Annual Report and Accounts
2016-2017

We will maintain and improve the health and
wellbeing of the people of Hertfordshire and
other areas served by the Trust

About this Report
Our Annual Report follows best practice in corporate governance by reporting our
performance against strategic objectives and national targets, and presenting information
about our services and financial performance transparently and honestly.
The structure of the report and accounts also follows the requirements of the Companies
Act 2006 and consists of a Performance Report, an Accountability Report, Remuneration
and Staff Report and the Financial Statements.
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Foreword by the Chairman
I am pleased to report that your community health services continued to perform well
throughout a year which has seen the NHS face the toughest challenges in its history.
During the 2016/17 year, this ended in March this year, HCT made two million contacts with
patients and service users and continued to provide the best quality care, safely and
effectively.
The annual report is a good opportunity to tell you about our achievements, explain the
challenges, and ponder the future in a rapidly changing world of finance, technology and
governance.
It’s also an opportunity to record my admiration of this relatively young organisation which I
joined in 2010, and to have witnessed 7 years of notable achievements, meeting and
exceeding most of the commissioning demands placed on us, including annual savings
targets of 4% p.a. which, over a 7 year period means that our productivity has improved by
over 30% in real terms. Despite the tightest financial constraints of the past 7 years, we have
achieved better patient outcomes, better patient experience, better quality of service, higher
efficiency, lower costs – none of which would have been possible without the determined
leadership, management and clinical wealth and experience of our staff. Modernising and
reorganising infrastructure, systems, skills, community engagement and partnership working
with other NHS, local authority and voluntary bodies isn’t any easy exercise - in fact it’s
difficult – but the results are testament to an engaged and committed workforce who believe
in the special value of community services.
The Trust provides a wide range of services across more than 50 sites in Hertfordshire, but
most of our care is carried out by our nurses, doctors, healthcare assistants and therapists to
people in the privacy of their own homes. This service is much valued by them, their carers
and their families but my worry is that it remains a service ‘hidden’ from public gaze and
therefore potentially carrying less value than the more high profile health services like
Ambulance, A&E, and primary care services. The relatively loose contractual arrangements
just add to service vulnerability meaning that cuts to services do not attract attention and the
dispersed nature of the service across the whole of the county and in so many homes
dissipates the effects of cuts and may go unnoticed by the bulk of the population.
Despite some set-backs 2016/17 was another impressive year for HCT. It was a year in
which the Trust was officially recognised as ‘Good’ by the Care Quality Commission and as
one of the best NHS organisations for managing its budget. We saw continued improvement
in our annual staff survey results, with some 55 per cent of staff participating. HCT was
again the best performing trust in Hertfordshire for meeting quality standards.
The views of our patients are extremely important to us – and 97% of them told us they
would recommend our services to their friends and family and 100% of the families we spoke
to said they feel supported.
The Trust, working with the county’s children’s centres, was awarded the prestigious Baby
Friendly Award from Unicef (United Nations Children’s Fund), a mark of international
recognition.
There were no cases of MRSA bacteraemia – that’s for the fifth year running, and there were
just three cases of C difficile infection against a ceiling set at six.
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The Trust’s Rapid Response service in St Albans and Harpenden was shortlisted for a HSJ
Value in Healthcare award and our physiotherapy team at HMP The Mount won NHS
England’s Health and Justice Healthcare Professionals of the Year award.
A group of HCT healthcare assistants led the way to become the first in the county to
administer insulin injections to patients in their homes.
Much of our continued success can be attributed to the stability of the organisation and its
leadership. I am grateful to be supported by such good leaders and particularly want to thank
the non-executive directors who contribute so much of their time and expertise to the running
of the Board, holding management to account and ensuring our governance standards are
maintained. They have ensured the Trust develops strategies to support its vision and have
made numerous visits to services across the county to hear directly from frontline staff.
In November, Alison Shelley, our Director of Human Resources and Organisational
Development left the Trust after almost five years with us. During that time I was constantly
impressed by her leadership and the innovations and developments in recruiting, retaining
and training staff. Earlier this year we welcomed to the Board Debbie Eyitayo, our Interim
Director of Human Resources and Organisational Development, and Medical Director John
Omany. Another new addition, although not a new face, was the recruitment of Marion
Dunstone as Director of Operations. Marion has been with the Trust for some time, having
led our children’s services for a number of years.
It is clear the NHS is facing huge challenges with an unprecedented increase in demand and
limited growth in funding. Local health and social care organisations have worked together to
produce a strategic plan to tackle these challenges over the next five years. Together we
spend about £3.1 billion a year on health and social care in Hertfordshire and west Essex.
Our funding gap is likely to reach more than £550 million a year within the next three years if
we don’t deliver services differently and improve the health of our residents. I am pleased to
report that HCT has been at the forefront of all these discussions and is working closely with
its partners to develop new ways of treating and caring for the people most in need.
In the autumn of 2016, HCT formed a strategic alliance with Hertfordshire Partnership
University NHS Foundation Trust – the local provider of NHS mental health and learning
disabilities services. Together both trusts employ just under 6,000 people and have a
combined spend of more than £350million. The trusts are working together on a number of
projects to deliver more coordinated community care including HomeFirst, the development
of a ‘Hub’ in Hemel Hempstead and population-based care in Stort Valley.
I want to end by paying tribute to our staff. Many of them provide care and support in
people’s own homes and their service is unseen by most. They do an amazing job looking
after people with specialist needs, rehabilitating the elderly so they can return home or
meeting their healthcare needs at home. This is the face of the NHS that is rarely seen or
acknowledged by the media or politicians. Their commitment to local provision, delivering
care and working with GPs, hospital doctors, the voluntary sector and, most importantly their
patients, is unwavering. I am incredibly proud to lead such an organisation, an organisation
that is proud to care for you.

Declan O’Farrell
Chair

4

5

Performance Report
Overview
The purpose of this section of the Report is to provide a short summary that provides
information to understand the Trust, our purpose, the key risks to the achievement of our
objectives and how we have performed during the year.

About the Trust
The History of the Trust
The Trust was established on 1st November 2010 by virtue of Statutory Instrument 2010
No. 2464 made under the National Health Service Act 2006. Prior to this it was the
“provider services arm” of the then Hertfordshire Primary Care Trust.

The Trust’s Principal Activities
Hertfordshire Community NHS Trust (HCT) had an income of £148.3m during 2016/17
(2015/16 = £146.2m) and employed around 3,000 staff (similar to 2015/16).
The Trust is the principal provider of community-based healthcare to the 1.2m residents of
Hertfordshire and until 31st March 2017 to 68,000 children in West Essex. The Trust
provides community-based services for adults and older people, children and young
people, and a range of specialist care services. The Trust also provides the healthcare
service to the Mount Prison in Bovingdon. We had around 1.9 million contacts with people
during the course of the year and were dealing with people from before birth until death.
The Trust operates its services through two business units and the services they provide
and in which areas are set out in the Service Portfolio on pp.8 -9.

The Trust’s Vision, Values and Strategic Objectives
In 2016/17 the Board re-affirmed the Trust’s Vision, Values and Strategic Objectives as
follows:
Vision
We will maintain and improve the health and wellbeing of the people of Hertfordshire and
other areas served by the Trust.
Values
The vision is underpinned by the Trust’s Values, which complement the NHS Constitution,
supporting patients’ rights and in particular the need to treat patients with dignity and
respect:
Care
Respect
Quality
Confidence
Improvement

We put patients at the heart of everything we do.
We treat people with dignity and respect.
We strive for excellence and effectiveness at all times.
We do what we say we will do.
We will improve through continuous learning and innovation.
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Strategic Objectives
To support the Vision and Values, HCT has developed five strategic objectives:
1

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

2

We will improve clinical outcomes and enhance patient safety.

3

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

4

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

5

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

High Value Healthcare and Quality Improvement
As a Trust we are also committed to delivering ‘High Value Healthcare’:
•
•
•
•

Excellent clinical outcomes.
An outstanding patient experience.
Consistent and improving patient safety.
Highly efficient and cost-effective services.

These support the quality principles set out by the National Quality Board, as well as
encompassing the need to deliver ever more efficient and cost effective services. We use
these principles to drive the focus of our staff, frame a single approach to quality and
efficiency, and demonstrate the value we deliver.
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Service Portfolio
The following is a list of the services provided by the Trust and the locations
where they are provided as at 31st March 2017.
Adult Community Services (East & North Hertfordshire)
Acute Therapies Service
East & North
Bladder & Bowel Care Service
Countywide
Community Neurological, including Early Supported
Countywide
Discharge
Foot Health Service (Podiatry)
Countywide
Integrated Community Teams
East & North
HomeFirst (Rapid Response and Virtual Ward)
North Herts, Lower Lea Valley,
Welwyn & Hatfield, Stevenage
Rapid Response only
Upper Lea Valley, Stort Valley
Integrated Discharge Team (East & North Herts NHS
East & North
Trust)
Hospital Day Service (Cheshunt)
East & North
Intermediate Care Bed-Bases (Community Hospitals)
East & North
Lymphoedema Services
Countywide and West Essex
Minor Injuries Unit
East & North and West Essex
Musculoskeletal Services
Countywide
Pain Management and Chronic Fatigue Service
Countywide
Neurological Bed-Bases
Countywide
Respiratory Service
East & North
Skin Health Services
East & North
Speech & Language Service
Countywide
Tissue Viability and Leg Ulcer Service
Countywide
Adult Community Services (Herts Valleys)
Cardiology Services (including Cardiac Rehabilitation
Herts Valleys
and Heart Failure)
Diabetes Community Service
Countywide
Diabetic Retinopathy Service
Herts Valleys
Rapid Response
Hertsmere, Watford & Three Rivers,
St Albans & Harpenden
Integrated Community Teams
Herts Valleys
Rapid Access Unit (RAU), St Albans
Herts Valleys
Intermediate Care Bed-Bases (Community Hospitals)
Herts Valleys
Nutrition & Dietetics Service
Countywide
Prison Healthcare Services (HMP The Mount)
End of Life and Specialist Palliative Care
Countywide
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Children And Young People’s Services
Children’s Hearing Service (Audiology)
Herts Valleys
Child Health Information Service
Countywide
Children’s Eye Services
St Albans & Harpenden, Dacorum
Children’s Community Nursing
Herts Valleys and West Essex
Continuing Care Service
Herts Valleys
Community Medical Service
Herts Valleys and West Essex
Dental Services
Countywide
Family Nurse Partnership
Countywide (ceased mid-year)
Health Visiting
Countywide
School Nursing
Countywide
Looked After Children Service
Countywide
Nascot Lawn Respite Care
Countywide
Occupational Therapy Service
Countywide and West Essex
PALMS (Positive Behaviour, Autism, Learning
Countywide
Disability and Mental Health Service)
Physiotherapy Service
Countywide and West Essex
Special School Nursing Service
Herts Valleys
Specialist Diabetes Nursing Service
Herts Valleys (ceased mid-year) and
West Essex
Specialist Nurse Coordinators (Transition and Sickle
Countywide
Cell)
Speech & Language Therapy Service
Countywide and West Essex
Step2 Service
Countywide
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The Performance of the Trust in 2016/17 - The Chief
Executive’s Overview
The performance of Hertfordshire Community Trust (HCT) has remained strong
during 2016/17, against a backdrop where it is becoming more difficult to keep
pace with the demands upon our staff.
The Trust received a “Good” rating from the CQC; was designated in the highest
performing category by the body, NHS Improvement, to which we are
accountable; continued to deliver on its quality requirements, achieving
outstanding performance on the standards set by our commissioners; continued
to deliver previous levels of service to people in our communities; saw
improvements for the fifth year running in our annual staff survey and managed
our finances carefully so that we delivered the small surplus required of NHS
Trusts, topped up by central funding at the year end.
In spite of all this we are in not a position of comfort. Everyone in HCT has been
working extremely hard to sustain our services and to deliver on our commitment
to maintaining and improving the health and wellbeing of the communities we
serve. It is clear this is becoming more difficult to do.
The demand for healthcare has been rising, partly as a result of developments
that have enabled us to do more for people and partly as a consequence of the
advances in medical knowledge and partly because we are living longer. It is
also rising because of an increasing level of long-term conditions. Some of these
long term conditions just happen to people, like type 1 diabetes. Some of them
are brought on by our lifestyles and we have to work with people to take
responsibility for managing their own health and wellbeing.
In common with the rest of the NHS, Hertfordshire Community Trust (HCT) is
wrestling with the gap between the demand for care and the resources we have
available. This is an issue facing not just the NHS but everyone in our
communities.
For this reason we need to reset the contract that exists between our NHS and
our communities if we are to have healthier individuals, families and a healthier
population.
For HCT, we have to find more innovative ways of supporting people to maintain
their health and wellbeing, and responding when needs increase. This is, by no
means, unique to HCT. It is an issue that we are seeing across the NHS and is
manifesting itself in issues with the quality of care, national performance
standards and finance.
The NHS is a highly valued organisation in Britain. It is there for people in times
of need. Its services range from the most remarkable bio-medical technology
through to care and compassion for another person. If we do not tackle the issue
of current demands there is a real threat to the future of the NHS’s existence as a
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free at the point of use service, the principle that the majority of the people of
Britain support so strongly.
We need a really thorough debate nationally about what we want from the health
service and what responsibility we take for our own health and wellbeing,
because the money we have available will not enable us to manage all of the
needs that are presenting now and are yet to present.
To return to HCT, I must use this opportunity to thank my 3000 colleagues in the
Trust. As I have said, they work extremely hard for the people we serve. Their
commitment and compassion never ceases to impress me hugely. I see it every
time I visit services, talk with staff and talk with users of our services. And our
service users tell us how much they appreciate what we do by providing us with
around 70 compliments for every complaint we receive. Even in difficult times,
the desire to do the job well shines through in HCT’s services.

Performance Summary 2016/17
Being rated as “Good” by the CQC was very important for everyone in HCT. It
matters deeply to us that we deliver safe, effective, responsive, caring and wellled services. We were very pleased to have that external validation from the
CQC. It is also a strong message for our service users who can be confident in
what we do and how we work.
We recognise that there is still room for improvement and we will continue to work
to achieve more impact and to sustain quality with the resources we have
available.
We work with people from cradle to grave which is illustrated by examples of our
work during the year:
•

Our health visitors have sustained the high standard of service they offer,
working to deliver all the important elements of screening that are part of
the national programme. They have also achieved the level 3 rating for the
UNICEF Baby Friendly programme, which accredits the service for the
work it does in supporting mothers to breast feed, a critical benefit for the
health of babies

•

Our school nurses have launched two websites to provide accessible
information to children and young people, alongside the Chat Health
helpline

•

Our specialist children’s services continue to support children with
disabilities and their families. Importantly we have reduced waiting times
for assessment for autism

•

Our Multi-Agency Safeguarding Hub works to manage the vital area of
children’s safeguarding and the team won the Integrated Multi-Agency
11

Team of the Year at Hertfordshire County Council’s Children’s Services
staff awards
•

Our specialist services provide a diverse range of services, including:
diabetes management; skin health; outpatient physiotherapy; prison
health; advice and support on continence. Highlights for some of these
services in year include:
o Following a difficult period for the diabetes service we have worked
to make improvements and have done this successfully. We have
also been working to develop an integrated service in west
Hertfordshire
o Our prison service was inspected by the CQC and was rated as
“Good”
o We reduced waiting times for our physiotherapy services in the
community and to provide the full therapy service in East and North
Herts Trust

•

We have had to deal with the reduction of our budget for community
hospitals, which has been difficult for people who want a local service and
for our staff. We have responded by establishing a service that takes
people home at the earliest opportunity and have seen the number of
people managed in this way increase from 0 to 50 in two months

•

Our community nursing and therapy teams continue to support thousands
of older people at home, making around three quarters of a million visits
and calls.

