Board 25th January 2018

Attachment L 1

Healthcare Governance Committee
Tuesday 21 November 2017 2.00 – 17.00
Boardroom, Howard Court
Key Points for the Board and Audit Committee to note:
RED
• Clinical Risk Quality Impact Assessment Nascot Lawn
AMBER/RED
• Staffing update for ICT Q2
• Business Unit Performance Report
• Medical Revalidation Decision Making Group Chair’s Assurance report
AMBER/GREEN
• Quality Assurance report for Child Health Information Service and Action Plan
• Simpson Ward Update
• Quality Report Q2
• Complaints Q2
• Serious Incident Q2
• Safe Staffing Q2
• Pressure Ulcer Q2
• PLACE update
• Mandatory Training update
• Clinical Audit half yearly update
GREEN
• Mortality & Morbidity report Q2
• NHS England Prison Service Mental Health Guidelines Audit

1.
Present:

Present & Apologies
Anne McPherson
Debbie Eyitayo
Jeff Philips
Tricia Wren
Tracey Westley
Linda Sheridan
Dr John Omany
Marion Dunstone
Clive Appleby

In
Attendance: Declan O’Farrell
Maureen Ross
Caroline Shepherd
Marina Sweatman

AMc
DE
JP
PW
TW
LS
JO
MD
CA

Non-Executive Director (Chair)
Interim Director of HR & OD
Non-Executive Director until 2.30
Acting Director of Nursing & Quality
Assistant Director Risk & Quality Assurance
Non-Executive Director
Medical Director until 2.30
Director of Operations until 2.30
Company Secretary

DOF
MR
CS

Trust Chair
Int Head of Specialist Services, CYP until 2.35
Operational Lead Child Health Information Service
until 3.00
Board Support Officer

MS

1

Board 25th January 2018
Apologies:

1a

David Law
Alan Russell
Clare Hawkins
Brenda Griffiths

Attachment L 1
DL
AR
CH
BG

Chief Executive
Non-Executive Director
Acting CEO, Director of Quality &Chief Nurse
Non-Executive Director (designate)

Item
Introduction and Apologies
The chair opened the meeting and observers were welcomed. The chair
advised that due to other urgent commitments the agenda will be taken
out of order to facilitate some members leaving the meeting early.

Action

Date

JO

Jan 18

JL

Jan 18

Apologies were noted.
2.

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

3.

Previous Minutes and Tracker Progress
The minutes of meeting on 19th September 2017 were received and
accepted as correct.
Tracker
The completed (blue) and in progress actions (green) were
acknowledged.
5.1 16.5.17 Mortality SOP
The chair advised that the deadline would not be extended beyond
January 2018, therefore the SOP needs to be finalised and in place by
the January meeting.

3.1

Operational Review for Health Visiting and School Nursing
The notes from the operational review on Health Visiting and School
Nursing held on 22 September 2017 were accepted. It was noted that
assurance was provided of some good and sound work being
undertaken. The proposals that were supported by HGC have been put
into place. Not all KPIs are being met yet, however there are no major
concerns.

3.2

Operational Review on End of Life and Palliative Care
The notes from the operational review on End of Life and Palliative Care
held on 9th October were accepted. It was noted that further information
in respect of attendees is being sought as an attendance list was not
completed.
The level of progress made to date is not as far forward as expected
especially regarding the response rate for the pain and opioid audit; this
was due to capacity and ICT organisational change. Both audits will be
repeated in December. Peer reviews will be undertaken in December
2017.
Full progress report is required for next meeting, to ensure audits and
peer reviews have been completed.
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Item
Assurance
Draft Quality Assurance report for the Child Health Information
Service and Action Plan
The Draft Quality Assurance report for the Child Health Information
Service and Action Plan was received and discussed.

Action

Date

CS

To note

It was noted that:
(i) From 1 April 2017 HCT took on the responsibility for CHIS across,
Hertfordshire, Luton, Bedfordshire and Milton Keynes
The hub is run by 17 staff and the overall feedback has been very
favourable.
(ii) The Screening Quality Assurance Action plan has been developed
following receipt of the Screening Quality Assurance visit report
(09/2017) where 29 recommendations were made. Hertfordshire
Community NHS Trust is responsible for delivery of 14
recommendations as outlined in the action plan. All points are on
track exception action 2 “to standardise all child health operational
processes and communication which should be complete by
December 2017”, this short deadline has been challenged with
NHSE.
Challenge, Observations & Questions
a)

b)

c)

It was recognised that internal processes can be standardised, but
a consistent approach may not meet other organisations needs
and this needs to be considered. It was suggested that
standardised operational processes be developed and presented
to the screening Boards and Public Health England Quality
Assurance. They can then assist with the implementation and
delivery of these with the Trusts involved.
This action plan cannot be approved in this format; it requires a
more robust introduction, which should include that this has been
discussed in Healthcare Governance Committee. The plan needs
to be amended to include HGC comments on joint responsibility for
implementation and delivery.
HGC congratulated CS and the team on the progress to date.

Decisions and Actions
1.

2.

Action Plan introduction to be amended to include discussion at
HGC and suggestion re QA boards being given the responsibility
for ensuring the implementation of standardised SOP.
The draft Quality Assurance report for the Child Health Information
Service and Action Plan was approved subject to the
amendments suggested.

Risk Rating: Amber/ Green
4.2

Surge and Escalation Plan Review
The Surge and Escalation Plan Review was received and discussed.
It was noted that:
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Item
(i) The plan has been updated using learning from last year and
revised in line with the system Surge and Escalation Plans and
moved to OPEL (Operational Pressure Escalation Level) rating
instead of Red/Amber/Green
(ii) There is no additional surge capacity available in the west of the
county. The surge capacity in the east consisted of 44 additional
beds at Herts and Essex Hospital, the feasibility of this was
questioned considering the staffing situation.

Action

Date

Challenge, Observations & Questions
a)

b)

c)

It was suggested that the section headed “Quality” should be
reviewed to describe the list of “Clinical indicators to monitor
impact on patient safety and quality of care”
Further discussion is required to address the staffing issues for
surge capacity especially at night and weekends and solutions to
be suggested.
It was confirmed that this process is currently in operation and
conference calls are being held, the frequency is dependent on
the OPEL status.

Decisions and Actions
1.
2.
3.

PW/MD
The “quality” section first paragraph to be reviewed.
Surge capacity staffing issues to be discussed further for night and PW/MD
weekend cover and solutions to be suggested.
The Surge & Escalation Plan will be recommended to the Board
for approval when finalised.

Risk Rating: Not applicable
4.3

Clinical Risk/ Quality Impact Assessment for Nascot Lawn
The Clinical Risk/ Quality Impact Assessment for Nascot Lawn was
received and discussed.
It was noted that:
(i)
(ii)

(iii)

(iv)

The situation has moved on since the QIA was completed and this
needs to be updated.
The original decision taken by HVCCG to cease funding together
with the notice period was rescinded and a new decision was
taken on 16th November, in which the funding for Nascot Lawn will
cease and a new six months’ notice has been given which will
result in the service formally closing on 17th May 2018. At this
stage there is no alternative funding plan in place.
The most likely outcome is that the children will transition to three
County Council respite centres which are carer led units.
Individualised planning is still required for those children that have
dedicated continuing healthcare funding and have a nursing
requirement. Some families have agreed their child’s transition to
alternative placements, many are still in discussions.
The main operational issue for HCT is that plans were set up to
continue the service until 31 January 2018 which was the original
end date, albeit on a reduced level of service provision. At the
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Action

Item

(v)
(vi)

end of January, the three remaining RN’s will be leaving Nascot: 1
RN moving to an alternative post and the other two leaving the
Trust/retiring, therefore the safety and sustainability of the service
from the end of January 2018 to 17th May 2018 is a significant
challenge.
Recruitment is underway for RNs and HCAs both permanent and
agency staff to support this service until the end of the contract.
The two main priorities are to ensure adequate staffing is in place
for 1st February 2018 to continue delivery of a safe service and
ensure sufficient funding is available to support the service.

