project.
A pilot study of Near Infrared Spectroscopy Neurofeedback training of prefrontal cortex in Attention
Deficit Hyperactivity Disorder

Completed
Open
Open

TBC

Open

not
recruiting at
HCT

QEHKL

Exploring joint working between Speech and language Therapists and Stroke Association Support
Coordinators in providing services for people with communication difficulties following stroke.

completed

TBC

Smartphone Technology

Gentle reminders for everyday tasks in those with prospective memory difficulties following brain
injury

TBC
TBC

STABLE
Time to ACT

STABLE intervention with Parkinsons Disease
“Time to ACT”: Multisite evaluation of an Acceptance and Commitment Therapy group intervention
for adjustment difficulties in neurological conditions

Closed to
recruitment
- In follow up
Development
Complete

1
TBC

TRPV4
Student DClinPsych UH
Research project

First Time in Human Study of the TRPV4 blocker GSK2798745
Understanding Mental Health Professionals’ Experience of Organisational Change in the NHS

Feasiblity
Complete

n/a

URGO KTwo evaluation

Industry evaluation of URGO KTwo therapy for VLU

Abandoned

150

DARE (DRN082)

Diabetes Alliance for Research in England - registry study

Abandoned

1

A Study into Suicide by
Prisoners

National Study of Self-Inflicted Death by Prisoners in England and Wales

Open

16

Baby Milk Trial

Establishing a healthy growth trajectory from birth: a randomised controlled trial of a theory-based,
multi-component intervention to reduce formula milk intake and prevent excess weight gain during
infancy.

Closed - follow up
complete

n/a

IDTS Evaluation

Integrated Drug Treatment System Evaluation: A case study

Abandoned

170

UK MS Register

The UK Multiple Sclerosis Register

Project in set-up

2

Translation of the SDQ into
British Sign Language

Translation into British Sign Language and Validation of the Strengths and Difficulties Questionnaire

Completed

n/a

The CAPE Study

Community care pathways at the end of life Version 1.0 - The CAPE Study: a mixed method study
considering the patterns of care need and pathways of community care provision at the end of life.

Abandoned

1

Mitogent Study V1

Gentamicin, Genetic Variation and Deafness in Preterm Children

Open

100

Poly-STI

The eSTI2 Consortium: Investigating the polymicrobial nature of sexually transmitted infection (STI)
syndromes

Closed - follow up
complete

1

Living with breathlessness
(version 1)

End of life care in advanced Chronic Obstructive Pulmonary Disease (COPD): identifying,
understanding and meeting the changing care and support needs of patients and their carers.

Completed

1

CaDiAS

Cancer Diagnosis in the Acute Setting: A Study on Behalf of the London Cancer Alliance

Completed

2

Medication Errors in Nursing
Homes

Root Causes of Adverse Drug Events in Nursing Home Residents with Diabetes: Enhancing Safety in
Medicines Management

Completed

29

Clinical productivity in
community pharmacy 1.0

Investigating the organisational factors associated with variation in clinical productivity in
community pharmacies

Completed

18

PRESSURE 2

Pressure Relieving Support Surfaces: A Randomised Evaluation 2

Project in set-up

1

Assistive Technology

National Guidance for Measuring Assistive Technology - National Guidance for Measuring Home
Furniture and Fittings to Enable User Self-assessment and Successful Fit of Minor Assistive Devices

Completed

20

CoDem Comorbidity

Comorbidity and dementia: improving healthcare for people with dementia (CoDem)

Completed

70

Patient Consented Samples
for STI

Study protocol for evaluations of diagnostic tests and biomarkers for sexually transmitted infections
(STIs) using patient-consented, additional to routine, clinical samples

Abandoned

n/a

Big CACTUS

Cost effectiveness of aphasia computer treatment versus usual stimulation or attention control long
term post stroke

Abandoned

n/a

PROsPeCTs

Promoting recovery from PTSD in Children and Teenagers
Cognitive therapy for PTSD following multiple trauma exposure in children and adolescents: a case
series

Abandoned

PIC only

Dopamine dysregulation
following TBI

The control of brain networks after traumatic brain injury: a neuroimaging and neuropsychological
study of dopamine and cognition

Open

272

OPTIMAL

Better health for care homes

Open

TBC

FADES

Feeding and Autoimmunity in Down's syndrome Evaluation Study

Feasiblity

n/a

INTENSE (DIAB3280)

Real World Effectiveness Of Lixisenatide And Other Intensification Therapy In The Management Of
Type 2 Diabetic Patients Uncontrolled With Basal Insulin

Abandoned

2

Comprehensive Geriatric
Assessment

How best to deliver comprehensive geriatric assessment (CGA) in a cost-effective way: Modern
acute care for older people

Open

TBC

Evaluation of Offender
Liaison and Diversion Trial
Schemes

Evaluation of the implementation and development of the Department of Health/Ministry of Justice
Offender Liaison and Diversion (L&D) Trial Schemes in England

Feasibility

12 recruits
in ENHHT not in HCT

FROST (United Kingdom
Frozen Shoulder Trial)

Multi-centre randomised controlled trial with economic evaluation and nested qualitative study
comparing early structured physiotherapy versus manipulation under anaesthesia versus
arthroscopic capsular release for patients referred to secondary care with a frozen shoulder
(Adhesive Capsulitis)

Project in set-up

12

An exploration of pharmacy
management of acne and
dermatitis

A feasibility study exploring community pharmacy diagnosis and management of dermatitis and
acne

Completed

TBC

Healthy Start, Happy Start

Helping parents with children's behaviour
Preventing enduring behavioural problems in young children through early psychological
intervention: Healthy Start, Happy Start.

Project in set-up

120

ELSA-The impact of social
action services on end of life
experience v1

The impact of social action services on end of life experience v1

Closed to
recruitment

60

CRMRF

Clinical effects of radiofrequency based therapy. Version 1. - Clinical effects of 448 kHz Capacitive
Resistive Monopolar Radiofrequency (CRMRF) based therapy on patients suffering from chronic
osteoarthritis of the knee joint.

Open

40

KASPAR

Feasibility study of an RCT to investigate the effectiveness of a humanoid robot to support social
skills development in children with an Autism Spectrum Disorder.

Project in set-up

2014/15 HCT NIHR PortfolioTotal Recruitment
Study ID Acronym / Short Title

Main Specialty

Active Status

RTT Rating

Opening Date Closure Date Participants

16404 OPTIMAL: Better health for care homes Dementias and
neurodegeneration

Open

Hatched
Green

01/05/2014

30/09/2015

108

12596 Poly-STI

Open

27/11/2012

27/06/2016

73

22/02/2014

28/02/2015

29

07/02/2011

30/06/2015

18

20/09/2013

05/08/2014

8

14990 CoDem Comorbidity

Dementias and
neurodegeneration

Hatched
Green
Closed - in follow- N
up
Open
Hatched
Green
Closed - in follow- Y
up

5086 A Study into Suicide by Prisoners
13610 Medication Errors in Nursing Home
Residents with Diabetes
17338 Comprehensive Geriatric Assessment

Mental Health
Ageing

Open
Open

Green
Red

01/03/2005
25/03/2013

31/12/2016
01/06/2015

2
2

Ageing

Open

Green

01/12/2014

31/05/2016

2
242

14514 Clinical productivity in community
pharmacy 1.0
9336 Baby Milk Trial

Infectious diseases and
microbiology
Primary Care
Primary Care

2015/16 HCT NIHR Portfolio Total Recruitment
Study ID Short Name

18742

16404
12596
9336

5086
17982

The impact of social action services on
end of life experience v1

Managing Specialty

Status

Health services and delivery research Closed to
Recruitment, In
Follow Up
Open, Actively
OPTIMAL: Better health for care homes Dementias and neurodegeneration
Recruiting
Poly-STI
Infectious diseases and microbiology Suspended
Closed to
Baby Milk Trial
Primary Care
Recruitment,
Follow Up
Complete
Open, Actively
A Study into Suicide by Prisoners
Mental Health
Recruiting
An exploration of pharmacy
Health services and delivery research Open
management of acne and dermatitis

English
RTT
Rating
N

Opening
Date

Closure
Date

Participants

08/06/2015 08/01/2016

40

Red

01/05/2014 29/04/2016

30

White
Y

27/11/2012 27/06/2016
07/02/2011 03/06/2015

13
4

Green

01/03/2005 31/12/2016

2

Red

02/02/2015 28/02/2016

1
90
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Attachment K3

Healthcare Governance Committee
Tuesday 19th July 2016 2.00 – 17.00
Boardroom, Howard Court
Key Points for the Board and Audit Committee to note:
RED No Items
AMBER/RED
• Safe Staffing Report (April / May 2016)
• BUPR Summaries
• External review of Musculoskeletal Service (MSK)
• Patient Safety & Experience Chair’s Assurance report
• Palliative Care and End of Life Group Chair’s Assurance report
• Clinical Effectiveness Group Chair’s Assurance Report
• Medical Revalidation Decision Making Group
AMBER/GREEN
• Complaints Report Q1
• Serious Incident Report
• 15 Steps Challenge Report
• Infection Control Report
• Complaints Handling Toolkit
• Clinical Effectiveness Group Assurance Report
GREEN
• Looked After Children Annual Report 2015/16
• Safeguarding Adults from Abuse Annual Report 2015/16
• Safeguarding Children Annual Report 2015/16
•
•
•
•
1.
Present:

Clostridium Difficile Summary 2015/16
Complaints Annual Report 2015/16
Patient Experience Annual Report 2015/16
Clinical Audit Annual Report 2015/16
Present & Apologies
Anne McPherson
Clare Hawkins
Linda Sheridan
Jeff Phillips
Marion Dunstone

Brenda Griffiths
In
Attendance: Tracey Westley
Alpana Patel
Ruth Bradford
Amanda Middleditch

AMc
CH
LS
JP
MD

Non-Executive Director (Chair)
Director of Quality & Governance/Chief Nurse
Non-Executive Director
Non-Executive Director (until item 5.1)
Director of Operations

BG
TW
AP
RB
AM

Non-Executive Director Designate
Assistant Director Risk & Quality Assurance
Clinical Effectiveness Manager
Clinical Quality Manager (from item 4.7)
Look After Children, Named Nurse
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Apologies:

Attachment K3

Naomi Bignell
Dee Harris
Marina Sweatman

NB
DH
MS

Safeguarding Adults Specialist Nurse ( item 5.2)
Named Nurse for Safeguarding Children (item 5.3)
Board Support Officer (mins)

David Law
Tricia Wren

DL
PW

Chief Executive
Deputy Director of Quality & Governance and
Deputy Chief Nurse

Item
1a

Action

Date

AS

July 16

MS

Sept 16

Introduction and Apologies
The chair opened the meeting and welcomed all to the meeting. The
apologies were noted.

2.

Declaration of Interests
No declarations or conflicts of interest were recorded.

3.

Previous Minutes and Tracker Progress
The minutes from the meeting held on 17th May 2016 were accepted as a
correct record.
Tracker
The completed (blue) and in progress actions (green) were
acknowledged.
4.12 (17.5.16) Mandatory Training. The Board discussed the
achievements of Jane Trundle and her team resulting in significant
improvement in the mandatory training compliance for the year. A letter
from the Board will be sent to JT, however JT to be invited to SRC to
receive personal congratulations.
4.5 (15.3.16) Well Led Framework is under review, an action plan is
being developed, revised date agreed Sept 16.
4.3 (15.3.16) Safe Staffing Deep dive report to be presented to
Executive team in July and HGC in Sept.
4.12 (15.3.16) Community Paediatrics the issues relate to the level of
service commissioning, this is being reviewed by SRC. Tracker item to
be removed. Clinical risk to be discussed once the commissioning
discussions have been concluded.
Matters Arising:
The Research Annual Report and update have been produced but in
light of the timing due to sickness and annual leave these have been
defered until the September meeting.

3.1

Terms of Reference
The Terms of Reference (TOR) were received.
It was noted that
(i)

The changes to the Terms of Reference were agreed and
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Item

Action

Date

CH/TW

Aug 16

formally confirmed.
Decisions and Actions
1. TOR changes agreed and TOR confirmed
Risk Rating: Not Applicable
4.

Assurance
Safe Staffing Report (April and May 2016)

4.1i/ii The Safe Staffing Report for April and May 2016 were received and
discussed.
It was noted that:
(i)
The standards were met in both April and May however an
increased use of Bank and Agency staff above 20% was
required to achieve this.
(ii) Additional staff were required to care for patients with complex
needs, support 1:1s and specialing and provide escorts to offsite appointment approximately 40 per month.
Challenge, Observations & Questions
a)
The sustained risks to be reviewed and ensure that the risks are
reframed appropriately and reported on the HLRR. Risk
stratification being reviewed
b)
It was observed that a deep dive progress report into staffing
issues covering 1:1, specialing, escorts and wider issues will be
presented to the Executive Team in July. Some additional work
is underway to review alternative ways of providing support
possibly using relatives, volunteers or Health Independent
Living service (HILS) moving forwards.
c)
The validity/ effectiveness/ risk to patients attending acute
outpatient follow up appointments require review and challenge.
d)
An internal audit is planned for Q2 to review the outcomes of
the deep dive to provide further.
e)
Clarification was given on the reasons for the lack of shift fill
and the actions taken to address this. The reason for lack of
staff availability links to the reason why staff choose to work on
bank and agency e.g. flexibility of work hours during school and
public holidays, this may also be a risk during the summer
months.
f)
Further review is planned to provide assurance that e roster is
being used effectively.
g)
It was acknowledged that the high level of Bank and Agency
impacts on quality and financial sustainability.
Decisions and Actions
1.
Risks to be reviewed and framed appropriately on the HLRR
2.
Safe Staffing Report April/ May 2016 were noted
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Action

Item
Risk Rating: Amber/Red

4.2

Date

High Level Risk Register
The High Level Risk Register review was received and discussed
It was noted that:
There are 22 risks recorded as at 12 July 2016
(i)
•
20 risk have not changed since the last submission
•
Two risks have been escalated (381,427)
•
No new risks have been added
(ii) The majority of the clinical risk items relate to staffing deficits.
(iii) Work is underway to review the length of time that risks remain
on the register and ensure that the risks are re assessed.
(iv) An update was given on the HV commissioning agenda which
includes the involvement of Hertfordshire County Council and
Public Health. The highest individual risk relates to the
decommissioning of the Family Nurse Partnership and the
reduced capacity of the Health Visiting Service. Methods of
mitigating the impact on vulnerable children and service viability
are being reviewed.
(v) Additional work is underway on an emergent risk which will be
included in the next report.
Challenge, Observations & Questions
a)
It was acknowledged that the risk ratings are being challenged
to ensure scoring is appropriate.
b)
Confirmation was given re risk 302 that the medicine
management forum are finalising the medicine administration
documentation. It was reported that the Chief Pharmacist
advised that HCT is now in a much safer place than previously.
A clearer position to be reported in September.
c)
The Chief Pharmacist is leading a group to look at system wide
medicines management issues.
Decisions and Actions
1.
Clear position on Risk 302 to be included in Sept report
2.
High Level Risk Register was noted.
Risk Rating: Not Rated

4.3

Quality Report

4.3i

Complaints Report update
The Complaints Report for 1 April 2016 – 31 May 2016 update was
received and discussed.
It was noted that:
(i)
53 complaints record recording in the period with 476,707patient
contacts resulting in 0.11 complaints per thousand contacts
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Item

(ii)
(iii)
(iv)
(v)
(vi)

Action

Date

MD

Sept 16

which is below the average of 0.18 for other aspirant
Community Foundation Trusts.
53 complaints were closed, 15 remain open awaiting completion
of investigation and response.
1799 compliments were received which equates to 3.8
compliments per thousand contracts
100% of complaints were responded to within the agreed time
frames.
The report demonstrates the service improvements taken as a
result of complaints received.
3 complaints received in this quarter were graded as category 3
and are currently under investigation with Parliamentary &
Health Service Ombudsman (PHSO).

Challenge, Observations & Questions
a)
The number of compliments in relation to complaints was
commended, reporting of compliments has improved.
b)
Clarification was given regarding the process in place to deal
with complaints sent directly to CQC; this is not unique to HCT
and is encouraged by CQC.
c)
It is disappointing that there still appear to be issues with record
keeping in community hospitals despite the high level of input
recently. It was confirmed that routine weekly audits are carried
out to identify gaps in both electronic and paper records. The
Ward Managers are clear on the expectation that they will check
and challenge any issues found. Appropriate performance
management action to be taken in a timely fashion if identified.
d)
It was noted that an audit on electronic record keeping at QVM
highlighted some key achievements in Q4.
e)
Work is underway via the Ward Managers to review patients
requiring fluid balance charts and ensuring the documentation is
correctly completed. Further assurance is required to ensure
that the assessments are being carried out correctly.
Decisions and Actions
1.
2.

Further assurance to be provided that the fluid balance
assessments are correctly undertaken.
The Complaints Report Q1 was noted

Risk Rating: Amber/Green
4.3. ii Serious Incident (SI) Report
The Serious Incident report for the period 1 April to 31 May 2016 was
received and discussed.
It was noted that:
(i)
4 serious incidents were reported in the period with
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Item

(ii)

(iii)

(iv)

Action

Date

CH

July 16

349,171patient contacts resulting in 0.011 SI per thousand
contacts
1 death in custody was reported, an investigation is currently
underway, it was confirmed that the Community Drug and
Alcohol Team (CDAT) are fully involved.
Expected practice regarding accurate identification of patients
who live in care homes has been summarised and shared with
all staff via Sharing Lessons in Practice; this is in response to a
SI caused by a failure to correctly identify the patient prior to
medicines being administered.
Further work is in place to implement the National Early
Warning Score (NEWS) across community hospitals to support
the early recognition of the deteriorating patient; this is in
response to a small number of SIs which identified the NEWS
score was not being as reliably used as expected.

Challenge, Observations & Questions
a)
Clarification was requested on the treatment delays narrative
prior to the Board submission. It was confirmed that actions are
being taken to change SystmOne reporting of pathology results
in order that similar delays do not happen in the future.
b)
CQC are undertaking a consultation on all deaths for people
who have learning disability and mental health needs. As part
of HCT response it has been recommended that the CQC
consultation is aligned to the national mortality review guidance
to ensure a clear accurate picture can be obtained from the data
collected.
Decisions and Actions
1.
Clarification was requested on the treatment delays narrative
prior to the Board submission
2.
The Serious Incident report was noted
Risk Rating : Amber/Green
4.4

Business Unit Performance Review (BUPR) Summaries and Risk
Escalations
Business Unit Performance Review (BUPR) summaries and risk
escalations were received and discussed
It was noted that:

(i) The main messages from the May 2016 BUPRs are;
• OT / PT staff recruitment issues in both Adults and
Children’s Services
• Community Hospitals overspending
• Impact of the Public Health cuts – finalisation of contract
specifications
• Clear message given re the need for BUs to operate within
budget in order for the new control total to be achieved
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Action

Item
Challenge, Observations & Questions
a)
It was acknowledged there are increasing issues in relation to
the recruitment to the Therapy services; this triangulates the
information and risks identified in previous reports.
b)
An update was given on the review undertaken on training in
Stort Valley for the ICT and Herts & Essex Hospital, it was
confirmed that actions have been put into place to address the
findings.
Decisions and Actions
1. BUPR assurance reports were noted
Risk Rating : Amber/ Red
4.5

Contract Quality Review Minutes (CQRM)
The Contract Quality Review minutes for the meeting held with East &
North Herts CCG in May 2016 were received and discussed.
It was noted that:
(i)
Discussions are underway to review joint working in light of the
STP.
Decisions and Actions
1.
Contract Quality Review minutes were noted.
Risk Rating: Not applicable

4.6

External Review of Musculoskeletal (MSK) Service
The external review of MSK Service was received and discussed.
It was noted that:
(i)
In April 2016 the Trust Executive commissioned a review of the
Musculoskeletal (MSK) service to determine the issues that are
affecting the efficacy of the delivery of the MSK service, identify
the root causes of issues and to recommend options for
addressing them
(ii) The review concluded that the extent to which the MSK service
provides “an effective assessment and treatment pathway to
manage musculoskeletal conditions” and thus its efficacy, is
affected by a wide range of issues. The period over which the
issues span is too long to accurately identify their root causes,
the key contributing factors include:
•
an increase in demand
•
a lack of cohesive strategic drive
•
not knowing if the capacity and how it is structured is right
•
a lack of empowerment within the service.
(iii) The review provided a list of recommendations for short and
medium term and these are now being developed into an action
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Action

Item
(iv)

(v)

plan.
The delivery of the action plan will be monitored via a
turnaround group, chaired by the Director of Operations and
reporting to the executive committee
It is proposed that an update is provided to HGC in 6 months.