There is far more. It is not possible to do justice to the range and depth of what
we do. All of this adds up to a huge level of support delivered to people in our
communities – care provided locally, with professionalism and compassion.
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Strategy & Developments
Our strategy remains as before, illustrated below. It is geared towards improving
the health and wellbeing of people in Hertfordshire and delivering on the national
commitments to move our attention more to the maintenance of good health, so
that people live better lives and we reduce demand for the NHS as a
consequence.

We continue to work closely with other organisations, through the Sustainability
and Transformation Partnership, to co-ordinate care for people with a higher level
of need. We have adopted a principle of creating health and social care teams,
working closely with GPs, for populations of around 50,000. People with a broad
range of needs require continuity of care and we have worked with GPs, mental
health and social services to develop that co-ordination across the whole of
Hertfordshire. The two areas that are furthest developed in this approach are
Bishops Stortford and Broxbourne, with good progress also being made in North
Herts and St Albans. The benefits for the people who need our services are
obvious when you hear the stories of improvement in their experience of the
services and their own health. This work of identifying and responding to those
most in need remains at the heart of our work.
Another element of our strategy is to support people to manage their own care
effectively themselves, particularly those with long term conditions, whose needs
account for around 70% of health care time and money. The two powerful
13

reasons for this focus are that people have better health when they can and do
take on greater responsibility. The other reason is to reduce demand on our
services so that we can sustain the NHS. We have trained a range of staff in
health coaching, which builds on their clinical skills and equips them to work in
partnership with service users to get to the heart of their health issues.
The third element of our strategy is to maintain the broader population’s health
and wellbeing. Our services for children have a strong focus on maintaining
health and giving children a good start in life. They do this very successfully.
We do, however, need to look more at our contribution to the wider population
and how we can work with local authorities, voluntary and statutory bodies and
community organisations to promote activity, community support and healthy
lifestyles.
We have also taken forward actions in the supporting areas of our strategy:
•
•
•
•

•

We retain a strong focus on teams and their leadership and have been
working with our community nursing and therapy teams to ensure we are
using their time and skills to best effect
The work with teams is in the context of developing the functioning of
localities and neighbourhoods
There is an extensive development programme for our estate, which over
the next three to four years will make a big difference to the experience of
our service users
We continue to have as strong technology base with extensive use of
mobile working, an appetite for testing how we can use technology to
improve services, as with our tele health pilot and the use of different
technology such as the one we are using for people with heart failure
Our internal processes are sound, although many can be improved and we
have been working on how we improve the direct service to people who
use them and other professionals who refer to them. For example, we are
working to create easier referral mechanisms for GPs.

14

Key Strategic Risks and Uncertainties
Risks to the achievement of the Trust’s strategic objectives are identified by the
Executive Team and entered on the Trust’s Board Assurance Framework (BAF).
The BAF is submitted for review and discussion by the Audit Committee and the
Trust Board. Risks or implications are also considered by the Healthcare
Governance Committee and Strategy and Resources Committee.
Risks identified at Business Unit Level are entered on Business Unit Risk
Registers. Risks scoring 15 or over, are then recorded on a “High Level Risk
Register” (HLRR).
The HLRR is considered monthly by the Executive Team and is submitted to the
Healthcare Governance Committee, Audit Committee and the Board meeting in
public.
Risks on the HLRR are linked to the BAF and those that are considered by the
Executive Team to have a strategic impact are escalated to the Board Assurance
Framework.
A summary of the strategic risks on the BAF as at 31st March 2017 were as
below.
Rank

1

Summary Description
National, local system-wide and Trust financial and demand
pressures.

Overall Risk
Score

18
(6+6+6)

National and local system-wide financial and demand pressures
impacts on both commissioners and providers thereby presenting
a challenge to (i) achievement of financial targets / cost
improvements and (ii) sustainability / improvement /expansion of
services.
2

Staffing

16

Staffing resources are (1) insufficient to meet demands and (2) in
need of re-modelling roles, to avoid impacting adversely on (i)
capacity to maintain / expand services (ii) the health, wellbeing
and morale of staff (iii) staff retention; thereby resulting in a
significant challenge to (a) the retention / recruitment of staff in
specific areas/specialties and (b) providing safe, affordable and
effective services which are “fit for purpose”
3

Not being able to evidence improved outcomes
Not being able to adequately evidence improved patient health
and wellbeing outcomes from HCT interventions leads to not
being able to measure success or otherwise against the strategic
objective and may result in (i) questions as to clinical effectiveness
15

(6+6+4)

10
(2+ 4+4)

and value (ii) vulnerability for meeting outcomes-based contracts
and (iii) inability to compete competitively for new business /
retaining current business.
4

Reliance on other orgs/ agencies for integrated service
delivery (including partnerships).

9
(2+3+4)

Differences in organisational expectations, priorities, perceptions
or governance lead to barriers to integrated, collaborative or
partnership working resulting in inability to achieve the strategic
objective of developing patient self-managed care (and other
healthcare efficiency initiatives or successful tender bids).
5

6

Underdeveloped / ineffective use of technology.

9

Underdeveloped / ineffective use of technology will result in
having antiquated technical systems and /or working practices
thereby (i) hindering delivery of modern, effective healthcare and
(ii) presenting barriers to (a) efficiency and (b) market competitive
advantages.

(2+4+3)

Not having appropriate visibility of management information.

8

Insufficient availability or visibility of useful management
information may hinder managers’ ability to (i) make informed and
effective decisions or (ii) monitor and improve performance,
thereby being detrimental to achieving the Trust’s strategic
objectives.

(2+ 4+2)

The overall risk score is calculated as the sum of ratings for current status,
current likelihood and current impact (maximum score of 6 for each rating).
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“Even the smallest act of caring for another person is like a drop of water –
it will make ripples throughout the entire pond.” (Jessy & Bryan Matteo)
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Performance Analysis
Measuring and Monitoring Performance
Measuring Performance
Metrics for the measurement of performance may be set nationally, contractually
agreed locally with commissioners or devised internally by the Trust as a selfimposed means of delivering and monitoring constant improvements.
In addition to producing regular, scheduled performance reports, the Trust’s
Performance and Information Team also produce ad hoc performance reports on
request for managers. 2016/17 has seen the continued development of our
“Business Intelligence Portal”, whereby managers can access useful data.
2017/18 will see a relaxing of certain national standards as the NHS struggles to
manage demand on its services. The Trust currently has no plans to lower
performance standards.

Monitoring Performance
Internally
The Trust has a number of means of monitoring performance internally. These
are:
•

A comprehensive Integrated Business Performance Report (IBPR), which
covers performance over all aspects of the Trust’s activities, is compiled
monthly and reported to the Executive Team, Strategy and Resources
Committee (SRC) and the Board

•

Business Unit Performance Review sessions are held monthly for the two
front line service business units (Adults and Children’s and Young Peoples’
services). A report on outcomes is submitted to the Executive Team,
Strategy & Resources Committee (SRC) and Healthcare Governance
Committee (HGC)

•

Board Committee Chairs submit a “Committee Chair’s Assurance Report” to
the Trust Board after each committee meeting. Chairs of Groups which
report to the Executive Team also submit similar assurance reports

•

Any areas of particular performance concern are identified by the Executive
Team as “hot topics” and reports are submitted to Executive Team meetings
at an agreed frequency (e.g. fortnightly, monthly, etc.). These reports
remain programmed until concerns are addressed to the Executive Team’s
satisfaction
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•

In addition to the IBPR, there are area specific reports to Board Committees
and the Board e.g. a monthly finance report and a number of quality-related
reports , including a quarterly quality report

•

All executive directors address performance-related headlines (positive or
adverse performance) in their individual director’s reports which go to each
meeting of the Trust Board.

There is also a Board escalation process, whereby exception reports on any
significant issues (performance-related or otherwise), can be reported directly to
the Board between Board or committee meetings.
Externally
The Trust’s performance is monitored by NHS Improvement (NHSI)*, under their
“Single Oversight Framework” (SOF), which was introduced in October 2016 and
which replaced the Trust Development Authority’s (TDA) Accountability
Framework.
The SOF is aimed at helping Trusts to achieve or maintain a rating of
“Outstanding” or “Good” from the Care Quality Commission (CQC) and Trusts are
assessed over five themes:
•
•
•
•
•

Quality of Care
Finance and Use of Resources
Operational Performance
Strategic Change
Leadership and Improvement Capability (Well-Led)

Based on assessment of information collected, providers are “segmented” into
one of four groups based on the degree of support or intervention required from
NHSI. Since its introduction, the Trust has been in Segment 1. This is the
lowest risk segment and is defined as “Providers with Maximum Autonomy”.
This means that no support needs have been identified by NHSI. “Universal
Support” is offered, but there is no requirement for targeted or mandated support.
As part of the Framework, the Trust has also had a financial rating score of 1,
which is indicative of good financial sustainability, efficiency and controls.
The Trust also has aspects of performance monitored by others, including
commissioners (under contract monitoring), regulatory bodies such as the Care
Quality Commission (CQC) and the local, County Council led Health Scrutiny
Committee.
(*) In April 2016 the TDA combined with Monitor, the regulator of Foundation
Trusts, to form NHS Improvement (NHSI).
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Quality Performance
Detailed information and analysis on the Trust’s performance and objectives in
relation to the quality and safety of our services is contained in our Quality
Account for 2016/17. This is available on the NHS Choices website at
http://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=3381and also
the Trust’s own website at http://www.hct.nhs.uk/about-us/our-publications/
The Trust has continued to build a strong framework for ensuring the quality of
our services over the last year and we define quality as being:
•
•
•

Excellent clinical outcomes
An outstanding patient experience
Consistent and improving patient safety.

Quality performance and initiatives are driven and assessed by a number of
sources, including:
Internally
• Internal audits and clinical audits

• The Trust’s Care Quality
Commission (CQC) Quality
Improvement Plan, Risk
Management and 6Cs Strategies
(and policies)
• Publication of an annual Quality
Account

• Staff appraisal, Continuing
Professional Development,
mandatory training and
supervision
• Use of the responses to patient
surveys / questionnaires, including
the national “Friends and Family”
test

• Reports on all aspects of quality
improvement and performance
submitted to the Trust’s
Healthcare Governance
Committee and Trust Board
(including incidents, serious
incidents and complaints)

• Review of the Trust performance
against the national Safety
Thermometer
• Patient Reported Outcome
Measures (PROMS)

• Escalation and management of
issues of concern
• Identification and management of
quality-related risks

• Staff survey outcomes – both
national and our internal PULSE
survey

• Quality assurance visits, internal
peer reviews and “Deep Dives”
into services

• Patient Led Assessment of the
Care Environment (PLACE)
assessment

• The performance monitoring of the
quality of services delivered as
part of Business Unit Performance
Reviews

• Review of all inpatient deaths in
our community hospitals by
Mortality Review Group

• The Quality Governance, Well Led
Framework and Memorandum

• Establishment of a Professional
Clinical Leaders Group

• Setting our own Quality Priorities
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By Commissioners and Other Statutory / Regulatory Bodies
• Quality key performance indicators
agreed in our contracts with
commissioners (Plus monitoring
through regular meetings and quality
assurance visits by the
commissioners)
• Commissioning for Quality and
Innovation (CQUIN) schemes agreed
with commissioners
• Monitoring of key national targets by
NHS Information and NHS Digital
• Focussed inspection by the Care
Quality Commission (CQC)
• Joint local area Special Educational
Needs (SEND) inspection carried out
by Ofsted and CQC (Children’s
Services)

• Health and Justice Clinical Quality
Visit to HMP The Mount Healthcare
Service
• Risk management through the
National Reporting & Learning
System (NRLS)
• Accounting to the Local Authority’s
Health Scrutiny Committee
• NHS England national screening
programme quality assurance visits
• Attendance by representative from
Healthwatch Hertfordshire at Board
and Patient Safety& Experience
Group and Forum meetings
• Section 11 audit of Safeguarding
Children services by commissioners.

National Initiatives, Reports, Guidance and Legality
• External, national initiatives such as
the national Nursing Framework
“Leading Change, Adding Value”,
NHS England’s “Allied Health
Professions into Action”, and the
national “Sign Up To Safety”
campaign
• External reports, such as the report
by Sir Robert Francis into failings at
Mid Staffordshire
• The NHS Outcomes Framework
• “High Quality Care For All” (DH 2008)
• “Equity and Excellence: Liberating
the NHS” (White Paper 2010)

• “Suffering in Silence” (Healthwatch
England 2014)
• “A review into the quality of NHS
complaints investigations where
serious or avoidable harm has been
alleged” (Public Health Service
Ombudsman 2015)
• Public Sector Equality Duty (PSED)
and the national NHS Workforce
Race Equality Standard (WRES)
• New legislation, regulations or court
judgements
• Specialist or themed reports.

• National Institute for Health and Care
Excellence (NICE) guidance and
standards
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Care Quality Commission (CQC) Focussed Inspection
The CQC carried out a focused inspection to HCT in April 2016 and the final report
was published in October 2016, confirming an overall rating of “Good”.
This focused inspection formally reviewed the majority of areas reported as requiring
improvement in the previous inspection, carried out in February 2015. All previous
issues of safety in the areas visited had been resolved.
However, there was recognition that, due to the timing of the focused inspection,
there was limited evidence to demonstrate improvements in end of life care, thus
this element continues to require improvement. A formal action plan was developed
to improve safety in areas not visited by the focused inspection and also the end of
life care of our patients.
Feedback was that all staff the inspectors met and spoke with demonstrated
commitment to the delivery of safe, effective and caring treatment. There was also
recognition of the end of life work being undertaken.
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The Operational Performance of the Trust
Activity
Patient Activity Figures
Total face to face contacts

2014/15
1,797,218

2015/16
1,747,697

2016/17
1,707.202

↓

Total non-face to face
contacts
Total contacts

150,174

153,364

167,103

↑

1,947,392

1,907,061

1,874,305

↓

Total referrals received

398,799

412,338

417,511

↑

Occupied bed days

75,436

70,423

67,512

↓

Minor injuries attendances

8,981

9,544

10,439

↑

Total Admissions

3,012

2,402

2,180

↓

National / Regional Performance Targets
National targets and KPIs have been met in 2016/17, including:
•

97.9% Patient waiting within 18 weeks (including Consultant & Non-consultant led
services)

•

Retinal screening (offered and screened)

•

Minor Injuries four hour access – 99.8% achievement

•

National Child Measurement programme (NCMP)

•

Human Papilloma Virus (HPV).

Performance against indicators set with the NHS improvement and Clinical Commissioning
Groups have been within target levels.
These include:
•

MRSA cases – Zero cases reported for the year (for fifth consecutive year)

•

3 C.diff cases reported against the threshold of 6 for the year

•

HCT has had zero mixed sex accommodation breaches

•

Achieving length of stay targets for stroke patients at 39 days (YTD position) compared
to a target of 42 days

•

Venous Thromboembolism assessments completed in 100% of admitted patients

•

98.6% of new birth visits conducted within 14 days of birth against a target of 98%.
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The Trust continued to perform strongly in 2016/17. In particular, HCT achieved all of the regional/
national indicators and National child health measurement programme KPIs. 99.8% of patients
that attended our minor injuries unit were seen within the national standard of 4 hours. We
achieved 97.9% for our Referral to Treatment (RTT) indicator for consultant led services. This puts
HCT in the position of being one of the most consistent and best performing aspirant Foundation
Trusts in the country.
The following table sets out performance against our main targets. Further information on
performance against quality standards is included in the Quality Account.