Challenge, Observations & Questions
a)

b)

c)

d)

e)

f)

g)

The standards set for NHS organisations and the current model
requires Registered Nursing presence, the new model being
proposed by HCC is for care delivery by unregistered staff to the
majority of Nascot children. HCT will work with the new providers
and families to ensure a safe transfer of care during the transition
period from January to May 2018. Best practice and learning from
other organisations will assist this process.
There is a great deal of multiagency work underway which is being
led by the County Council, it was acknowledged that internally
HCT need to ensure the transfer of the children is as safe and as
smooth as possible.
The current downscaled provision and open book process was
discussed. It was suggested that the way in which funds are
spent could be reviewed to support the transfer of children from
HCT.
It was suggested that a small internal group be formed with clear
governance and Terms of Reference to ensure that HCT ‘s
responsibilities for the transfer of children is carried out in a
systematic way that ensures safe and effective transfer of care to
the new provider of services.
CA advised that if there are differing views between parents on the
proposed solutions the legal process may not yet be concluded.
Throughout the legal process the vulnerability of the staffing
position has been reiterated. CA proposed that a letter be sent
from the Board to express the regret and concern that it is a year
on from the original decision and to raise the point that if HCT get
to the point of closing the service because of sustainability issues
it is not a situation of HCT’s making. The sending of the letter was
not supported at present.
Concerns were raised about the assessment of children potentially
with continuing health care needs, the CHC panel outcomes, the
responsibilities of HCT in the assessment process of these
children and conflict of interest should challenge be required. The
Clinical Executive Team members to review HCT’s position and
appropriateness of involvement and ability to challenge decisions.
It was confirmed that the parents have a right to appeal in respect
of the panel outcomes.
It was proposed that a case be taken to the SRC to identify the
potential cost before the end of the contract date verses the
contractual envelope to fully understand the position. This has
been discussed at a recent contract meeting but a clear steer
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Item

Action

Date

MR/PW

To note

MD

Dec 17

PW/JO
/EXC
team

Dec 17

MD/KC

Dec 17

would be useful.
Decisions and Actions
1.
2.

3.

4.
5.

QIA to be updated to match current situation.
A small group to be formed to oversee and plan the safe and
smooth transition of Children from the NHS model of care to the
new model of care.
Executive team to review appropriateness of HCT involvement,
responsibility and potential conflict of interest in the event of
challenge in respect of assessment outcomes for Children with
nursing needs and transfer of care.
To be discussed at SRC the potential cost of Nascot Lawn before
the end of the contract verses the contractual envelope.
Clinical Risk/ Quality Impact Assessment for Nascot Lawn was
noted

Risk Rating: Red
4.4

Simpson Ward update
A verbal update was provided on the Simpson Ward CQC action plan
progress to date.
It was noted that:
(i)
(ii)

(iii)
(iv)
(v)
(vi)
(vii)
(viii)

(ix)

The action plan is on track and will be provided in the papers to all
meetings in the future.
Good progress has been shown via peer review, audit and dip
testing on safeguarding, medicines administration and MUST
scores.
A safeguarding champion and falls leads are in place.
The call bell system issues have been addressed and the system
is now functioning appropriately.
There remain some outstanding estates issues in respect of staff
facilities, this is being followed up but is out of HCT gift.
Record keeping is improving; the Clinical Quality Lead (CQL) AA
is reviewing all issues identified.
The staff reported that they feel very supported since their transfer
to HCT.
It was confirmed that Simpson Ward has achieved the target for
staff flu vaccination uptake; this good news story needs to be
cascaded.
It was reported that CQC raised some concerns in respect of
another community bed base, an action plan has been developed
and submitted, this is being overseen by the CQL, the concerns
have been overturned.

Challenge, Observations & Questions
a)
b)

NEDs expressed that at a recent site visits staff did not challenge
the visitors; the CQL is following this up.
It was confirmed that the unit has a significant amount of
management support including the CQL being based on the ward.
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Action

Date

TW
PW

To note
To note

TW

Mar 18

The improvement needs to be acknowledged in the Board
assurance report with feedback to the leads AA/RR.

Decisions and Actions
1.
2.
3.

4.5

The Simpson Ward action plan to be circulated
Congratulation to Simpson Ward on progress to date and good
news story of staff flu vaccination uptake to be cascaded
The Simpson Ward update was noted.

Risk Rating: Amber/Green
.
Risk Strategy Delivery Plan update
The Risk Strategy Delivery Plan update was received and discussed
It was noted that:
(i)
(ii)

(iii)
(iv)

(v)

The Risk Management Delivery Plan 2017/19 supersedes the
previous Risk Management Action Plan 2011-2013.
The plan has been revised in line with the revision of the Risk
Management Strategy and is aligned to the requirements in the
Health & Wellbeing Strategy.
The updated Risk Management Strategy to be presented to SRC
in December, it is currently out for consultation.
The delivery plan may require further amendment subject to the
Strategy consultation, if this is the case it will be report to HGC in
March 18.
Current objectives are on target and the challenges in establishing
an integrated risk management system were acknowledged.

Decisions and Actions
1.
2.

Revised delivery plan to March 2018 if changes result from the
Strategy revision.
Risk Strategy Delivery Plan update was approved

Risk Rating: Not Applicable
4.6

Quality Report Q2
The Quality Report Q2 was received and discussed.
It was noted that:
(i)

The full Quality report was provided in the supporting papers. This
has been shared with the Joint Negotiating Committee (JNC)

(ii)

Achievements:
• There was a decrease in the percentage of reported patient
safety incidents resulting in harm – 44% in Q2 compared to
57% in Q1
• The number of avoidable category 2 to 4 pressure ulcers has
reduced
• HCT’s harm free care rate remains above the national
benchmark at 97.85%
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Action

Item
•
•
•
•
(iii)

(iv)
(v)

HCT continues to maintain its Friends and Family Test score
of 98%
The results of the Patient Led Assessment of the Care
Environment (PLACE) demonstrated that HCT performed
above the national average in all domains
Tricia Wren (Deputy Director of Q&G / Deputy Chief Nurse)
and Sue Thompson (Named Nurse Safeguarding Children)
were both awarded the title of Queen’s Nurse
4 out of 5 CQUINs are on trajectory to meet Q2 targets

Challenges:
• There was a small increase in the number of injurious falls in
community hospital wards
• HCT declared 4 SIs in Q2; these will be investigated through
the SI process to identify learning
• 1 case of E.Coli blood stream infection was reported in Q2;
RCA will be undertaken to identify learning and good practice
• The quarterly target for 1 CQUIN has been partially met in Q2;
a potential risk relating to the staff health and wellbeing
CQUIN has been identified due to current high level of
organisational change, this will be monitored via the Risk
Register
• The quarterly targets for 2 Quality Priorities have been partially
met in Q2; actions are in place to bring these back on
trajectory during Q3 and Q4
• Areas for improvement were identified during internal peer
review visits. These include lack of staff awareness of policies
and processes, and inconsistent practices
The four cases of C. difficile reported in year were appealed and
have been upheld taking the total cases back to zero.
Work is on-going to address any issue highlighted in peer reviews
relating to staff awareness of policies and procedures.