Challenge, Observations & Questions
a)
It was observed that the report focusses only on the issues not
the positives and does not provide a complete picture of the
service.
b)
In order to deliver the turnaround and provide capacity without
affecting the first line service delivery additional project
management support will be sourced.
c)
Concerns were expressed regarding the medical staffing
arrangements. It was confirmed that this will be addressed in
the short term including the review of recommendations,
communications, structure and competency.
d)
It was acknowledged that HGC raised the issues in this service
and escalated the concern to the Board. This report triangulates
the information sign posted in other reports received. The
lessons learned will be share and compared with other services
in which issues have been identified.
e)
Discussions are being held to ascertain how to achieve a Trust
wide systematic approach using protocols, when looking at the
development of localities.
f)
It was acknowledged that the current situation is the result of 5
years of increasing cost improvements and demand. CH
advised that in the absence of a robust demand and capacity
management tool recent service specifications have been
agreed with a caveat to review within six months. The contract
team are planning to take forward discussions with the CCG in
relation to over performance to ensure proactive management.
g)
Better use of self-management programmes may reduce the
referrals to the physiotherapy service in the longer term.
h)
This is an excellent report and programme to balance clinical
care and safely with financial resources and new ways of
working. Progress report to be received in 6 months.
Decisions and Actions
1.
The external review of MSK Mandatory was noted.
Risk Rating: Amber/Red
4.7

15 Steps Challenge Report
The 15 Steps Challenge Report was received and discussed.
It was noted that:
(i)
An increased in the number of complaints involving the Health
Visiting service led to a programme of unannounced visits by
HCT staff and a Non-Executive lead to 7 baby clinics across
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Item
(ii)
(iii)

Action

Date

KG/MD

To note

Hertfordshire.
The report provides assurance that the clinics are welcoming,
caring, well organised, calm and informative.
Improvements have been completed with further plans in place
to address the longer term environmental concerns identified.

Challenge, Observations & Questions
a)
It was noted that some staff members were not fully engaged
when certain clinics were moved to improve the environment.
b)
It was accepted that as the clinics were “drop-in” it is not always
possible to suitably adjust the staffing levels to meet the
demand. If was confirmed that this is an area that will be
reviewed during the integration of the Health Visiting service
and the deployment of skill mix.
c)
Some services are co-located in premises in which HCT have
no responsibility or control. It was highlighted that this could
have a detrimental impact on HCT’s reputation in some
situations.
d)
There remain two outstanding actions in relation to estates and
signage.
e)
This is a good report and worthwhile exercise. The findings that
are transferable might be considered in other programmes and
services e.g. other baby clinics and Child Services Integration.
Decisions and Actions
1.
The finding from 15 steps challenge to be considered in other
programmes/ services.
2.

The external review of MSK Mandatory was noted.

Risk Rating: Amber/ Green
5.
5.1

Patient Safety & Patient Experience
Looked after Children Annual Report 2015/16
The Looked after Children Annual Report was received and discussed.
It was noted that there has been:
(i)
Commissioner investment to recruit and implement a new
service delivery model including LAC GPs, nurses and
administration staff.
(ii)
Improved completion of Initial health assessments within time
scale to achieve year-end target of 85% and improved
completion of Review Health Assessments achieving 84%
completed within timescale (1% below target).
(iii) Increasing demand with 225 additional referrals for LAC health
assessments and an increased number of LAC placed out of
county.
(iv) Improved joint working with the commissioners and partner
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Item

(v)

agencies to scope out the health needs of children in
Hertfordshire and target resources accordingly.
Training is now mandatory 3 yearly which is an achievement.

Challenge, Observations & Questions
a)
It was acknowledged that HGC had escalated the issues
regarding the under resourcing for the service and encouraged
further investment, it is gratifying to see the progress and
improvements made.
b)
It was confirmed that unaccompanied migrants are included in
this service.
Decisions and Actions
1.
The Looked after Children Annual Report was noted.
Risk Rating: Green
5.2

Safeguarding Adults from Abuse Annual Report 2015/16
The Safeguarding Adults from Abuse Annual Report 2015/16 was
received and discussed.
It was noted that :
(i)
The external CCG audit in March 2016 identified HCT as
compliant with standards for safeguarding adults.
(ii)
The key changes for Safeguarding Adults under the new Care
Act 2015 have been embedded in practice.
(iii) The Trust staff have achieved compliance with safeguarding
adults training of 90%.
(iv) SAFA referrals have increased by 56% and DOLS applications
have increased by 136% placing additional demands on HCT
staff.
(v)
HCT has been praised as best in region for the “PREVENT”
strategy, training and awareness.
(vi) Jane Newcombe has been praised for her work on the Mental
Capacity multi-platform application which will be used across
the whole of Hertfordshire; this is in the final stages of
development.
Challenge, Observations & Questions
a)
It was observed that the number of DoLs applications have
increased but many are not completed as patients are
discharged to other facilities or go home, only 5 out of 104 were
fully authorised. It was confirmed that the DoLs application does
not follow a patient on discharge.
b)
Clarification was given on the largest category regarding
neglect, self-neglect or act of omission. Level 3 training now
includes self-neglect.
c)
A restraint policy for community bed bases and inpatients is
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Action

Item
being developed.
Decisions and Actions
1.
Safeguarding Adults from Abuse Annual Report 2015/16 was
noted.
Risk Rating: Green
5.3

Safeguarding Children Annual Report 2015/16
The Safeguarding Children Annual Report 2015/16 was received and
discussed.
It was noted that:
(i)
The Trust achieved safeguarding children training target of 95%
at year end, across all services an improvement on the 88% in
2014/15
(ii)
HCT supported development and staffing of the new MultiAgency Safeguarding Hub (MASH) across Hertfordshire.
(iii) No new Serious Case Reviews (SCR) in 2015/16. Lessons
learnt and improvements from previous SCR’s now embedded
in practice.
(iv) The key achievements for 2015/16 and areas for development
2016/17 were highlighted.
(v)
The risks were discussed including:
• The success of the Multi-Agency Safeguarding Hub
(MASH) which is unable to meet demand and now features
on the risk register, an external evaluation is underway.
The formal report commissioned by Hertfordshire
Safeguarding Children’s Board (HSCB) has not yet been
received, the outcomes will be discussed with the
commissioners in due source.
• Proposed reduction of Health Visiting capacity and
removal of Family Nurse Partnership from April 2016 will
put highly vulnerable families at risk.
• There is a growing safeguarding agenda
Challenge, Observations & Questions
a)
It was observed that the risks from changes to commissioning
HV services highlighted a possible escalating scenario that will
need to be closely monitored. It was confirmed that the HSCB
are aware of the risks and also have them on their risk register.
b)
It was reported that funding has been confirmed for the
Paediatric liaison service for Herts Valleys for the remainder of
the financial year.
c)
Public Health has undertaken a Quality Impact Assessment in
this area, the results of which have not yet been shared. Once
received these will be reviewed by the executive team of the
Safeguarding Board and a team will discuss the all risks in
relation to safeguarding particular in relation to the services
commissioned from HCT.
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Attachment K3

HGC and the Board need to clearly understand the increasing
risk and the impact to enable the clinical risk to be managed
especially with the potential service redesigned.
An update was given on the nationally staged programme to
decommission the FNP, where possible staff expertise will be
retained.

Decisions and Actions
1.
Raise Safeguarding as an emergent risk at the Board via
Director’s report.
2.
Assurance and update report to be brought covering the
changes in Heath Visiting, FNP and Safeguarding, the traction
in the change of pathways and impact on more pressurised
areas.
3.
The Safeguarding Children Annual Report 2015/16 was noted.
Risk Rating: Green
5.4

Infection Prevention and Control Annual Report 2015/16
The Infection Prevention and Control Annual Report 2015/16 was
received and discussed.
It was noted that there were:
(i)
Zero avoidable MRSA bacteraemia cases assigned to the Trust
between April 2015 and Mar 2016; the fourth consecutive year.
(ii) Five cases of Clostridium difficile infection measured against a
ceiling of six cases for 2015-2016. Sustained improvements in
maintaining low incidence of cases has been seen. A total of
three additional cases were removed following appeals as no
lapse in care was identified. The root cause analysis process is
led by HCT and has made a significant difference in learning
across the system.
(iii) The Infection Prevention and Control Forum has a lack of
assurance in relation to the performance of the main cleaning
contractor for the Trust. Actions to address gaps are captured
on the risk register and are being monitored by the Non-Clinical
Risk Group.
Challenge, Observations & Questions
a)
The importance of the 75% target for flu vaccination of front line
staff by December 2016 which is linked to the Health &
Wellbeing CQUIN was highlighted. A variety of ways of
motivating staff to achieve this target were discussed. Further
negotiations are planned with commissioners to review potential
contract and target variations if required. Robust evidence will
be collected to support the results achieved.
b)
It was acknowledged that this comprehensive annual report
demonstrates year on year improvement. Thanks to be
conveyed to the team.
c)
Going forward further attention will focus on the infection control
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Item
training and monitoring of the cleaning contract.
Decisions and Actions
1.
The Infection Prevention and Control Annual Report 2015/16
was noted.
Risk Rating: Amber/ Green
5.4i

Clostridium Difficile Summary 2015/16
The Clostridium Difficile Summary 2015/16 was received and discussed.
It was noted that:
(i) All targets have been met.
Decisions and Actions
1. Clostridium Difficile Summary 2015/16 was noted.
Risk Rating: Green

5.5

Complaints Annual Report 2015/16
The Complaint Annual Report 2015/16 was received and discussed.
It was noted that:
(i)
The report provided a summary and management of formal
complaints received by Hertfordshire Community NHS Trust
during 2015/16 and identifies key themes and trends.
(ii)
There was an increase in complaints from 239 in 2014/15 to 250
in 2015/16. 99.4% of all complaints were responded to within
the agreed timescales.
(iii) The Complaints Policy was revised to incorporate
recommendations of national reports.
(iv) The report demonstrates the Trust service improvements taken
as a result of complaints received and identifies future
improvements.
(v)
In 2015/16 the Trust received 6924 compliments
Challenge, Observations & Questions
a)
It was acknowledged that collecting the protected characteristics
is extremely challenging; actions are being taken to address this
via SystmOne.
Decisions and Actions
1.
Complaint Annual Report 2015/16 was noted.
Risk Rating: Green

5.6

Complaints Handling Toolkit
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Item
The Complaints Handling Toolkit and Gap analysis was received and
discussed.
It was noted that:
(i)
The report provides assurance regarding compliance with the
good complaints handling toolkit. Good complaints handling
processes are in place.
(ii) The GAP analysis identifies areas where further actions are
required and sets out timelines for compliance.
(iii) The report and action plan will be shared with commissioners
(iv) Healthwatch report identified an additional area for HCT to
provide assurance on how complaints raised via social media
are handled. Plans are in place to take this forward.
Challenge, Observations & Questions
a)
In order to ensure transparency and openness, ways of
conveying the difference between the PALs and Complaints
service be reviewed in due course subject to team capacity to
ensure that the appropriate support is provided.
Decisions and Actions
1.
Complaint Annual Report 2015/16 was noted.
Risk Rating: Amber/ Green
5.7

Patient Experience Annual Report 2015/16
The Patient Experience Annual Report 2015/16 was received and
discussed.
It was noted that:
(i)
There have been an increased numbers of methods used to
capture patient feedback.
(ii) Friends and Family Test score for the Trust is consistently
above the national average of 94.6% and achieved year end
score of 98%.
(iii) St Alban’s Specialist Dental Care Service and Podiatry at
Queensway Clinic were awarded the Purple Star kite mark for
delivery of high quality care to learning disability service users.
(iv) A work plan is in place to fully address measurement of the
NICE quality standards for adult patient experience.
(v) Other ways of capturing patient feedback are being pursued
including presentations to the Board and surveys using
technology and the website.
Decisions and Actions
1.
Patient Experience Annual Report 2015/16 was noted.
Risk Rating: Green
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Attachment K3

Item
Patient Safety & Experience Chair’s Assurance report and minutes
from 23 June 2016
Patient Safety & Experience Chair’s assurance report and minutes from
23 June 2016 were received and discussed
The key points noted were:
(i) Red
Issue
Decommissioning of Family Nurse
Partnership service and reduction in
Health Visiting service capacity,
which will impact on the safety of
vulnerable children and families

(ii)

Action Chair’s Comments
Risk assessment completed by CUS
manager and safeguarding nurse.
Management plan in place.

Amber/ Red

Issue
Patient Safety team to support
Associate Medical Director in review
of mortality review process to
highlight any omissions in care and
identify any learning

Action Chair’s Comments
Revised process and TOR outlined.
Meeting to take place in July
supported by the DQ&G/ Chief
Nurse.

Lack of assurance presented that
cleaning standards across Trust are
being met and the correct processes
are in place to monitor performance
against the cleaning contract

Concerns monitored by IPC forum.

Lack of data to provide evidence for
identification of trends and themes to
account for missed visits; Datix
report requested for next meeting in
August 2016
Decommissioning of Paediatric
Liaison service

(iii)

Risk assessment completed/service
leads working with commissioners
and acute providers to develop new
pathways.

Amber /Green

Issue
SI Panel to continue to monitor
appropriate use of NEWS tool to
ensure early identification of
deteriorating patients

(iv)

Data to be reviewed and presented
to the next PSEG in August.

Action Chair’s Comments

Green

Issue
Assurance gained regarding staff
attitude following 15 Step
Challenge undertaken at 7 Well
Baby Clinic sites

Action Chair’s Comments
Paper to HGC demonstrating
actions and improvements
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Item
Assurance gained from Patient
Experience and Complaints annual
reports
5 CDI cases confirmed in 2015/16,
below the ceiling set for the year

Decisions and Actions
1.
Patient Safety & Experience Chair’s assurance report and
minutes for 23 June were noted.
Risk Rating: Amber/ Red
6.

Clinical Effectiveness

6.1

Palliative Care and End of Life Chair’s Assurance report
Palliative Care and End of Life Chair’s Assurance report from 13th May
2016 was received and discussed.
It was noted that:
(i)
This was the first meeting to monitor the right tools are in place
to monitor the delivery of the strategy. There is a great deal of
partnership working underway.
(ii)

Red – none recorded

(iii)

Amber/ Red

Issue
Engagement Plan

Action Chair’s Comments
CK/CS to develop plan for
consideration by group

Adults and Children’s Operational
Delivery Groups and Delivery plan

Delivery plan to be progressed at
meetings and assurance report to
strategy group.
Adult group had first meeting. TOR
to be finalised. Assurance report
from next meeting.
Children’s Group to be set up – aim
first meeting before next strategy
meeting
First draft discussed. To be finalised
before next meeting and dashboard
to be developed

Monitoring Delivery of Strategy and
Impact

(iv)

Amber /Green

Issue
Terms of Reference

Action Chair’s Comments
Agreed with minor alterations

Communications Plan

Communication focused around key
items in preparation for CQC
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Action

Item
inspection. Ongoing plan to be
developed

(v) Green – none recorded
Decisions and Actions
1.
Palliative Care and End of Life Chair’s Assurance report from
13th May 2016 was noted
6.2

Clinical Effectiveness Audit Annual Report 2015/16
The Clinical Effectiveness Audit Annual Report 2015/16 was received and
discussed.
The key achievements were discussed, it was noted that:
HCT has delivered 100% of the National Audit programme the
(i)
results showed improvements and included positive patient
feedback in a number of services which will be used to
negotiate further service developments with the commissioners.
(ii)
A substantial number of additional audits were undertaken to
provide information and assurance on the quality of the clinical
services provided and assurance that improvements identified in
the CQC action plan have been achieved.
(iii) No major risks were identified.
(iv) Information is triangulated regularly with Operational Services
and the HLRR. Audit tools are being reviewed to ensure that
they align with current risks.
Challenge, Observations & Questions
a)
It was acknowledged that the Professional Clinical Leaders
Group received a presentation on clinical audit. All present
confirmed that clinical audit is undertaken within their service.
Further work is underway to ensure that Medical staff have the
same approach to audit.
b)
The direction of travel and maturity of the audit process is
demonstrated when the 2014/15 and 2015/16 reports are
compared. Well done, the committee’s thanks were extended to
AP for her continued input despite the capacity challenges
throughout the year.
Decisions and Actions
1.
The Clinical Effectiveness Audit Annual Report 2015/16 was
noted.
Risk Rating: Green

6.3

Clinical Effectiveness Group Chair’s Assurance report and minutes
from 16 June 2016
The Clinical Effectiveness Group Chair’s Assurance report and minutes
from 16 June 2016 were received and discussed
The key points noted were:
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Item
(i) Red items none reported

(ii) Amber/ Red
Issue:
National Diabetes Audit 2013/14 and 2014/15 – A breakdown of the local
audit results demonstrated gaps in patient care relating to the care
processes in 2014/15; however audit undertaken in March/April 2016 for
the Diabetes CQUIN demonstrated that these gaps have been addressed
and several pieces of work to increase patient engagement and improve
service delivery are underway.

(iii) Amber /Green
Issue:
• Clinical Audit Annual Report – The report demonstrates delivery
of the full clinical audit plan for 2015/16; however it was agreed
that it would be useful for future reports to report changes made
as a result of clinical audit recommendations
•

CQC Record Keeping Audit Q4 – The audit demonstrated good
evidence of standardisation of records and the personalisation of
records. There were some issues identified which will be
addressed with individualised actions plans for each community
hospital ward. It was noted that concerns previously identified
relating to the implementation of ECR in two units have been
addressed and the ECR roll out programme is continuing to be
implemented.

(vi) Green
Issue:
NICE Working Group action tracker – Compliance with applicable NICE
Quality Standards continues to be demonstrated in HCT services, with
actions in place for those areas of non-compliance.

Decisions and Actions
1.
Clinical Effectiveness Group Chair’s Assurance report and
minutes from 116 June 2016 were noted.
Risk Rating: Amber/ Red
6.4i

Medical Revalidation Decision Making Group (MRDG)
The Terms of Reference for the Medical Revalidation Decision Making
Group were received and discussed.
It was noted that
(i)
The ToR were agreed at the group, however the membership is
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Item

Action

Date

MS

To note

CH/CS

To note

under review.
(ii) The group will report to HGC six monthly, the timings to be
advised.
Challenge, Observations & Questions
a) It was clarified that HCT have not had any “never events”, if one
occurred it would be reviewed via the serious incident panel. It was
agreed that the Serious Incident report would in future include a
statement about “never events” which will then be included in the
Quality Report.
b) It was noted that HCT does not have a Medical Workforce
Manager.
Decisions and Actions
1.
MRDG report to be received by HGC 6 monthly timing to be
advised.
2.
Never Events statement to be included in the serious incident
report and the Quality Report
3.
Medical Revalidation Decision Making Group ToR were noted.
6.4ii

Medical Revalidation Decision Making Group (MRDG) chair’s
Assurance report
The Medical Revalidation Decision Making Group (MRDG)chair’s
assurance report from 4th July 2016 was received and discussed.
It was noted that:
(i)
Red
Issue
Service Level Agreement with WHHT
is not in writing, which makes
management of concerns about
individual doctors uncertain.
Contracts of employment (Eight
Doctors 0.1-0.3WTE) and lack of
effective management structure for
Doctors in one service are not
conducive to supportive team working,
improvement and maximising the input
of Doctors.
All existing concerns about individual
Doctors shared anonymously with the
group.

Action Chair’s Comments
Responsible Officer and Medical
Staffing Lead to meet with Director of
Operations.
Responsible Officer to raise
requirement for change at executive
level.
Medical staffing Lead to take forward
within HR

Suggested actions for Responsible
Officer to carry out. Further DMG
meeting in two months with additional
meetings if required.
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(ii) Amber/ Red
Issue
Recording of Serious Incidents and
Never events against named Doctors

Action Chair’s Comments
Quality team representative will look
to develop mechanisms for this.