Key Performance Indicators

2016/17
Targets/Thresholds

2016/17
Performance

95%
0
0
6
100%

99.8%
0
0
3
100%

100%

100%

80%

85%

95%

97.9%

Dose1 85%
5%

85.6%
10.3%

90%

93.3%

90%

97.4%

42 days

39 days

Registered no
conditions

Good

Indicator
Minor injuries patients seen < 4 hours
Mixed sex accommodation breaches
Avoidable MRSA Bacteraemia
C. difficile infections
Venous thromboembolism assessments
Retinal screening - % of diabetic cohort that
has been offered an annual screen
Retinal screening - % of diabetic cohort that
has been screened in 2014/2015
Patient waiting within 18 weeks (including
Consultant & Non-consultant led services)
Human Papilloma Virus (HPV)
NHS delayed transfer of care
School Nursing - % of children who have had
height and weight monitored in reception and
year 6
% of children in reception year who have
received vision and audiology screening
(subject to school participation)
Stroke Patients Average Length of Stay
(ALOS)
CQC Registration
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Financial Performance
This section is a summary and overview only and further details of the Trust’s financial
position for the financial year 2016/17 can be seen in the financial statements and notes to
the accounts in section (4) of this Report.
Financial Reporting
The Trust reports under the National Health Service Act 2006 c. 41 Schedule 15:
Preparation of annual accounts.
Sources of Finance
The Trust’s funding comes from contracts with commissioners, to provide health services.
Funding remains on a block basis for the majority of its services, i.e. the Trust is paid a
fixed sum of money to deliver a range of services, with an agreed level of activity.
Summary of Financial Performance
The Trust is reporting a retained surplus for the current year of over £2.5m. The surplus
generated is a combination of the Trust delivering a planned surplus of £0.8m and central
funding received from NHS England relating to the Sustainability and Transformation Fund
(STF) of £1.7m.
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A comparison of planned and actual performance is shown in the table below. The
reported surplus is a significant improvement on the original plan. This is as a result of
a business rates rebate (£0.2m) received during the year and an additional incentive
payment (£0.8m) received from NHS England relating to the Sustainability and
Transformation Fund bonus scheme.

Statement of Comprehensive Income

2015/16 2016/17 financial performance

Gross Employee Benefits
Other Operating Costs
Revenue from Patient Care Activities
Other Operating Revenue

Accounts

Plan

Actual

Variance

£000s

£000s

£000s

£000s

(107,111) (106,799) (106,965)
(35,175) (34,983) (37,235)
144,246 143,595 144,807
2,020
1,413
3,474

OPERATING SURPLUS/(DEFICIT)

Investment Revenue
Other Gains and (Losses)
Finance Costs (including interest on PFIs/Finance
Leases/DH Financing/PDC Commitment Fee)
SURPLUS/(DEFICIT) FOR THE PERIOD

Dividends Payable on Public Dividend Capital (PDC)
Net gains/ (loss) on transfers by absorption
RETAINED SURPLUS/(DEFICIT) FOR THE PERIOD

Prior Period Adjustment
RETAINED SURPLUS/(DEFICIT) FOR THE PERIOD
(AFTER PRIOR PERIOD ADJUSTMENTS)

(166)
(2,252)
1,212
2,061

3,980

3,226

4,081

855

38
0

31
0

43
(63)

12
(63)

(59)

(55)

(45)

10

3,959

3,202

4,016

814

(1,591)
0

(1,723)
0

(1,555)
0

168
0

2,368

1,479

2,461

982

0

0

0

0

2,368

1,479

2,461

982

Capital Investment
During the year we invested £3.5m in capital schemes. The original plan was to spend
£5.5m, however NHS Improvement set a Capital Resource Limit of £3.5m for the Trust
where no overspend is permitted.
Almost £2m of this allocation was spent on programmes upgrading our estate and the
balance investing in information technology and medical equipment.
Cash
NHS Trusts are required to manage cash within their notified External Financing Limit
(EFL). This limit is set by the Department of Health and determines how much cash a
Trust may spend beyond that generated by its normal day to day operations. It is a breach
of its financial duty to overspend against the EFL. We delivered an undershoot of £4.5m,
which means that we have met that obligation. We had £18.8m cash in the bank at the
end of the year. This is an increase of £4.3m on cash held at 31st March 2016.
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Better Payments Practice Code
The Trust is required to comply with the Better Practice Payment Code (BPPC). The code
requires organisations to pay 95% of suppliers within 30 days of receiving a valid invoice.
The cumulative position below shows under achievement of target by volume of 3% (2016
- 2%) and the target by value by 5% (2016 - 5%).
Better Payment Practice Code - % by Value and Volume of Invoices paid within 30 days.

The Trust’s Estate
HCT occupies space in over 50 sites across Hertfordshire. The property portfolio is diverse
and includes freehold assets, commercial leases and space owned by other NHS
organisations. This portfolio delivers office and clinical space as well as inpatient
accommodation.
The Trust’s Estates Strategy aims to significantly reduce the number of properties
occupied by the organisation as well as delivering a program to address under-utilisation
and functionally unsuitable properties. During 2016/17 the Trust was able to reduce its
property portfolio by decanting from six properties.
The Trust undertakes a full revaluation of all its properties every five years. In the
intervening period a desk top valuation is carried out at 3 years, with individual valuation
exercises being performed on specific assets where significant building works have been
undertaken. In line with this policy a full revaluation was undertaken at 31st March 2015,
carried out by the Trust’s qualified chartered surveyor. This has reduced the value of land
and buildings.
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Sustainability
Background
NHS Trusts are required to comply with a number of statutory obligations relating to
sustainability. These include:
The Climate Change Act 2008
This act sets a legal obligation for organisations to achieve a 34% reduction in carbon
emissions by 2020, a 50% reduction by 2025, and an 80% reduction by 2050 compared
to1990 levels.
The NHS Carbon Reduction Strategy 2009
This strategy was published by the NHS Sustainable Development Unit (SDU) in 2009. It
requires NHS organisations to achieve a 10% reduction in emissions by 2015 based on a
baseline of 2007.
The changes within the NHS since 2007 have been significant particularly in relation to
Community Trusts and their estate ownership. This has created difficulties in the
measurement and monitoring of the organisation’s carbon footprint.
A carbon footprint audit was commissioned in 2012 which related to the previous years’
data, this however is being re measured in 2017/18 using an updated information
database.
Current Position
HCT is working in partnership with Building Research Establishment (BRE) and the
Sustainable Development Unit (SDU) and are currently re measuring the carbon footprint
of the organisation to provide the baseline.
The climate change targets are an objective of the Board approved Service and Estate
Strategy, which also assists in delivering this agenda through effective use and
development of the built environment. The reduction in space occupied as well as new
builds and refurbishments have significantly impacted on the carbon foot print of the Trust
and a full detailed measurement is taking place in line with the DH guidelines for NHS
property quality measurement.
A significant impact on achieving the national and NHS targets are through the supply
chain. HCT purchase a total facilities management package as well as a range of other
goods and services including utilities, medical supplies and construction works.
The proposed alliance with Hertfordshire Partnership Foundation Trust (HPFT) in 2017/18
will further enable the carbon footprint reduction as well as improving procurement practice
and opportunities.
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Sustainability Objectives 2017/18
The sustainability objectives for 2017/18 are to:
•

Produce a joint Sustainability Strategy with Hertfordshire Partnership Foundation
Trust (HPFT) - (this will form a key part of our Good Corporate Citizenship
objectives)

•

Reduce underutilisation of buildings and surrender surplus by service integration,
thus reducing our footprint

•

Introduce standard codes and methodologies - Building Research Establishment

•

Employ Environment Assessment Methodology (BREEAM)
This will:
• Measure the environmental impact of each of our built assets
• Reduce the environmental impact of the construction process
• Improve through management and measurement building performance

• Ensure and monitor all external providers and services meet our carbon reduction
standards
•

Introduce new technologies to improve buildings and working practices

•

Create a Trust Good Corporate Citizenship Group

•

Include carbon reduction targets within key personnel objectives.

Governance
The Good Corporate Citizenship Group will report directly to the Strategy and Resources
Committee (SRC) and the nominated Executive Director lead for sustainability is David
Law, Chief Executive.
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Equality, Diversity and Human Rights
Hertfordshire Community NHS Trust wholeheartedly supports the principles of equal
opportunities and we seek to ensure that the Trust includes everyone and that no one is
treated less favourably on the grounds of sex, gender reassignment, sexual orientation,
marital / civil partnership status, pregnancy / maternity, religion or belief, age, disability or
race.
Diversity is not just important to Hertfordshire Community NHS Trust; it is part of our life
blood. We are proud to see so many colleagues from different backgrounds and cultures
serving and looking after our patients each and every day.
Equality achievements in 2016/17
•

•
•
•

•
•

Unconscious bias awareness slides developed & incorporated in first recruitment
and selection training session delivered in May and repeated in July 2016.
unconscious bias in recruitment and section training for recruiting managers has
now been incorporated into a 1 day recruitment & selection training course for
managers that has been running since November 2016
Recruitment Handbook covering policy, guidance and tips on fairness in recruitment
issued August 2016
Audit of interview scoring sheets completed
The operational HR team have worked hard to review staff turnover in respect of
the reasons for staff leaving and how this may be addressed. There are now
several options for completing the leaver questionnaire, paper and online,
anonymously or with full details, which the team can then follow up as appropriate
in the circumstances.
“Staff Handbook “developed contains a short introduction to both the Equality and
Diversity Policy and the Anti-Bullying and Harassment Policy.
Membership of the Equality & Community Engagement Forum has grown and now
also includes Gypsy and Traveller people and Lesbian, Gay, Bisexual and
Transgender (LGBT).

Implementation of Workforce Race Equality Standard
The national NHS Workforce Race Equality Standard (WRES) came into effect in 2015. It
is designed to improve the representation and experience of BME staff at all levels of the
organisation – particularly senior management. There are a total of nine indicators that
make up the WRES split across workforce data, the national NHS Staff Survey and Trust
Board composition.
WRES Indicators
Indicator 1 Percentage of BME staff in Bands 8-9 and VSM* (including executive
Board members and senior medical staff) compared with the percentage of BME
staff in the overall workforce
Indicator 2 Relative likelihood of staff being appointed from shortlisting across all
posts
Indicator 3 Relative likelihood of staff entering the formal disciplinary process, as
measured by entry into a formal disciplinary investigation
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WRES Indicators
Indicator 4 Relative likelihood of staff accessing non-mandatory training and CPD
Indicator 5 KF 18. Percentage of staff experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 months
Indicator 6 KF 19. Percentage of staff experiencing harassment, bullying or abuse
from staff in last 12 months
Indicator 7 KF 27. Percentage believing that trust provides equal opportunities for
career progression or promotion
Indicator 8 Q23. In the last 12 months have you personally experienced
discrimination at work from manager/team leader or other colleagues?
Indicator 9 Percentage difference between the organisations’ Board voting
membership and its overall workforce
•

= Very Senior Managers Pay Framework

2015/16 performance data [published in 2016] show a slight improvement in relation to at
least 3 WRES indicators:
•
•
•

Relative likelihood of staff being appointed from shortlisting across all
posts.
Relative likelihood of staff entering the formal disciplinary process, as measured by
entry into a formal disciplinary investigation
Relative likelihood of staff accessing non-mandatory training and

The Trust is especially keen to improve the representation of BME staff at all levels of the
organisation – particularly senior management. The 2015/16 WRES data and action plans
to improve the representation and experience of BME staff can be accessed here:
https://www.hct.nhs.uk/about-us/equality-and-diversity/

Equality & Community Engagement Forum
Hertfordshire Community NHS Trust’s Equality and Community Engagement Forum,
established in February 2016, continues to meet. The Forum has a positive and
progressive atmosphere where diversity is embraced and difficult issues are discussed.
At the September meeting the Forum heard from, a representative of the Transgender
Herts community, who told us about the drive to increase awareness of the Transgender
needs.
At a previous meeting the group heard from a podiatry team leader at HCT, who explained
service changes - including the introduction of Easy Read information - that have
significantly improved the experience of patients with a learning disability. The podiatry
team’s work has been so successful that it has been recognised by the presentation of a
Purple Star Award from the county’s Health Liaison Team.
Community Forum members include county representatives from the Herts Interfaith
Group, the Deaf community, Gypsy and Traveller Empowerment (GATE), HertsAID (a HIV
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charity), Carers in Herts, Healthwatch Herts, Community Development Action, Community
Voluntary Services and MIND.
Equality & Diversity training
Equality and diversity training is mandatory. All new staff receive training on equality and
diversity as part of the corporate induction process. Existing staff are required to complete
training every three years.
The Trust provides bespoke training on a range of areas to make sure that staff are
competent and confident in dealing with a range of culturally diverse patient and staff
groups. Our aim is to encourage self-awareness to facilitate change in individuals, in
teams and departments, focusing on engaging ‘hearts and minds’.
Equality Impact Analysis
Our Equality Impact Analysis form incorporates all nine protected characteristics to ensure
compliance with the Equality Act 2010. Our Equality Impact Analysis process allows us to
establish whether there is a negative or positive effect or impact on particular protected
groups. Policies with a completed Equality Impact Analysis form are then sent to the
relevant committee for ratification.
Interpreting support for patients
Hertfordshire Community NHS Trust recognises its diverse patient population and is
committed to ensuring that there is effective communication with non-English speakers,
people for whom English is a second language and those patients with a sensory
impairment who require communication support.
Staff who have patient contact are required to make every effort to understand the
communication needs of the patients.
A full interpreting service is provided which includes telephone interpreting and face to
face interpreting.
Our aim is to ensure all patient information leaflets/booklets/posters advise that patient
information can be made available in Braille, large print or audio version.
Improving the care of people with learning disabilities
Our service provision is designed around the needs of patients with learning disabilities
and their families and carers. HCT has made significant progress during 2016/17
including:
•
•

As part of the Trust’s commitment to increase employment of people with learning
disabilities, we are working with the Forum to co-design an easy-read application
form for people with learning disabilities across the county
At the December 2016 meeting, the Equality & Community Engagement Forum
discussed the details of the proposed accessible application form for people with
learning disabilities as part of HCT’s drive to make the recruitment process more
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•
•
•
•
•
•
•

accessible for a diversity of candidates. The application form was developed and
shared with Equality & Community Engagement Forum. Refinements were made
and are due to be shared with the forum again. Once approved, this will be
launched and made available to applicants with a learning disability
Data analysis completed of patients flagged on SystmOne
Learning disability champions for adult services identified
Work continues in Purple Star areas - Special Dental Care Service and Podiatry to
ensure delivery of high quality care to learning disability service users
Participation in Hertfordshire-wide Improving Health Outcomes Group for Learning
Disabilities
Roll out of Easy read Friends and Family Test comment cards
Purple Star strategy promoted across the trust
LD Adult policy being refreshed.

Signed by the Deputy Chief Executive on behalf of the Chief Executive

David Law
Chief Executive
25th May 2017
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Accountability Report
Corporate Governance Report
This section of the Annual Report explains the composition and organisation of the
Trust’s governance structures and how they support the achievement of the Trust’s
objectives.