Challenge, Observations & Questions
a)

b)

c)

d)
e)
f)

LS reported that information received from Public Health England
identified Hertfordshire as amongst the best, being one of the
areas with low antimicrobial resistance and among the lowest
areas for prescribing of the wrong antibiotics in the region.
The system wide Route Cause Analysis (RCA) panel commended
HCT nurses on their critical analysis and learning from C difficile
cases.
It was mentioned that the positive evidence gathered in respect of
the management of Serious Incident and the external perspective
of the quality of the RCA process will be excellent evidence to
collect for CQC when needed.
The information in respect of Pressure Ulcers is inconsistent. This
related to a timing issue when the data is checked.
Congratulations were expressed to Tricia Wren and Sue
Thompson for their Queen’s Nurse Awards.
The quality dashboard was discussed, it was explained that the
“GP Hot Line” standards differ in the east and west of the county.

Decisions and Actions
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Item
1.

Action

Date

PW

Nov 17

The Quality Report Q2 gives reasonable assurance and was
noted

Risk Rating: Not Applicable

4.6i

Complaints Q2
The Complaints Q2 report was received and discussed.
It was noted that:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)

Overall numbers of complaints have reduced for two consecutive
quarters.
35 complaints were received and there were 335,488 patient
contacts during the quarter.
1,457 compliments were received.
100% of complaints were responded to within the agreed time
frames.
Service improvements taken were a result of complaints received.
Two complaints were received in quarter 2, graded as a category
3 and investigated within the Serious Incident Framework.
Reopened complaints were recorded.

Challenge, Observations & Questions
a)
b)
c)

It was observed that compared to Q1 and Q2 in 2016 the number
of complaints has fallen significantly.
The narrative in the overview summary (4) should be amended
before submission to the Board.
Further information could be provided in respect of the Prison
complaints. It was acknowledged that the process followed for
Prison complaints is different.

Decisions and Actions
1.
2.

Narrative in the overview summary (4) to be amended before
submission to the Board.
Complaints Q2 report was noted

Risk Rating: Amber/ Green
4.6ii

Serious Incident Q2
The Serious Incident Q2 was received and discussed.
It was noted that:
(i)

(ii)
(iii)

Four serious incidents were reported during this quarter
•
Two patients falls with harm,
•
One treatment delay
•
One pressure ulcer meeting serious incident criteria.
All investigations are either completed or underway in line with
policy.
The themes, trends and lessons learnt noted and actions
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Item

(iv)

(v)

identified were presented to improve practice and delivery of safe
and effective patient care.
Three SI’s remain open- 1 pending full investigation and
completion of action plans and 2 pending closure by the
commissioner.
An update was provided on the never event reported in January
2017.

Challenge, Observations & Questions
a)

b)

c)

The increase in the number of falls resulting in harm was
acknowledged, a deep dive is planned on the site involved to
better understand the reasons and provide lessons to be learned.
Assurance was given that flowcharts are used to aid decision
making and ensure that any safeguarding concerns are dealt with
appropriately. These flowcharts have been shared externally with
commissioners and NHSi, positive feedback has been received on
HCT process.
It was observed that the deaths in custody are increasing
nationally; there is a direct correlation between the decline in the
number of prison officers and the increase in deaths.

Decisions and Actions
1.

Serious Incident Mid Q2 update was noted

Risk Rating: Amber/Green
4.6c

Safe Staffing Q2 Summary
The Safe Staffing Q2 was received and discussed.
It was noted that:
(i)
(ii)

(iii)

(iv)

All wards met the 80% safe staffing level except for Herts & Essex
Hospital.
The vacancy levels on all units were above the HCT target of 9%,
apart from St Peter’s Ward in August, and Holywell Neurological
Unit and Simpson Ward in September.
Herts & Essex Hospital has continued to experience high vacancy
rates. Targeted work to improve recruitment and retention of staff
has been identified in the Trusts Nurse Retention Programme
aligned to the national work with NHS Improvement on Nurse
Retention. Improvements are expected by end of October.
Bank and agency use has remained high throughout this quarter;
however, the average use across the wards has fallen from 25.8%
in July to 21.5% in September. Bank and agency use was
particularly high at Herts & Essex Hospital to cover RN vacancy
rates.

Challenge, Observations & Questions
a)

It was confirmed that some of the data had not been available for
this report; this will be checked and amended if possible before it
is presented to the Board.
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Item

Action

Date

PW

Nov 17

DE/PW

To note

DE/PW

Jan 18

Decisions and Actions
1.
2.

Check if missing data is available and report amended before
presenting to the Board.
Safe Staffing Q2 was noted

Risk Rating: Amber/Green
4.6iv

Staffing update report for ICTs Q2
The Staffing update report for ICTs Q2 was received and discussed.
It was noted that:
(i)

(ii)

(iii)
(iv)

All ICT’s have vacancies above the HCT target of 9%. Watford
had a continued vacancy rate above 20. Q3 information will show
a reduction as there has been an 11% reduction in staffing, as a
result of funding being removed by the CCG, this will impact on
all teams
Bank and agency use has been high throughout Q2 in Herts
Valleys. Watford and Hertsmere have the highest rate of bank &
agency usage directly correlating with high sickness and vacancy
rates.
High levels of sickness are noted in Herts Valleys, Watford and
Hertsmere teams.
The impact of ICT staffing on patient safety and experience was
considered.

Challenge, Observations & Questions
a)
b)
c)

The dashboards were well received, these and a brief narrative is
all that is required.
It was confirmed that all resignations are not at present escalated
to the Director of HR; this is to be reviewed further.
A deep dive is needed to understand the underlying causes of
higher vacancy factor in the Watford team compared to other
ICTs. The outcomes to be escalated to CH to inform discussions
on potential resolutions.

Decisions and Actions
1.
2.

3.

Review the escalation of resignations to HR Director
Outcome of deep dive to understand higher vacancy factor in the
Watford team compared to other ICTs. Outcome to be escalated
to CH to inform discussions on potential resolutions. Early
diagnosis to be reported back to January meeting
Staffing update report for ICTs Q2 was noted

Risk Rating: Amber/Red
4.7

Pressure Ulcer Q2
The Pressure Ulcer (PU) Q2 report was received and discussed.
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Item
It was noted that:
(i)

(ii)

(iii)

(iv)

Action

Date

PW/CP
PW/CP

To note
To note

There has been a 1.6% reduction in reported avoidable pressure
ulcers. A robust approach is being employed by the Tissue
Viability team to promote prevention of pressure ulcers
A summary of assurance, actions and recommendations to
support the Trusts aim to reduce avoidable pressure ulcers was
presented.
A deep dive has been undertaken to understand where the
pressure ulcers were acquired. Information gathered in respect of
care homes has been shared with the CCGs.
A great deal of work continues internally and jointly across the
Sustainability and Transformation Partnership (STP) to progress
this work further.

Challenge, Observations & Questions
a)
b)

The 99.9% statement needs to be reworded and the rationale
clarified to better reflect the positive statement intended.
The report was well received but it was suggested that future
reporting should be via the Quality Report.

Decisions and Actions
1.
2.
3.

Minor amendments to wording suggested e.g. 99.9% statement
Separate quarterly reports are no longer required by HGC,
ongoing reporting to be via the quarterly Quality Report.
Pressure Ulcer Q2 report was noted

Risk Rating: Amber/Green
4.8

PLACE update
The PLACE update report was received and discussed.
It was noted that:
(i)

The full national report and individual action plans have been
shared with Ward Managers, Estates and NHS Property Services
Ltd for review and action.

(ii)

Bed based units that scored below the national averages in one or
more of the six areas of assessment are detailed in this update,
along with general assessment of action areas.

(iii)

There is more work to do to continue this improvement. Individual
action plans are being developed.