Recording of actions taken when
concerns raised about individual
Doctors

Medical Staffing Lead to set up more
robust system which complies with
information governance guidelines
for Responsible Officers.

(iii)

Amber/Green

Issue
Medical Appraisal Policy

Medical remediation policy

Resources to support medical
revalidation

(iv)

Action Chair’s Comments
Being updated to link with other
relevant policies and include sections
on consequences of late appraisal
and information governance.
Medical Staffing Lead to produce a
flowchart to guide management of
concerns about Doctors.
Interim support in place from Medical
Staffing Lead and Revalidation
manager role. Ongoing requirements
to be established as part of medical
revalidation project.

Green

Issue
Terms of reference agreed
4.2 (i) Mainly be dealing with Trust
appointed doctors, contracted doctors
and doctors employed via Service
Level Agreement or honorary contract.

Action Chair’s Comments
Comments: Locum Drs will need to
be included.

8.0 (8.4) Other than in exceptional
circumstances and as agreed by the
Chair, the agenda and associated
papers/documents for each meeting
will be distributed at least five days in
advance of the meeting to all members
and co-opted members (including
nominated deputies).

Comments: Papers should be issued
7 days, rather than 5 days.

Summary of Committee governance issues and any other points for the
Parent Committee’s attention
The governance issues had been
Resources newly in place and project
identified previously by the
plan to be produced by Medical
Responsible Officer.
Staffing Lead.
This was the first Decision Making
Group within the trust. It will make
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Item
medical revalidation decisions and
management of concerns regarding
Doctors more robust, enhancing
patient safety and compliance with
Regulations.

Decisions and Actions
1. The Medical Revalidation Decision Making Group (MRDG) chair’s
assurance report was noted.
Risk Rating: Amber/ Red
7.

Key Items for Noting
Nothing additional to note

8.

Key Items for Escalation/Further Action

9.

Date of Next Meeting
Meeting dates for 2015/16
20-09-2016
2.00-5.00
Boardroom Howard Court
Oct-16
Operational Review
15-11-2016
2.00-5.00
Boardroom Howard Court
17-01-2017
2.00-5.00
Boardroom Howard Court
Feb-17
Operational Review
21-03-2017
2.00-5.00
Boardroom Howard Court
Operational Reviews will be discussed once the CQC inspection
outcome is received.
Meeting Summary – nothing reported
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TRUST SCORECARD 16/17

Scorecard

YTD
Performance

93.1%

Compliant

94.2%

92.7%

G

G

G



7

Full Year 6
Monthly
trajectory
1- May

0

1

G

G

G



Number of complaints received in month

250

For information

13

84

Friends and Family test

98%

90%

98%

98%

G

G

G



16

20% reduction
on baseline from
2015/16

4

11

R

R

R



Community Hospitals - Average length of stay in HCT community hospital - ALL Stroke (Rehab
Pathway)

29.5

42 Days

29.7

33.5

G

G

G



Community Hospitals - Average length of stay in HCT community hospital - Non Stroke (Rehab
Pathway)

18.7

21 days

21.3

20.4

G

G

G



Health Visiting - average caseload size
Actual WTE caseload ratio

380

<400

397

397

G

G

G



90.3%

90%

91.9%

91.9%

G

G

G



N/A

92%

95.2%

95.2%

G

G

G



% staff who have undertaken mandatory training

92.70%

90%

91.0%

91.0%

G

G

G



% of eligible staff trained at appropriated level of safeguarding children in accordance with IC
document Level 1, Level 2, Level 3

95.00%

95%

95.0%

95.0%

G

G

G



% of all clinical and medical relevant staff (all clinical staff including staff in supervisory roles
requiring a clinical registration) will undertake
Level 2 safeguarding adults

93.0%

90%

87.2%

87.2%

A

A

G



% of staff who have undertaken level 1 / 2 safeguarding adults training every 3 years

98.3%

90%

91.1%

91.1%

G

G

G



% of staff completing Information Governance training (Rolling Year)

95.5%

95%

87.7%

87.7%

A

A

G



% of staff who have received an appraisal in the last 12 months

85.5%

90%

91.0%

91.0%

G

G

G



% posts vacant
(vacant WTE/budgeted WTE).

8.90%

8.5%

10.12%

10.12%

R

R

G



Underlying Staff turnover (Voluntary resignations excluding retirements, redundancy and the end of
FTCs)

13.4%

12%

13.3%

13.3%

A

A

G



Absence Rate

3.62%

3.6%

3.82%

3.76%

A

A

G



4

4

4

4

G

G

G

Quality

C.difficile cases occurring post 3 days following admission into HCT bed based facilities (i.e.
acquired in our facility)

Performance

All patients to have smoking status recorded on system one
Patient waiting list (including Consultant & Non-consultant led services)

FSRR (Risk Rating)

Current
Period YTD RAG
RAG

Appendices

Current period
performance

No of avoidable category 2 pressure ulcers acquired in HCT care

L&D

Workforce &
Finance KPIs

L&D KPIs

2016/17
Target /
Threshold

% of patients receiving harm free care

Finance

Performance
KPIs

Quality KPIs

2015/16
year end
Performance

Indicator

Workforce &

Key Messages

Forecast
RAG

Trend from
previous
month

Trend over
time
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

August 2016 Key Messages
Performance highlights
•
•
•
•
•
•
•
•
•

No MRSA breaches reported.
No C.diff cases reported in August, this is the fourth consecutive month with no case reported.
95% of patients waiting within 18 weeks for their initial appointment.
Smoking Status achieving the 91% target.
HCT achieving targets for patients with a planned discharge by Midday and Weekends.
Stroke Average length of stay within thresholds for August.
Overall staff mandatory training levels above target.
Child health promotion programme (immunisations, vision and hearing screening, National Childhood
Measurement Programme) on trajectory to achieve target.
Staff Appraisals now achieving 91% and achieving target

Areas for Board review
•
•
•
•
•

Four Grade 2 Pressure ulcers acquired in HCT care in August.
DTOC rate above the 5% threshold for last 11 months with 12.3% health delays recorded in August.
All Urgent Therapy referral priorities not achieving response targets.
Staff turnover at 13% and over the 12% threshold. No change from previous month
Absence Rate over 3.6% threshold with 3.82% in August.
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Scorecard

Quality - Clinical Governance

Ref

Indicator

Q1

% of patients receiving harm free care

Q2

Number of Avoidable MRSA bacteraemia cases in year for HCT

Key Messages

Quality KPIs

Performance
KPIs

Workforce &
Finance KPIs

L&D KPIs

Appendices

Trend
Current
Forecast
from
Period YTD RAG
RAG
previous
RAG
month

2015/16
year end
Performance

2016/17
Target /
Threshold

93.1%

Compliant

94.2%

92.7%

G

G

G



0

0

0

0

G

G

G



5

Full Year 6
Monthly trajectory
1- May

0

1

G

G

G



Current period
YTD
performance Performance

Q3

C.difficile cases occurring post 3 days following admission into HCT bed based
facilities (i.e. acquired in our facility)

Q4

C.diff cases rates per 1000 occupied bed days

0.06

For information

0.00

0.05

Q5

Compliance with Hand hygiene in all Community Hospitals will be > 95%

99%

95%

99.0%

99.5%

G

G

G



Q6

% of relevant patients screened for MRSA (excluding respite patients).

99%

Monthly
95%

100%

100.0%

G

G

G



Q7

Compliance with Essential steps urinary catheter care and ongoing care will be >
95% in all community hospitals

100%

95%

100%

100%

G

G

G



Q8

Reduction in the prevalence of CAUTI, based on safety thermometer data

0.6%

1%

0.56%

0.59%

G

G

G



Q9

The number of Serious Incidents reported in month to the CCG against the SI
policy

51

For information

0

8

Q10

The percentage of SIs that have 60-day RCA and action plans completed and
submitted to CCG within 60 days. Reported monthly

March 2016
100%

Monthly
90%

N/A

83%

G

R

G



Q11

The percentage of SIs that have 72 hour report completed within 72 hours.
Reported monthly

50%

Monthly
90%

N/A

100%

G

G

G



Q12

The number of SI's that remain open to HCT

March 2016
8

For information

8

8



For information

392

2268



0.18

0.31

Q13

Number of patient-related incidents reported in month

4674
YTD

Q14

The total number of deaths per 1000 occupied bed days (bed based & Nascot
Lawn)

YTD
0.35

<1

Q15

The total number of patient safety incidents that have resulted in severe harm
(Quarterly)

1
YTD

0

79

10% reduction on
repeat fallers
T<18 per month

Requires
Improvement

Registered
No conditions

Requires
Improvement

Requires
Improvement

4

1

Q16

Reduction in the number of repeat fallers (Quarterly)

Q17

CQC Registration

Q18

No of avoidable category 2 pressure ulcers acquired in HCT care

16

20% reduction on
baseline from
2015/16

Q19

No of avoidable category 3 or 4 pressure ulcers acquired in HCT care

24

0





G

G



0

G

G



15

G

G



A

A

G



11

R

R

R



11

R

R

R

G
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Trend
over
time

Scorecard

Q u a lity - P atie nt E xp ereinc e

Ref

Indicator

Key Messages

Quality KPIs

2015/16
year end
Performance

2016/17
Target /
Threshold

Performance
KPIs

Workforce &
Finance KPIs

L&D KPIs

Current period
YTD
performance Performance

Appendices

Trend
Current
Forecast from
Period YTD RAG
RAG previous
RAG
month

Q20

Number of clinical negligence claims received in quarter (Quarterly)

8

6
YTD

2

Q21

Number of clinical negligence claims closed in the quarter (Quarterly)

4

For information

1

Q22

Number of complaints referred to the ombudsman in quarter from total complaints
(Quarterly)

1
(0.5%)

<5%

3
(5%)

Q23

Number of complaints received in month

250

For information

13

84

Q24

Proportion of complaints resolved within timescale agreed with complainant

99%

80%
Monthly

100%

98.0%

Q25

Number of complaints closed in month

249

For information

16

81



Q26

Number of PALS enquiries (for HCT services) reported monthly

689

For information

44

250



Q27

Number of compliments received Quarterly (Quarterly)

3243

For information

Q28

EMSA breaches reported in month

0

0

0

0

G

G

G



Q29

Friends and Family test

98%

1

98%

98%

G

G

G



G

G

G

G


G

G

G



1799
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Scorecard

Key Messages

QUALITY EXCEPTION REPORT (16 KPIs RAG RATED)

Quality KPIs

2

Performance
KPIs

L&D KPIs

1

Workforce &
Finance KPIs

Appendices

14

ACTION
(Q17) CQC Compliance
Awaiting report from the CQC following the focused unannounced visit in April.
(Q18) Pressure Ulcers - avoidable acquired in HCT care Grade 2
There were four avoidable Grade 2 pressure ulcers acquired in HCT care in August. One was a friction sore in a bed base unit and another an ill fitting
shoe causing a pressure ulcer within an ICT team. There are no Hertswide themes for this increase. Tissue Viability Nursing staffing has improved
enabling improved response times for assessment going forward into Quarter Three.
(Q19) Pressure Ulcers acquired in HCT care Grades 3-4
There was one avoidable grade 3-4 pressure ulcer reported in August for Dacorum ICT. This has taken the total to 11 for the year against the zero
tolerance policy. This is being reviewed in line with Trust policy and any actions learned to be taken forward.
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Scorecard

P e r f o r m a n c e - C o m m u n it y H o s p it a ls

Ref

Key Messages

Indicator

Quality KPIs

2015/16
year end
Performance

2016/17
Target /
Threshold

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

Trend
Current
Current
YTD
Forecast from
period
Period YTD RAG
Performance
RAG previous
performance
RAG
month

P1

Notification to the GP practice 24 hrs. before community hospital discharge of
vulnerable or Elderly patient

99%

96%

99.0%

99.0%

G

G

G



P2

% of patients who have had a VTE assessment when admitted to Community
Hospital

99%

100%

100%

100%

G

G

G



P3

Community Hospitals - Readmission rates within 30 days

0.2%

<0.5%

0.00%

0.00%

G

G

G



P4

Percentage of patients who have a planned discharge, by bed based unit at the
weekend - % discharged

8%

>50%

50%

56%

P5

Percentage and number of patients who have a planned discharge, by bed based unit
before midday

20%

>40%

56%

56%


G

G

G



P6

Total 22.5%
5%
Total 24.6% Total 22.4%
Community Hospitals - % of NHS (health) bed days lost due to delayed transfers of (Health 11.0% for health
(Health 12.3% (Health 10.4%
care
HCS 11.4%
delays
HCS 12.1% HCS 11.8%
Both 0.1%) 4% by Mar 17 Both 0.2%)
Both 0.2%)

R

R

A



P7

Community Hospitals - average occupancy

P8

91.0%

82%-88%

90.2%

90.2%

A

A

A



Community Hospitals - Average length of stay in HCT community hospital - ALL
Stroke

32.2

42 days

35.3

41.2

G

G

G



P9

Community Hospitals - Average length of stay in HCT community hospital - Stroke
(Rehab Pathway ONLY)

29.5

42 days

29.7

33.5

G

G

G



P10

Community Hospitals - Average length of stay in HCT community hospital - Non
Stroke

27.4

21 days

29.5

29.5

R

R

A



P11

Community Hospitals - Average length of stay in HCT community hospital - Non
Stroke (Rehab Pathway ONLY)

18.7

21 days

21.3

20.4

G

G

G



P12

Patients admitted to a bed based unit who have an Estimated Date of Discharge set
and recorded within 3 days of admission

99%

95%

99%

99%

G

G

G



P13

Percentage of patients discharged on, or before, the Estimated Date of Discharge set
upon admission

53%

90%

56%

56%

R

R

R
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Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

Trend
Trend
Current
Current
YTD
Forecast from
period
Period YTD RAG
over
Performance
RAG previous
performance
RAG
time
month

2015/16
year end
Performance

2016/17
Target /
Threshold

86%

90%

100%

97%

G

G

G

84%

90%

94%

92%

G

G

G

380

<400

397

397

G

G

G

N/A

For
Information

96.0%

96.3%

98.4%

95%

97.6%

98.9%

G

G

G



98.7%

98%

100.0%

99.4%

G

G

G



P20 VALIDATION

87.0%

For
Information

87.6%

88.1%

P21 % of 2.5 year health review undertaken as a proportion of total cohort VALIDATED

95.2%

90%

94.2%

95.7%

P22 VALIDATION

85.7%

For
Information

88.9%

87.5%

P23 % of 1 year health review undertaken as a proportion of total cohort VALIDATED

93.0%

90%

96.8%

School Nursing - % of children who have had height and weight monitored in

62.6%
Mar 2016

T Aug
90%

% of children in reception year who have received vision and audiology screening

65.4%
Mar 2016

T Aug
90%

Ref

Indicator

P14 % Completed medical CLA Initial Health Assessments within 10 day timescale

P e r f o r m a n c e - C h ild H e a lt h

Key Messages

% Completed statutory review health assessments within 4 weeks (Paeds, CUS and

P15 CLA)

Health Visiting - average caseload size

P16 Actual WTE caseload ratio

Health Visiting - % of babies who have had a face to face contact with health visitor

P17 within 14 days of birth - BEFORE VALIDATION

Health Visiting - % of babies who have had a face to face contact with health visitor

P18 within 14 days of birth - VALIDATED
P19

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.
% of 2.5 year health review undertaken as a proportion of total cohort BEFORE

% of 1 year health review undertaken as a proportion of total cohort BEFORE

P24 reception and year 6

P25 (subject to school participation)
P26

HPV - % of eligible children immunised

Year 8
2% dose 1
0% dose 2

G

G

G

94.8%

G

G

G

94.5%

94.5%

G

G

G

97.4%

97.4%

G

G

G

G

G

G

Year 8
Year 8
Year 8
T 85% dose 1 85.7% dose 1 85.7% dose 1
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P e rfo rm a n c e - o th e r K P Is

Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

Trend
Current
Current
YTD
Forecast from
period
Period YTD RAG
Performance
RAG previous
performance
RAG
month

Ref

Indicator

2015/16
year end
Performance

P27

Number of patients accepted onto the Community Matron caseload who are offered a
personal health plan with the aim of maximising self-management and confidence

100%

100%

100.0%

100.0%

G

G

G



P30

All patients to have smoking status recorded on system one

90%

90%

91.9%

91.9%

G

G

G

P31

All patients who smoke to be given brief intervention advice which includes second
hand smoking advice

61%

90% by end of
year

53%

53%

R

R

R




P32

All patients who smoke to be offered support to quit smoking

368

400 patients to
be referred to
HSSS

23
T 34

102
T 170

R

R

R

P33

The number of Deprivation of liberty (DOLS) requests during the month

104

For information

7

46

P34

Patient waiting within 18 weeks (including Consultant & Non-consultant led services)

N/A

92%

94.2%

95.4%

G

G

G

P36

Minor Injuries Unit - Herts and Essex hospital - patients to be seen treated and
discharged with 4 hours

99.8%

95%

100.0%

99.7%

G

G

G

P37

For urgent/priority 1 referrals to the receive a face-to-face response within 2-4 hours
of HCT receiving the referral. All Herts NURSING

n/a

95%

92%

95%

A

G

G

P38

For urgent/priority 1 referrals to the receive a face-to-face response within 2-4 hours
of HCT receiving the referral. All Herts THERAPIES

n/a

95%

88%

93%

R

A

G

P39

For planned /routine/priority 2 referrals the patient will receive a face-to-face response
within 24- 48 hours of HCT receiving the referral for nursing services. All Herts
NURSING

n/a

90%

88%

92%

A

G

G



P40

For planned /routine/priority 2 referrals the patient will receive a face-to-face response
within 1-2 weeks of HCT receiving the referral for Therapy services. All Herts
THERAPIES

n/a

90%

74%

72%

R

R

R



P41

For supported self-care/priority 3 referrals, the patient will receive a face-to-face
response within 7 days for nursing services. NURSING

n/a

90%

93%

96%

G

G

G

P42

For supported self-care/priority 3 referrals, the patient will receive a face-to-face
response within 2-4 weeks for therapy. All Herts THERAPIES

n/a

90%

61%

56%

R

R

R
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2016/17
Target /
Threshold








Trend
over
time

Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

PERFORMANCE EXCEPTION REPORT (34 KPIs RAG RATED)
8
3
23
ACTION
(P6) NHS Health DTOC
HCT were over the 5% threshold after recording 12.3% health delays in August. This is an increase of 2.9% from last month. The units with the biggest
delays were QVM (22.2%), Danesbury (20.3%), Sopwell (20.0% and Langton (16.1%). These four units combined for 430 bed days lost out of the 700
days lost in August. The most common delay reasons in August were Patient/Family Choice (178 days) and Funding (140 days). When looking at reasons
beyond HCT control, i.e. self-funding care for Residential/Nursing Home and Homecare, the health delays improved to 10.9% in-month and YTD 7.5%.
HTC have a detailed action plan to reduce DTOC and this is being managed by the Beds Steering group.
(P10,P11) Non Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke. HCT recorded a LOS of 29 days for Non-stroke patients for the second consecutive month. There
were seven patients whose LOS was over 70 days and of these a further two patients stayed over 100 days. This cohort included two Deprivation of Liberty
Safeguards (DoLS) patients whom required additional support. The LOS improved to 21 days based on the Rehab Pathway.
(P13) Estimated discharge date (EDD) achievement
The majority of non-met EDD are linked with delayed transfers of care issues with 56% of patients achieving their estimated discharge date. When patients
who did not have a delayed transfer of care are excluded, 90% of patients were discharged on or before their EDD.
(P31) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status. Referrals to Hertfordshire Stop Smoking Service (HSSS) are being reviewed in line with the
reports HSSS are producing with actual referrals received. HCT will be focusing on improving performance for staff providing advice and intervention to
patients who smoke, which is below the threshold.
(P36-P42) Urgent Nursing and Therapy referral priorities
P1 Nursing target was missed by six patients from 74. P2 Nursing - 126 patients from 1079. All therapy priorities were not met in August. Demand for
Therapies is above capacity with the Herts Valley localities which was recognised when a business case was agreed but funding for this has been put on
hold by the CCG. This was to support extra therapy provision with the ICT teams to help the service move towards seeing patients within the commissioned
timelines which currently is not being met. A roll out plan is ready to progress.
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Learning & Development