Directors’ Report
The Board 2016/17
The Trust Board consists of a chair, appointed through NHS Improvement (NHSI) four
non-executive directors (also appointed through NHSI), and four voting executive
directors.
The Board is also supported by a non-voting non-executive director (designate) and three
non-voting executive directors.
The Board is responsible for setting and developing the strategic direction of the
organisation, sustaining business viability and holding the executive directors to account
for all aspects of the organisation’s activities, including quality and safety of patient
services, financial management and legal compliance. The role also includes seeking
assurances from the executive directors that risks to the organisation are being
appropriately assessed and managed.
In 2016/17, the HCT Board met formally in public on 6 occasions. This was on alternate
months between May 2016 and March 2017. Public meetings are rotated around the
County and held in accessible venues and at different times. This is to give coverage to
the whole area served by the Trust and to optimise opportunities for both members of the
public and staff to attend meetings.
The annual public meeting to present the 2015/16 Annual Report and Accounts was held
on 27th September 2016.
The Board also holds “Board Briefing” or “Board Development Sessions” and themed
“Engagement Events” with patients, carers and other stakeholders.
The Board has a duty to operate in a way that is transparent and to comply with best
practice in probity. To this end, the Board has signed up to following the “Nolan Principles”
of good governance, The NHS Code of Conduct and Accountability and The NHS Code of
Openness. The Board has also subscribed to principles of Board Etiquette as set out in the
NHS Integrated Governance Handbook.
Throughout 2016/17, the Board has undertaken a continued programme of collective and
individual development, and this will continue through 2017/18.
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In addition, and to ensure Board awareness of issues at operational level as affecting
patients, the Board has been hearing “patient stories” at the start of Board meetings in
public.
The voting members of the Board also form the corporate trustee for Hertfordshire NHS
charitable funds, in respect of which a separate report and accounts are published.
The Board of the Trust as at 31 March 2017 consisted of:
(* = voting member)
Declan O’Farrell (FCCA, CBE)
Chair (*)

Declan was appointed Chair of HCT in February 2010. He was previously
Chair of West Herts College in Watford for eight years from 2003, leading
its transformation from a failing college to an OFSTED outstanding one.
Formerly he was Chair of the Training & Enterprise Council in NW
London and of Business Link London. He was awarded a CBE in 2000 for
services to businesses in London. ACCA qualified he held senior financial
roles in Grand Metropolitan Group and London Transport, becoming MD of a bus division,
which following privatisation, was successfully listed on the London Stock exchange. He
has maintained an interest in product development in music and retail.
In addition to Chairing the Trust Board, Declan is a member of the Remuneration
Committee. In the past year he has overseen the development and inauguration of a
strategic alliance with HPFT, the local mental health trust. He has also represented HCT
on the strategic oversight group for the emerging Hertfordshire/West Essex transformation
partnership for health and well-being organisations.
Period of Appointment:01/11/10 - 31/03/13 (Re-appointed in 2013 to 31/03/15;extended in
2015 to 31/03/17 and extended in 2017 to 31/03/19)

Anne McPherson MBE (RFN, RN, RM, DipN, MA, MBE)
Non-Executive Director (*)

A nurse and midwife, with extensive board level experience as Chief
Nurse for Hertfordshire Health Authorities in the East and the West of the
county, as well as a number of Director of Nursing posts including an
integrated NHS Trust.
A Specialist Advisor for the Care Quality Commission, with extensive
expertise in quality improvement. Anne has served as a Non-Executive Director for
Dacorum PCT, West Hertfordshire PCT, and Trustee for Isabel Hospice and as the
Executive Officer for the Nurse Directors Association. Currently she is an Independent
Lay Chair for NHS England Central Midlands and East Performers List Decision Panel.
In January 2015 Anne was awarded the MBE for services to nursing.
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Anne is Chair of the Healthcare Governance and Remuneration Committees and is a
member of the Audit Committee and Strategy and Resources Committee.
Period of Appointment:
01/11/10 - 31/03/13 (Re-appointed in 2013 to 31/03/15;
extended in 2015 to 31/03/17 and extended in 2017 to 31/03/19).

Jeff Phillips (BSc, ACMA, FCT)
Non-Executive Director (*)

Jeff was appointed in September 2011 and is a qualified accountant.
He has had a wide and varied career in the telecommunication and
chemical industries. He has also served as a non-executive director for
Luton Community Services and is currently a director of CHUMS, the
bereavement and trauma social enterprise based in Bedfordshire. He is
a governor of Manland School Harpenden and a member of
Hertfordshire County Council Schools’ Appeals Panel.
Jeff was appointed as Chair of the Trust’s Audit Committee from March 2012 and he is a
member of the Healthcare Governance Committee, Strategy and Resources Committee,
Charitable Funds Committee and Remuneration Committee.
Period of Appointment:

01/09/11 – 13/09/15 (Re-appointed in 2015 to 13/09/17)

Alan Russell (HND)
Non-Executive Director (*)

Alan was appointed NED in April 2010. He was previously Managing
Director of Logica Consulting UK, prior to which he was the MD of Atos
Consulting and Chair of its global consulting Board. Both companies
engaged in complex transformational change programmes for public and
private sector organisations. He was a Director of the Management
Consultancies Association and President in 2005.
Alan is Vice Chair of the Trust Board and Senior Independent Director (SID). He is also
Chair of the Foundation Trust Committee and a member of the Strategy and Resources
Committee.
Period of Appointment:
01/11/10 - 31/03/13 (Re-appointed in 2013 to 31/03/15;
extended in 2015 to 31/03/17 and extended in 2017 to 31/03/19).
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Dr Linda Sheridan (FFPH, MRCGP, MSc)
Non-Executive Director (*)

Linda joined Hertfordshire Community NHS Trust as a non-executive
director in June 2013. Linda qualified as a doctor from Trinity College,
Dublin and moved to the UK for post-graduate training in general
practice. Linda worked in primary care in Bedfordshire for over 15 years,
before training to be a public health medicine consultant and worked in
that capacity in London, Hertfordshire, Cambridgeshire and East of
England region. She retired from her post as deputy regional director in March 2013.
During her time in both specialties, she has led many programmes aimed at improving the
quality and resilience of health services, including GP prescribing, diabetes care, cancer
screening, child health, maternity services, healthcare associated infection, emergency
planning, the 2009 ‘flu pandemic and NHS preparedness for the 2012 Olympic Games.
Linda chairs the Strategy & Resources Committee and Charitable Funds Committee. She
is also a member of the Healthcare Governance Committee and Foundation Trust
Committee.
Period of Appointment:

01/06/13 - 30/05/17

Brenda Griffiths
Non-Executive Director (Designate)

Brenda joined Hertfordshire Community NHS Trust as a non-executive
director (designate) in June 2013. A trained nurse, she worked in the
NHS for 25 years until 2003 when she was appointed as an Independent
member of Hertfordshire Police Authority. She remained on the Authority
until its abolition in 2012.
She was Chair of the Standards Committee of Hertsmere Borough
Council 2005 – 2011.
Brenda is an Associate Member of the College of Policing and acts as an Assessor for
senior selection, promotion and graduate entry candidates. Brenda is a member of St
Bartholomew’s Hospital League of Nurses and also sits the local committees for both
Peace Hospice Care Watford and the Royal Medical Benevolent Fund. In February 2016
Brenda was elected as Foundation Master of The Guild of Nurses in the City of London.
Brenda chairs the Community Engagement Committee and is a member of the Strategy
and Resources Committee, Audit Committee, Foundation Trust Committee and Charitable
Funds Committee.
Period of Appointment:
(Honorary Contract)

01/06/13 - 31/05/15 and extended in 2015 to 31/05/17
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David Law (BA Hons)
Chief Executive (*)
David took up post as Chief Executive in March 2012 and he has
extensive knowledge of the health service in Hertfordshire. He has also
worked in primary care and community services in London prior to
working in Hertfordshire. He worked in a number of planning roles in
health organisations in the County during the 1990s before joining West
Hertfordshire Hospitals NHS Trust in 2001 as Director of Strategy. In
2004 he was appointed Chief Executive of the Trust, a post he held till
2007. After leaving Hertfordshire, David worked at Healthcare for London, initially focusing
on the organisation of acute services in the capital and then on end of life care. He
worked extensively for the NHS Institute for Innovation and Improvement. Before coming
to Hertfordshire Community Trust he worked on the Transforming Community Services
programme in Lambeth and Southwark and in Tower Hamlets.
David’s Portfolio: Overall leadership of HCT; Trust strategy; Foundation Trust application
process; Communications and engagement.

Clare Hawkins (BSc, RN, NDN, Dip Nurse Practitioner )
Deputy Chief Executive and Director of Quality / Chief Nurse (*)
Clare joined HCT as Director of Quality and Governance in March 2011,
having previously worked as Deputy Director and Director of Nursing and
Quality in NHS Hertfordshire. Clare is a Registered Nurse, District Nurse
and Nurse Practitioner.
Since 1995 her NHS management experience includes a number of posts
in London and as Director of Nursing and Operations and Deputy Chief
Executive for Dacorum PCT. Her particular areas of interest are patient safety, patient
experience and Clare is the executive lead for nurses and Allied Health Professionals on
the Board. Clare is the Board lead for safeguarding and is the Director of Infection
Prevention and Control. Clare’s role as Deputy Chief Executive was confirmed in March
2017. Clare has been on secondment to the nursing directorate at NHS Improvement for
a day a week since January 2017 providing community services advice and expertise to
the national team.
Clare’s Portfolio: Clinical leadership; Patient safety; Patient experience;
Safeguarding lead; Risk management; Nurse and AHP advisor to the board;
Director of Infection Prevention and Control, Health Scrutiny lead, Corporate Governance;
Deputising for the CEO.
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Dr John Omany (FRCP, MBCHB, MSc, DipPallMed, DMRT.)
Medical Director (*)
John has a wealth of experience having previously worked as a Medical
Director in Primary Care Trusts and NHS England. John is a practicing
clinician as a Consultant in Palliative Medicine with experience of
working in the voluntary sector, community and secondary care. He
brings experience of working with community services and a good
working knowledge of the relationship between acute and community
services and primary care.
He has as strong focus on patient care and constantly strives to improve the quality of care
for patients and their families. He believes that community services working
collaboratively and in partnership with other stakeholders offers the best chance of
addressing some of the challenges in healthcare delivery today. He provides a real drive
around the development of our services, continuing to improve our working relationships
with general practice and leadership of our medical.
John’s Portfolio: Professional leadership for medical staff; Clinical effectiveness,
outcomes and audit; Research & Development lead; Medical advisor to the board;
Caldicott Guardian, Controlled drugs Accountable officer, Medical revalidation.

Phil Bradley (FCPFA, Dip.M, MCIM)
Director of Finance (*)
Phil joined the Trust as interim Director of Finance in January 2015 and
was appointed as substantive Director from 1st April 2015. He has
worked in healthcare since 1982 and has held a number of Director
roles in both NHS Commissioning and Provider organisations. Phil has
also worked within the local Hertfordshire Health Economy previously.
From 2004-2005 he worked at the Bedfordshire & Hertfordshire
Strategic Health Authority based in St Albans and from 2005-2011 at West Hertfordshire
Hospitals NHS Trust.
Phil is a qualified member of both the Chartered Institute of Public Finance & Accountancy
and the Chartered Institute of Marketing, and sits as a member on the Healthcare
Financial Management Association’s national Policy & Research Committee.
Phil’s Portfolio: Financial management; Performance information;
Contract management; Business planning; IM&T; Senior Information Risk Owner (SIRO);
Estates; Financial Governance; Business and Commercial development.
Julie Hoare (RGN, RSCN, Dip.HV)
Director of Service Development and Partnerships
Julie was appointed as Director for Service Development and
Partnerships in 2016. She joined the organisation as Assistant Director of
Operations in September 2009, and was appointed Director of
Operations in March 2012. Since starting in the NHS after qualifying as
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a general nurse she specialised in paediatrics before going on to be a Health Visitor. Julie
has spent recent years working in management roles, across Children’s and Adult’s
Services in both community and acute settings in London, Cambridgeshire and
Hertfordshire. Julie is particularly interested in service transformation and effective
partnership working between those delivering services and essentially with local people.
Julie’s Portfolio: Service transformation, Business management, Sustainability and
Partnership working

Marion Dunstone (BSc (Hons), DMS)
Director of Operations
Marion took on the role of Director of Operations in January 2016, having
undertaken the role on an interim basis for the previous six months. Prior
to this Marion was the General Manager for Children’s Services in HCT.
She has 26 years of experience in the NHS, initially as a Dietitian and
has managed adult and children’s services in both the hospital and
community sector.
Marion leads the operational delivery of adult and children’s services across HCT and is
the Emergency Planning lead for the organisation.
Marion’s Portfolio: Operational management; Service transformation; Emergency
planning and resilience; General Practitioner communications; Integrated care.

Debbie Eyitayo (Chartered MCIPD, PGDip HRM)
(Interim) Director of Human Resources and Organisational Development
Debbie joined the Trust on secondment as Interim Director of HR and
OD in March 2017. She has worked in healthcare since 2000 and has
held a number of roles as a Human Resources professional in Provider
Organisations, with the most recent as Deputy Director of Workforce at
Lewisham and Greenwich NHS Trust.
Prior to joining the NHS, Debbie was a civil servant from 1992 – 2000,
working for the Crown Prosecution Service
Debbie’s Portfolio: Human resources; Organisational development; Staff engagement;
Staff education and development; Workforce informatics; Trade union relationships;
Equality and diversity
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The Board Register of Interests
Board Members and interests declared as at 31st March 2017:
(*)
= Voting Board member
(**)
= Left the Trust on 25.11.16
Name
Declan O’Farrell (*)

Position
Chair

Alan Russell (*)

Non- Executive
Director

Interests Declared
Director: Castletown Corporation Ltd,
Beatselecta Limited
Director: Bury Lake Young Mariners Limited.
(Prospective FT) Member of West Herts
Hospitals NHS Trust.

Anne McPherson (*)

Member of Herts Urgent Care.
Independent Lay Chair Performers List
Decision Panel: NHS England Central
Midlands and East.

Non- Executive
Director

NHS England Central Midlands and East Lay
Representative CCG Assurance & Review
meetings
Friend of Parkwood Surgery, Hemel
Hempstead, Herts.

Jeff Phillips (*)

Specialist Adviser for the Care Quality
Commission (CQC)
School Governor, Manland School,
Harpenden.

Non -Executive
Director

Lay Member HCC Schools Admissions
Appeals Panel.
Director of CHUMS. (Formerly Chair)
Treasurer and Trustee of Shelter Cymru.
Member of Davenport House Patient Group,
Harpenden.
Dr Linda Sheridan (*)

Non- Executive
Director

Part Time Public Health Consultant with
Cambridgeshire County Council and
Peterborough City Council.
Team leader and peer reviewer for External
Quality Assurance reviews of non-cancer
screening services for the National Screening
Programmes, Public Health England
(Occasional role).
Daughter Employed in, NHS Midlands and
East.
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Name
Brenda Griffiths

Position
Non- Executive
Director
(Designate)

Interests Declared
Member East and North Herts NHS Trust.
Member Red House (Radlett) Patient
Reference Group.
Associate Member, The College of Policing.
Husband employed by UCL on Royal Free
Campus.
Foundation Master of The Guild of Nurses in
the City of London
Member of Royal Free London NHS
Foundation Trust

David Law (*)

Chief Executive

Director, Law Consulting Ltd.

Clare Hawkins (*)

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

Seconded one day per week to NHSI Nursing
Team (From Jan 2017).

Director of Service
Development and
Partnerships
Director of
Operations
Director of HR &
Organisational
Development
Medical Director
(From 11/2016)
Interim HR Director
(From 03/2017)

Trustee of “Stand By Me” charity.

Phil Bradley (*)
Julie Hoare

Marion Dunstone
Alison Shelley (**)

Dr John Omany (*)
Debbie Eyitayo

Director, Bradley Slade Consulting Limited.

None
Board Member: NHS Elect Members’
Advisory Board.
Omany Medical Ltd ( 3 year interest)
None

Audit
The Trust has an audit committee which is chaired by a financially qualified non- executive
director and has two other non-executive directors as members.
As at 31st March 2017, membership is:
Chair:
Members:

Jeff Phillips (Non-Executive Director)
Anne McPherson (Non-Executive Director) (*)
Brenda Griffiths (Non-Executive Director Designate)
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(*) Also Chairs the Trust’s Healthcare Governance and Remuneration committees.
Conversely, the Chair of the Audit Committee sits on the Trust’s Healthcare Governance
Committee.
The Audit Committee met five times in respect of 2016/17. This was four standing
meetings and an extra-ordinary meeting to review the Trust’s annual accounts, annual
report, quality account and other mandatory submissions.
In 2016/17 internal audit services have been provided by RSM and the external auditors
were Ernst & Young.
The cost of external audit for work undertaken in 2016/17 was £42,728 plus VAT. (2015/16
also = £42,728 + VAT) The external auditors have not undertaken any non-audit work
which may have given rise to conflict of interest or compromised the audit function.
As far as the directors are aware there is no relevant audit information of which the NHS
body’s auditors are unaware and that the directors have taken all the steps that they ought
to have taken as directors in order to make themselves aware of any relevant audit
information and to establish that the auditors are aware of that information.