Challenge, Observations & Questions
a)

b)

Congratulations to all involved for this achievement. The
improvement demonstrated on the dementia friendly environment
was especially recognised
Following the Simpson Ward acquisition, it was confirmed that
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Item

c)

Action

Date

TW
PW

Nov 17
Nov 17

some of the areas highlighted in respect of food and estates are
not within HCT gift to rectify, however, there are plans in place and
work is underway with West Herts Hospitals Trust to address
these.
Progress on the food issues will be reviewed in three months for
both Simpson Ward and St Peters Ward.

Decisions and Actions
1.

PLACE report was noted

Risk Rating: Amber/Green
4.9

High Level Risk Register
High Level Risk Register as at 14th November 2017 was received and
discussed.
It was noted that:
(i)
(ii)
(iii)

(iv)
(v)
(vi)

There are 8 risks currently on the register
Three risks (Ref 534,454,519) have been de-escalated and the
remaining eight risks have not changed since the last report.
Item Ref 516 has been de-escalated but not included in this
report, a new mobilisation risk will be written to replace this. It was
agreed the summary would be updated prior to Board
submission.
The risks in relation to Skin Health are under consideration and
will be reflected in the next HLRR.
There have been no escalated issues. Executive to advise the
current risk position in respect of risks relating to Nascot Lawn.
Risks relating to staffing levels in operations are now contained
within the inpatient section which looks at the service collectively
and not as individual units. If an issue is escalated in respect of an
individual unit this will be recorded accordingly.

Challenge, Observations & Questions
a)
b)

It was confirmed that a number of risks no longer apply because of
recent CCG decisions.
The risks in relation to Skin Health are under consideration and
will be reflected in the next HLRR

Decisions and Actions
1.
2.
3.

HLRR to be refreshed in respect of 516 prior to the Board.
Executive to advise the current risk position regarding Nascot
Lawn
The High Level Risk Register was noted

Risk Rating: Not Applicable
4.10

Board Assurance Framework (BAF) (Cycle 2: Oct – Dec 2017)
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Item
The BAF 2017/18: Cycle 2 (Board Committee Stage Oct-Dec 2017) was
received and discussed.
It was noted that:
(i)

A “Part 2” (Confidential) Risk for the BAF is also in the process of
being defined and reflects recently emerging risks arising from
commissioner intentions, commercial activity and Board
discussion in November 2017. This risk will be defined in a way
which focusses on quality / safety impacts and will be considered
by the Board in November.

(ii)

A recent internal audit on the BAF and Risk Management,
currently in draft, provided a conclusion of reasonable assurance
on the BAF and risk management. Some recommendations have
however been made in respect of the BAF and these will be taken
forward in the next cycle.

Decisions and Actions
1.

The BAF was noted.

Risk Rating: Mixed
4.11

Business Unit Performance Reviews
The BUPR were received and discussed:
The main areas discussed at the November 2017 BUPRs were:
(i)

(ii)

(iii)

Specialist Services
• MSK de mobilisation
• Medipi pilot paused
• Skin Health
Beds
Overspend
HEH Staffing

•
•

ICT

•
•
•
•
•
•

(iv)

HV re design mobilization
Working establishment & impact of increased sickness and
turnover
Social Work gap in ENH
FIRST finances
SystmOne issues
Pressure Ulcer increase

Children’s
• Nascot Lawn – Maintaining service until 31st Jan 2018 and
potentially beyond
• PALMS review
• Continuing Care for a Specialist Child recruitment issue
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Action

Item

•
•
•
•
•
•

SLT Dysphagia contract provision review
SLT underperformance
Health Visiting 1 & 2 Year Check– Recovery Plan
Community Paediatrics – sickness absence
Managing Challenging Families Support
BU underperformance
Flu vaccine update

Challenge, Observations & Questions
a)

b)

c)
d)

The risks discussed overall were rated Amber/Red with the
notable exception of the HMP the Mount NHSE quality inspection
which was rated Green.
An update was given on a new contract that has been signed with
a care agency with nursing support provided by HCT to support
the East and North Herts Trust discharge to access programme
Information on the steps being taken by HR to address recruitment
and retention issues were provided.
A number of these items have been discussed and triangulated in
other reports.

Decisions and Actions
1.

BUPRs were noted.

Risk Rating: Amber/Red
4.12

Mandatory Training Update
The Mandatory Training update to 30th September 2017 was received and
accepted.
It was noted that:
(i)
The average compliance over the year is 90.5%. Reviews are
being undertaken where compliance rates have continued below
target.
(ii)
The Inter Agency Transfer (IAT) process is now embedded which
allows new starters to bring with them competencies in core skills
training and mandatory training from other NHS employers.
(iii)
Internal processes have changed to ensure that the IAT process is
raised with Managers; this will hopefully have a positive impact on
the training requirements of new staff in the future.
Challenge, Observations & Questions
a)

b)
d)

It was confirmed that the current yearly adult safeguarding training
requirement is being reviewed with a view to extend the length of
compliance within the 3 yearly contract requirement.
The possibilities for alternative ways of delivering Infection Control
training for level 1 and level 2 are being reviewed.
Any training changes need to be considered taking into account
any complaints received.

Decision and Actions
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Action

Item
1.
2.

Frequency and delivery of Adult Safeguarding and Infection
Control Training to be reviewed and any complaints received to be
taken into consideration.
Mandatory Training update was accepted

Risk Rating: Amber/Green
4.13

Clinical Quality Review Minutes
The Clinic Quality Review minutes from the meeting on 17th October 2017
were received and accepted.
It was noted that:
(i)
The Community Paediatric waiting times were discussed; the
commissioners were very supportive of the challenges faced by
HCT to meet increasing demand.
(ii)
The HV CCG has been tasked with developing a revised
Community Paediatric pathway.
Decision and Actions
1.

5.0
5.1

The Clinical Quality Review minutes were noted

Patient Safety & Experience
Patient Safety & Experience Group Assurance Report and Minutes
The Patient Safety & Experience Group Chair’s Assurance Report and
the minutes for the meeting held on 19th October 2017 were received.
It was noted that:
RED
•
There were no areas of negative assurance identified
AMBER / RED
•
TPP – changes to the system have been suspended until a national
solution has been identified; the dissent to override option is still in
place; a workaround solution is being developed
•
There has been an increase in avoidable pressure ulcers developed
by patients in care homes; the TVN Service Lead is working with
care homes to upskill staff
•
It has been identified that organisational re-design in Herts Valleys
may result in a negative response to the National Staff Survey,
which may impact on the achievement of an element of CQUIN1;
this is being managed through the Risk Register
•
The SOP for blood glucose monitoring by patients in community
hospitals is awaiting sign-off; this should be implemented by
December
•
There is poor assurance around the process to manage
glucometers in HCT services, and to ensure that staff are trained to
use and calibrate devices; the Diabetes Service Lead is working
with the Medical Devices Manager to address this
•
It was noted that in three out of six community hospitals, patients
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Action

Item

•

assessed as being at a high risk of falls did not have a tailored falls
plan in place; this is being addressed with Falls Champions and a
re-audit will be undertaken in Q3
Further assurance is required that staff are implementing and
recording duty of candour in all incidents resulting in moderate
harm; feedback regarding this will be received at the next PSEG
meeting in December 2017.