Ref

Indicator

Key Messages

Quality KPIs

Performance
KPIs

Workforce &
Finance KPIs

L&D KPIs

Appendices

Trend
2015/16
2016/17
Current
Current
YTD
Forecast
from
year end
Target /
period
Period YTD RAG
Performance
RAG
previous
Performance Threshold performance
RAG
month











L1

% staff who have undertaken mandatory training

92.7%

90%

91.0%

91.0%

G

G

G

L2

% of eligible staff who have received mandatory fire training in the last
12 months

93.0%

90%

98.7%

98.7%

G

G

G

L3

Patient moving and handling

87.3%

90%

85.1%

85.4%

A

A

G

L4

Infection control

89.6%

90%

89.5%

89.5%

A

A

G

L5

Basic life support

89.6%

90%

86.8%

86.8%

A

A

G

L6

% of eligible staff trained at appropriated level of safeguarding children
in accordance with IC document Level 1, Level 2, Level 3

95.0%

95%

95.0%

95.0%

G

G

G

L7

% of eligible staff who have undertaken safeguarding children
supervision appropriate to their role

96.0%

95%

95.0%

95.0%

G

G

G

L8

% of staff who have undertaken level 1 /2 safeguarding adults training at
induction

99.3%

95%

93.9%

93.9%

G

G

G

L9

% of staff who have undertaken level 1 / 2 safeguarding adults training
every 3 years

98.3%

90%

91.1%

91.1%

G

G

G

L10

% of all clinical and medical relevant staff (all clinical staff including staff
in supervisory roles requiring a clinical registration) will undertake Level
2 safeguarding adults

93.0%

90%

87.2%

87.2%

A

A

G



L11

Staff undertaken DOLS training

65%

90%

73.7%

73.7%

R

R

G

L12

% of relevant staff who have undertaken MCA training

90.5%

90%

86.8%

86.8%

A

A

G

L13

% of relevant staff who have undertaken PREVENT training

92.6%

90%

89.8%

89.8%

A

A

G

L14

% of staff completing Information Governance training (Rolling Year)

95.5%

95%

87.7%

87.7%

A

A

G

L15

Conflict resolution training

94.1%

90%

94.0%

94.0%

G

G

G







L16

Equality & Diversiity Training

95.9%

90%

95.0%

95.0%

G

G

G
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over
time

Scorecard

L&D EXCEPTION REPORT (16 KPIs RAG RATED)
ACTION

Key Messages

Quality KPIs

Performance
KPIs

1

L&D KPIs

7

Workforce &
Finance KPIs

Appendices

8

(L3, L4, L5, L12, L13) Patient Moving and Handling, Infection Control, Basic Life Support, MCA and PREVENT training.
HCT expect to achieve green with all mandatory training KPIs by March 2017. The above KPIs are all within 5% of achieving target and one key objective
of the trust is to ensure all staff are up to date with their training which can now be monitored individually through the trust’s Business Intelligence platform.
(L10) % of all clinical and medical relevant staff (all clinical staff including staff in supervisory roles requiring a clinical registration) will
undertake Level 2 safeguarding adults (Safeguarding Champions)
The training figures have increased in August to 87% . The cohort of staff for this training is small and any non-compliant staff will impact immensely on the
figures. HCT anticipate ongoing improvement as more training sessions are planned.
L11) Staff DOLS training
A New Induction programme is in place from September 2016, where day two will be devoted to safeguarding only. The HCT learning and development
team are adding new presentations and putting resources in place. Refresher reminders were also sent in September.
(L14) Information Governance training
The training is measured on a rolling in-month basis and expected to achieve the 95% target by March 2017.
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Scorecard

Workforce & Finance

Ref

Indicator

Key Messages

Performance
KPIs

Quality KPIs

2015/16
2016/17
YTD
Current period
year end
Target /
performance Performance
Performance Threshold

W1

No of Whistle blowing events

1

For
information

0

1

W2

Raising Concerns

2

For
information

2

7

W3

% of staff who have received an appraisal in the last 12 months

85.5%

90%

91.0%

91.0%

W4

Headcount - No of staff

3032

For
information

2963

2963

W5

WTE in post

2499

For
information

2433

2433

W6

No of vacancies
(budgeted WTE - Staff inpost WTE)

244

For
information

274.0

274.0

W7

% posts vacant
(vacant WTE/budgeted WTE).

8.9%

8.5%

10.12%

10.12%

W8

WTE by bank/agency

215

For
information

182

182

W9

Bank & Agency spend - percentage of bank spend as percentage
of total pay budget

13.7%

For
information

8.70%

8.70%

W10

Underlying Staff turnover (Voluntary resignations excluding
retirements, redundancy and the end of FTCs)

13.4%

12%

13.3%

13.3%

W11

Overall Staff turnover

18.7%

For
information

18.4%

18.4%

W12

Absence Rate

3.62%

3.6%

3.82%

W13

FSRR (Risk Rating)

4

4

W14

Retained Surplus (£000)

£2,429

W15

Aged Debtors

W16

Capital Plans

Workforce &
Finance KPIs

L&D KPIs

Appendices

Trend
Current
from
Forecast
Period YTD RAG
RAG
previous
RAG
month

G

G

G

R

R

G

A

A

G

3.76%

A

A

G

4

4

G

G

G

£1,530

£666

£1,479

G

G

G

16%

<5%

30%

41%

R

R

G

93%

100%

75%

100%

R

R

G
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Trend
over
time

Scorecard

Key Messages

WORKFORCE & FINANCE EXCEPTION REPORT (8 KPIs RAG RATED)

Quality KPIs

3

Performance
KPIs

L&D KPIs

3

Workforce &
Finance KPIs

Appendices

2

ACTION
(W7) % Posts Vacant
The Trust vacancy rate is currently above the target at 10.12%. There has been run of fewer starters than leavers over the last few months, which has
impacted on overall staff-in-post numbers. A reduction in this rate is actively being worked on through planned recruitment activity in line with the
Resourcing Action Plan, along with a focus on retention (see W9).
(W9) Underlying Staff turnover
The Trust’s underlying turnover figure reduced in August, down to 13.3% which is the lowest rate of the last 12 months. Work-life balance continues to be
the main reason for leaving the Trust.
A specific focus on retention is underway with the following actions:
• A Retention Report has been discussed at the Workforce and Organisational Development Group meeting and is going to the Strategy and Resource
Committee in September, highlighting key issues for the Trust to focus on (including ‘hot spot’ areas in each Business Unit)
• A Trust wide retention action plan has been developed to tackle the key retention issues.
(W11) Absence rate
HCT was above the target with a 3.82% absence rate. In addition to the ongoing management of absence, the Trust’s programme of work in relation to
the national Health and Wellbeing CQUIN for 2016/17 is now underway, with the next update going to the Health and Wellbeing Group in September.
Work on the 2016 staff flu vaccination campaign is also in progress.
(W14) Aged Debtors
The overall level of aged debt has increased by £922k during August 2016, however, most of this increase has occurred in the 0 - 30 days category with
debts > 90 days having reduced by £220k. The main issues for debts over 90 days relate to East and North Herts NHS Trust (£719k and this issue
continues to be dealt with at Director of Finance level), Hertfordshire County Council (£127k concerning Children's Integration OT), Redbridge CCG
(£88k), West Essex CCG (£52k), Royal Free FT (£210), West Herts NHS Trust (£125k) and NHS England (£144k re CQUIN). All these issues continue to
be actively pursued.
(W15) Capital Plans
Capital expenditure was £832k at the end of month five which is below the plan as submitted to NHS Improvement due to changes in the forecast
expenditure and profiling of some schemes. The majority of expenditure incurred at the start of the year relates to 2015-16 schemes which are planned to
be completed in 2016-17. The contingency will be allocated later in the year. The Trust anticipates that the full capital allocation will be spent in 2016-17
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Quality KPIs
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Appendices

Safe Staffing Report August 2016
Target/
trajectory

Aug-16

Herts & Essex

Open Beds
Bed Occupancy %

DAY

Regular Nurse

Night
DAY
Night

Holywell

PBCH

Langley

St Peters

Sopwell

Langton

Nascot
Lawn

28

22

18

16

29

28

20

19

20

6

85%

79%

100%

93%

92%

97%

97%

96%

85%

83%
1.8

<42



25.5



21.1



43.9



35.4



26.9



31.8



26.9



37.6



31.8

DTC (NHS %)

<4%



5.1%



22.2%



20.3%



4.5%



7.4%



7.2%



14.7%



20.0%



16.1%

Funded WTE

51.46

42.5

48.9

39.62

55.73

41.26

36.52

41.45

29.94

Actual WTE

43.7

29.67

40.66

32.76

48.47

36.29

30.94

37.08

18.96

15.08%

30.19%

16.85%

17.31%

13.03%

12.05%

15.28%

10.54%

36.7%

3.32

0.95

1.98

0.87

5.69

0.55

1.13

3.85

0.68

Agency Usage %

21.47%

10.16%

10.18%

12.57%

13.05%

10.43%

10.18%

13.48%

14%

Bank Usage %

1.99%

7.21%

8.94%

7.70%

7.78%

0.80%

10.24%

3.20%

18%

Sickness WTE

Safe Staffing Data

Danesbury

ALOS

Vacancy Rate %

HCA

QVM

P

1591

1234

1234.5

1234.5

1947.5

1591

1234.5

1234.5

1234.5

631.92

A

1447.5

1163.75

1205.48

1142.2

1918.25

1413.92

1204.17

1111.5

1270.5

557.67

Avr. Fill Rate (%)

91.0%

94.3%

97.6%

92.5%

98.5%

88.9%

97.5%

90.0%

102.9%

88.3%

P

1069.5

713

713

713

1426

1069.5

713

713

713

325

A

1012

691.25

691

737.42

1428.75

1056.75

713

690

713

337.5

Avr. Fill Rate (%)

95%

96.9%

96.9%

103.4%

100.2%

98.8%

100.0%

96.8%

100.0%

103.8%

P

1426

1426

1426

1069.5

1426

1702

1069.5

1069.5

1069.5

787.67

A

2050.5

1343.67

1712.5

1460.83

2060.25

1931.25

1575.15

1078.58

1483.75

811.97

Avr. Fill Rate (%)

144%

94.2%

120.1%

136.6%

144.5%

113.5%

147.3%

100.8%

138.7%

103.1%

P

1069.5

1069.5

713

713

713

1345.5

713

713

713

639.5

A

1012

1032.42

923

801.92

1182.33

1550.1

1150

724.5

1069.5

639.83

Avr. Fill Rate (%)

159.6%

96.5%

129.5%

112.5%

165.8%

115.2%

161.3%

101.6%

150.0%

100.1%
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Safe Staffing Exception Report
Herts and Essex: During August HEH required additional Health Care Assistant (HCA) hours to care for four patients with Deprivation of Liberty
Safeguards (DoLS) in place, five patients at high risk of falls and one Plus Size patient. They also escorted two patients to appointments off site. In
addition the unit needed extra Registered Nurse (RN) and HCA hours to backfill for SystmOne training..
Danesbury: Danesbury required additional HCA hours to care for five patients with DoLS in place, one patient at high risk of falls and to escort one
patient to an appointment off site.
Holywell: Holywell cared for two patients with DoLS in place and four patients at high risk of falls. They also provided escorts for patients attending 2 two
appointments off site.
Potters Bar: PBCH required additional HCA hours to care for three patients at high risk of falls and to escort one patient to an appointment off site.
Langley: Langley needed additional HCA hours to care for one patient with a DoLS in place and provided escorts to patients for two appointments off
site.
St Peters: St. Peters required additional HCA hours to provide an escort for one patient for an appointment off site during August and to care for two
patients with DoLS in place and two patients at high risk of falls.
Langton: Langton required additional HCA hours to care for two patients with DoLS in place who were both at high risk of falls. They also provided
escorts to patients for three appointments off site.
Nascot Lawn: Following discussions with the CCG; and in order to meet the CCG safe staffing request, the unit will close for an additional 16 nights per
year. This reduction will commence in October 2016 and will address the current anomaly in RN staffing levels.
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Attachment K5

FINANCE REPORT TO THE STRATEGY AND RESOURCES COMMITTEE
Title:

Month 5 Finance Report (August 2016)

Sponsoring Director:

Director of Finance

Author(s):

Finance Department

Purpose:

The purpose of the report is to provide the SRC with HCT’s financial position as at Month 5 – 2016/17.

Action required by the Board:
The Board is asked to note the Trust’s financial position as at 31 August 2016.
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1 Director of Finance Message
The Trust is reporting a surplus position in month of £849k, which is £871k ahead of plan in month. A
surplus of £666K has been reported as at month 5, which is £913K ahead of plan.

At the end of month 5, the Trust
has a surplus of £666K, which is
£913K ahead of plan.

The large variance reported in month 5 is as a result of two major adjustments. The Trust has for the
first time this month recognised the payments received from the Sustainability and Transformation
Fund (STF) and has also begun to release its contingent reserve.
The Trusts financial plan had budgeted for the STF income and contingent reserve to be
received/recognised in month 12. However, to provide a better reflection of the Trusts actual position
these items should be adjusted as they arise. The variance between the Trusts actual position and that
that was budgeted will continue until month 12 of the financial year.
The Trust is reporting a forecast surplus for the financial year of £1.479m.

Year to date, the Trust had a
favourable position relating to
Revenue from Patient Care
Activites of £561K.

The year to date CIP delivery for
the Trust as at month 5 is £39k
behind plan.

Revenue from Patient Care Activity is ahead of plan as at month 5. Due in part, to the recognition of 5
months of the Sustainability and Transformation Fund (STF) allocation ahead of the planned phasing
which is allocated all in month 12 in the Trust's plan, c.£370k. Clinical income, with the exception of STF
allocation, mainly consists of block income and therefore only small deviations from budget are
expected to materialise during the year. However, increased service developments with the Local
Authority and Clinical Commissioning Groups (CCGs) outside of these blocks has resulted in income of
c.£291k ahead of budget.
At the end of month 5, the Trust had delivered £1,986K of CIPs. Of this balance, £1,250k has been
delivered recurrently. The business units are forecasting full delivery of the CIP programme, £4,861k.
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Table 1: Income and Expenditure Summary
Income and
Expenditure Summary

In Month

Year to Date

Forecast

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Forecast

Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

Income

12,052

12,105

53

60,548

61,096

548

144,916

145,708

792

Pay Expenditure

(9,070)

(8,983)

87

(44,913)

(44,643)

270

(107,691)

(107,908)

(217)

Non Pay Expenditure

(2,570)

(1,844)

726

(13,711)

(13,591)

120

(30,535)

(31,063)

(528)

412

1,278

866

1,924

2,862

938

6,690

6,737

47

Depreciation

(264)

(265)

(1,320)

(1,367)

(3,277)

(24)

(21)

(123)

(110)

(295)

(257)

3

5

13

21

31

52

(5)

(4)

(23)

(22)

(55)

(53)

(144)

(144)

(718)

(718)

(47)
13
8
1
0

(3,169)

Amortisation

(1)
3
2
1
0

(1,723)

(1,723)

(108)
38
21
2
0

(22)

849

871

(247)

666

913

1,479

1,479

0

EBITDA

Interest Receivable
Interest Payable
PDC Dividend
Total I & E Position
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Table 2: Income and Expenditure Performance
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Table 3: Performance against Budget by Business Units

Business Units/Areas

Core Adult Services (East and
North)

Core Adult Services (West)

Budget
£'000

(3,201)

(2,926)

In Month
Actual
Variance
£'000
£'000

(3,244)

(2,796)

(43)

Key Driver of Movement
The overspend in this
months position is as a
result of uncertainty relating
to the achievable level of
income for the Homefirst
service

Budget
£'000

(15,922)

Year-To-Date
Actual
Variance
£'000
£'000

(15,803)

119

130

The underlying overspend
on inpatient beds remain,
however the in month
position is a reflection of
additional funding from
reserves being included

(13,304)

(13,419)

(115)

(10,101)

(9,450)

651

Children's Services

(2,666)

(2,633)

33

As anticipated the business
unit, through careful
management of vacancies,
predominately relating to
Health Visitors, is
underspending by month
reducing the large
overspend year to date.

Corporate Services

(2,049)

(1,664)

385

Underspend due to a
number of vacancies across
corporate services

(14,090)

(13,868)

222

Year End Forecast
Budget Forecast Variance
Key Driver of Movement £'000
£'000
£'000
Underspends relating
predominately to ICT
vacancies

Key Driver of Movement

(38,432)

(38,440)

(8)

Forecast to remain on
budget

Pressure from inpatient
units staffing. Review of
current staffing
(33,678)
requirements and policy of
additional care being
reviewed

(33,679)

(1)

Forecast to remain on
budget

Overspend on Health
Visitors budget due to
phasing of Local Authority
cuts

(32,701)

(32,697)

4

Forecast to remain on
budget

Underspend due to a
number of vacancies across (24,096)
corporate services

(23,943)

153

Pressure on estate budget
anticipated, offset by
corporate vacancies
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Depreciation & Amortisation

(289)

(286)

3

PDC Dividend

(144)

(144)

0

Current year Capital
Programme slippages.

(1,443)

(1,419)

24

(718)

(718)

0

Current year Capital
Programme slippages.

Block Income

11,151

11,149

(2)

£73k STF positive variance in
month offset by two large
credit notes raised for
2015/16. Provisions related
to these credit notes feature
in Trusts non pay

Contingency

(4)

365

369

Release of reserve

(871)

(1,059)

(188)

Trust Contingency
reserves.

Corporate Contributions

20

20

0

Education funding

98

98

0

Interest Payable

5

5

0

Interest on DH loan.

(23)

22

45

Interest Receivable

(3)

(5)

(2)

13

(22)

(35)

Non Contract Activity Income

84

82

(1)

422

351

(71)

Net Surplus / (Deficit)

(22)

849

872

(247)

666

913

Higher cash balance against
Plan.
Non-Contract activity
shortfall against plan.

55,692

55,953

261

(3,464)

(3,534)

(70)

(1,723)

(1,723)

0

£366k STF positive variance
offset by credit notes as 134,477
noted for monthly position

134,360

(117)

(130)

60

190

Education funding

236

236

0

Interest on DH loan.

(55)

(53)

2

31

52

21

1,014

840

(174)

1,479

1,479

0

Higher cash balance against
Plan.
Non-Contract activity
shortfall against plan.

Small negative variance
anticipated
The main variance relates
to £123k of School Nursing
budget that will be moved
to the Children's business
unit in month 6
Contingency released to
support position
Forecast to remain on
budget
Forecast to remain on
budget
Forecast to remain on
budget
Forecast to remain on
budget
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Table 4: Continuing Risks to the Trust’s position:
• The Trust is currently forecasting a surplus of £1,479K against the NHS Improvement stretch target of £1,530K. When adjusting for depreciation on donated assets the forecast
surplus is £1,530K.
• Current risks and opportunities to the Trust 's forecast outturn position are detailed below:

-8-

Risk
No.

1

Risk/Opportunity

Historic underachievement of target.
Challenging National
100% of CQUIN targets are not achieved.
Flu target and Qtr 1
diabetes target not
meet.

2

Bad debts

3

Annual Leave accrual

4
5

Identification Process

Non contract activity (NCA) income
underachievement
NHS Professional prior year accrued
expenditure.

RAG
rating/Risk
Score

Financial
Value
£'000

Risk Assessed
Value
£'000

Basis for Financial Assessment

15

(250)

(150)

Estimation

Exec
Actions to Mitigate
Lead

CH

Quarterly
monitoring of all
schemes.

Debtors report

9

(250)

(90)

Debtors report and age of debt

PB

Improved chasing
of debts and
evidence of
acceptance of
service

Policy - no leave to be
carried forward

25

120

120

No provision for annual leave
required

PB

N/A

Monthly report

20

(200)

(160)

Monthly reporting

PB

N/A

NHSP Accrual analysis

15

700

420

Reduction in NHS professional
expenditure.

PB

N/A

6

Referral to Treatment - STF funding

Monthly report

20

(110)

(88)

Monthly reporting

MD

7

Cost Improvement Plans

Monthly report

12

(300)

(144)

Prior years achievement

PB

8

HVCCG - Bed CIP support withdrawn

CCG letter

25

(399)

(399)

3 months of financial support

PB

9

Health Education England Funding
Total

Monthly report

25

(90)
(779)

(90)
(581)

Actual value notified

PB

Positive trajectory
of service
maintained
Monitoring of
schemes
Potentially close
additional beds
N/A
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Year to date, the Trust had a
favourable position relating to
Revenue from Patient Care
Activites of £561K.