Personal Data Related Incidents
During 2016/17, the Trust had 1 lapse of data security which was reported to the
Information Commissioner’s Office:
•

A member of staff sent names, addresses and NHS numbers of 5000 patients to
the Trust’s mailing provider using an insecure means of email transmission.

The above incident took place in March 2017. At present the Trust is awaiting a response
from the Information Commissioner’s Office. Individuals affected were not advised due to
the number involved.
The Trust was also subject to an investigation by the Information Commissioner’s Office
following a complaint by a service user as to unauthorised access to patient records by a
member of staff during training in the use of the electronic records system. The ICO
upheld the complaint but decided that the action being taken by the Trust was such that no
further formal action was required.
All information governance incidents are taken seriously and advice is taken as
appropriate from the Medical Director, as Caldicott Guardian, and/or the Director of
Finance, as Senior Information Risk Owner (SIRO). Incidents are fully investigated,
remedial action is taken and lessons learned are applied across the organisation.
The Trust’s Information Governance Group, which includes the SIRO and Caldicott
Guardian, reviews all data security incidents. Changes in practice have been made in
some cases to minimise the risk of repetition, a standard operating procedure has been
adopted across the Trust for the handling and processing of correspondence that includes
Personal Confidential Data.
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Statement of the Chief Executive's Responsibilities as The Accountable
Officer of The Trust
The Chief Executive of the NHS Trust Development Authority has designated that the
Chief Executive should be the Accountable Officer to the trust.
The relevant
responsibilities of Accountable Officers are set out in the Accountable Officers
Memorandum issued by the Chief Executive of the NHS Trust Development Authority.
These include ensuring that:
- there are effective management systems in place to safeguard public funds and assets
and assist in the implementation of corporate governance;
- value for money is achieved from the resources available to the trust;
- the expenditure and income of the trust has been applied to the purposes intended by
Parliament and conform to the authorities which govern them;
- effective and sound financial management systems are in place; and
- annual statutory accounts are prepared in a format directed by the Secretary of State
with the approval of the Treasury to give a true and fair view of the state of affairs as at the
end of the financial year and the income and expenditure, recognised gains and losses
and cash flows for the year.
To the best of my knowledge and belief, I have properly discharged the responsibilities set
out in my letter of appointment as an Accountable Officer.
I confirm that, as far as I am aware, there is no relevant audit information of which the
trust’s auditors are unaware, and I have taken all the steps that I ought to have taken to
make myself aware of any relevant audit information and to establish that the trust’s
auditors are aware of that information.
I confirm that the annual report and accounts as a whole is fair, balanced and
understandable and that I take personal responsibility for the annual report and accounts
and the judgments required for determining that it is fair, balanced and understandable.

Signed by the Deputy Chief Executive on behalf of the Chief Executive

David Law
Chief Executive
25th May 2017
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The Governance Statement 2016/17
Scope of responsibility
The Board is accountable for internal control. As Accountable Officer, and Chief Executive
of this Board, I have responsibility for maintaining a sound system of internal control that
supports the achievement of the organisation’s policies, aims and objectives, whilst
safeguarding quality standards and public funds. I also have responsibility for safeguarding
the organisation’s assets for which I am personally responsible as set out in the
Accountable Officer Memorandum.
My responsibilities as Accountable Officer in respect of internal controls are supported by
the Board, Board committees, Groups and Forums as described under “The Governance
Framework of the Trust” below. Controls are also reviewed by the Trust’s internal and
external auditors.
I am the nominated officer for the Trust in respect of registration with the Care Quality
Commission (CQC) under the Health & Social Care Act 2006. The Trust was registered in
2010 with no conditions attached to registration.
The governance framework of the Trust
In 2016/17, the Trust Board was supported by the following committees, with membership
and attendance records for meetings in 2016/17 as indicated (number attended/total
meetings held in year eligible to attend as a committee member).
Committee:

Trust
Board

Audit

Healthcare
Governance

Strategy &
Resources

Remuneration

Foundation
Trust (1)

Community
Engagement

5

0

4

Charitable
Funds
Trustees

Charitable
Funds
Committee

Chair and Non- Executive Directors
Total no. of
meetings
held in Year:
Declan
O’Farrell
Trust Chair

6

5

6

12

(6/6)

(0/0)

(0/0)

(11/12)

(4/5)

(0/0)

Non
Member

Non
Member

Non
Member

Member

Non
Member

1

4

(1/4)

(1/1)

(0/0)

Non
Member

Member

Non
Member

Alan Russell
NonExecutive
Director and
Vice Chair

(6/6)

(0/0)

(1/6)

(11/12)

(0/0)

(0/0)

(0/4)

(1/1)

(1/4)

Member

Non
Member

Non
Member

Member

Non
Member

Chair

Member

Member

Non
Member

Anne
McPherson
NonExecutive
Director

(6/6)

(4/5)

(6/6)

(10/12)

(5/5)

(0/0)

(2/4)

(1/1)

(0/0)

Member

Member

Chair

Member

Chair

Non
Member

Non
Member

Member

Non
Member
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Committee:

Jeff Phillips
NonExecutive
Director

Dr Linda
Sheridan
NonExecutive

Brenda
Griffiths
NonExecutive
Director
Designate

Trust
Board

Audit

Healthcare
Governance

Strategy &
Resources

Remuneration

Foundation
Trust (1)

Community
Engagement

Charitable
Funds
Trustees

Charitable
Funds
Committee

(6/6)

(5/5)

(6/6)

(10/12)

(4/5)

(0/0)

(0/0)

(1/1)

(2/4)

Member

Chair

Member

Member

Member

Non
Member

Non
Member

Member

Member

(6/6)

(3/5)

(6/6)

(12/12)

(0/0)

(0/0)

(2/4)

(1/1)

Member

Non
Member

Member

Chair

Non
Member

Member

Member

Member

(4/4)
Chair

(5/6)

(3/5)

(5/6)

(9/12)

(0/0)

(1/1)

(2/4)

Member

Non
Member

Member

Non
Member

(0/0)
Member

(4/4)

NonVoting
Member

Chair

Non
Member

Member

Executive Directors:
David Law
Chief
Executive

(6/6)

(1/5)

(5/6)

(11/12)

(3/5)

(0/0)

(4/4)

(1/1)

(0/4)

Member

Non
Member

Non
Member

Member

Non
Member

Member

Member

Member

Non
Member

Phil Bradley
Director of
Finance

(6/6)

(5/5)

(0/0)

(12/12)

(0/0)

(0/0)

(0/0)

(1/1)

(4/4)

Member

Non
Member

Non
Member

Member

Non
Member

Member

Non
Member

Member

Member

Dr John
Omany
Medical
Director
(from

(3/3)

(0/0)

(3/3)

(0/0)

(0/0)

(0/0)

(0/0)

(1/1)

(0/0)

Member

Non
Member

Member

Non
Member

Non
Member

Non
Member

Non
Member

Member

Member

14.11.16)

Clare
Hawkins
Director of
Quality &
Governance
/ Chief Nurse

(6/6)

(2/5)

(6/6)

(1/12)

(0/0)

(0/0)

(0/0)

(1/1)

(2/4)

Member

Non
Member

Member

Non
Member

Non
Member

Member

Non
Member

Member

Member

(0/0)

(0/0)

(0/0)

(1/1)

(0/0)

(0/0)

(0/0)

(0/0)

(0/0)

NonVoting
Member

Non
Member

Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

Deputy Chief
Executive
(from 1.4.16
backdated)

Julie Hoare
Director of
Operations
(until 1.5.16)
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Committee:

Julie Hoare
Director of
Service
Development
and
Partnership
(from 2.5.16 to

Trust
Board

Audit

Healthcare
Governance

Strategy &
Resources

Remuneration

Foundation
Trust (1)

Community
Engagement

Charitable
Funds
Trustees

Charitable
Funds
Committee

(7/11)

(0/0)

(0/0)

(1/4)

(1/1)

(0/0)

Non
Member

Non
Member

Non
Member

Member

Non
Member

Non
Member

(5/5)

(6/9)

(0/0)

(0/0)

(0/0)

(1/1)

(0/0)

Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

(1/1)

(2/2)

(0/0)

(0/0)

(0/0)

(0/0)

(0/0)

Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

Non
Member

(1/4)

(6/8)

(2/3)

(0/0)

(1/3)*

(0/1)

(0/0)

Member

Member

Non
Member

Member

Non
Member

Non
Member

Non
Member

(1/1)

(1/1)

(0/0)

(0/0)

(0/0)

(0/0)

Member

Non
Member

Member

Non
Member

Non
Member

Non
Member

(4/6)

(0/0)

NonVoting
Member

Non
Member

(4/5)

(0/0)

NonVoting
Member

Non
Member

(1/1)

(0/0)

NonVoting
Member

Non
Member

(4/4)

(0/0)

NonVoting
Member

Non
Member

(1/1)

(1/1)

NonVoting
Member

Non
Member

(0/0)
Member

(0/0)
Non
Member

31.3.17)

Marion
Dunstone
Interim
Director of
Operations
(From 2.5.16
to 31.1.17)

Marion
Dunstone
Director of
Operations
(From 1.2.17
to 31.3.17)

Alison
Shelley
Director of
HR and OD
*Member until
21.11.16

Debbie
Eyitayo
Interim
Director of
HR & OD
(Secondment
from 1 March
2017)
(1)

The Foundation Trust Committee was still established but did not meet in 2016/17.
With the exception of the Audit and Remuneration Committees, the Board committees
operate a policy of “open attendance” whereby executive and non-executive directors are
welcome to attend meetings of which they are not formal members. In addition, executive
directors routinely attend meetings of committees where they may not be formal members
but where it is relevant to their role. (eg Audit and Remuneration). The above table shows
attendance for both formal members and attenders.
As at 31st March 2017, the committees are supported as follows:
Trust Board:
Audit, Healthcare Governance, Strategy and
Resources, Foundation Trust
and Community Engagement committees:
Remuneration Committee:
Charitable Funds Committee:
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Company Secretary

Board Support Officer
Director of HR & OD
PA to the CEO/Dir. of Finance

In 2016/17 the Healthcare Governance Committee was supported by Groups (which are
accountable to the Executive Team), with associated Forums as follows:
Group

Associated Forums

Clinical Effectiveness

Medicines Management
Clinical Effectiveness
Research & Development

Patient Safety & Experience

Safeguarding Adults
Safeguarding Children
Infection Control
Medical Devices
Mortality Review
Serious Incident Panel

Professional Leaders Group

Professional Forums:
Nurses
Allied Health Professionals
Doctors and Dentists

Medical Revalidation Decision
Making Group
The Healthcare Governance Committee monitors arrangements and seeks assurance on
behalf of the Board in respect of the quality and safety of services provided by the Trust.
(Including follow-up actions as necessary). These include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Standing reports on serious incidents and complaints (including follow-up actions)
Clinical audit and clinically-related internal audits
Quality Improvement Plan
Quality priorities for each year (and action plan)
Production and content of the Trust’s Quality Account
CQUINS
Clinical policies
CQC registration compliance
Control of Infection
Safeguarding
Safe Staffing levels
Mortality Review
Response to external reports and initiatives
Monitoring progress against relevant action plans.

The Healthcare Governance Committee also undertakes periodic “Operational Reviews”,
which involves reviewing specific services or specialties in depth. This includes making
visits to the sites or services.
The Board and CEO as Accountable Officer are supported by the Executive Team, which
consists of all Executive Directors, voting and non-voting. The Executive Team meets
weekly and considers both strategic and operational issues.
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There were a number of Groups, which reported to the Executive Team. These were:
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*

Senior Management team
Health & Wellbeing Strategy Group
Clinical Effectiveness Group
Patient Safety and Experience Group
Professional Clinical Leaders Group
Medical Revalidation Decision Making Group
Workforce and OD Strategy Group
Resourcing Group
IM&T Strategy Group
Estates Strategy Group
Capital Investment Group
Emergency Planning & Resilience Group
Non-Clinical Risk Group
Information Governance Group
Planning, Contracting and Business Development Group
Project Management Office (PMO).

There is also a Joint Negotiating Committee (JNC), which comprises of managerial and
staff representatives and a Joint Local Negotiating Committee (JLNC), which is the
equivalent for medical staff.
Two Groups remained established but were intentionally dormant in 2016/17:
*
*

Procurement Review Group
Good Corporate Citizen Group.

All Committees and Groups operate within Terms of Reference which are approved by the
“parent” committee. The minutes of Board Committee meetings are received at Board
meetings and the Non Executive Chairs of each committee make a written / verbal
assurance report on the committee’s activities and bring any issues for the Board’s
attention. This includes giving assurances to the Board which are “RAG” rated.
(Red/Amber/Green).
All committees have a role in monitoring and assessing risk and mitigating actions being
taken by the Executive. Delegated responsibility for ensuring the robustness of risk
systems and processes rests with the Audit Committee.
Key items highlighted to the Board by the Audit Committee in 2016/17 were:
*
*
*
*
*
*

Endorsement of the Trust’s Internal and External Audit Plans for 2016/17
Recommendation to adopt the Annual Accounts, Annual Report, Annual
Governance Statement and Quality Account for 2015/16
Consideration of the Head of Internal Audit’s (HOIA) Opinion and Annual Report
External Audit Results Report, Letter of Representation to the External Auditor and
the External Auditor’s Annual Governance Letter
Appointment of External Auditors from 1st April 2017 – 31st March 2020
Endorsement of the Annual Counter-Fraud Plan 2016/17 and receipt of progress
reports
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*
*
*
*
*
*
*
*
*
*
*
*
*

Outcomes of review of the Board Assurance Framework (BAF) and High Level Risk
Register (HLRR)
Receipt of progress reports from internal and external audit
Consideration of Internal Audit Reports completed in accordance with the Internal
Audit Plan and compliance therewith.
Reports on Local Security Management
Review of the Trust’s Risk Management Strategy Implementation Plan
Reviews of (i) losses and special payments and (ii) tender waivers
The timetable for the production of the 2016/17 Annual Accounts, Annual Report,
Annual Governance Statement and Quality Account
Embedding of clinical governance into the audit arena, including the clinical audit
plan
Approval of the Trust’s accounting policy
Review of the Trust’s Standing Orders, Scheme of Reservation and Delegation,
Standing Financial Instructions and Operational Scheme of Delegation
Review of the Trust’s committee structure
Review of the effectiveness of the internal auditors
Informal reviews of Audit Committee meetings.

The Board complies with the HM Treasury/Cabinet Office Corporate Governance Code,
“Corporate Governance in Central Government Departments: Code of Good Practice” (HM
Treasury / Cabinet Office, July 2011) as it applies to NHS Trusts. This includes (i) annual
subscription by the Board members collectively and individually to uphold the seven
“Nolan” principles of public life: selflessness, integrity, objectivity, accountability, openness,
honesty and leadership and (ii) recognising the precepts of good corporate governance in
business (Leadership, Effectiveness, Accountability and Sustainability). The Board also
re-subscribes annually to the NHS Constitution, Code of Conduct, Code of Openness and
Principles of Board Etiquette.
The Board receives a number of standing reports that act as assurances. These include a
monthly “Integrated Board Performance Report”, which covers the domains of patient
safety, quality, finance and workforce. The Board also receives quarterly Quality Reports
and regular reports on serious incidents, complaints and safe staffing levels.
In February 2016, the Board reviewed its position on the “Board Maturity Matrix” as
devised by the Good Governance Institute (GGI). This is a self-assessment of maturity
which matches seven levels of maturity (from basic level through to exemplar) against
twelve key elements of board governance practice. The outcome of review was below:
Progress levels

Progress
Level:

1

2

3

4

5

6

7

Basic Level:
Principle
Assured

Basic level:
Agreement of
commitment &
direction

Early progress
in
development

Firm progress in
development

Results being
achieved

Maturity &
comprehensive
assurance

Exemplar

Overleaf are the progress levels achieved, partially achieved and definitions:
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Key Elements:
1

2

3

Purpose and
Vision

Strategy and Board
Assurance Framework
(BAF)
Leadership & Capacity

Progress Level
Fully Achieved
By Trust Board

Definition of Progress Level

5

Evidence that sustained
progress towards the vision is
being made. Purpose and
vision are systematically
revisited as Board membership
changes or at least annually.