AMBER / GREEN
•
HCT DSNs continue to work with GPs to ensure that patients whose
blood results have been received by DSNs in error are followed up
appropriately, and the number of outstanding results has been
reduced. However, concerns remain that there is no process in
place to ensure that blood results are returned correctly by the path
lab, although work to resolve this is being undertaken.
•
The number of insulin-related errors is reducing, and it was noted
that there have been no insulin-related errors following the
administration of insulin by HCAs
•
The number of patients with learning disabilities flagged on S1 is
increasing, demonstrating an increasing awareness
•
The number of incidents resulting in moderate harm has reduced
compared to 2016, demonstrating more accurate categorisation of
harm by staff; the Risk Team will continue to work with staff to
further improve reporting accuracy
•
The new Paediatric Liaison system has gone live and auditing is
being undertaken to identify any gaps within the system.
GREEN
•
Positive feedback was received from NHS Improvement and
commissioners regarding HCT’s report to provide assurance that
the Trust identifies and investigates SIs appropriately.
OTHER POINTS TO NOTE
•
The meeting recognised the progress of the Partnership in Care
pilot in Danesbury and St Peters
•
It was noted that the Diabetes Service participated in Health
Promotion Diabetes Week and the annual Herts Diabetes
Conference
•
HCT’s IPC Team was commended by commissioners on the robust
RCA undertaken on all 4 cases of CDI
•
The Chaperone policy was approved.
Challenge, Observations & Questions
a)
b)

The PSEG process is impressive and very robust, it demonstrates
the triangulation of issues and the assurances received.
Recognising that the HV ICT redesign might negatively impact the
staff survey, LS explained some middle management staff had
expressed that they were uncertain what to communicate to
frontline staff. This was also discussed at the Joint Negotiating
Committee (JNC). Staff engagement with the transformation
workshops is essential and a staff wide communication has been
cascaded. The next steps are being clarified and work is
underway with the staff side chair and the communications team
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Item
c)

Action

Date

JO

To note

to provide further information.
It was highlighted that there have been no insulin-related errors
following the administration of insulin by HCAs

Decisions and Actions
1.

The Chair’s assurance report and minutes of the meeting held on
19th October 2017 were noted.

Risk Rating: Not applicable
6.0
6.1

Clinical Effectiveness
Mortality and Morbidity Q2
Mortality and Morbidity Q2 report was received and discussed.
It was noted that:
(i)

(ii)

(iii)

(iv)

In line with the National Guidance on Learning from Deaths: A
Framework for NHS Trusts and NHS Foundation Trusts the Q2
data was presented; this will be reported to the Board.
During Quarter 2, two patients died whilst an inpatient (Langton
ward and St Peter’s ward) and one died shortly after transfer to
an acute hospital (transferred from QVM).
Case note reviews have been completed for all three patients,
reviewed by the Medical Director who has confirmed none of the
deaths need to be reported as a serious incident; all will be
reviewed at the November panel.
No inpatient deaths reviewed during 2017/2018 identified
concerns regarding delivery of care that might have contributed to
the death occurring.

Challenge, Observations & Questions
a)

Prior to the Board submission, the report will require a front sheet
to explain the information.

Decisions and Actions
1.
2.

Front sheet required for the paper when it goes to the Board.
The Mortality and Morbidity Q2 was reviewed and approved.

Risk Rating: Green
6.2

NHS England Prisons Services Mental Health Guideline Audit
NHS England Prisons Services Mental Health Guideline Audit was
received and discussed.
It was noted that:
(i)
The Independent Audit identified a strong and robust performance
in the provision of care as measured against NHS England
Mental Health & Learning Disability Guidelines at HMP (Her
Majesty’s Prison) The Mount.
(ii)
The report provided a lateral perspective undertaken by HCT
Clinical effectiveness team supported by the Clinical Quality
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Item
(iii)
(iv)

(v)

Action

Date

AP/CM

To note

TW/AP

To note

Lead. Thanks, were given for the support provided.
A summary of the area covered by the audit was given.
The local HCT ‘Guideline for the Mental Health and Learning
Disability Provision at HMP, The Mount’ will be reviewed in line
with the revision date, March 2018 (to include details of HPFT
care pathway for body dysmorphia in line with the NICE guideline
and any changes made in year).
NHS England will be considering the development of a Health and
Justice Team Constant Supervision Policy.

Challenge, Observations & Questions
a)
This report was well received. It relates to commissioned
services therefore it does not address the gap in mental health
service provision at weekends as this is currently not
commissioned. It was confirmed that Hertfordshire Partnership
Foundation Trust (HPFT) has been challenged to provide a
pricing schedule; this has not yet been received.
b)
It was acknowledged that the lack of prison officers and the ability
to release them for training sessions is a challenge.
c)
This report will make good, robust evidence for the Coroner in
respect of death in custody inquests.
Decisions and Actions
1.
2.

Two minor alterations were suggested to pages 3 and 9
The NHS England Prisons Services Mental Health Guideline
Audit was reviewed and approved.

Risk Rating: Green
6.3

The Clinical Effectiveness Audit half year report
The Clinical Effectiveness Audit half year report was received and
discussed.
(i)
(ii)

(iii)

(iv)

The progress of the clinical audit programme from April to
September 2017 was noted.
The delivery of the clinical effectiveness programme demonstrates
a methodical process for continuous monitoring and evaluating the
level of care and service provided to patients to make sustainable
quality improvements.
The Quality Account requires HCT to engage in a programme of
national audits, however due to changes in the commissioning
intentions HCT may not be able to complete the national audits in
full.
Primarily the work has been focussed on the national programme,
there has been some work undertaken to deliver on 91 other audits
at a local level.

Decisions and Actions
1.
2.

A minor amendment was suggested to final sentence.
The Clinical Effectiveness Audit half year report reviewed and
approved.

Risk Rating: Amber/ Green
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Action

Item

6.4

Medical Revalidation Decision Making Group - Committee Chair’s
Assurance Report
The Committee Chair’s Assurance Report for the MRDMG meeting held
on 12th October 2017 was received.
It was noted that:

RED
•

Update provided on an issue regarding medical management.

AMBER\RED
• Employment processes for the Doctor have been put into practice.
To provide assurance that Doctors are competent and fit to
practice. Doctors employed are undergoing full checks.
OTHER POINTS TO NOTE
• The Internal Audit team is in the process of carrying out an audit of
the recruitment and selection processes including pre-employment
checks to assess compliance with the new recruitment process.
• ENCCG had approached HCT to be the designated body for
several clinical fellows. This will be decided at the Board.
Decisions and Actions
1.

The Medical Revalidation Decision Making Group assurance
report was noted.

Risk Rating: Amber/Red
6.5

Clinical Effectiveness Group Chair’s Assurance Report and Minutes
from the Meeting held on 13th October 2017.
The Clinical Effectiveness Group Chair’s Assurance Report and Minutes
from the Meeting held on 13th October were received.
It was noted that:
RED
•

The meeting noted negative assurance following the audit around
catheter passport use in community hospitals, with 68% of
patients with an indwelling catheter having a catheter passport
against a Trust target of 100%.
Recommendations made will be followed up by the Clinical
Quality Lead at all units to ensure that a plan to address concerns
is in place. The meeting recommended a re-audit be undertaken
in December to provide assurance that improvements have been
made.

AMBER / RED
• It was noted that a third of community hospital ward staff have
received End of Life care training.
Action: A progress report and assurance that a plan is in place to
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Action

Item
train remaining staff by March 2018 will be sought
•

It was agreed that NICE guidance should be circulated to services
via GMs. It was also agreed that completion and sign-off of
compliance with NICE guidance should be shared with GMs.

•

The meeting requested that progress regarding the record
keeping audit, including medical notes, be added to the CEG
tracker to provide assurance.

AMBER / GREEN
• The meeting noted the formal CQC Quality Improvement Plan for
Simpson Ward. CEG will continue to monitor progress against
this, and the full CQC QIP going forward
GREEN
• CQUINs and Quality Priorities are generally on trajectory to meet
targets.
OTHER POINTS TO NOTE
• The meeting approved the Patient Identification policy
Challenge, Observations & Questions
a)

HCT have advised both receiving acute hospitals that patients
with catheters will be expected to have a fully completed catheter
passport when received by the community units. This will be
raised at a future Quality Review meeting to ensure the loop is
closed.