2 Clinical Income (Patient Care Activity)
Revenue from Patient Care Activity is ahead of plan as at month 5. Due in part, to the recognition of 5
months of the Sustainability and Transformation Fund (STF) allocation ahead of the planned phasing
which is allocated all in month 12 in the Trust's plan, c.£370k. Clinical income, with the exception of STF
allocation, mainly consists of block income and therefore only small deviations from budget are
expected to materialise during the year. However, increased service developments with the Local
Authority and Clinical Commissioning Groups (CCGs) outside of these blocks has resulted in income of
c.£291k ahead of budget.
The forecast position is a favourable variance of £727k. This assumes the current over performance
related to service developments with CCGs and the Local Authority continues.
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Table 5: Income Performance

Income Performance
Revenue from Patient Care Activity
NHS England
NHS England (Block)
NHS Trusts
NHS Trusts (Block)
Clinical Commissioning Groups
Clinical Commissioning Groups (Block)
Foundation Trusts
Local Authorities
Local Authorities (Block)
Non NHS: Private Patients
Injury Cost Recovery
Non NHS: Other
Total Revenue from Patient Care Activity
Other Operating Revenue
Education, Training and Research
Other Cash Revenue
Total Other Operating Revenue
Total EBITDA Income
Investment Revenue
Total Income

Forecast

Year to Date

In Month
Budget

Actual

Variance

Budget

Actual

Variance

Budget

£000

£000

£000

£000

£000

£000

£000

£000

Forecast

Variance
£000

2
539
37
373
366
8,377
65
197
1,871
3
2
46
11,878

361
586
27
369
371
8,075
54
207
1,850
1
0
49
11,950

359
47
(10)
(4)
5
(302)
(11)
10
(21)
(2)
(2)
3
72

11
2,696
190
1,865
1,801
41,835
323
983
9,339
15
8
615
59,681

393
2,742
273
1,850
1,979
41,839
246
1,096
9,253
11
39
521
60,242

382
46
83
(15)
178
4
(77)
113
(86)
(4)
31
(94)
561

891
6,469
422
4,475
4,125
100,341
776
2,359
22,412
36
20
1,063
143,389

873
6,526
554
4,442
4,365
100,341
590
2,777
22,188
25
39
1,396
144,116

(18)
57
132
(33)
240
0
(186)
418
(224)
(11)
19
333
727

97
77
174

77
78
155

(20)
1
(19)

483
384
867

335
519
854

(148)
135
(13)

605
922
1,527

671
921
1,592

66
(1)
65

12,052
3
12,055

12,105
5
12,110

53
2
55

60,548
13
60,561

61,096
21
61,117

548
8
556

144,916
31
144,947

145,708
51
145,759

792
20
812
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3 Pay Expenditure
The Trust posted a pay expenditure underspend of £87K in month 5. The year to date position is £270K underspend. This
underspend is a result of a number of vacancies predominately across corporate business units. With the exception of
the corporate services, all business units are currently operating within a variance of 0.5% of their year to date budgets.

The year to date pay position is a
positive variance of £270K.

The forecast out-turn position for the Trust's pay position is an overspend of £217k.
The adverse performance of the forecast pay budgets results from the anticipated recruitment to Integrated Community
Teams, corporate and specialist services vacancies, whilst pressures remain on the bed based units. Additionally within
the Children's Business Unit, service developments are anticipated for STEP 2 and the Palms Service. This will result in
increased pay costs but increased income to match.
The Trust continues to monitor the amount spent on agency staff. The Whole Time Equivalent (WTEs) of agency staff
continues to fall and the Trust is operating within its monthly trajectory to meet the NHS Improvement target and
forecasts to remain within the £8.4m cap.

Table 6: Pay cost by Business Unit

£ '000
Children's Services
Core Adult Services (East and North)
Core Adult Services (West)
Corporate Services
Total Pay

Budget
880.44
934.15
772.20
167.62
2,754.41

WTE In Month
Actual
Variance
859.44
878.15
723.20
159.80
2,620.59

21.00
56.00
49.00
7.82
133.82

In Month (£ '000)
Budget Actual Variance
2,864
2,918
2,595
693
9,070

2,886
2,935
2,498
664
8,983

(22)
(17)
97
29
87

Year to date (£ '000)
Budget Actual Variance
14,289
14,781
12,384
3,459
44,913

14,359
14,724
12,354
3,206
44,643

(70)
57
30
253
270

Forecast (£ '000)
Budget Forecast (£Variance
34,496 34,877
35,460 35,370
29,401 29,694
8,334 7,967
107,691 107,908

(381)
90
(293)
367
(217)
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Table 7: Bank & Agency by Division

Bank & Agency WTE
Bank
Agency
4.23
10.13
13.76
51.61
26.50
47.32
0.95
2.86
45.44
111.92

Children's Services
Core Adult Services (East and North)
Core Adult Services (West)
Corporate Services
Total Pay

Bank & Agency In Month(£000)
Bank Agency
15
92
73
345
141
290
6
30
235
757

Bank & Agency YTD (£000) NHS I Target (£000)
Bank Agency
YTD
Full Year
79
473
436
968
303
1,780
1,390
3,090
627
1,440
1,709
3,799
15
61
384
853
1,024
3,754
3,919
8,710

The Trust continues to actively manage and monitor the agency staff spend. The Whole Time Equivalent (WTEs) of agency staff continues to fall and the
Trust is operating within its monthly trajectory to meet the NHS Improvement target and forecasts to remain within the £8.7m cap. Year to date the
Trust has spent £3,754k on agency staff compared to the NHS Improvement target of £3,919k at month 5.
Table 8: Pay Spend by staff group (including Bank & Agency staff)
£ '000
Administrative & Clerical
Medical & Dental Staff
Nursing
Other Clinical
Scientific, Therapeutic & Technical
Total Pay

Budget
A
C
N
O
S

498.85
73.34
1,090.47
455.25
636.50
2,754.41

WTE In Month
Variance
Actual
489.13
65.34
998.57
476.16
591.39
2,620.59

9.72
8.00
91.90
(20.91)
45.11
133.82

In Month (£ '000)
Budget
Actual
Variance
1,372
547
3,735
1,110
2,306
9,070

1,449
562
3,560
1,138
2,274
8,983

(77)
(15)
175
(28)
32
87

Year to date (£ '000)
Budget
Actual
Variance
7,043
2,739
18,434
5,170
11,527
44,913

7,215
2,728
17,793
5,685
11,222
44,643

(172)
11
641
(515)
305
270

Forecast (£ '000)
Budget Forecast (£Variance
16,770
6,576
44,388
12,199
27,758
107,691

17,496
6,277
41,347
14,769
28,019
107,908
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Table 9: Pay WTE by staff group

In Month Budget vs Actual WTE Analysis for August 2016 (excluding Agency & bank)
Service
Clinical Management
Community Hospitals
Corporate Services
Health Visitors & School Nursing
Integrated Community Teams
Other Clinical Adult Services
Other Clinical Children's Services
Other Services
Specialised Services
Therapies

Budgeted WTE
18.19
161.68
197.44
348.12
903.26
592.21
176.07
12.09
41.11
293.50

Actual WTE
24.20
130.06
183.59
333.61
773.91
534.84
154.26
10.86
38.99
278.91

Under/(Over)
(6.01)
31.62
13.85
14.51
129.35
57.37
21.81
1.23
2.12
14.59

%
-33.0%
19.6%
7.0%
4.2%
14.3%
9.7%
12.4%
10.2%
5.2%
5.0%

2,743.67

2,463.23

280.44

10.2%
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Table 10: WTE Budget vs. Actual
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Table 11: WTE Bank & Agency
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Table 12: Bank & Agency Total Spend
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Table 13: Bank & Agency Total Spend
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Non-pay achieved a £726K
underspend in month 5. The year
to date position is a favourable
variance of £120K.

4 Non Pay Expenditure
The Trust has delivered a favourable non-pay expenditure variance of £120K at the end of month 5.
There have been a number of significant movements in month of which, the material ones, have been
detailed below:
(1) Supplies & Services - Clinical - A provision relating to expected income credit notes for the last
financial year have been released in month of c.£91k
(2) Establishment - Release of contingent reserve
(3) Premises - including Business Rates - rebates received in month, back dated to 2011
As previously detailed to the Committee and the Trust Board, the main anticipated pressure on the
Trusts forecast out-turn on non pay budget relates to the increased rent charges from NHS Property
Services relating to their policy to move to market rents from this financial year.
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Table 14: Non-Pay Analysis
£'000
Supplies and Services - Clinical
Supplies and Services - General
Establishment
Premises (incl Business Rates)
Drugs
Insurance, audit & legal fees
Other
Total Non-Pay

Budget
C
G
*
P

**
O

654,877
97,574
708,706
947,706
46,896
31,030
83,039
2,569,828
-3,007

In Month
Actual
546,385
107,487
169,726
854,806
39,582
8,986
117,263
1,844,235

Variance
108,492
(9,913)
538,980
92,900
7,314
22,044
(34,224)
725,593
729

Budget

Year to date
Actual
Variance

3,241,480
481,982
3,507,880
5,333,246
234,479
155,196
756,768

3,275,304 (33,824)
506,918 (24,936)
3,719,575 (211,695)
5,179,238 154,008
179,245
55,234
115,252
39,944
615,933 140,835

13,711,031 13,591,465
-15,895
-15,808

119,566
87

Budget

Forecast Outturn
Actual
Variance

7,785,161
1,156,798
6,713,631
12,426,932
562,751
372,451
1,508,646

7,873,910
1,208,041
6,765,282
12,927,317
502,189
286,988
1,499,186

(88,749)
(51,243)
(51,651)
(500,385)
60,562
85,463
9,460

30,526,370 31,062,913
-35,777

(536,543)
-596

** This includes: Computer Maintenance, Hire of Premises, Lease Cars, Miscellaneous Expenses, Mobile Phone Costs, Operational Services, Postage - Franking Costs, Telephone
Costs.
* This includes: Management Consultancy, Mental Health Contracts, Patient Transport/Ambulance Services, Pharmacy Contracts, Recharge - Estates SLA, Recharge - Procurement,
Substance Abuse Contracts, Training - Other and Training Staff.
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6 CIP
The year to date CIP delivery for the
Trust as at month 5 is £39k behind plan.

At the end of month 5, the Trust had delivered £1,986K of CIPs. Of this balance, £1,250k has
been delivered recurrently. The business units are forecasting full delivery of the CIP

Table 15: CIP by Programme
Plan
Service reconfiguration
Operational Productivity
Back Office & Procurement (Adult Services)
Back Office & Procurement
Estates & Infrastructure
Total CIPs

241,134
66,645
92,297
5,046
405,122

In Month
Actual
164,635
45,305
92,297
5,046
23,181
330,463

Variance

Year to Date
Actual

Plan

(76,499)
(21,340)
(1)
0
23,181
(74,659)

1,205,669
333,225
461,486
25,230
2,025,610

768,851
622,520
461,483
17,613
115,904
1,986,371

Variance
(436,818)
289,295
(3)
(7,617)
115,904
(39,239)

Plan

Forecast Year End Achievement
Actual
Variance

2,893,606
799,741
1,107,566
60,551
4,861,464

1,845,242
1,494,048
1,107,559
42,271
372,343
4,861,464

1,048,364
(694,307)
7
18,280
(372,343)
0

Table 16: CIP by Business Unit
Plan
Children's Services
Core East Services
Core West Services
Corporate
Estates
Total CIPs

74,078
99,545
159,165
22,333
50,000
405,121

In Month
Actual
52,738
95,378
159,166
0
23,181
330,463

Variance
(21,340)
(4,167)
1
(22,333)
(26,819)
(74,658)

Year to Date
Actual

Plan
370,390
497,725
795,828
111,667
250,000
2,025,610

536,614
476,892
795,830
177,035
1,986,371

Variance
166,224
(20,833)
2
(111,667)
(72,965)
(39,239)

Plan

Forecast Year End Achievement
Actual
Variance

888,940
1,194,540
1,909,984
268,000
600,000
4,861,464

888,940
1,194,540
1,909,984
268,000
600,000
4,861,464
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Table 17: CIP by Business Unit – Recurrent/Non recurrent
In Month Achievement
Recurrent Non Recurrent Total
Children's Services
Core East Services
Core West Services
Corporate
Estates
Total CIPs

52,738
54,089
143,434
12,098
262,359

41,289
15,732
11,083
68,105

52,738
95,378
159,166
23,181
330,463

Year to Date Achievement
Non Recurrent Total
Recurrent
201,749
270,445
717,170
60,488
1,249,852

334,865
206,447
78,660
116,548
736,520

536,614
476,892
795,830
0
177,035
1,986,371

Forecast Year End Achievement
Recurrent Non Recurrent Total
484,198
649,068
1,721,208
268,000
145,170
3,267,644

404,742
545,472
188,776
0
454,830
1,593,820

Table 18: Cumulative CIP Performance
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Table 19: Statement of Financial Position
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Statement of Financial Position

Opening Balance
£'000

Current Month
£'000

Forecast
£'000

59,126

58,592

61,383

828

718

572

59,954

59,310

61,955

-

-

7,835

8,801

7,335

Cash and Cash Equivalents

14,500

16,211

12,299

Sub Total Current Assets
Non-Current Assets Held For Sale
TOTAL Current Assets
TOTAL ASSETS
CURRENT LIABILITIES
Trade and Other Payables
Provisions

22,479
22,479
82,433

25,012
25,012
84,322

19,634
19,634
81,589

(14,977)
(246)

(16,335)
(118)

(12,837)
(245)

(176)
(15,399)
7,080
67,034

(176)
(16,629)
8,383
67,693

(176)
(13,258)
6,376
68,331

(668)
(2,708)
(3,376)
63,658

(660)
(2,708)
(3,368)
64,325

(661)
(2,532)
(3,193)
65,138

TAXPAYERS EQUITY
Public Dividend Capital
Retained Earnings reserve

1,131
40,607

1,131
41,273

1,131
42,086

Revaluation Reserve
Other Reserves
Total

16,974
4,946
63,658

16,974
4,947
64,325

16,974
4,947
65,138

NON-CURRENT ASSETS:
Property, Plant and Equipment
Intangible Assets
TOTAL Non Current Assets
CURRENT ASSETS:
Inventories

Trade and Other Receivables

DH Capital Loan
Total Current Liabilities
NET CURRENT ASSETS/(LIABILITIES)
TOTAL ASSETS LESS CURRENT LIABILITIES
NON-CURRENT LIABILITIES:
Provisions
DH Capital Loan
Total Non-Current Liabilities
ASSETS LESS LIABILITIES (Total Assets Employed)

144

There is a decrease in non current assets values as the
depreciation charged is currently greater than expenditure
from the capital programme for 2016-17.
An invoice has been raised to Millbrooks in relation to
wheelchair stock held at year end, therefore, stock has been
released into expenditure.
Receivable balances include accruals made for income not yet
invoiced; levels of these accruals are generally higher during
the year than at year end
A reduction in receivables, some slippage in the capital
programme and the return to a surplus position have all led to
an increased cash balance

Levels of accruals are generally higher in year than at year end
Provisions for CQUIN have been utilised

Unwinding of discount

The movement on retained earnings relates to the operating
surplus in August 2016
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Table 20: Cash Flow Statement
Cashflow Statement
Plan
£'000

Year to Date
Actual
£'000

Variance
£'000

Operating Surplus/(Deficit)
Depreciation and Amortisation
Impairments and Reversals
Operating Cashflow before working capital

478
1,437
1,915

1,434
1,419
2,853

956
(18)
938

Movements in working capital
Interest Paid
Dividend (Paid)/Refunded
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade and Other Receivables
Increase/(Decrease) in Trade and Other Payables
Provisions Utilised
Increase/(Decrease) in Movement in non Cash Provisions
Net Cash Flows from working capital

114
342
(963)
8
(499)

(14)
(718)
144
(966)
2,634
(128)
(8)
944

(14)
(718)
30
(1,308)
3,597
(128)
(16)
1,443

Net Cash Inflow/(Outflow) from Operating Activities

1,416

3,797

2,381

10
(1,770)
(1,760)

21
(2,107)
(2,086)

11
(337)
(326)

Interest Received
(Payments) for Property, Plant and Equipment
(Payments) for Intangible Assets
Net Cash Inflow/(Outflow) from Investing Activities
Loans repaid to DH - Capital Investment Loans Repayment of Principal (Exis
Net Cash Inflow/(Outflow) from Financing Activities

-

-

-

(344)

1,711

2,055

Cash and Cash Equivalents at Beginning of the Period

14,500

14,500

(0)

Cash and Cash Equivalents at the end of the period

14,156

16,211

2,055

NET INCREASE/(DECREASE) IN CASH AND CASH EQUIVALENTS

Liquidity Ratio (days)

Plan
19

Year to Date
Actual
22

Variance
3
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Table 21: Capital Expenditure
Capital Expenditure by Programme

Scheme
Hemel Hub
Estates Other Schemes
Estates - Additional Schemes
IT Schemes
Medical Equipment
IT - Additional Schemes
Contingency
Elstree Redevelopment
Potters Bar Car Park

Capital Expenditure by Programme
Year to Date
Plan
Actual Variance
£'000
£'000
£'000

Year End
Plan
Forecast Variance
£'000
£'000
£'000

0
303
0
794
18
0
0
0
0
1,115

1,000
1,200
1,311
1,152
63
687
51
0
0
5,464

0
197
0
617
18
0
0
0
0
832

0
-106
0
-177
0
0
0
0
0
-283

1,000
1291
1313
1087
63
687
23
53
80
5,597

Year to Date
Plan
Actual Variance
£'000
£'000
£'000

IT Schemes
0 Replacement IT programme
91 Community Hospital IT System
2 Toughbook replacement (hardw
-65 Patient monitoring
0 IT - Additional Schemes
0 Medical Equipment
-28 Medical Devices
53 Estates Schemes
80 Harpenden Memorial
133 Elstree Redevelopment
Hemel Hub

71
234
30
0
0

63
191
0
0
0

-8
-43
-30
0
0

162
337
30
50
687

170
320
30
50
687

8
-17
0
0
0

18

18

0

63

63

0

50
0
0

0
0
0

-50
0
0

150
0
1,000

150
53
1,000

0
53
0

20
50
70
10

30
39
46
5

0
-11
-24
-5

705
50
70
10

808
44
65
9

103
-6
-5
-1

Estates - Additional Schemes

26
0

0
0

-26
0

26
1,311

26
1,313

0
2

Potters Bar Car Park
Staff (to be allocated to project)

0
77

0
78

0
1

0
189

80
189

80
0

0
1,115

0
832

0
-283

51
5,464

23
5,597

-28
133

• Capital expenditure was £832k at the end of month 5 which is below the plan as submitted to NHS Improvement
due to changes in the forecast expenditure and profiling of some schemes.
Sandridge

Potters Bar Fire and Safety
• The majority of expenditure incurred at the start of the year relates to 2015-16 schemes which are planned to be Danesbury Fire and Safety
completed in 2016-17.
QVM Fire and Safety
• A change in the invoicing arrangements for some staffing elements within the Electronic Clinical Record
Programme has reduced forecast expenditure for this scheme. The released allocation for this together with some
identified reductions within the Community Hospital IT System will be re-allocated.
Estates Other Building Works
• The tendering process relating to the Sandridge scheme has been completed - final costs for this are currently
£103k greater than the allocation approved by the Capital Investment Group.
• The Trust is seeking authorisation from NHS Improvement to spend an addtitional £2m of capital expenditure,
funded by cash held by the Trust. This additional amount has been included within the reported plan figures; it has
not been allocated to approved schemes but provisionally split between IT and Estates and, if approved by NHS
Improvement, is likely to be spent at the end of this financial year.