Results being
achieved

5
Results being
achieved

5
Results being
achieved

4

Money / VFM

6
Maturity &
comprehensive
assurance

5

6

7

Quality, Risk and
Agility

Measurement
and Integrated
Reporting

Assurance & stewardship

6
Maturity &
comprehensive
assurance

5
Results being
achieved

5
Results being
achieved

8

Probity & reputation

5
Results being
achieved

9

10

11

12

Decision making & decision
taking

Stakeholder
Engagement

Board supports &
committee structures

Appraisal process of
directors & other feedback

5
Results being
achieved

2
Basic level:
Agreement of
commitment &
direction

6
Maturity &
comprehensive
assurance

5
Results being
achieved

Board continually testing how
changed environment effects
delivery of strategy. First goals
being met.
Board is confident it is visibly
leading rather than following
local development agenda.

Services consistently running
under benchmark cost.
Headroom created for
developments/improvement.
Board is able to measure and
demonstrate risk appreciation
by avoiding or agile response
to predictable incidents.
Annual review of board
demonstrates candidate’s selfawareness and progress
against agreed action
plans/deliveries.
Organisation able to invest
significant resources derived
from own savings / service
change to community
wellbeing, research,
innovation, and staff
development.
Reputational risk considered in
scenario and what if?
exercises.Reputational risk
appetite agreed.

Evidence that Board and staff
confident that the Board takes
decisions in a robust,
transparent manner,
assurances available to
stakeholders.

Service user, staff, public and
partner engagement
recognised as resource to
focus design and deliver
service improvement
Overall time investment in
board and committees working
and committees reduced
through organisational
effectiveness
Systematic feedback sought on
added value to Board. Exit
interviews always offered.
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Progress Level
Partially Achieved
by Trust Board

Definition of Progress
Level

6

Partner organisations
and internal
stakeholders
understand and
support the purpose
and vision of the
organisation. Strategic
decisions do not
change fundamentals

Maturity &
comprehensive
assurance

-

6
Maturity &
comprehensive
assurance

Organisation is
identified as well led
throughout
organisation and as
health and wellbeing
system leader in local
economy.

-

-

-

-

7
Exemplar

6
Maturity &
comprehensive
assurance

6
Maturity &
comprehensive
assurance

7
Exemplar

6
Maturity &
comprehensive
assurance

Organisation able to
show how high
standing benefits
achievement of
strategy including
recruitment and
partnership working.
Audit Committee has
reviewed key
decisions of board
and delegated
committees for
robustness and
alignment (NB word
change from prior
Version)
Partners, service
users and the local
public trust
organisation. Seen as
employer of choice.
Boards systems
adopted by others as
examples of good
governance practice
Board is recognised
as adding value by
CEO and
stakeholders.

A further review against the Board Maturity Matrix is scheduled for June 2017.
The Board also commenced work in 2016/17 to self-assess against the Well-Led
Framework (WLF), but this was suspended pending revision to the Framework during the
year. Self-assessment review against the revised model of the Framework is being
undertaken in 2017/18.
Membership of the Board was static for most of the year, but in respect of executive
directors:
* Dr John Omany started in post as substantive Medical Director in November 2016.
* Alison Shelley, Director of HR and OD left the Trust in November 2016. Interim cover is
in place via a secondment pending substantive recruitment
* In May 2016, Julie Hoare changed role from Director of Operations to Director of
Service Development and Partnerships. Marion Dunstone was appointed interim
Director of Operations in May 2016 and this became substantive in February 2017.
Both posts are non-voting
* In March 2017, Clare Hawkins, Director of Quality & Governance / Chief Nurse was
confirmed as Deputy Chief Executive.
In respect of the Chair and Non-Executive Directors, there were no leavers but the
following periods of appointment were extended by NHS Improvement (NHSI):
Name

Role

Appointment Extended

Declan O’Farrell

Chair

From 01/04/17 – 31/03/19

Alan Russell
Non-Executive Director
Anne MacPherson Non-Executive Director

From 01/04/17 – 31/03/19
From 01/04/17 – 31/03/19

The Strategy and Resources Committee receives “Business Unit Performance Reports
(BUPRs)” which highlight issues and risks associated with operational performance of the
Trust’s two service delivery business units. (Adult Services and Children & Young
People’s Services).
Progress against key performance indicators are also monitored, and this includes
performance against national targets as identified under the NHS Planning Guidance and
local targets as identified by the Trust’s main commissioners: Herts Valleys CCG, East and
North Herts CCG and Hertfordshire County Council as the principal local commissioners.
Regulatory Oversight
The Trust was given a rating of “Good” by the Care Quality Commission in October 2016
and has maintained a rating of level 1 throughout the year under the NHS Improvement
Oversight Framework.
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Risk assessment
Risks to the achievement of the Trust’s strategic objectives are identified by the Executive
Team and entered on the Board Assurance Framework (BAF).
Throughout the year, the Trust has worked on re-modelling the format and content of its
BAF. This was following work by the Board to identify areas of particular focus for the
Trust’s strategic direction.
The BAF is submitted for review and discussion by the Audit Committee and the Board.
Clinical risks or implications are also considered by the Healthcare Governance
Committee.
Risks identified at Business Unit Level are entered on Business Unit Risk Registers. Risks
scoring 15 or over, are then recorded on a “High Level Risk Register” (HLRR).
The HLRR is considered monthly by the Executive Team and is submitted to the
Healthcare Governance Committee, Audit Committee and the Board meeting in public.
Risks on the HLRR are linked to the BAF and those that are considered by the Executive
Team to have a strategic impact are escalated to the Board Assurance Framework.
The strategic risks on the BAF as at 31st March 2017 were as below.
Rank

1

2

3

4

5
6

Summary Description

Overall Risk
Score

Newly Identified
in Year or
Brought
Forward form
2015/16

Likelihood of
Risk
Materialising

18

Brought forward

Risk
Materialised

National, local system-wide and Trust
financial and demand pressures.

(6+6+6)

Staffing Resources (Capacity,
recruitment, retention and staff morale).

16

Brought forward

(6+6+4)

(But redefined)

Risk
Materialised

Not being able to evidence improved
outcomes

10

Brought forward

Certain

(2+4+4)

Reliance on other orgs/ agencies for
integrated service delivery (including
partnerships).

Brought forward

Probable

(2+3+5)

Brought forward

Certain

Brought forward

Possible

Underdeveloped / ineffective use of
technology
Not having appropriate visibility of
management information.
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9

9
(2+4+3)

8
(2+2+4)

The overall risk score is calculated as the sum of ratings for current status, current
likelihood and current impact. (Max score of 6 for each rating)

Information governance risks and incidents
During 2016/17, the Trust had 1 lapse of data security which was reported to the
Information Commissioner’s Office:
•

A member of staff sent names, addresses and NHS numbers of 5000 patients to
the Trust’s mailing provider using an insecure means of email transmission.

The above incident took place in March 2017. At present the Trust is awaiting a response
from the Information Commissioner’s Office. Individuals affected were not advised due to
the number involved.
The Trust was also subject to an investigation by the Information Commissioner’s Office
following a complaint by a service user as to unauthorised access to patient records by a
member of staff during training in the use of the electronic records system. The ICO
upheld the complaint but decided that the action being taken by the Trust was such that no
further formal action was required.
All information governance incidents are taken seriously and advice is taken as
appropriate from the Medical Director, as Caldicott Guardian, and/or the Director of
Finance, as Senior Information Risk Owner (SIRO). Incidents are fully investigated,
remedial action is taken and lessons learned are applied across the organisation.
The Trust’s Information Governance Group, which includes the SIRO and Caldicott
Guardian, reviews all data security incidents. Changes in practice have been made in
some cases to minimise the risk of repetition, a standard operating procedure has been
adopted across the Trust for the handling and processing of correspondence that includes
Personal Confidential Data.
Information Governance policies have been updated during the year to meet the
requirements of Level 2 of the NHS “Information Governance Toolkit”.
The risk and control framework
The Trust has a Board approved Risk Management strategy in place, which identifies
actions for developing risk management systems and processes. The strategy was
reviewed and updated in 2015/16 and will be reviewed in 2017. The Strategy includes a
risk escalation process and also defines the Trust’s “Risk Appetite” as being:
“The Trust recognises that it is operating in a competitive healthcare market where safety,
quality and viability are paramount and are of mutual benefit to service users, stakeholders
and the organisation alike. Consequently, and subject to controls and assurances being in
place, the Trust will generally accept manageable risks which are innovative and which
predict clearly identifiable benefits, but not those where the risk of harm or adverse
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outcomes to service users, the Trust’s business viability or reputation is significantly high
and may outweigh any benefits to be gained”.
The risk management strategy is underpinned by a risk management policy. It is supported
by various policies and procedures pertinent to risk and covering a range of areas
associated with the Trust’s functions. These include, for example, risk assessment,
information governance, health & safety (including fire safety), counter-fraud, security,
clinical practice, incident reporting and management (including mortality reviews and
serious incident review), financial procedures and emergency preparedness.
The principal aim of the risk management strategy is “for the Board, Executive Directors
and all staff to have understanding and ownership of and commitment to, the control and
management of all reasonably foreseeable risks that may arise within the context of the
Trust’s activities”.
Under the policy on risk management, identification and management of risk is also
promoted as being “everyone’s business” and not just an issue for managers. Staff are
therefore encouraged to identify and address risks and, if necessary, to submit them for
inclusion on their Business Unit’s Risk Register.
Following identification and scoring of risks (See “Risk Assessment” above), risks are
recorded on the relevant risk register: High Level Risk Register, Business Unit risk register
or a project risk register). Controls and Assurances are also identified, recorded and
monitored for their effectiveness.
Controls are measures in place to mitigate the risk from its original score, which is that
which applies if there were no controls in place.
Assurances are sub-divided between internal assurances and external assurances. The
former may include, for example, standing reports, minutes of meetings where a riskrelated issue is discussed and internal audit reports, which identify areas of weakness and
make appropriate recommendations. External assurances are independent sources, such
as external audit, inspection or assessment reports from regulatory bodies or
commissioners with which the Trust has contracts.
Assurances are monitored and “fed through” to the Board through the Committee structure
outlined in “The governance framework of the organisation” (above). More detail on
individual committee roles is also given in “Review of Effectiveness” below.
Gaps in controls and assurances are recorded, along with actions required to mitigate the
gaps. These are accorded a timescale for completion and progress is reported and
constructively addressed at Business Unit performance reviews.
The management of risks is delegated to a named director in the case of strategic risks,
general manager / deputy director level in the case of High Level risks and service
manager or equivalent in the case of risks recorded in Business Unit Risk Registers.
Lessons learned from risks which materialise plus sources such as complaints, claims,
incidents and internal or external reports highlighting any areas of weakness are shared
throughout the organisation.
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Legality
The Board is responsible for legal compliance in the exercise of the Trust’s statutory
functions and is advised by the Company Secretary, Executive Directors, managers with
specialist knowledge and the Trust’s legal advisers as appropriate.
Individual policy authors are responsible for ensuring that Trust policies are legally
compliant and reflect legal requirements, seeking advice and keeping under review as
necessary.
There were no judicial review applications against the Trust in 2016/17 alleging unlawful
exercise of statutory functions, failure to exercise statutory functions or acting ultra vires.
Review of the effectiveness of risk management and internal control
As Accountable Officer, I have responsibility for reviewing the effectiveness of risk
management and internal control. My review is informed in a number of ways. The Head of
Internal Audit provides me with an opinion on the overall arrangements for gaining
assurance through the Assurance Framework and on the controls reviewed as part of
Internal Audit’s work.
The Head of Internal Audit opinion for 2016/17 is:
The organisation has an adequate and effective framework for risk management,
governance and internal control. However, our work has identified that further
enhancements are required to the framework of risk management, governance and
internal control to ensure that the framework remains adequate and effective. Most
particularly, these related to the areas of Fire Safety, Cost Improvement Planning,
Medicines Management and Specialing and 1:1 Care. Actions have been identified which
the Trust has either implemented or is in the process of implementing to close these gaps.
Executive managers within the organisation who have responsibility for the development
and maintenance of the system of internal control also provide me with assurance. The
Assurance Framework itself provides me with evidence that the effectiveness of controls
that manage the risks to the organisation achieving its principal objectives have been
reviewed. My review is also informed by
*
*
*
*
*
*
*
*
*
*
*
*

Internal Audit Reports and the Head of Internal Audit's opinion
External Audit
Care Quality Commission (CQC) registration requirements and outcomes
CQC inspection reports
The Trust’s monthly, Integrated Business Performance Report
Business Unit Performance Reports
Minutes and papers of the Trust Board, Board Committees and Sub-Committees.
(Including reports from executive directors as standing items)
Reports from the Local Counter-Fraud Specialist
Submissions to, and feedback from, NHS Improvement (NHSI)
Quality and contract review meetings with commissioners
Board and Executive site visits and “deep dives” into services
Assurance Reports from the Chairs of Groups which report to the Executive Team
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*

NHS “Information Governance Toolkit” compliance.

I have been advised on the implications of the result of my review of the effectiveness of
the system of internal control by the Audit Committee, Healthcare Governance Committee,
Strategy & Resources Committee, Community Engagement Committee and the Executive
Team.
The following have a role in maintaining and reviewing the effectiveness of the system of
internal control:
*

The Board
The Board has been actively involved in developing and reviewing the Trust’s risk
management processes including receiving and reviewing minutes and Chair’s
observations from all committees which report to the Board. The Board also
reviews the Board Assurance Framework, High Level Risk Register, Integrated
Performance reports and Quality reports.

*

The Audit Committee
The Audit Committee has been a directing force in relation to reviewing the
framework of internal control particularly with regard to corporate risk, the
Assurance Framework, the High Level Risk Register and counter fraud.

*

The Healthcare Governance Committee
The Healthcare Governance Committee is responsible for the governance and
management of clinical risk, including ensuring compliance with regulatory
standards and requirements, adoption of clinical policies and review of clinical
aspects of performance, including incidents and complaints. The Committee was
also supported in its work by two Groups, as identified under “The Governance
Framework of the Organisation” above. The Committee also (i) provides assurance
to the Board in respect of patient safety, quality of services and patient experience
and (ii) seeks assurance as to the assessment of the quality impacts of cost
improvement schemes.

*

The Strategy and Resources Committee
The Strategy and Resources Committee is made up of the majority of the members
of the Board and meets monthly. The remit of the Committee is to scrutinise current
financial performance and future financial plans; review financial, workforce and
business risks; monitor that decisions involving finance, resources and assets are
properly made to promote good financial practice throughout the Trust and to
receive assurances that an integrated and holistic approach is taken to the use of
all the Trust's resources for the delivery of Trust strategy.
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*

The Community Engagement Committee
The CEC oversees the implementation of the Trust’s Communications and
Engagement strategy, providing assurance to the Board that HCT is successfully
engaging with its stakeholders and communities.

*

The Information Governance Group
The Information Governance Group reports to the Executive Team and is
responsible for the governance and management of information associated risk and
compliance with the “NHS Information Governance Toolkit”.

*

The Foundation Trust Committee
The Foundation Trust Committee considers and escalates risks that are identified
as part of the Trust’s process of application to become a NHS Foundation Trust.
However, the Trust’s foundation trust application is in abeyance and the committee
has not met in 2016/17.

*

The Executive Team
The Executive Team meets weekly and operationally manages all areas of risk,
including the risk and control framework. The Executive also populates and reviews
the Board Assurance Framework and reviews the High Level Risk Register.
Executive Directors ensure that key risks have been highlighted and monitored
within their directorates and the necessary action has been taken to address them.