Decisions and Actions

1.

Clinical Effectiveness Group Chair’s Assurance Report and
Minutes from the Meeting were noted

Risk Rating: Not applicable
7.

Key Items for Noting
None

8.

Key Items For Escalation or Further Action

•
•
9.

Nascot Lawn safety and sustainability until May 2018
ICT staffing especially in Watford

Supporting Papers
The following supporting papers were received for information:
SP1 I t e m 4.10
Quality Report Quarter 2- full report
SP2 Item 6.2 Embedded papers in Mental Health Guidelines Audit

10.

Date of Next Meeting(s)
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Action

Item
Assurance meetings:
23 Jan 2018 suggested were made but further discussion to be held.
(post meeting note next meeting is
Monday 22 January 2018 11.00-1.00 Boardroom)
20 March 2018

2.00 – 5.00 Boardroom, Howard Court

A provisional date for February 2018 has been set to look at the
improved ways of delivering quality care being introduced by
Integrated Community Teams.
11.

Meeting Summary – Informal Feedback From Observers
None
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Key Messages

Quality KPIs

Performance
KPIs

2017/18
Target /
Threshold

Current period
performance

Current
Period YTD RAG
RAG

% of patients receiving harm free care (New Harms only)

Compliant

97.7%

G

G



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

Full Year 6
monthly
trajectory
0 - Dec

1

R

G



For information

9

90%

97%

G

G

30% reduction
on baseline from
2016/2017

0

G

G



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

42 Days

29.9

G

G

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

21 days

19.6

G

R




R

R
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Scorecard

Quality

Indicator

Number of complaints received in month
Friends and Family test

Finance

Workforce &

L&D

Performance

No of avoidable category 2 pressure ulcers acquired in HCT care

Community Hospitals - % of NHS (health) bed days lost due to delayed transfers of care

Total 18.4%
5%
(Health 13.2%
for health delays
HCS 5.2%
4% by Mar 18
Both 0.0)

L&D KPIs

Trend from
previous
month




Workforce &
Finance KPIs

Trend over time

Appendices

HCT
Benchmarking
Rank

Trusts
Participating

6

14

13

17

3

16

11

17

6

16

11

14
16
(Overall
Turnover)

All data entered on S1 within 24 hours of contact

>=90%

88.3%

A

A

Patient waiting list (including Consultant & Non-consultant led services)

92.0%

96.3%

G

G

% staff who have undertaken mandatory training

90.0%

89.3%

A

A

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

95%

97.0%

G

G

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

90%

93.4%

G

G



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

90%

97.4%

G

G

% of staff completing Information Governance training (Rolling Year)

95%

89.4%

A

A

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

90%

89.6%

A

A

% posts vacant
(vacant WTE/budgeted WTE).

10%

11.50%

A

A






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

12%

14.3%

A

A
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(Overall Turnover)

Absence Rate

3.6%

4.35%

A

A
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Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

December 2017 Key Messages
Performance highlights
•
•
•
•
•
•

97.7% of patients receiving harm free care (new harms).
Stroke and Non-stroke LOS within rehab pathway thresholds.
Looked after children initial health and review assessments above target.
1 and 2.5 year children's health reviews on target.
96.3% of patients waiting within 18 weeks for their initial appointment.
Childrens safeguarding training levels above target.

Areas for Board review
•
•
•
•
•
•
•
•

One C.Diff cases acquired in HCT care reported in December.
Three avoidable Category 3 Pressure ulcers reported in December
DTOC rate above the 5% threshold with 13.2% health delays recorded in December.
Trust below target of 90% for data entry within 24 hours of contact with 88.3% recorded.
HCT above national target for health visiting caseloads.
Staff Mandatory training figures below target with 89.3% in December
Underlying Staff turnover over threshold with14.3% recorded in December.
Absence rate improved to 4.35% in December.
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Scorecard

Quality - Clinical Governance

Ref

Key Messages

Indicator

Q1

% of patients receiving harm free care (New Harms only)

Q2

Number of Avoidable MRSA bacteraemia cases in year for HCT

Q3

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

Q4

C.diff cases rates per 1000 occupied bed days

Q5

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

Q6

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

Q7

No of E. coli blood stream infection cases in year for HCT’

Q8

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

Q9

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

Quality KPIs

Performance
KPIs

Workforce &
Finance KPIs

L&D KPIs

Trend
Current
from
Period YTD RAG
previous
RAG
month

2017/18
Target /
Threshold

Current
period
performance

Compliant

97.7%

G

G

0

0

G

G

Full Year 6
Monthly trajectory
0 - Dec

1

R

G

For information

0.18

95%

100.0%

G

G

Monthly
95%

100.0%

G

G

For information

2

1%

0.53%

G

G

For information

2

Monthly
90%

100%

G

G

Appendices

Trend over time














Q10

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

Q12

The number of SI's that remain open to HCT

For information

8

Q13

Number of patient-related incidents reported in month

For information

424

Q18

No of avoidable category 2 pressure ulcers acquired in HCT care

30% reduction on
baseline from
2016/17

0

G

G



Q19

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

0

3

R

R



Q20

Percentage of inpatient deaths compared to all discharges (Quarterly)

For information

0.05

Q21

Number of inpatient falls by 1000 OBD (Quarterly)

For information

20.7

Q22

Number of inpatient falls resulting in moderate or more severe harm (Quarterly)

For information

3

5

Q uality - Patient Experience

Scorecard

Ref

Key Messages

Indicator

Quality KPIs

2017/18
Target /
Threshold

Performance
KPIs

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

6
YTD

1

For information

0

>95%

97%

For information

9

80%
Monthly

90%

Number of PALS enquiries (for HCT services) reported monthly

For information

21

Q29

Number of compliments received Quarterly (Quarterly)

For information

1372

Q30

EMSA breaches reported in month

0

0

Q23

Number of clinical negligence claims received in quarter (Quarterly)

Q24

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

Q25

Friends and Family test

Q26

Number of complaints received in month

Q27

Proportion of complaints resolved within timescale agreed with complainant

Q28

Workforce &
Finance KPIs

L&D KPIs

G

G

G

G

G

G

Appendices

Trend over time







G

G
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

QUALITY EXCEPTION REPORT (12 KPIs RAG RATED)
2
0
10
ACTION
(Q3) C.difficile cases (CDI) occurring post 3 days following admission into HCT bed based facilities (i.e. acquired in our facility)
There was one CDI case notified in December 2017 (St Peters Ward). The trust was over the monthly trajectory for December, however remains within the
annual ceiling. The patient was admitted from Luton and Dunstable hospital in December. Past medical history includes pyelonephritis. Risk factors
include antibiotic use (tazocin and long term ciprofloxacin). A Root cause analysis will be undertaken to identify learning and good practice.
(Q19) No of avoidable category 3 or 4 pressure ulcers acquired in HCT care
There were 3 avoidable HCT acquired category 3 pressure ulcers to report for December 2017. These were from Stort Valley, Dacorum and Upper Lea
Valley integrated community teams. Two were receiving home care and one was in a residential home. Root cause analysis have been requested for all.
Validation of December PU incidents is not complete at the time of reporting.
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Scorecard

Perform ance - Com m unity H ospitals

Ref

Key Messages

Indicator

Quality KPIs

Performance
KPIs

2017/18
Target /
Threshold

Current
period
performance

L&D KPIs

Current
Period YTD RAG
RAG

Workforce &
Finance KPIs

Trend from
previous
month

P1

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

96%

99%

G

G

P2

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

100%

100%

G

G

P3

Community Hospitals - Readmission rates within 30 days

<0.5%

0.00%

G

G

P4

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

>50%

64%

G

G

P5

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

>40%

52%

G

G

P6

Community Hospitals - % of NHS (health) bed days lost due to delayed transfers of
care