Year End
Plan Forecast Variance
£'000
£'000
£'000

Contingency

• The Trust has received income from Hertsmere Borough Council to be used for 2 capital schemes, Potters Bar
car park and the Elstree re-development. These schemes are also additional to the original plan and will also need
to be approved by NHS improvement.
• The contingency will be allocated later in the year. The Trust anticipates that the full capital allocation will be
spent in 2016-17
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Table 22: Receivables Age Analysis
Debtor Type

0-30 Days £000's

31-60 Days
£000's

61-90 Days
£000's

> 90 Days
£000's

Total Debt £000's

% Total Debt

NHS CCGs

1,248

48

15

204

1,515

27%

NHS Other

918

620

497

1,297

3,332

59%

Non NHS

377

178

1

204

759

14%

2,543

846

513

1,704

5,606

100%

Total
Percentage of total debt
Movement in Month £000

45%

15%

9%

30%

100%

722

283

137

-220

922

Table 23: Graphical Aged Receivables Analysis

The overall level of aged debt has increased by £922k during August 2016, however, most of this increase has occurred in
the 0 - 30 days category with debts > 90 days having reduced by £220k. The proportion of debt above 90 days has reduced
from 41% to 30% of overall debt; some of this is due to the reduction of debt in this category with the rest the result of the
increase in the overall level of debt resulting in a proportionate deduction. The main issues for debts over 90 days relate
to East and North Herts NHS Trust (£719k, reduced from £895k at the end of July, and this issue continues to be dealt with
at DoF level), Hertfordshire County Council (£127k concerning Children's Integration OT), Redbridge CCG (£88k), West
Essex CCG (£52k), Royal Free FT (£210), West Herts NHS Trust (£125k) and NHS England (£144k re CQUIN). All these issues
continue to be actively pursued.
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Table 24: Better Payment Practice Code
Target
% Volume
% Value
Monthly
Target
% Volume
% Value

April
95%
96%
98%

May
95%
92%
95%

June
95%
92%
94%

July
95%
92%
95%

Aug
95%
92%
94%

Sept
95%

Oct
95%

Nov
95%

Dec
95%

Jan
95%

Feb
95%

Mar
95%

April
95%
96%
98%

May
95%
88%
90%

June
95%
91%
94%

July
95%
93%
95%

Aug
95%
91%
92%

Sept
95%

Oct
95%

Nov
95%

Dec
95%

Jan
95%

Feb
95%

Mar
95%

BPPC cumulative performance for volume has remained constant at 92%, that for value has reduced from 95% to 94%.
Performances against target during August for both volume and value reduced, from 93% to 91% and 95% to 92% respectively.
We continue to follow up those authorisers who are holding up payment of invoices, address any training issues and identify any invoices on
hold for unjustifiable reasons
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DoLs - Deprivation of Liberty Safeguarding
CQUIN - Commissioning for quality and Innovation
IDAT - Integrated Discharge and Admissions Team
CCG - Clinical Commissioning Group
MEN C - Meninglococcal C
PALMS - Positive Behaviour Autism Learning disability and Mental health service.
TDA - Trust Development Authority
CIP - Cost Improvement Programme
OT - Occupational Therapy
PT - Physio Therapy
CAPEX - Capital Expenditure Programme
ICT - Intergrated Community Teams
BUPR - Business Unit Performance Review
ENHT - East and North Herts Trust
FP10 – Community Prescription.
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1 Introduction
2015/16 has been a busy year for the Learning and Development Team. Resources
have been maintained but demands for training continue to increase.
Mandatory training compliance has been the most important priority. The CQC action
plan brought individual requirements into clear focus and overall compliance
increased with a year-end compliance rate of 93% and an average rate of 90%
across the year. This was achieved because of the support from the Business Unit
HR teams to performance manage staff that had not completed the relevant training.
Our key achievements for 15/16 were:
 We increased the capacity of mandatory training available to enable 80% of
staff to be compliant of their mandatory training
 We worked with the Performance and Information Team to move individual and
BUPR reporting to BI, thus giving greater visibility to the information and
responsiveness when things go wrong.
 We supported Adult Services to collate Competences for all nurses between
Bands 2 and 7. We created competence profiles for relevant staff in ATPerformance to enable electronic monitoring. We worked with the Senior
Management Team to develop competences for staff at staff at band 8 and
above
 More staff than ever attended our third Annual Leadership Conference in June
2015 to hear Martine Wright give an inspirational talk of her journey from the
2015 London Underground Bombings to the 2012 Paralympics.
 We introduced the care certificate to all new Clinical Support Staff in Adult
services
 We continued to roll out the Self-Managed Teams project and 75% of identified
teams in Adult Services took part
 We have worked in partnership with HR and services to develop an Assistant
Practitioner pathway with the first cohort of 7 students starting in September
2015, with a further 7 to start in September 2016. We worked to support the
Flexible Nursing Pathway to enable Assistant Practitioners to become
Registered Nurses in 18 months. We anticipate that our first participants will
start in September 2016
 We supported the recruitment of the first 10 directly employed apprentices for
the Trust including an apprentice within the Learning and Development Team.
A further 34 staff members enrolled on an apprenticeship programme
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2 The Team
At the end of the year, headcount for the department stands at 15 people, made
up of 11.90 wte as follows
Head of Learning and Development

1.00

Education Leads

2.80

Practice support nurse

0.80

Learning and Development Coordinators

2.0

IT and E-learning Trainer

0.6

Apprentice Coordinator

0.33

Senior Learning and Development Administrators

2.37

Learning and Development Administrator

1.0

Apprentice

1.0

This is a slight increase on last year because of some skill mixing and
additional Education Leads on secondments into / out of the organisation.
Substantive establishment is 10.94 wte

3. Details of monitoring against frameworks
3.1 Induction
Corporate induction runs monthly at venues in the East and West of the
County. Individuals should attend induction within 3 months of joining the
Trust. Managers may book new starters or they are contacted by L&D to book
their place. Reporting is completed monthly and a 95% average monthly
compliance was achieved across the year against a target of 98%. 7 staff were
overdue of Induction at year end.
The programme is continually reviewed against evaluation and as changes
within the organisation or legislative changes require. A new adult induction
programme covering both mandatory and essential clinical topics started in
January 2015, including a 3rd Induction day and a clinical programme.
Evaluation of the Adult Induction Day shows an increase in confidence from an
average 58% before to 82% to put the learning into practice at the end of the
programme. The Clinical programmes also have confidence ratings to put the
learning into practice consistently above 80%.
However, feedback from staff also identifies that the 3 days is too long and
there is some duplication of safeguarding content. The programme will change
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from September 2016 to 2 days with the second day focussing on Safeguarding
Adults and Children, including Prevent and Dementia.
3.2 Local Induction
The Local induction checklist is updated and agreed by the Health and Safety
committee as required. Competency frameworks are sent to new nursing and
clinical support staff in ICT Teams and Bed Bases. 616 Checklists were sent to
new starters in 2015/16 showing the continuing increase in the numbers of
staff. However, only 73 were returned such that processes to increase this will
need revisiting.
3.3 Statutory and Mandatory Training
All statutory and Mandatory training Learning Outcomes were reviewed in
2015/16 with the relevant Specialists as part of the National Streamlining
Project. The Trust declared alignment to the Core Skills Training Framework
(CSTF) in September 2015 for:
Fire
Patient Moving and Handling
Resuscitation (life support) – Level 1
Health, Safety and Welfare
Information Governance

Conflict Resolution
Safeguarding Adults
Safeguarding Children
Equality and Diversity
Infection Control

As a consequence of the alignment, some of the language used to describe
differentiated types of training has changed for example Infection Control high/
medium risk has been changed to Level 1/ Level 2.
In addition to these topics, the Trust mandatory training includes Mental
Capacity Act and Deprivation of Liberty Safeguards as understanding of these
areas is identified as key for all clinical staff.
Alignment reduces repetition of training for staff moving between employers
and information on mandatory training for staff joining the Trust is starting to
trickle through. This will become an automated process in 16/17 and the
volume of information is expected to increase substantially.
During 2016/17 further amendments are being made to support CSTF
− Prevent Training has been added to the framework with a 3 yearly
refresher period. The Trust already trains to the CSTF standard
− Resuscitation training delivery will be changed to reflect updated guidance
from the Resuscitation Council that the training will include AED.

Table 2 – Mandatory training delivery
Training
Anaphylaxis
Basic Life Support
Conflict Resolution Full

e-learning


Face to face

In service training
and assessments





Learning and Development Annual Report 2015 -16
\\nebula.xherts.nhs.uk\Data\PCTs\Secure\HCT\HCT Shared Secure\Corporate\Board and Board Committee
Meetings\Board - 1 & 2 Papers\Board 2016\5 September 2016\z K6 L&D Annual Report .doc

5

Course
Conflict Resolution
Update
Equality and Diversity
Fire
Fire With Evacuation (All
Bed Bases)
Infection Control
Mental Capacity
Act/DOLS
Patient Handling
Safeguarding Adults
Level 1/2
Safeguarding Adults
Level 3
Safeguarding Children
Level 1/2
Safeguarding Children
Level 3
Information Governance








Induction
and induction/one
stop




and induction/one
stop





induction/one stop










 and Induction
 and HSCB
training
Induction & one
stop



3.4 Essential and Regulatory Training
The Essential and Regulatory Training Framework identifies training required
by specific groups of staff including clinical programmes such as mentorship
update and Anaphylaxis
3.5 Mandatory Training Compliance
Compliance has increased across the year. This graph below shows average
compliance for mandatory training at the end of March 2015 then monthly for
2015/16.
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The CQC visit in February 2015 noted the low levels of training within some services
and expressed concern about the impact on patient safety.
The action plan to address this has included:
− A clear expectation that all staff will meet the 90% compliance standard. This
was articulated in a letter from the Chief Executive and performance
management of staff members who do not meet the target
− Increased training capacity to meet demand for face to face training and use of
inservice trainers to support tailored training.
− Launch of the Mandatory Training reports on the Business Intelligence system
enabling all staff to see the status of their training at the end of the previous
month, and when a refresher is due. This has also brought greater visibility of
when training is missing thus enabling Service Managers and Learning and
Development to address any errors in a timely manner.
− BUPR reports from BI have also now been made available assuring
consistency between reports.
These actions together has meant that the compliance figure has been met
consistently since September 2015, which is a statistical change in compliance

Of particular positive note is that 80% of staff now meet the compliance target
and this is reflected at Business Unit level.
Business Unit
Children and Young People
Corporate
East and North Herts
Herts Valleys

Compliance at 31.3.16
96.%
94%
91%
90%

A rolling programme of refresher reminders is in place for those that are
overdue as well as those that are due within the following 3 months.
Details of compliance by topic can be viewed in Appendix 1.
3.6 Delivery against Learning and Development Plan
Appendix 2 shows training planned against provided. Differences in booked
and attended show the level of cancellation/DNA. Higher levels of provision
than planned reflects additional provision to assist services to achieve
compliance.
3.7 Mandatory Training Costs
Table 3 - Spend
Training

Spend
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BLS/ILS/Anaphylaxis

£47,047.50

Conflict Resolution

£18,485.00

Fire

£3,923.50

Patient Handling

£49916.55

First Aid

£1,945.00

Misc.

£977

TOTAL

£
127,242.05

This is an increase of £12,000 relative to 14/15 and £20 000 above budget.
Significant increases have been seen in BLS (£10K) and Moving and Handling
(£5k). The budget for 16/17 has been increased to £117 000 by removing funds
from other non-pay lines. The cost per course of BLS has increased by £20 to
reflect the additional time to cover AED but it is anticipated that capacity will
reflect demand more accurately in 2016 as most staff are now in date and will
train to remain so.

4 Delivery against the Learning and Development Plan
4.1 Learning and Development – Strategy to meet the Integrated Business Plan
(IBP)
• A project lead has been employed within transformation to lead on the
self-managing teams’ strategy.
• Health Coaching programmes has been provided particularly for new
starters ton increase confidence to support patients in self-management
• Palliative care programme provides training in the management of end of
life care.
4.2 Training Needs Analysis (TNA)
The TNA data comes from several sources – external requirements at national,
regional and local level, as well as those identified internally by the organisation,
service, team and individual. The TNA developed last year for adult services to
enable them to consider individual and team requirements has been rolled out to
all services. This has significantly improved data collection and return
compliance. The result has achieved a more accurate reflection of requirements.
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5 Regulatory Requirements –Quality Commission (CQC), Quality
and CQUINs
•
•

•
•

•

•

Mandatory training – see above
Competency frameworks have now been completed (by CQL’s) for clinical
staff band 2 to 7 and are being used by staff in practice. Competence
profile for Occupational Therapists have been developed for roll out in
16/17
Increase in IV training and update availability to meet policy requirements
The Values and Behaviour Statements in Appraisal have been reviewed
following feedback with the leadership statements incorporated against
each value. Training has continued on this and the electronic appraisal
system.
One stop days to support CQUIN training requirements have been
delivered including working with carers, making every contact count,
reduction of catheter related infections and medicines management.
However, staffing issues within the Diabetes Team have impacted on the
volume of this training provided.
Additional training to support CHC assessments is being rolled out

6 Quality Control of Training Provision
6.1 Contracts
No tendering of contracts was required this year so that ECG continue to
provide the majority of Mandatory training provision; the fire contract has been
divided with ECG provided basic fire updates and T&J Fire providing fire with
evacuation. This provided the best solution to training and has been financially
beneficial.
6.2 Evaluation
Survey Monkey has been used throughout the year to support evaluation of
programmes. This has improved the quality of the reporting enabling
quantitative reporting on the quality of the training. Pre/post confidence
measures have been included enabling demonstration of the immediate impact.
Some impact evaluation has taken place with surveys sent to delegates in the
weeks after training. However, the response rates have been very poor and for
this reason, Level 1and 2 evaluation of training has continued on paper.
6.4 Equity of Access
The increase in e-learning reduces the requirements for individuals to travel
across the county to complete training. Disability requirements are tailored to
individual need.
6.5 Reporting
A regular programme of reporting is in place
• IBPR reporting to the Board Appraisal, Fire, Safeguarding Adults- (at
Induction, all staff and level C for safeguarding champions), Mental
Capacity Act Training, Infection Control, Information Governance,
Patient Moving and Handling, Basic Life Support, Equality and
Learning and Development Annual Report 2015 -16
\\nebula.xherts.nhs.uk\Data\PCTs\Secure\HCT\HCT Shared Secure\Corporate\Board and Board Committee
Meetings\Board - 1 & 2 Papers\Board 2016\5 September 2016\z K6 L&D Annual Report .doc

9

Diversity (safeguarding children compliance information is also
provided to the quality team for inclusion).
• Business Unit Performance Reporting – Appraisal, Fire, Moving and
Handling, Basic Life Support, Conflict Resolution, Infection Control
Information Governance, Equality and Diversity, MCA, Safeguarding
Adults (at Induction, all staff and level C for safeguarding champions),
Prevent, Safeguarding children at relevant level, with exception
reporting of services below 50% compliance.
• 4 monthly and annual reporting to the Workforce and OD committee –
all items on the statutory and mandatory training framework
• The Introduction of Mandatory training information in BI has reduced the
reporting workload as the IBPR and BUPR reports are generated
automatically by the BI system and can then be pasted into the
relevant templates.

7 Learning and Development Agreement
The Learning and Development agreement, between Health Education East of
England and HCT, identifies the responsibilities of the Trust to provide high
quality practice placements for SHA commissioned students in return to access
to CPD funding and Deanery funding for medical staff.
7.1 Annual Monitoring
The Annual QIPF process to consider the quality of placements and education
provided by the Trust took place in January 2016. This included a peer review
process between HCT and HPFT which enabled the Trust to recognise its own
good practice and learn from colleague. The final report RAG rated the Trust
as
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An action plan has been agreed with the Workforce Partnership to move to an
overall green position. Key components of this include
− Use of NMET funds to support practice placements
− Putting systems and processes in place for AHP students to a similar
standard to those provided for nursing students
− Ensuring that all mentors/ clinical educators meet the requirements of the
NMC or HCPC all times when mentoring a student.
7.2 Pre-registration Students
Pre –registered nursing students are supported across the trust. This includes
pre-registration students on nursing, physiotherapy, speech and language
therapy, occupational therapy and dietetics as well as the Trust’s own staff
completing specialist practice programmes. Each student spent an average of
7 weeks on placement. . Figures for 15/16 are currently being collated via the
Cost Collection Exercise.
Significant work has been undertaken this year to improve and maintain the
accuracy of the mentors register. This has been transferred to AT-Learning
rather than on a spreadsheet so that real-time data can be maintained. The
NMC visited the Trust in November to review the Health Visitor programme and
noted within a partner Trust that not all mentors were up to date with all their
requirements. Therefore a broader piece of work across the Workforce
Partnership to seek assurance that nursing students are mentored by staff that
are in date of their requirements. Most mentors meet the requirement for an
annual update but not all are compliant in the triennial review (whereby the
mentor reflects on their practice against NMC standards) such that only 60% of
mentors can be considered ‘active’. This will require further engagement in
2016/17 including changes to the mentor updates to enable staff members to
complete their Triennial review.
Student days are held at Potters Bar for all students on placement in the Trust
with talks from practitioners on their specialist area. This also provides students
with an opportunity to discuss any issues they may have in placement. This is
an ideal opportunity to engage with students about employment within the Trust
and HR have been included in the programmes to offer this.

Mentors at 31 3 16
meets both update and TR requirements
Meets TR requirements only
Meets update but not TR requirements
Does not meet update nor TR requirement
Grand Total

160
16
110
30
316

51%
5%
35%
9%
100%

8 Management and Leadership
A range of internal and external leadership and management programmes were
delivered throughout the year against the plan agreed by the executive.
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− The General Manager/Deputy director/Assistant Director Development needs
were scoped and a development programme facilitated by NHS Elect
incorporating Action learning sets was re-commissioned and delivered 2every 2
months.
− Service Managers accessed Developing Healthcare Business Skills
programmes delivered in partnership with the University of Hertfordshire
focussing on the development of business skills. In addition to this, a CPD
super series programme consisting of standalone modules and delivered in
partnership with the University of Hertfordshire were accessed.
− NHS Elect continued to support the development of HCT’s managers and
leaders by providing monthly workshops on key topics
− The contract for externally facilitated Action learning sets was retendered and
the provision increased to enable more managers to access the support. The
basic unit of action learning is a set of participants who learn with and from
each other by working on real problems and engaging in group reflection on
their experiences. Action Learning Sets continue to consider opportunities for
innovation, and the impact of wider NHS changes (the “bigger picture”) to
reflect the strategic roles of set members. However, the new provider of Action
Learning Sets was unable to deliver the second component (strategic impact)
and the contract was terminated at the end of March. A new contractor has
been appointed for 16/17
− 20 team leaders and first line managers completed HCT’s Making a
Difference-Foundations in Management and Leadership programme
undertaking modules, change projects, patient observations, Belbin profiling,
shadowing, action learning and LF 360°. Demand for the programme has
meant that 2 further cohorts started in 2015/16 with 44 participants
− The 3rd Supervising and Leading for Success programme for band 4/5 staff was
attended by 19 staff. This programme continues to be positively evaluated.
− Leadership interventions were identified, delivered and evaluated as the
organisation and business needs were identified for example workshops on
MBTI, Belbin, root cause analysis, team building facilitation, mobile working and
appraisal.
− To understand the role of a clinical leader, Clinical Leadership Self-directed elearning programmes were promoted to all staff where 6 modules based on the
National NHS Leadership Framework enabled critical analysis of clinical
leadership capability.
− The Senior Leaders forum to build a collaborative effective senior leadership
team focussing on key organisational priorities and developments continued to
be well attended and evaluated. Demand to attend meant that a further
‘Leaders Forum’ has been instigated to engage with other leaders in the
organisation and the first Forum was held in November 2015. It is anticipated
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that this forum will run twice a year with the Leaders Conference providing a 3rd
point to bring staff together. Dates have been set for 2016.
− The 3rd Annual Leaders Conference was attended by over 130 leaders in HCT
with inspirational key note speakers helping us celebrate our successes.
Martine Wright spoke of her journey from the 2005 London Bombings to the
2012 Paralympics to huge acclaim. The concept of Glimpse of Brilliance
(GOBs) identified at the second conference continues to be used across the
Trust used to highlight good practice.
− The Self-Managed Teams Project continued through the year with particular
engagement at Level 1 with teams in Adult Services. Feedback has been
positive but the Level 2 programme has not been embedded as had been
anticipated. It is intended to embed this work within the mainstream leadership
development in 2016/17 subject to funding being available
− A number of staff access the Leadership academy programmes which provided
accredited qualifications in management d Leadership
− Support was provided to the NHS Management Graduate training schemes by
providing orientation experiences and competency support from the Leadership
Education Lead and key senior personnel. A HR stream graduate has been
placed within the Trust and a statement of organisational commitment has been
made to provide strategic placements to the general management and finance,
streams.
− HCT has hosted 2 HCC graduate trainees, supporting the business function of
operational business units.