*

Internal Audit
Internal Audit has reviewed and reported upon control, governance and risk
management processes, based on an audit plan approved by the Audit Committee
and endorsed by the Board. Where scope for improvement was found,
recommendations were made and appropriate action plans agreed with
management.

My review confirms that Hertfordshire Community NHS Trust has a generally sound
system of internal control that supports the achievement of its policies, aims and
objectives.
Significant Issues
There are no significant issues to report for 2016/17.
Signed by the Deputy Chief Executive on behalf of David Law, Chief Executive

May 25th 2017
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Remuneration and Staff Reports
The remuneration and staff reports set out the Trust’s remuneration policy for directors
and senior managers, reports on how that policy has been implemented and sets out
the amounts awarded to directors and senior managers. In addition, the report provides
details on remuneration, staff and salient workforce statistics and facts relevant to the
year.

Remuneration Report
Remuneration and the Remuneration Committee
HCT has a Remuneration Committee which makes decisions to recommend to the HCT
Board on the remuneration, terms and performance related pay of the Chief Executive and
executive directors on Very Senior Manager (VSM) terms and conditions.
The Remuneration Committee also reviews all severance payments as required by the
NHS Improvement (NHSI) Accountability Framework. This relates to all employees at
Executive Director level and below.
Membership of the Committee consists of:
•
•
•

Anne McPherson Non-Executive Director and Chair of the Remuneration Committee
Declan O’Farrell – Chair of HCT
Jeff Phillips – Non-executive Director and Chair of the Audit Committee

The following may also be in attendance:
•
•
•

Chief Executive
Director of Human Resources & Organisational Development
Executive Directors (except when their remuneration or terms and conditions of
service are discussed).

During 2016/2017 the Committee met on 5 occasions and the main items addressed were:
•
•
•
•
•
•

Consideration of national guidance on remuneration for executive directors
Salary, terms and conditions for new executive directors (substantive or interim)
Changes to executive director roles
Completion of executive director appraisals
Redundancy payments
Interim agency approval process.

The Chair and Non-Executive Directors are remunerated at rates prescribed by the
Secretary of State for Health. Executive Directors are remunerated as set out in the NHS
Very Senior Managers Pay Framework (VSM) and senior managers are paid in
accordance with NHS Agenda for Change pay scales. The Trust does not operate
performance related pay for any tier of staff.
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Executive Directors are appointed on substantive, permanent contracts, with a notice
period of three months (unless there is a temporary vacancy, in which case an interim
Director may be appointed) and NHSI oversees all HCT Executive Director remuneration.
During 2016/17, the Trust appointed new Medical and Operations Directors on VSM pay
arrangements and the former Director of Operations changed role to become Director of
Service Development and Partnerships. In addition, the Director of Quality & Governance
/ Chief Nurse was confirmed as being Deputy Chief Executive.
In the event of termination by the Trust, any payment due is paid in accordance with the
reason for termination and the contract of employment.
Reporting bodies are required to disclose the relationship between the remuneration of the
highest-paid director in their organisation and the median remuneration of the
organisation’s workforce.
The banded remuneration of the highest-paid director in Hertfordshire Community NHS
Trust in the financial year 2016/17 was £142,500 (2015/16, £142,500). This was 4.77
times (2015/16, 4.82 times) the median remuneration of the workforce, which was
£29,885 (2015/16, £29,589). (This paragraph was subject to audit and is referred to in
the auditor’s opinion).
In 2016/17, no employees received remuneration in excess of the highest-paid director
(2015/16, none). Remuneration ranged from £6,157 to £142,543 (2015/16 £6,465 £141,400).
Total remuneration includes salary, nonconsolidated performance-related pay, benefits-inkind as well as severance payments. It does not include employer pension contributions
and the cash equivalent transfer value of pensions.
For the purposes of determining the highest-paid director, any interim directors have been
excluded. The payments reflected in the salaries and allowances for interim directors are
the total payments made to the respective agencies and include VAT and agency fees. It
is therefore not possible to determine the basic pay element. Consequently, the Trust has
used the highest-paid permanently employed director in determining the pay multiple.
Compensation on early retirement or for loss of office and Payments to past
directors
The Trust made no payments in the way of exit packages or severance payments to
directors in 2016/17 and no payments were made to past directors. (This paragraph
was subject to audit and is referred to in the Auditor’s Opinion).
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Exit Packages
Two exit packages were agreed in 2016/17 as per the table below. Both relate to
contractually obligated payments in respect of redundancy.
Exit
package
cost band
(including
any special
payments)

Number of
compulsory
redundancies

Cost of
compulsory
redundancies

(Whole
numbers only)

£s

Number of
other
departures
(Whole
numbers
only)

Cost of
other
departures
Agreed

Total
number
of exit
packages

Total cost
of exit
packages

£s

(Whole
numbers
only)

£s

Number of
departures
where
special
payments
have been
made
(Whole
numbers
only)

Less than
£10,000
£10,000 £25,000
£25,001 £50,000
£50,001 £100,000
£100,001 £150,000
£150,001 £200,000
› £200,000
Total

0
1
0
1

0
£24,000
0
£67,361

0

0

0

0

0

1

0

0

0

0

0

1

0
£24,000
0
£67,361

Cost of
special
payment
element
included in
exit
packages

£s

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
0

0
0

0
2

0
0

0
0

0
2

0
£91,361

0
£91,361

Non-Contractual Exit Payments
The Trust has not made any non-contractual exit payments in 2016/17. Non-contractual
payments are those made without contractual or legal obligation, including those from
judicial mediation.
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Board Salaries and Pensions
(This section was subject to audit and is referred to in the Auditor’s Opinion).
Board Salaries and Allowances 2016/17
(a)

(b)

(d)

(e)

(f)

Salary
(bands of
£5,000)

Expense
payments
(taxable)
total to
nearest
£100

Long
term
performa
nce pay
and
bonuses
(bands of
£5,000)

TOTAL
(bands of
£5,000)

£000

All
pensio
nrelated
benefit
s
(bands
of
£2,500
)
£000

£000

£000

£000

1/4/2016 31/3/2017
1/4/2016 31/3/2017
1/4/2016 31/3/2017
1/4/2016 31/3/2017
1/4/2016 31/3/2017
1/4/2016 31/3/2017

20 - 25

0

0

0

0

20 -25

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

1/4/2016 31/3/2017
1/4/2016 31/3/2017
1/4/2016 1/5/2016
2/5/2016 31/3/2017

140 - 145

0

0

0

175 - 180

115 - 120

0

0

0

32.5 35
52.5 55

105 - 110

0

0

0

110 112.5

215 - 220

85 - 90

0

0

0

135 - 140

105 - 110

0

0

0

45 47.5
55 57.5

1/4/201625/11/2016

65 - 70

0

0

0

15 17.5

80 - 85

1/3/2017 31/3/2017

5 - 10

0

0

0

55 57.5

60 - 65

14/11/2016 31/3/2017

45 - 50

0

0

0

27.5 30

75 - 80

Board Salaries and Allowances
2013/142016/17
Name

Declan
O'Farrell
Alan Russell
Anne
McPherson
Jeff Phillips
Brenda
Griffiths
Dr Linda
Sheridan

Title

Chair
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
Chief Executive

David Law
Phil Bradley
Julie Hoare

Marion
Dunstone

Clare Hawkins

Alison Shelley

Debbie
Eyitayo
Dr John
Omany

Director of
Finance
Director of
Operations
Director of
Service
Development &
Partnerships
Interim Director
of Operations
Director of
Operations
Director of
Quality &
Governance
Director of
Human
Resources &
Organisational
Development
Interim Director
of Human
Resources &
Organisational
Development
Medical Director

Dates

2/5/201630/1/2017
31/1/2017 31/3/2017
1/4/201631/3/2017
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(c)

Performance
pay and
bonuses
(bands of
£5,000)

£000

170 - 175

160 - 165

Board Salaries and Allowances 2015/16
(a)

(b)

(d)

(e)

(f)

Salary
(bands of
£5,000)

Expense
payments
(taxable)
total to
nearest
£100

Long
term
perform
ance pay
and
bonuses
(bands
of
£5,000)

TOTAL
(bands of
£5,000)

£000

All
pensio
nrelated
benefit
s
(bands
of
£2,500
)
£000

£000

£000

£000

1/4/2015 31/3/2016
1/4/2015 31/3/2016
1/4/2015 31/3/2016
1/4/2015 31/3/2016
1/4/2015 31/3/2016
1/4/2015 31/3/2016

20 - 25

0

0

0

0

20 - 25

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

5 - 10

0

0

0

0

5 - 10

1/4/2015 31/3/2016
1/4/2015 31/3/2016

140 - 145

0

0

0

5 - 7.5

145 -150

105 - 110

0

0

0

12.5 15

115 - 120

Board Salaries and Allowances
2013/142015/16
Name

Declan
O'Farrell
Alan
Russell
Anne
McPherson
Jeff Phillips
Dr Linda
Sheridan
Brenda
Griffiths
David Law

Title

Chair
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
Non-Executive
Director
(Designate)
Chief Executive

Dates

(c)

Performance
pay and
bonuses
(bands of
£5,000)

£000

Dr Caroline
Allum

Medical Director

Clare
Hawkins

Director of
Quality &
Governance /
Chief Nurse

1/4/2015 31/3/2016

80 - 85

0

0

0

0

80 - 85

Phil
Bradley

Director of
Finance

1/4/2015 31/3/2016

115 - 120

0

0

0

60 –
62.5

175 - 180

Julie Hoare

Director of
Operations

1/4/2015 31/3/2016

100 - 105

0

0

0

2.5 – 5

105 - 110

Alison
Shelley

Director of
Human
Resources &
Organisational
Development

1/4/2015 31/3/2016

100 - 105

0

0

0

22.5 –
25

125 - 130
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Pension Benefits 2016/17 (and 2015/16)
(This section was subject to audit and is referred to in the Auditor’s Opinion).
Pension Benefits 2016/17
Name & Title

Total
accrued
pension at
pension
age at 31st
March 2017
(bands of
£5,000)

Lump sum
at pension
age related
to accrued
pension at
31st March
2017
(bands of
£5,000)

Cash
Equivalent
Transfer
Value at
31st March
2016

Cash
Equivalent
Transfer
Value at
31st March
2017

Real
increase in
Cash
Equivalent
Transfer
Value

Emplo
yers
contri
bution
to
stakeh
older
pensio
n

£000
0 - 2.5

Real
increase
in
pension
lump
sum at
pension
age
(bands of
£2,500)
£000
5 - 7.5

£000
50 - 55

£000
155 - 160

£000
1011

£000
79

£000
1090

£00

Phil Bradley
Director of Finance

2.5 - 5

7.5 - 10

45 - 50

140 - 145

837

86

923

Julie Hoare
Director of Operations Director of Service
Development &
Partnerships

5 - 7.5

15 - 17.5

35 - 40

115 - 120

622

118

740

Marion Dunstone
Interim Director of
Operations - Associate
Director of Operations

2.5 - 5

2.5 - 5

30 - 35

85 - 90

489

40

533

Alison Shelley
Director of Human
Resources &
Organisational
Development

0 - 2.5

0

5 - 10

0

75

10

90

Clare Hawkins
Director of Quality &
Governance

2.5 - 5

7.5 - 10

40 - 45

125 - 130

712

77

789

Debbie Eyitayo
Director of Human
Resources &
Organisational
Development

0 - 2.5

0 - 2.5

25 - 30

70 - 75

394

4

445

Dr John Omany
Medical Director

0 - 2.5

0 - 2.5

35 - 40

115 - 120

0

0

0

David Law
Chief Executive

Real
increase
in
pension
at
pension
age
(bands of
£2,500)
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Pension Benefits 2015/16
Name & Title

Real
increase
in
pension
at
pension
age
(bands of
£2,500)
£000

Real
increase
in
pension
lump
sum at
pension
age
(bands of
£2,500)
£000

Total
accrued
pension at
pension
age at 31st
March 2016
(bands of
£5,000)

Lump sum
at pension
age related
to accrued
pension at
31st March
2016
(bands of
£5,000)

Cash
Equivalent
Transfer
Value at
31st March
2015

Cash
Equivalent
Transfer
Value at
31st March
2016

Real
increase in
Cash
Equivalent
Transfer
Value

Emplo
yers
contri
bution
to
stakeh
older
pensio
n

£000

£000

£000

£000

£000

£00

David Law
Chief Executive
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1011

32

Dr Caroline Allum
Medical Director

0 – 2.5

0

25 -30

70 -75

410

430

15

0 – 2.5

0 – 2.5

35 - 40

115 - 120

693

712

11

Phil Bradley (*)
Director of Finance

2.5 - 5

10 - 12.5

40 - 45

130 - 135

743

837

85

Julie Hoare
Director of Operations

0 – 2.5

0 - 2.5

30 - 35

100 - 105

594

622

21

0 – 2.5

0

5 - 10

0

56

75

18

Clare Hawkins
Director of Quality &
Governance

Alison Shelley
Director of Human
Resources &
Organisational
Development

Notes
(*)

Phil Bradley left the NHS Pension scheme on 8.1.2012 and re-joined on 1.4.2015 – the applicable prior year
period used to calculate increases in pension related benefits is, therefore, 2011-12 uplifted for inflation.
Increases, therefore, relate to a four year period rather than the usual one.

Cash Equivalent Transfer Values
A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits
valued are the member’s accrued benefits and any contingent spouse’s (or other
allowable beneficiary’s) pension payable from the scheme. CETVs are calculated in
accordance with the Occupational Pension Schemes (Transfer Values) Regulations
2008.