R

R



P7

Community Hospitals - average occupancy

P8









5%
Total 18.4%
for health
(Health 13.2%
delays
HCS 5.2%
4% by Mar 18
Both 0.0%)
82%-88%

91.1%

A

A

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

42 days

29.9

G

G

P9

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

42 days

26.4

G

G

P10

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

21 days

29.2

R

R

P11

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

21 days

19.6

G

G

P12

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

95%

100%

G

G

P13

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

51%

52%

R

R

Appendices

Trend over time
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Scorecard

Perform ance - Child H ealth

Ref

Key Messages

Indicator

Quality KPIs

Performance
KPIs

2017/18
Target /
Threshold

Current
period
performance

L&D KPIs

Current
Period YTD RAG
RAG

P14

% Completed medical CLA Initial Health Assessments within 10 day timescale

90%

100%

G

G

P15

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

90%

98%

G

G

P16

Health Visiting - average caseload size
Actual WTE caseload ratio

<=400

409

A

A

P17

Health Visiting - % of babies who have had a face to face contact with health visitor
within 14 days of birth - BEFORE VALIDATION

For
Information

92.7%

P18

Health Visiting - % of babies who have had a face to face contact with health visitor
within 14 days of birth - VALIDATED

95%

97.6%

G

G

98%

100.0%

G

G

For
Information

84.8%

90%

97.1%

For
Information

88.2%

P19
P20

Health Visiting - % of families with Children under 1 who transfer into area from other
counties receive an offer giving them contact with a member of the HV service within 5
days of notification.
% of 2.5 year health review undertaken as a proportion of total cohort BEFORE
VALIDATION

P21

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

P22

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

P23

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

90%

P24

School Nursing - % of children who have had height and weight monitored in reception
and year 6

P25

% of children in reception year who have received vision and audiology screening
(subject to school participation)

P26

HPV - % of eligible children immunised

G

G

96.0%

G

G

90%
T25%

26.8%

G

G

90%

Commence Q4

Year 8
80% dose 1
Year 9
80% dose 2

Commence Q4

Workforce &
Finance KPIs

Trend from
previous
month

Appendices

Trend over time
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Perform ance - other K PIs

Scorecard

Ref

Key Messages

Indicator

P30

All patients to have smoking status recorded on SystmOne

P31

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

P32

All patients who smoke to be offered support to quit smoking

P33

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

P34

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

P36

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

P43

Quality KPIs

Performance
KPIs

L&D KPIs

2017/18
Target /
Threshold

Current
period
performance

90.0%

92.6%

G

63.0%

R

21

R

90% by end of
year
400 patients to
be referred to
HSSS

Current
Period YTD RAG
RAG

For information

5

92.0%

96.3%

G

G

95%

99.7%

G

G

All data entered on S1 within 24 hours of contact

>=90%

88.3%

A

A

P44

EoLC patients have or have been offered, completed and refused an ACP (Quarterly)

>=75%

25%

R

R

P45

Patients dying in their preferred place (Quarterly)

>=60%

1%

R

R

Workforce &
Finance KPIs

Trend from
previous
month

Appendices

Trend over time
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Scorecard

Key Messages

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

PERFORMANCE EXCEPTION REPORT (26 KPIs RAG RATED)
5
3
18
ACTION
(P6) NHS Health Delayed Transfer of Care (DTOC)
HCT were over the 5% threshold after recording 13.2% health delays in December. In December there was a slight reduction in delays in both health
and social categories although both are still well above the target threshold. The main categories seen within the health delays are delays relating to
continuing healthcare assessment, delays relating to self-funders looking for home care or placements, and delays relating to home environment where
rehousing or modifications are required to support discharge. HCT are continuing to work on these constraints using the red to green work stream. Of
note patient choice delays were improved in December, with HV showing 18 days delayed during December (compared to an average per month
between Aug and Nov of 65.75 days), and E&N showing 49 days (average 71). The units with the biggest delays were Danesbury (13.2%) and Herts
and Essex (12.8%) for East and North and Langley (13.0%) for Herts Valley. These three units combined for 284 bed days out of the 558 days lost in
December which equates to 50%.
Actions
HCT have continued to participate in a daily DTOC call which is led by HVCCG’s Resilience team plus or minus social care. This call focuses on all
the DTOCs and looks at any patients over 34 days who might not yet be a DTOC but have a long length of stay. HCT have also continued to
participate in a weekly DTOC call, including social care and E&NCCG representation, also with the specific focus around unblocking constraints. HCT
also undertake a weekly call with social care and the ward managers and therapy leads. All information is included in the Daily Capacity reports on the
DTOC tab which outlines the actions needed that day, whether the actions from the previous days happened and whether any issues have been
escalated to the relevant leads. In addition during the ‘winter pressures’ period there have been internal calls led by Director of Operations and
Assistant Director Operations.
(P10) Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in December. HCT recorded an ALOS of 28 days for non-stroke patients which was an
improvement of a day on previous month. Eight patients stayed 80 days or more and of these patients, three stayed over 100 days. Of these three
patients one was a Discharge to Assess patients requiring further care. These patient were only able to rehab for 136 out of the 343 total length of stay
days combined due to health. The overall length of stay improved to 20 days under the rehab pathway and within target.
P13) Estimated discharge date (EDD) achievement
The majority of non-met EDD are linked with delayed transfers of care issues with 52% of patients achieving their estimated discharge date. This is an
increase of 1% from previous month. When patients who did not have a delayed transfer of care are excluded, 85% of patients were discharged on or
before their EDD. This is being escalated to the locality managers of each hospital unit and EDD processes are currently being reviewed.
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(P16) Health Visiting - Average caseload size
Caseload figures have increased again slightly for December from 405 to 409. Following submission of a full workforce plan for the tender on 7th
December and in consideration of the future Family Centre Services model, HCT are required to plan for a transition workforce given the time it takes
to recruit to an enhanced skill mix model. This will be required for any provider of this service should HCT for any reason not be successful. This will
mean that Health Visitors will have a wider workforce to delegate work to but nationally this will mean that the historic caseload figure becomes less
meaningful. The figure, going forward is likely to be realigned to the team as a whole rather than to WTE HV’s and this is in discussion with our
commissioners. Between December 17 and March 2018 based on current trend HCT expect to have 182.43 WTE HV’s in post including Team Leads
and Community Practice Teachers. Nursery Nurses will be up to 29.35 WTE and four new part time Student HV’s commence January 2018 and train
over 2 years with remainder of their post as part time Community Staff Nurses within the teams. Teams are achieving the KPI performance for 100%
offer for 1 and 2 year development reviews in line with Healthy Child Programme parameters and the challenge remains for the remaining % of
Universal caseload that have always declined. Enhanced reporting is capturing this and all teams work to the Not Brought In Policy in order to
safeguard all children. This exception reporting and rationale given by the parent for decline will be shared with commissioners for Q3.
(P31, P32) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status, however referrals to Hertfordshire Stop Smoking Service are still under performing and
this is currently being reviewed and monitored with Herts County Council (HCC) for 17/18
(P43) All data entered on S1 within 24 hours of contact
Currently HCT are recording decreased to 88.8% of contacts within 24 hours and this month. There is a focus to improve the efficiency of recording
and this will be escalated to the Business Units who have access to the information at staff level. The recording improves to 91.7% at 48 hours of
contact.
(P44) End of Life Care (EoLC) patients have or have been offered, completed and refused an Advanced care plan (ACP) (Quarterly).
The End of life care dashboard shows that on 25% of patients have a recorded outcome regarding advance care planning. They have been offered ,
completed or declined an ACP. The HCT EoLC service are working with all clinical services to improve these figures and ensure that decisions and
outcomes of conversations are captured on patients records.
(P45) Patients dying in their preferred place (Quarterly)
The End of Life care dashboard indicates that very few patients are having their chosen place of death achieved and recorded. The HCT EoLC
service are working with all services to review the patient record and complete their actual place of death so we can more accurately review our
achieved processes.
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Trend over time