9 Development of Band 1-4 staff
Funding has been received from the Workforce Partnership to support the
development of apprenticeships and Band 1-4 staff in HCT
9.1 Administrative learning and support needs
Following feedback from PULSE survey and anecdotally from the band 4/5
leadership programme, an admin working party was established to look at the
learning and development needs of administrative staff. This group has
continued to meet and has been developing competences for admin staff.
Sessions on Business Writing Skills and Minute Taking have been provided for
staff in 15/16 as identified by administrative staff.
9.2 Apprenticeships
Having an Apprenticeship Lead as enabled to Trust to develop full time
apprenticeships as well as providing quality placements for apprenticeships,
supporting localities to develop their band 2 and band 3 staff.
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Table 4 - Apprenticeship Enrolments

Apprenticeship
Adult Health and Social Care Level 3
Adult Health and Social Care Level 2
Business Administration Level 3
Business Administration Level 2
AHP support Level 3
Management

Enrolled
24
2
4
9
3
1

Total

44

This is a significant increase from 10 apprenticeships in 2014/15 and includes 7
Business Admin apprentices and 3 Health and Social Care apprentices
employed by the Trust.
9.3 Care Certificate
Roll out of the Care Certificate began for new starters to the Trust in 2015/16
with the first staff receiving their certificates from The Director of Nursing in
February. 52 staff have started the care certificate.

10 Clinical Supervision
The Clinical Quality Leads in Adults have updated the Reflective Supervision
Policy and an effective roll out for the staff groups. This has included all clinical
staff being allocated an objective to complete 3 sessions of supervision during
the year and training for facilitators delivered by Anglia Ruskin University.
Recent questions in the Pulse Survey identified that 96% of relevant
respondents reported that they have received supervision, and 94% of these
found it helpful.
A series of six Action Learning sets have been facilitated by the Education
Leads for the newly appointed and newly qualified Health Visitors in their first
year in post for Children’s Universal. Feedback to date has been favourable.
.

11 Non-Medical Prescribing
Ten members of staff from HCT are currently undertaking the V300 Non-Medical
Prescribing Programme (extended) and one the V150 (nurse formulary) at the
University of Herts. 166 staff attended CPD updates provided in-house or by
Anglia Ruskin University. The Prescribing Competency Framework is available
for staff to access via the Quality and Governance Directorate extranet pages
and may be used as evidence in appraisal. Further work will take place in
2016/17 to transfer all qualification data to At-Learning to improve monitoring of
CPD updates by prescribers
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13 University Modules and Short Courses
Clinical modules and skills courses were commissioned from University of
Hertfordshire and University of Bedfordshire and £40k allocated to out of region,
to a total of approximately £290k. The table below shows activity at the
University of Hertfordshire – it can be noted that most is spent on short courses.
Additional funds were provided by the Workforce Partnership to support Specialist
Community Practice
Table 5 – Clinical Training at University of Hertfordshire
course

Total

UoH Leg Ulcer Theory and Practice (Module)

3

UoH Neurological short course - motivational interviewing

3

UoH Specialist Community Nursing BSc (Hons) (District Nursing)

3

UOH Developing the Effective Manager

4

UoH Caring for complex respiratory patients

5

UoH Ear Irrigation for Health Care Assts/Asst Practitioners

5

UoH Hypermobility

5

UOH non-medical Prescribing V150 (Module)

6

UoH Clinical Reasoning (Short Course)

8

UoH Independent Prescribing (Module)

9

UoH Electrotherapy (Short Course)

11

UOH Chemo barrel disconnection

12

UoH Wound Closure

12

Vestibular Training

12

UoH Acupuncture Update

13

UoH Dementia Champions

13

UOH Myofascial Training

13

UOH Parkinson's disease - Evidence informed decision making (short course)

13

UOH Introduction to CBT

14

UOH Multiple Sclerosis - Evidence informed decision making (short course)

14

UOH Neurological short course - The management of balance dysfunction in
those with neurological impairment

14

UOH Splinting

14

UoH Neurological Service for the Shoulder

16

UOH Stroke - Evidence informed decision making (short course)

17

UOH Ear Irrigation Update

18

UoH Imaging for Non-Trauma

18

UoH Ear Irrigation and Instrumentation - full day

23

UoH Preparation for Mentorship (Module)
UoH Advancing practice - Systematic history taking, assessment & examination (5
day course)
UoH Intravenous Therapy (full training)

30
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15

UoH Mentorship Update

48

UoH Intravenous Cannulation (includes Phlebotomy from 1st April 2013)

71

UoH Prescribing updates for Specialist Community Public Health

90

UoH Intravenous Therapy Update

150

Grand Total

803

Out of region money was all allocated to named courses and used primarily to
fund specialist courses not available at local Universities, for example Bobath
for both Adult and Children’s Services.

14 External Training
£40000 was provided by the WP for ‘Out of region’ funds and some internal
funds were also made available. This is a particular issue for non-nursing staff.
Money was allocated and in agreement with the relevant GM to ensure that the
funds were spent in ways that linked to BU priorities. Not all funds were initially
allocated whilst waiting for confirmation of total funds from the WP such that not
all internal funds were spent
Table 6 - External spend

Business unit
Children’s
consultant
children
E&N
Herts Valley
Consultant adults
Corporate
TOTAL

spend 14/15
£6,700
£6,400
£15,700
£10,000
£1,600
£1,400
£41,800

Spend from internal funds was reduced as there was a larger amount of CPD
out of region funds allocated this year, which was utilized.

15 Internal Clinical Training
4000 internal training places were provided in 15/16 as below
Table 7 - Internal training
Course

Total Attendees

Blood Glucose Monitoring Programme (NOVA)

590

Dementia Awareness Day

535

Jaundice Training

242

Immunisation Update

197

Prescribing CPD Forums

166
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Transforming Health and Social Care: The Value of AHPs

128

Advance Care Planning Workshop (Palliative Care)

127

Looked After Children Health Assessment training for School Nurses

99

Wound Care Management Programme for Qualified Staff

95

Health Coaching

90

Root Cause Analysis

70

Carers (working with)

67

Continence - Bladder & Bowel Care

61

Diabetes

61

Bobath - Introduction - 3 Modules

59

Syringe Driver (Pump) Training - Device Users (McKinley T34)

59

School Nurse - Nasal Flu

55

Solihull training for School Nurses

51

Continence Programme Urinary Catheterisation & Principles of Care

48

ICT Clinical Effectiveness Programme

48

Palliative Care

48

Long Term Conditions

45

Pressure Ulcer Management Programme for Registered Nurses

45

Leg Ulcer Programme - Part 1 & Part 2 (2 day programme)

43

Phlebotomy (Venepuncture)

43

Stop Smoking Service - Brief Intervention Training

43

Leg Ulcer Skills Enhancement Update for Experienced Practitioners

42

Depression

39

Risk Management - Delivering Safer Care

38

Self-harm and suicide

36

Advanced Clinical Assessment Skills Workshop

35

Podiatry - Functional Skills

35

Podiatry - Staff Wellbeing
Wound Care Education Programme for Health Care Assistants and
Therapists
Care Certificate Induction Day for HCA's

35

Clinical CQUIN Training

25

Nitrous Oxide Inhalation Sedation (Dental)

25

Blood Spot training

24

Brief Intervention Training

23

Continuing Healthcare (NHS)

21

Falls Prevention

21

Top to Toe

20

Heart Failure

19

Management of Breathlessness

19

Respiratory/COPD

19

Pressure Ulcer Programme for HCA's

18

Gluing and Wound Care

13

Young Parents Champion training

13

Introduction to Solid Food

12

Blood Transfusion

11
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17

Essential Communication Skills Course (Palliative Care)

11

Food Hygiene in Community Hospitals (e-Learning)

11

Leg Ulcer In-Service Training (6 Modules)

11

Dementia Awareness Sessions (Train the Trainer)

9

FFP3 Mask Fit Testing

9

Lunch and Learn - Meningitis B update

8

Lunch and Learn - Plagiocephaly & Torticollis Symptoms & Treatment

7

Malnutrition Universal Screening Tool

5

Medication management workshop

6

TOTAL

3799

16 Key Skills Training
Key skills in 2015/16 have focussed particularly in Appraisal and Nurse
Revalidation with smaller numbers attending other relevant training.
course
Admin Training - Effective Business Writing Skills
Admin Training - Effective Minute Taking
Appraisal for Appraisees - preparing for your Appraisal
Appraiser Training (New Appraisers)
ARU Clinical Supervision in Care Practice
Care Certificate Assessors/Co Assessors Training
DEC Refresher Training (for DECs already trained)
Developing Mindfulness
Developing Resilience within the NHS
E-Rostering Training
First Aid at Work
First Aid at Work Re-Qualification
Health Visiting Staff Engagement Event
Loggist Training
Medical Devices - Department Equipment Champions Controller DEC
Nursing Revalidation Information and Guidance
Pre-Retirement Course
Revalidation Workshop for Confirmers
Grand Total

Total
22
40
161
98
52
25
11
15
97
39
5
3
55
7
51
115
33
28
865

17 E-learning
7500 e-learning modules were completed in 2015/16 (an increase of 20% on
2014/15). As in previous years, the overwhelming majority is for Mandatory topics
being 90% of all e-learning completed. 2250 staff completed e-learning this year –
an increased proportion compared to last year. This has been driven particularly by
the demands of maintaining Mandatory training compliance.

18 Supporting IT competence
The Trust has rolled out of Windows 7 and Office 2010 and relatively small
amounts of training have been required to support this. Excel training
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continues to be in greatest demand and new courses on SQL coding have
been delivered. However, the long term absence of the IT trainer at the end of
the year has impacted on the amount of face to face training. The Trust is
rolling out the NHS IT training portal which provides online interactive training
on windows packages. Uptake has been low but is increasing with a particular
demand for OneNote training as usage of this programme increases across the
Trust.

19 Appraisal
Appraisal rates have fluctuated between 80 and 87% during the year, with an
average month end compliance of 84% and year end figure of 85.2%. 1400
appraisal documents were opened in AT-Performance and a similar number
are identified in the appraisal audit as having objectives set during the year.
The roll out of Incremental Progression within HCT in 16/17 includes a
requirement that staff have had an electronic appraisal in the previous year and
it is anticipated that this will impact on compliance rates
The cascade of objectives through the organisation was less successful than
anticipated as the previous focus on organisational objectives continued to
cause confusion. Communication in 2016/17 will focus on using the Service
Plan and Service Objectives as the basis of team and staff objectives.
A further review of the appraisal paperwork took place in the spring of 2016 to
ensure that the Behaviour Standards continued to reflect Trust Values and
expectations. The Leadership statements have been moved to be aligned
within individual values to reinforce the Value basis of Leadership within the
Trust.
In the 2015 staff survey, 79% of respondents identified that they had an
appraisal. This was unchanged since the previous year but, as other Trusts
have made improvements in the uptake of appraisal, this figure is now
significantly below average. However, the survey also identified an
improvement in the number of staff reporting that they had had a wellstructured appraisal.

21 Conclusion
Mandatory Training has continued to be top of the agenda for Learning and
Development this year. The processes for holding staff to account for their
compliance and the increased visibility in BI of individual compliance from the
Board down have meant that compliance has consistently remained above
target.
The Team continues to work to ensure that the training provided meets the
requirements of all staff groups – the volume of training in all areas continues to
increase.
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22 Challenges for 2016-17
The Workforce and OD delivery plan for 2016/17 identifies the following deliverables
relevant to Learning and Development
Objective
2016/17 deliverables
When
achieved (qtr.
16/17)
Objective 3 – Build
Support delivery of mandatory training Q4
Individual and
compliance
Organisational Capacity
Develop and deliver an transformation Q4
through Learning and
skills development programme (clinical
Development
and non-clinical)
Support excellent clinical placements
Q4
for pre-registration students
Objective 5
Deliver a health coaching programme
Q4
Deliver organisational
to support user self-management
quality and effectiveness
through transformational
change
Objective 5 – Become a
Deliver 2016/17 Board Development
Q4
high performance
programme
organisation through
Define our leadership behaviours and
Q1
excellent leadership and
competences
talent management
Embed leadership competences and
Q2
behaviours into appraisals
Roll out the healthcare leadership
Q3
model 360 to GM/DDs
Develop system of talent management Q4
at management level
The following will also impact:




A 40% reduction in funding from Health Education England, particularly with
respect funds at University of Hertfordshire will impact on the opportunities
available to staff members who are unable to access specialist training at local
universities
Delivery of the QIPF action plan
• Ongoing engagement with Mentors to ensure that they complete the
requirements in a timely way to provide assurance to the Trust and Health
Education England that Services are able to provide excellent practice
placements for students
• Developing equivalent processes and support for AHPs taking students
across the Trust



Ongoing Leadership and Management Development particularly with respect to
Effective Teams and support for the roll out of the Adult and Children Delivery
Models
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Skilling up of clinical staff to support the Delivery Models particularly with
respect to user Self-management.



Putting in place processes to input Mandatory Training compliance data into
ESR to support the Streamlining project.



Maintaining the momentum for Apprenticeships and Bands 1-4 when funding
for the Apprenticeship Lead finishes.
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Appendix 1 – Mandatory training compliance
frequency
Indicator
level 1/2 safeguarding
adults training at
induction
level 1/2 safeguarding
adults training every 3
years
level 1/2 safeguarding
adults training to Trust
targets
level 3 safeguarding
adults training
% of relevant staff who
have undertaken MCA
training (Annual audit)
reported Quarterly
fire training

1 year/
3years
Once

Annual

annual

PREVENT
Equality and Diversity
Safeguarding Children 2
level 1
Safeguarding Children level 2
Safeguarding Children level 3
Safeguarding Children level 4
% of staff who have received an
appraisal in the last 12 months

95%

98%

92%

93%

90%

98%

G

85%

90%

90%

G

79%

90%

93%

G

83%

90%

91%

G

83%

90%

95%

G

79%

90%

87%

A

834%

90%

90%

G

92%

90%

90%

G

1

RAG
Status
G

3 years

BLS

Information governance

2015/16
performance

3 years

Annual

Conflict resolution

2015/16
target

Once

Patient moving and
handling

infection control

2014/15
performance

Annual / 3
years
3 years

86%

90%

94%

G

Annual

96%

95%

96%

G

Once

98%

90%

95%

G

3 years

80%

83%

96%

G

88%

95%

93%

88%

95%

94%

95%

95%

95%

90%

95%

100%

G

83%

90%

85%

A

3 years
3 years
15 months
15 months

G
G
G

1

This target was met throughout the year, dipping in March but within control limits, the target can be
considered met
2
Note increase number of Levels of training identified for safeguarding adults and safeguarding
children to align with national recommendations
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Mandatory Training by Business Unit
TARGET

CYP

East
and
North

Herts
Valleys

Back Awareness

90%

93%

85%

87%

Basic Life Support

90%

90%

91%

88%

Conflict Resolution

90%

97%

94%

90%

Equality and Diversity

90%

98%

95%

94%

Fire

90%

99%

93%

91%

Infection Control
Mandatory
Information
Governance
Mental Capacity Act

90%

97%

86%

83%

95%

97%

94%

92%

90%

95%

88%

87%

Moving and Handling

90%

91%

88%

85%

96%

88%

SAFA Champions
Safeguarding Adults

90%

98%

90%

91%

Safeguarding
Children Level 1

90%

97%

96%

95%

Safeguarding
Children Level 2

90%

96%

93%

94%

Safeguarding
Children Level 3

95%

100%

90%

96.1%

91%

90%

Total

Return to main document

Learning and Development Annual Report 2015 -16
\\nebula.xherts.nhs.uk\Data\PCTs\Secure\HCT\HCT Shared Secure\Corporate\Board and Board Committee
Meetings\Board - 1 & 2 Papers\Board 2016\5 September 2016\z K6 L&D Annual Report .doc

23

Appendix 2 – Mandatory Training Planned vs. Places Provided

Session Title

Anticipated
early
requirement

Places
Provided

Places booked

Places
Attended

Full year
Basic Life Support,
immediate life
support and
anaphylaxis

2000

3808

2541

2334

Conflict Resolution

300

685

572

511

Conflict Resolution
update
Fire

650

725

273

233

500
+ e-learning
and bed
based fire
evac to meet
need
1520

1500 fire
update*
740 fire with
evac*
and elearning
299 full
1800
updates

1180 e-learning
1300 fire updates
500 with evacuation

1144 e-learning
1250
fire updates
460 with
evacuation

272full
1290 updates

259 full
1174 updates

Patient moving and
handling

3

* = based on 20 delegate room size

Return to main document
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Board 29th September 2016

Attachment K7

COMMUNITY ENGAGEMENT COMMITTEE
Minutes of the meeting held on the 18th August 2016 in the Meeting Room, Howard
Court, Tewin Road, Welwyn Garden City
Key Points for the Board to note:
•
•
•
•
•
•
•

Term of Reference review deferred
Communication and Membership Engagement priorities 2016/17 were noted.
Becoming an Engaging Trust report was noted.
Partnership working update was noted.
Staff Engagement update was noted.
Patient and Public Communication and Engagement update was noted.
Equality and Community Engagement forum update was noted.

Present: Brenda Griffiths (BG)
David Law (DL)
Chris Knibb (CK)
Tricia Wren (PW)

Non-Executive Director (Designate)(Chair)
Chief Executive
Head of Communications and Engagement
Deputy Director of Quality & Governance/
Deputy Chief Nurse

In Attendance:
Anne McPherson (AM)
Declan O’Farrell (DOF)
Alison Shelley (AS)
Marina Sweatman (MS)

Non-Executive Director
Trust Chair
Director of Workforce and OD
Board Support Officer

Apologies
Jeff Phillips (JP)
Linda Sheridan (LS)
Val Davison (VD)

Non-Executive Director
Non-Executive Director
FT Programme Manager

A
13/16

Formalities
Welcome, Introduction and Apologies
The Chair welcomed all attendees.
Apologies for absence were received and noted.

14/16

Members’ Declaration of Interests
None

15/16

Minutes of the meeting held on 19th May 2016 (Meeting 3)
The minutes of the meeting held on 19th May 2016 were accepted as a
correct record.

1

Action

Board 29th September 2016
16/16

Attachment K7

Matters Arising and Tracker
The completed tracker actions (blue) were acknowledged.

MS to note

9/16 Risk Register – It was agreed to deferred the risk register until
November. Revised date agreed.
19/15 (6/16) Stakeholder Perceptions Survey- discussions planned
with SMT to take this forward including clarification of ownership and
reporting mechanisms. Revised update agreed for Nov 16
From FTC Stakeholder Relationship Management – Task and finish
group formed to take this forward led by Val Davison. Revised update
agreed for Nov 16. It was agreed to merge 19/15, 6/16 and this action
together.

17/16

Terms of Reference
The Terms of Reference were received.
It was noted that:
(i)

(ii)

Further clarification regarding the committee role is required to
ensure best use of resources and ensure committee
effectiveness.
Membership to be reviewed.

Challenge, Observations and Replies to Questions
a)

b)

The committee discussed its role, future and focus in detail to
ensure that assurance can be provided to the Board that HCT
engagement with the wider community is effective and
appropriate and supports the Trust’s strategic direction.
Clear vocabulary to be used to identify the difference between
describing partnership/joint working and engaging, encouraging
and involving the population both service users and others to
support and contribute to service developments and service
changes identified to support the Trust’s strategic direction, build
relationships and raise the brand awareness of HCT.

Outcomes / Decisions
1.
2.