Real Increase in CETV
This reflects the increase in CETV effectively funded by the employer. It does not include
the increase in accrued pension due to inflation, contributions paid by the employee
(including the value of any benefits transferred from another scheme or arrangement) and
uses common market valuation factors for the start and end of the period.
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Pension liabilities
Pension liabilities are treated as payables in the accounts. The accounting policy 10.6
refers to the treatment of pensions within the Trust’s accounts.
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Staff Report
The Trust had 2,958 positions filled as at 31st March 2017. (Compared to 3032
(2499.52 FTE) in 2015/16 and 3035 (2471.72 FTE) in 2014/15. (This paragraph was
subject to audit and is referred to in the Auditor’s Opinion).
The profile of the staff is as follows:
Staff Groups

Senior Managers
For the purposes of the graph below, a senior manager has been classed as a non-clinical
member of staff in Agenda for Change Band 8a or above.
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Staff by Gender

Trust Total: Female 93.2% Male 6.8% (2015/16 = Female 93.3% Male 6.7% )
The Trust Board and Executive Directors by Gender
The mix of gender on the Board of Directors as at 31st March 2017 was as follows (*):

Chair and Non-Executive Directors:

Female
Male

No.
3
3

%
50%
50%

Executive Directors:

Female
Male

4
3

57%
43 %

Combined:

Female
Male

7
6

54%
46%

(*) Includes voting, non-voting and interim members.
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Staff by Ethnic Background

BME = Black and Minority Ethnic
Staff by Age Band
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Staffing Cost Analysis
The tables below show the average number of staff throughout the year and the total costs
of staff to the Trust as employer.
Average Staff Numbers (*) /
Total Costs

Total
Staff
Average
Number

Total
Staff
Costs
£ 000s

Total Staff
Costs
Permanent
£ 000s

Other
Staff
Average
Number

5,632

Permanently
Employed
Staff
Average
Number
40

4,758

8

Total
Staff
Costs
Other
£ 000s
874

Medical and dental

48

Ambulance staff

5

188

5

188

0

0

Administration and estates

495

17,794

472

16,656

23

1,138

Healthcare assistants and other support
staff
Nursing, midwifery and health visiting
staff
Nursing, midwifery and health visiting
learners
Scientific, therapeutic and technical
staff
Social Care Staff

562

15,042

482

12,491

80

2,551

938

40,813

851

36,966

87

3,847

0

0

0

0

0

0

634

27,496

581

23,794

53

3,702

0

0

0

0

0

0

Healthcare Science Staff

0

0

0

0

0

0

Other

0

0

0

0

0

0

2,682

£106,965

2,431

£94,853

251

£12,112

10

804

5

215

5

589

TOTAL

Staff engaged on capital projects
(included above)

(*) The average number of employees is calculated as the whole time equivalent number of employees under
contract of service in each week in the financial year, divided by the number of weeks in the financial year.
2016/17

Employee Benefits - Gross Expenditure

Permanently
employed
Other

Total
£000s

Salaries and wages
Social Security costs
NHS Pensions Scheme
Other pension costs
Termination Benefits
Total - Net Employee Benefits including capitalised costs

Costs Capitalised as part of assets
Total - Net Employee Benefits excluding capitalised costs

2015/16

£000s

Permanently
employed
Other

Total

£000s

£000s

£000s

£000s

77,149

15,060

5,461

0

9,940

0

6

0

0

92,209
5,461
9,940
6
21

21

0

12,701

107,637

92,577

15,060

90,487

77,786

12,701

7,204

7,204

0

9,980

9,980

0

7

7

0

91

91

107,769

95,068

804

215

589

526

318

208

106,965

94,853

12,112

107,111

92,259

14,852
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Expenditure on consultancy
In 2016/17, the Trust spent £743,768 on consultancy. Consultancy for this purpose is
spend on external specialists whose service have been procured because necessary
expertise or capacity is not available within the Trust. The bulk of consultancy spend was
on supporting the Trust with business developments, tender submissions and
transformation projects.
Off-payroll engagements
Following the Review of Tax Arrangements of Public Sector Appointees published by the
Chief Secretary to the Treasury on 23 May 2012, departments and their arms- length
bodies, of which the NHS is considered to be an arms-length body of the Department of
Health, are required to publish information on their highly paid and senior off-payroll
engagements.
The disclosure is required for all engagements in place at 31 March 2017 that are more
than six months and for more than £220 per day or those new in the year that meet these
criteria. The tables below show the necessary information.
Number
Number of existing engagements as of 31 March 2017

5 plus 7
doctors

Of which, the number that have existed:
for less than one year at the time of reporting
for between one and two years at the time of reporting
for between 2 and 3 years at the time of reporting
for between 3 and 4 years at the time of reporting
for 4 or more years at the time of reporting

1
1 plus
2 doctors
1 plus
5 doctors
1 plus
1 doctor
7 doctors

The Trust policy is to require all contractors who are self-employed or paid through a
personal services limited company to sign a Contract for Consultancy Services. This
contract is also be signed by contractors who earn more than £220 a day and who are
paid through a third party or agency.
Where the contractor is self-employed, they must provide evidence to demonstrate that
they are registered to pay tax prior to commencing work (for example by supplying their
business accounts and filed tax return or, if they are newly self-employed, their form
SA250).
If the contractor fails to provide evidence when requested or if this evidence does not
provide assurance that the contractor is complying with HMT requirements, then the
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contractor’s engagement will be terminated in accordance with the terms of the Contract
for Consultancy Services.
Number

Number of new engagements, or those that reached six months in
duration, between 1 April 2014 and 31 March 2015

1

Number of new engagements which include contractual clauses giving the
Trust the right to request assurance in relation to income tax and National
Insurance obligations

1

Number for whom assurance has been requested

1

Of which:
assurance has been received

0

assurance has not been received

0

engagements terminated as a result of assurance not being received

0

Number of off-payroll engagements of board members, and/or senior
officers with significant financial responsibility, during the year
Number of individuals that have been deemed “board members, and/or
senior officers with significant financial responsibility” during the financial
year. This figure includes both off-payroll and on-payroll engagements
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Workforce Vision
Our workforce vision is ‘to have a workforce with the right skills and values, organised and
supported in the right way, working together to maintain and improve the health and
wellbeing of the people we serve’.
This will be delivered through the strategic objectives set out in our five year Workforce
and OD Strategy and supporting delivery plan. The strategy defines our commitment to
staff in a range of key areas, including staff engagement, leadership, training &
development and model employment practices, including equality & diversity and staff
health & wellbeing.
Staff Engagement
Staff engagement has continued to be a strong focus over the past year, with a range of new
engagement initiatives introduced. These included involving staff in the development of the
Trust’s strategy through a series of Strategy Roadshows, introducing Chief Executive video
updates and launching a new team brief system with a feedback element.
These new initiatives build on our on-going communication mechanisms, including our
programme of Board visits to services, the Director of HR’s Listening Events, Executive led
discussions at team meetings, Clinical Matters Newsletters, HCT Facebook and Twitter
accounts and staff e-newsletter ‘Noticeboard’.
The Trust has a well-established Joint Negotiating Committee and Medical Local
Negotiating Committee, and engages regularly with union and professional association
representatives on issues such as policy development, staff health and wellbeing and
equalities, as well as in relation to organisational change and individual case management.

Staff Recognition
In addition to nominating our staff for external awards, staff achievements and successes
are recognised internally through monthly local service schemes and our annual Trust
Leading Lights Awards, presented at our celebration event in June 2016. These awards
include individual and team nominations under a range of categories, with all nominees
being recognised for their achievements and certificates and vouchers being presented to
the winners and runners up. Long Service Awards were also presented at this event,
recognising 25, 30 and 40 years NHS service and retirees were recognised for the first
time.
National Annual Staff Survey
The Trust runs its Annual Staff Survey as a full on-line census. The percentage response
rate to the survey was significantly higher than last year at 54.5% (compared to 41% in
2015), with over 1500 staff responding.
Overall, the Trust results were very positive, with no key results areas worse than last year
and ten areas showing a significant improvement. The improved areas were:
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•
•
•
•
•
•
•
•
•
•

85% of staff responded that they had been appraised in the last 12 months. (79%
in 2015)
53% of staff said they attended work in the last three months despite feeling
unwell because they felt pressure (58% in 2015 staff survey)
73% of staff reported working extra hours (79% in 2015)
40% reported good communication between senior management and staff (34% in
2015)
53% reported the most recent experience of harassment, bullying or abuse. (45%
in 2015)
The quality of appraisals scored 3.26 (higher score the better/with maximum score
5) compared to 3.08 in 2015
The quality of non-mandatory training, learning and development scored 4.17
(4.10 in 2015)
Organisation and management interested in and action on health and wellbeing
scored 3.69 (3.58 in 2015)
Support from immediate managers scored 3.88 (3.80 in 2015)
Effective use of patient/user feedback scored 3.74 (3.60 in 2015).

In terms of how we compared to other Community Trusts, there were 12 areas where we
scored statistically above the average:
•
•
•
•
•
•
•
•
•
•
•
•

Staff recommendation of a place to work or receive treatment
Ability to contribute towards improvements at work
Quality of appraisals
Quality of non-mandatory training, learning or development
Fairness and effectiveness of incident reporting procedures
Staff agreeing that they would feel secure raising concerns about unsafe clinical
practice
Recognition and value of staff by managers and the organisation
Staff reporting good communication between senior management and staff
Support from immediate managers
Staff agreeing that their role makes a difference to patients
Effective use of patient/service user feedback
Staff experiencing physical violence from staff in last 12 months.

The Trust takes the results very seriously and is working to develop Trust and local action
plans to address areas for development.
Pulse Surveys
In addition to the annual National Staff Survey, the Trust undertakes its own quarterly
Pulse surveys. These comprise a number of core questions, plus some ‘hot topic’
questions on areas of particularly interest to the Trust.
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In 2016/17, responses to the Pulse survey showed a clear picture of continued
improvement, with better scores on 12 of the 16 core questions in January 2017 compared
with January 2016. The Pulse survey also includes the staff Friend and Family Test
questions, with an increase in staff recommending the Trust as a place to work.

Q1: SFFT: How likely are you to recommend your Trust to friends and family if they needed care or treatment?

Q2: SFFT: How likely are you to recommend your Trust to your friends and family as a place to work?

Leadership Development
Leadership development continues to be a key priority for the Trust and over the last year
we have developed a systematic leadership development pathway for HCT leaders and
managers. This has been supported by continued development of our leaders at all levels
through training and induction programmes, action learning sets, secondments, project
work, coaching and access to regional strategic leadership programmes. Participants on
our leadership programmes are offered 360 feedback against the Leadership Framework.
These development opportunities have been supported by a range of engagement events
and forums where leaders have come together to network, celebrate good practice, learn
and influence. This includes our quarterly Senior Leaders and Leaders Forums, various
clinical forums and a newly introduced Administration Conference and development group.
In June 2016, we ran our highly anticipated Leadership Conference for the fourth time,
with around 200 of our leaders coming together to share information on our strategy and
gain inspiration on Thinking Differently and Reframing Challenges from our fun and
dynamic keynote speaker. The Leadership Conference is now an annual event, with the
next one taking place in June 2017.

Staff Development
Over the last year, we have built on our training programme with other Trusts and the
University of Hertfordshire to develop the skills and competencies of our staff, enabling
them to deliver new models of care and to support patients as partners in their own
health. We also introduced a new Clinical Training programme for our Nurses in Adult
Services to provide regular updates on key areas of clinical skills such as catheter care
and insulin administration.
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Increasing the uptake of mandatory training has continued to be a key priority to ensure
staff are confident to treat patients safely. Over 90% of staff completed this essential
refresher training in the last year. We are now accepting training that has been completed
with other employers to enable new recruits to start work more quickly.
We increased opportunities for apprenticeships in the Trust, enabling over 36 of our
current staff to undertake an apprenticeship to develop their skills and employing 15 young
people in full time apprentice roles. We also have Assistant Practitioners going through
the training programme, with a view to them becoming fully qualified in the coming year.
Our first Nursing Associate Trainees will start their training in April 2017 and we are
preparing for the introduction of the national Apprenticeship Levy
In addition, we have reviewed our appraisal reporting system and continued to train
appraisers to improve the quality of our appraisals. Our staff survey showed a significant
improvement in the number of staff reporting that they had received an appraisal and that
this was of a good quality.

Staff recruitment and retention
The Trust recognises the vital importance of being able to recruit sufficient numbers of
high quality staff to deliver safe and effective services to our patients and service users,
and of retaining the experienced staff we already have working in our teams.
To address this important area, the Trust has a Workforce Resourcing Plan in place and is
implementing a wide range of initiatives to attract new staff. During 2016/17 this has
included streamlining processes to reduce our ‘time to hire’, training managers in fair and
effective recruitment processes, improving our use of social media, and running successful
adverting campaigns on the back of buses, at shopping centres and at the local cinema.
We have also focused on retention; alongside ongoing work on staff engagement, health
and wellbeing, flexible working and model employment practices to improve our staff’s
working lives, we have developed a retention action plan and monitoring report, introduced
new arrangements for collecting feedback from leavers and have undertaken ‘what would
make you stay’ conversations with leavers in ‘hot spot’ areas.
Equal opportunities in employment
HCT is committed to being an equal opportunities employer and our Equality and Diversity
Policy sets out our aim to ensure that all employees, irrespective of their background, are
supported to develop their full potential. An equal opportunity statement is included in all
job descriptions to ensure staff are aware of their responsibilities.
We are committed to leading and embedding fairness into the culture and behaviours of
our staff by:
•

providing an environment where staff can thrive, are confident to be themselves, feel
valued and treat each other with fairness, dignity and respect
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•

helping and supporting staff to understand the importance of personalisation, fairness
and diversity in the planning and delivery of services

•

showing zero tolerance towards bullying, harassment, inappropriate language and
behaviour, and encouraging the reporting of all cases of discrimination.

We train managers and staff in equality and diversity and are committed to implementing
our equality and diversity objectives, which include further analysis of our equalities data
in the areas such as recruitment to address any unconscious bias.
Disability
The Trust is a two ticks symbol champion (as awarded by Jobcentre plus) for recruiting
and supporting people with disabilities in the workplace and we successfully went through
a reassessment for this kite mark in 2016. The Health at Work Service and HR team
provide clear guidance to managers on the provision of support for staff with a disability,
including any reasonable adjustments required.
We currently employ 67 staff with a declared disability (2.3% of the workforce). Over the
last year we have recruited 18 new staff with a disability to work in our services. We
recognise the need to do more, however, and we are in the process of finalising an
application process to make it easier for people with learning difficulties to apply for posts.
Health and Wellbeing and Sickness Absence
One of our workforce priorities is to sustain positive initiatives for staff health and wellbeing
in recognition of the significant transformational change we are expecting from our staff
and the pressure they are working under.
Over the last year, we revised our Staff Health and Wellbeing Strategy to take account of
the new national quality targets on staff health and wellbeing, and delivered a significant
work programme on the priorities of physical activity, muscular skeletal issues and mental
health.
Working with our extended Staff Health and Wellbeing Network, we participated in the
national Workplace Challenge, ran mental health training for our managers, supported our
staff through our comprehensive Employee Assistance Programme, refreshed our
programme of 10 minute staff health checks and introduced a pilot fast track
physiotherapy service for staff.
This programme of work will continue over the coming year, working with partners across
the health economy to respond to further national quality targets.
Staff sickness continues to be managed with support of our Occupational Health Service.
For the 12 month period to March 2017, our cumulative absence rate (Full Time
Equivalent) was 4.06%. This equates to 14.82 calendar days per employee and this shows
an increase compared with the previous year’s rate of 3.62% (13.25 calendar days per
employee).
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Sickness absence as reported back to the Trust from NHS Digital, based on data from the
Electronic Staff Record (ESR) Data Warehouse shows that for January to December 2016:
Number
Total Days Lost
22,118
2,472
8.9

Total Staff Years
Average working Days Lost

This is derived from the following data:
Average FTE 2016

2,472

Adjusted FTE days
lost to Cabinet
Office definitions

Average Sick Days
per FTE

22,118

8.9

FTE-Days
Available
902,205

FTE-Days recorded
Sickness Absence
35,881

NB:
•

The above sickness absence figures are reported on a calendar year and not a
financial year basis and cover the period January to December 2016.

•

ESR (The Electronic Staff Record), does not hold details of normal number of
days worked by each employee. Data on days available and days recorded sick
are based on a 365 – day year.

•

The number of FTE-days available has been taken directly from ESR. This has
been converted to FTE years in the first column by dividing by 365 (with a
further adjustment where the figures are based on less than 12 months’ data).

•

The number of FTE-days lost to sickness absence has been taken directly from
ESR. The adjusted FTE days lost has been calculated by multiplying by
225/365 to give the Cabinet Office measure (with a further adjustment where
the figures are based on less than 12 months’ data).

•

Average Annual Sick Days per FTE has been estimated by dividing the
estimated number of FTE – days sick by the average FTE, and multiplying by
225 (the typical number of working days per year).

The Trust’s Health at Work Service is provided by East and North Herts Hospital Trust,
which is accredited under the SEQOHS (Safe Effective Quality Occupational Health
Service) scheme. In 2016/17:
•
•
•
•

732 pre-placement assessments were undertaken and 30 new employees
attended for pre-placement health assessments
418 employees were referred to the Health at Work Service for advice
386 appointments were attended or telephoned for initial health at
work assessments following referral
4 1 2 appointments were attended for occupational immunisations. During
these appointments 1170 vaccines and blood tests were given for Hepatitis B,
varicella (chickenpox), measles, mumps, rubella and TB (tuberculosis). This
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•
•

figure does not include flu vaccinations.
152 eye care vouchers were issued
There were 25 sharps and body fluid injuries reported to the Health at Work
Service

We also ran a very successful flu campaign, with Health at Work and our Flu Champions
vaccinating front-line staff to protect them and vulnerable patients. After a significant
drive to increase uptake, 75.7% of eligible staff were vaccinated this winter, a great
improvement on 2015/16 (45.4%)
Signed by the Deputy Chief Executive on behalf of the Chief Executive

David Law
Chief Executive
25th May 2017
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Proud to Care for you
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