A report to next meeting to clarify roles and responsibilities of
the Committee.
The TOR were deferred until November

Risk Rating : None noted

18/16

Communication & Engagement
The Communication and Membership Engagement Priorities for
2016/17 were received and discussed
It was noted that:
(i)
Four stakeholder groups have been identified to focus on
engaging, improving and maintaining relationship with

2

DL Nov 16
CK Nov 16
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throughout 2016/17. The matrix outlined the priorities for
2016/17 which included comments from the Senior Management
Team.
Challenge, Observations and Replies to Questions
a)
b)
c)

d)

It was observed that the priority matrix is an excellent tool but it
requires some revision and review by the Executive Team.
Timelines would be useful in the revised document.
It was suggested that the methods of reaching both staff and
GPs need to be reviewed and evaluated to ensure that the
information is both in the correct format and is adding value.
The value of accessing Patient Participation Groups (PPG) was
discussed as these reach both GPs and the wider population.

Outcomes / Decisions
1.
2.

The priority matrix to be reviewed and revised by Executive
Team and represented with timelines.
The priority matrix was noted.

Risk Rating : Green
19/16

Becoming and Engaging Trust
The Becoming and Engaging Trust paper was received and
discussed.
It was noted that:
(i)

(ii)

The Trust has a statutory duty to engage and involve patients in
the planning of healthcare service. A refreshed Communication
and Engagement Strategy was approved by the Board in
November 2015. This committee will monitor its delivery.
The Communication and Engagement toolkit was introduced
which provides information and guidance for staff and proposed
changes to the Programme and Project governance to ensure
that effective stakeholder engagement is embedded in all
change/ transformation programmes and projects.

Challenge, Observations and Replies to Questions
a)

b)

c)

This excellent paper formalised the proposal to adopt and
enhance the communication and engagement approach with
patients, stakeholders and the wider public.
In light of the number of projects within the Trust it was felt that
the engagement needs to be coordinated, proportional and if
possible locality focussed. An Engagement Manager has been
appointed to oversee delivery and support communication and
engagement in the localities.
This toolkit will help to heighten awareness and embed the need
for engagement as a default. It was acknowledged that
engagement helps to ensure positive outcomes.

Outcomes/Decisions

3

DL/CK
Nov 16

Board 29th September 2016

Attachment K7

The proposal to adopt an enhanced approach to communication
and engagement especially with regards our patients / service
and the public was endorsed.
SMT to consider the next steps including the change to project
mandate and project initiation documents (PIDs) to include a
stakeholder assessment and communication and engagement
plan.
Becoming an Engaging Trust was noted.

1.

2.

3.

VD/SMT

Risk Rating: Green
20/16

Partnership Working
A presentation outlined the Partnership Working undertaken by the
Trust with key stakeholder was received and discussed.
Challenge, Observations and Replies to Questions
a) It was suggested that The Director of Service Development &
Partnership (DSDP) would be a valuable addition to the
committee in light of her involvement in the Sustainability
Transformation Plan and her close links to stakeholders.
b) It was felt that a RAG rating to identify the strength of
relationship with the stakeholder would help to identify where
relationship need to be strengthened. The Stakeholder
Relationship Management task and finish group will be
reviewing this further.
Outcomes/Decisions
1. Membership/ attendance to be discussed with DSDP
2. The Partnership working presentation was noted.
Risk Rating: None recorded

21/16

Staff Engagement
The staff engagement update was received and discussed.
It noted the :
(i)
(ii)
(iii)
(iv)

Seven main staff engagement areas undertaken in the last
quarter.
Work is underway to re provide and improve the staff intranet via
a new platform which should be available early 2017.
Outcome of the staff survey following the Leading Lights annual
staff recognition event.
Annual Staff Engagement Plan is monitored by Workforce and
Organisational Development and will be reported to and
reviewed by Strategy and Resource Committee six monthly.

Challenge, Observations and Replies to Questions
a)

The feedback from the Leading Lights was acknowledged as
valuable. The information should be used when planning future
events. The posters, films and stalls would be good for the
AGM to raise public awareness.

4
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It was acknowledged that the new intranet could be more
interactive and provide focussed messages and facilitate group
discussion areas. AM expressed an interest participating in a
virtual user group.
It was acknowledged that the level of staff engagement is linked
to the competency of local managers.

Outcomes/Decisions
1.

Staff Engagement update was noted.

Risk Rating: None recorded.
22/16

Patient and Public Communication and Engagement
An update on Patient and Public Communication and Engagement was
received and discussed.
It noted the:
(i)
(ii)

Summary of press and media communication over the last
quarter, showed more positive than negative exposure.
There has been no follow up for the Sky News report following
the last Board meeting in public.

Outcomes/Decisions
1.

Patient and Public Communication and Engagement update
was noted.

Risk Rating: Green
23/16

Equality & Community Engagement Forum update
An Equality & Community Engagement Forum update was received
and discussed.
It was noted that:
(i)
This newly formed forum has met twice, the aim is to give a
voice to the patients, local community, voluntary groups and
protected characteristic to promote co-operation between the
Trust and the local population.
(ii) The forum will help the Trust understand equality issues across
Hertfordshire.
(iii) A number of work streams have been identified; these will be
prioritised to four, to take forward.
Challenge, Observations and Replies to Questions
a)

The work of the forum was commended and this successful
model should be used to target other patient and service
groups.

Outcomes/Decisions
1.

Equality & Community Engagement Forum update was noted.

5
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24/16

Risk Rating: None recorded.
Any Other Business

25/16

Future Business

26/16

Attachment K7

(i)
(ii)
(iii)

Revised Risk Register for discussion
Stakeholder Perception second tranche
Terms of Reference and Committee role and responsibilities

(iv)

Revised Communication and Membership Engagement
Priorities matrix

Date of Next Meeting
17th November 2016 at 10.00-12.30 Boardroom, Howard Court

6

CK Nov 16
CK Nov 16
DL/CK
Nov 16
CK Nov 16
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AUDIT COMMITTEE

Minutes of the meeting held on the 12th September 2016 in the Board Room at Howard
Court, Welwyn Garden City.
Key Points for the Board to note:
The following were received, discussed and noted:
•
•
•
•
•
•
•
•
•
•

Agreed changes to the Internal Audit Plan for 2016/17
Internal Audit Progress Report
Internal Audit Reports Follow Up and Action Tracker
Internal Audit Reports:
(i) Fire safety (Partial Assurance)
External Audit Update (Verbal)
High Level Risk Register (HLRR)
Risk Strategy Action Plan Progress Report
Tender Waivers Report
Counter Fraud Work Plan Progress Report (Confidential)
Fraud Stop (Issue 2)

An item of urgent business was also considered by Committee members, the
Director of Finance and Company Secretary only and this will be subject to a
separate Committee Members’ only minute and also reported to (Confidential) Part 2
of the Board.
Present:

Jeff Phillips (JP)
Anne McPherson (AM)

In Attendance:
Phil Bradley (PB)
Clive Appleby (CApp)
Tracey Westley (TW)
Rachel Brittain (RB)
Clive Makombera (CM)
John Butler (JB)
Chris Knibb (CK)
Apologies

Brenda Griffiths (BG)
Linda Sheridan (LS)
Kevin Curnow (KC)
Clare Hawkins (CH)
Lorraine Bennett (LB)
Marina Sweatman (MS)

Non-Executive Director (Chair)
Non-Executive Director

Director of Finance
Company Secretary
Asst. Director - Risk and Quality Assurance
(For Clare H)
Ernst & Young (External Audit)
RSM Risk Assurance Services
(Internal Audit)
Director of TIAA (Counter-Fraud)
Head of Comms & Engagement (Observer)
Non-Executive Director (Designate)
Non-Executive Director
Deputy Director of Finance
Director of Quality & Governance /
Chief Nurse
Counter-Fraud Specialist
Board Support Officer
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A
32/16

Formalities
Welcome, Introduction and Apologies

Attachment K8

Action

Apologies for absence were received and noted. The chair
welcomed John Butler, attending on behalf of LB, and
introductions were made.
33/16
34/16

Members’ Declaration of Interests
None
Minutes of the meeting held on 12th July 2016
Minutes of the meeting held on 12th July 2016 were agreed
as a correct record.
It was noted that as the meeting held on 12th July had not
been quorate the committee ratified all decisions taken by
Chair’s Action at the meeting

35/16

Matters arising from the Minutes of the Meeting held on
12th July 2016 and Tracker
Tracker:
All the tracker actions shown as blue (completed) or green
(in progress) were noted.
21/16 HLRR – Risks on Register over six months
HLRR on agenda. (See min. 41/16)
27/16 Standards of Business Conduct Policy
Noted that although the text had been updated and signed
off, the revised policy was being converted to the latest Trust
policy template format prior to distribution.

B
36/16

Internal Audit
Internal Audit Plan amendments for 2016/2017 (RSM)
(Lead: CM)
Previously agreed amendments to the Internal Audit plan for
2016/17 as set out in Section 4.1 of the Internal Audit
Progress Report were noted.
Risk Rating: Green

37/16

Internal Audit Progress Report (RSM)
(Lead CM)
The Internal Audit progress report as at September 2016
was received and discussed.
It was noted that:

2
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(i)

One final report has been issued since the last
meeting, on Fire Safety. (See min 39/16 below).

(ii)

Three audits were currently in progress and the
December meeting of the Committee should see
consideration of four final reports in addition to the
three in progress.

(iii)

RSM has the remit of maintaining the register of
actions by Report and Director and this is now
included as part of the IA progress reports. (See
38/16 below)

(iv)

Engagement from Trust management with internal
audit has been good to date.

Attachment K8

Challenge, Observations and Replies to Questions:
(a)

The scope for the Governance Audit in Jan 2017 will
not duplicate any of the scope for the BAF audit
scheduled for September 2016.

Outcomes / Decisions:
The Internal Auditor’s Progress Report as at 12th September
2016 was noted.
Risk Rating: Green
38/16

Internal Audit Reports Follow Up and Action Tracker
(Lead: CM)
It was noted that:
(i)

The focus is on high and medium risks.

(ii)

There were three actions outstanding for more than
six months, all related to the 2015/16 IT controls
audit.

Challenge, Observations and Replies to Questions:
(a)

PB reported on actions being taken to address the
three outstanding IT audit report actions and more
broadly on IT strategy. In summary:
(i)

(ii)
(iii)

A strategy meeting is being held this
Thursday with HPFT re the service provided
by HBL.
The updated IT strategy will be going to SRC
in November
A visit by PB to Salford Royal last week was
helpful in that they are fairly advanced in the
use of IT and see it as a necessary means of

3
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(iv)
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making financial savings.
For disaster recovery, plans are in place for a
complete re-build of the data centre at
Charter House combined with using a third
party provided off-site back-up. This project
has been delayed historically because of
difficulty accessing capital.

Outcomes / Decisions:
(1)

The Internal Audit Reports Follow-Up and Action
Tracker was noted.

(2)

PB undertook to circulate a note to committee
members by way of giving more information on the
disaster recovery position.

PB

(3)

It was agreed that Phil Turnock, Director of HBL ICT,
be invited to the December meeting of the Committee
to discuss HBLs role.

PB/MS to note

Risk Rating: Amber/ Red
39/16

Internal Audit Final Reports
(Lead: CM)
The following final reports were received and discussed:
1.

Fire Safety (Ref: 1.16/17) Dated: 2/9/16
(Partial Assurance)

It was noted that:
(i)

This report effectively followed up on progress since
an earlier report by EC Harris and reported partial
assurance.

Challenge, Observations and Replies to Questions:
(a)

The quality of estate inherited by HCT has been a
material factor and much has been done to improve
the physical environment of the estate in respect of
fire safety. However, there were some process issues
around fire safety which needed to be addressed and
for which an action plan has been devised by the
Non-Clinical Risk Group.

(b)

Fire safety issues were recognised on the corporate
risk register but needed updating.

(c)

The Director lead for fire safety is PB and operational
responsibility sits with Diane Brent, (Head of Estates)
and Eric Beach (Health & Safety Adviser / Local
Security Management Specialist / Fire Safety
Manager).
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(d)

Fire safety features highly as a matter of interest for
the CQC

(e)

The audit report was commended for its breadth of
coverage and clarity.

Attachment K8

Outcomes / Decisions:
(1)

The current position on fire safety was discussed and
it was agreed that as this area related to patient
safety and statutory compliance, a report be
submitted to Part 2 of the September Board for Board
awareness and more detailed consideration.

PB
(Sept 16)

Risk Rating: Red
C
40/16

External Audit
External Audit Update
(Lead: RB)
The External Audit update was received.
It was noted that:
(i)

(ii)

It was currently a “quiet time” but RB will set up
meetings with KC for October, to consider the
external audit plan going forward. The plan will then
be reported to the December Audit Committee
meeting.

RB / KC

Consideration is being given to adjusting the
timetable to take as much work as possible outside
of the peak period. (e.g. cover as much as possible
in the interim audit). However, it has to be
recognised that there can often be late changes to
requirements which cannot be pre-empted.

The External Audit update was noted.
Risk Rating: Green
D
41/16

Risk and Assurance
High Level Risk Register (HLRR)
(Leads: CH / TW)
The HLRR as at 15 September 2015 was received and
discussed.
It was noted that:
(i)

The HLRR is reviewed regularly by the Executive
team, HGC and the Board.

(ii)

There are 20 risks in total on the HLRR as at 1st
August 2016. 17 have not changed in score since the
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last submission, three risks have been added, zero
risks have been escalated and five risks deescalated.
(iii)

The reports now show how long risks have been on
the register. Ten risks have been on the register for
+12 months although some of these have fluctuated
in score at various times according to prevalent
circumstances (e.g. staffing issues in specific areas).

(iv)

The ownership of risks is improving, as is a more
realistic approach to risk scoring.

(v)

More focus is being given to the effectiveness of
mitigating actions.

(vi)

Managers are responsible for what is reported
/recorded, but the risk team will challenge where
appropriate.

Challenge, Observations and Replies to Questions
(a)

It was noted that managers receive more information
than is included in the summary, i.e. more detail on
controls and assurances. The Committee welcomed
the format of the summary report which was clear
and sets out the “story” underlying the mitigating
actions for each risk.

(b)

The risk team have contacted managers where risks
have been on the register for more than 12 months,
in order to establish why they have been on the
register for such a long period.

(c)

Some mitigating actions take longer to embed or it
can take time to recognise any impact. It might be
worth considering including brief observations on this
with the longer standing risks. It is also the case with
some risks that mitigating actions can help but
cannot “solve”.

Outcomes / Decisions
(1)

(2)

It was agreed that it would be helpful to have a
couple of managers with long standing risks on the
HLRR to attend a board session, so the board can
get an appreciation of a manager’s perspective and
the difficulties they may face in managing risks.

TW (CA to
programme)

The HLRR was noted

Risk Rating: Amber / Red
42/16

Risk Strategy Action Plan 2016/17
(Leads: CH / TW)
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The Risk Strategy action plan progress report for 2015/16
was received.
It was noted that:
(i)

The plan was reporting on year two of a five year
strategy.

(ii)

A risk SWOT analysis and review of risk appetite will
come to the Audit Committee in December 2016 and
the latter will also go to the Board in January 2017.

(iii)

There is improved use of the risk management
escalation framework within the Trust to enable
timely decisions.

(iv)

There has been a delay in e learning due to staff
capacity within both the risk and the learning and
development teams. Alternative options are being
reviewed during Q3.

(v)

In addition capacity within the risk team and focus of
mandatory training requirements has impacted upon
attendance of the delivering safer care programme
of learning. This is expected to resolve during Q3.
In addition further risk surgeries are to be developed
for Q3, however in the interim the risk team have
provided team and individual support upon request
by service managers.

(vi)

Datix is under revision and the system has strengths
and weaknesses. A newly formed user working
group has been convened to improve use and
understanding.

Challenge, Observations and Replies to Questions
(a)

Heads of Service and Service Leads take full
responsibility for risk identification and management
in their areas and all have been trained in what is
expected from them. This has meant a culture
change for managers. In taking more ownership of
risks and giving them due attention.

(b)

Risks are the first slide to be considered in all
Business Unit Performance Reviews (BUPRs), which
re-enforces the significance which the executive team
attaches to risk.

(c)

The Board will need to be assured that risk is
“buttoned up”. AM will share some thoughts with TW
outside the meeting.

AM / TW

Outcomes / Decisions
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Progress in 2015/16 against the Risk Strategy Action
Plan was noted.

Risk Rating: Amber / Red
E
43/16

Finance
Tender Waivers
(Leads: PB / KC)
The Tender Waivers report for the period July / August 2016
was received and discussed.
It was noted that:
(i)

One tender waiver has been approved in the period,
in relation to use of “Health for Kids and Health for
Teens” websites procured from Leicestershire
Partnership NHS Trust for five years. The waiver
criteria were (a) single supplier and (b) specialist
expertise.

Challenge, Observations and Replies to Questions
(a)

It wasn’t clear that the cost quoted in the report was
for the whole five year period rather than an annual
cost.

Outcomes / Decisions
The Tender Waivers report was noted.
Risk Rating: Green
F
44/16

Counter Fraud
Counter Fraud Progress Report (Confidential)
(Leads: JB / LB)
The Counter Fraud Work Plan Progress Report for
September 2015 was received and discussed.
It was noted that:
(i)
(ii)
(iii)

Counter-Fraud is now part of staff induction
TIAA will produce a digest of alerts issued over the
year and look at these against current risks to HCT.
Four referrals have been received by the LCFS since
the beginning of the year.

Challenge, Observations and Replies to Questions
(a)

The four referrals were discussed in detail and
outcomes from investigation will be reported to the

8

Board 29th Septmeber 2016

(b)

(c)

(d)

(e)

Committee.
Not directly related to fraud, but there may be an
issue where equipment is lent to patients and then it
becomes overlooked and “lost in the system”.
HCT does have a pre-employment check system in
place but the LCFS will be checking this for
robustness.
RSM have done a benchmarking exercise on what
fraud referrals have been considered by other Trusts
and this will be shared.
HCT was generally low risk in respect of fraud
compared to many trusts.

Attachment K8

CM

Outcomes / Decisions
(1)

It needs to be clarified (i) whether HCT has a policy
on staff undertaking alternative employment / private
work whilst employed by HCT. In some instances
this can create conflicts of interest in addition to fraud
risks (ii) the position on staff on sick leave going on
holiday.

(2)

The Counter Fraud Progress Report for September
2015 was noted.

Risk Rating: Amber / Green
45/16

Fraud Stop (Issue 2 2016)
“Fraud Stop” newsletter (Issue 2) was received.
It was noted that:
(i)

The newsletter is designed to highlight areas of fraud
throughout the NHS and to promote awareness /
understanding of the counter fraud provision.

(ii)

An electronic copy has been submitted for
dissemination to all staff and addition to the Trust’s
intranet.

(iii) Hard copies have been distributed at Howard Court and
Baldock Clinic and will be distributed to other sites
when visited.
Challenge, Observations and Replies to Questions
(a)

The newsletter was well written and easy to read.

Outcomes / Decisions
(1)

It was agreed that the newsletter should also be posted
on the public website, as service users can also be a
possible source of referral for alleged/suspected fraud.
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Issue 2 of Fraud Stop was noted.

Risk Rating: N/A
G

Any Other Urgent Business

46/16

An issue has been raised by PB for consideration by the
Audit Committee members, PB and CA only and this will be
subject to a committee members’ only minute.
JP thanked everyone for attending and attenders other than
PB and CA left the meeting at this point.

H
47/16

Date and Time of Next Meeting(s)
Date of next meetings noted as:
Tuesday 13th December 2016

9.30 – 12.00

Board Room, Howard Court , WGC

Common Abbreviations
AC
= Audit Committee
AGS
= Annual Governance Statement
BAF
= Board Assurance Framework
BU
= Business Unit
BUPR
= Business Unit Performance Review
BURR
= Business Unit Risk Register
CF
= Counter Fraud
CQC
= The Care Quality Commission
DH
= Department of Health
EA
= External Audit (ors)
E&Y
= Ernst & Young (External Auditors)
FT
= Foundation Trust (CFT) = Community Foundation Trust)
HCG
= Healthcare Governance Committee
HCT
= Hertfordshire Community NHS Trust
HLRR
= High Level Risk Register
HOIA
= Head of Internal Audit
HVHC
= High Value Health Care
IA
= Internal Audit (ors)
LCFS
= Local Counter Fraud Specialist
LSMS
= Local Security Management Specialist
QA
= Quality Account
RSM
= RSM (Internal Auditors)
SRC
= Strategy & Resources Committee
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