L1

% staff who have undertaken mandatory training

90%

89.3%

A

A

L2

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

90%

88.5%

A

A

L3

Patient moving and handling

90%

85.5%

A

A

L4

Infection control

90%

86.1%

A

A

L5

Basic life support

90%

87.3%

A

A

L6

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

95%

97.0%

G

G

L7

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

95%

99%

G

G

L8

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

95%

95.2%

G

G

L9

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

90%

97.5%

G

G

L10

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

90%

93.4%

G

G



L11

Staff undertaken DOLS training in previous 3 years

95%

97.4%

G

G

L12

% of relevant staff who have undertaken MCA training

95%

97.2%

G

G

L13

% of relevant staff who have undertaken PREVENT training

90%

87.3%

A

A

L14

% of staff completing Information Governance training (Rolling Year)

95%

89.4%

A

A

L15

Conflict resolution training

90%

92.2%

G

G

L16

Equality & Diversity Training

90%

93.5%

G

G
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8

(L1) % Staff who have undertaken mandatory training
Overall staff mandatory training levels increased to 89.3% in December and under the 90% target. Areas where training is not on target is being followed
up and to be prioritised by the learning and development team.
(L2, L3, L4, L5, L13) Patient Moving & handling, Infection control and Infection control, Prevent Training.
Patient Moving and Handling and basic life support training continues to increase in December and are within 3% of target. Infection control training and
fire training dropped slightly but is still within 2% of target. Prevent training figures increased to 87% in December.
(L14) % of staff completing Information Governance training (Rolling Year)
IG training is currently at 89.4% for December. Questionnaire currently being reviewed and refresher reminders sent. HCT expect the target to be
achieved by the end of the year.

14

Scorecard

Workforce & Finance

Ref

Key Messages

Indicator

W1

No of Whistle blowing events

W2

Raising Concerns

W3

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

W4

Quality KPIs

Performance
KPIs

L&D KPIs

Workforce &
Finance KPIs

Appendices

Trend
2017/18
Current
Current
Trend
from
Target /
period
Period YTD RAG
previous over time
Threshold performance RAG
month
0
For
(1 YTD)
information
For
information

2
(5 YTD)

90%

89.6%

Headcount - No of staff

For
information

2802

W5

WTE in post

For
information

2297

W6

No of vacancies
(budgeted WTE - Staff inpost WTE)

For
information

297.5

W7

% posts vacant
(vacant WTE/budgeted WTE).

10.0%

11.5%

W8

WTE by bank/agency

For
information

236

W9

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

For
information

11.2%

12%

14.3%

For
information

22.62%

A

A

A

A

A

A

W10

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

W11

Overall Staff turnover

W12

Absence Rate

3.6%

4.35%

A

A

W14

Retained Surplus (£000)

£541

-£698

R

R

W15

Aged Debtors

<=5%

14%

R

R

W16

Capital Plans

100%

21%

R

R
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0

(W1) No of Whistle blowing events
One retrospective anonymous concern raised via CQC re system process. Local investigation, concerns not fully substantiated, continues to be monitored.
(W2) Raising Concerns
One concern regarding potential Quality/patient safety issues. A staff engagement event and an initial service at risk review have been undertaken.
Further root cause analysis is being undertaken for key identified areas and an action plan will be formulated following this by the end of January.
One concern regarding systems & process to be investigated.
(W3) Appraisal Rates
Appraisal rates decreased to 89.6% in December, however just 1% under the 90% target. Appraisal rates are increasing as the management cascade to
all staff continues. Monitoring and regular training continues.
(W7) % Posts Vacant
The Trust’s vacancy rate has increased since October 2017 and is now back up at 11.46% (having previously been at 10.4%). In Q3 there were 105
leavers but only 85 new starters. Implementation of the Trust Resourcing Plan continues with renewed pace following the recent re-organisations. An
RCN half-page advert came out on 10th January and a campaign on targeted petrol pumps is starting shortly.
The Trust has also continued to increase its social media presence, with the planned live Facebook feed now taking place in February.
(W10) Underlying Staff turnover
Staff turnover rates are currently at 14.3% for underlying turnover and 22.6% for total turnover (which includes TUPE Transfers out). Underlying turnover
has been on a slightly downward trend since August, when it stood at 14.77%. Total turnover will increase again next month due to the TUPE transfer of
the MSK service. The focus on nurse retention continues in line with the NHSI Nurse Retention Programme action plan. Two career clinics have been set
up for the Watford area for February, initially focussing on Community Nursing. A Nurse Forum/Workshop is also being run to seek staff feedback on areas
for improvement.
(W12) Absence Rate
In-month sickness absence for December is significantly above the 3.6% target at 4.35%. The winter generally sees an increase in sickness, but the 12
month rolling absence rate is also above target at 3.92% The Business Units are continuing work to reduce sickness absence rates (as previously reported)
and support staff resilience to embrace the pace of change. In addition, 72% of front line staff have been vaccinated for flu, meeting the CQUIN target of
70%.
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WORKFORCE & FINANCE EXCEPTION REPORT (7 KPIs RAG RATED)
3
4
0
ACTION
(W14) Retained Surplus
The Trust performance against the control total is £56k ahead of plan in month 9, and £61K ahead of plan year to date. As a result of this, the Trust's
single oversight risk rating is maintained at a 1.
(W15) Aged Debtors
Due to the change to the new financial system (ELFS), and Month 9 being the first reporting period in the new system, HCT is unable to provide data at this
time. This will be updated in Month.
(W16) Capital Plans
Capital expenditure is £1908k at the end of month 9 which is £2948 below the Trust's submitted YTD plan for 2017-18. Expenditure to date relates mainly
to schemes which have continued from 2016-17 together with the Hemel Hub and current year's IT equipment replacement programme.
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Safe Staffing Community Hospital Dashboard 17-18
Dec-17
Hospital/Unit

Target
Herts & Essex
QVM
Danesbury
Holywell
Potters Bar
Langley
St Peters Ward
Simpson Ward
Nascot Lawn

Staffing
Staff WTE Vacancy Sickness % Bank
Contracted Rate
&
Use
absence
Rate
47.72
41.11
43.05
38.86
53.75
59.09
33.83
29.84
16.00

19.35%
20.67%
0.00%
11.10%
17.94%
26.70%
15.93%
22.34%
49.83%

7.51%
4.35%
8.56%
2.99%
9.34%
9.12%
7.03%
0.56%
8.47%

6.66%
14.38%
9.26%
14.84%
14.47%
17.71%
19.43%
23.49%
2.49%

% Agency
Use

26.48%
5.02%
3.69%
11.50%
7.55%
16.95%
14.81%
10.83%
14.83%

Day
Night
Combined FILL RATE FILL RATE FILL RATE FILL RATE FALLS SIs
Bank &
Registered Unregistered Registered Unregistered Mod &
Agency
Severe
Use
≥80%
≥80%
≥80%
≥80%
33.14%
80.5%
105.5%
94.5%
98.5%
0
0
19.40%
0
0
93.6%
91.9%
96.8%
100.0%
12.95%
96.7%
122.6%
100.0%
141.9%
0
0
26.34%
100.3%
150.6%
98.4%
150.0%
0
0
22.02%
95.8%
112.6%
97.7%
102.8%
0
0
34.66%
95.8%
128.1%
96.8%
128.9%
0
0
34.24%
0
0
88.2%
125.6%
98.4%
140.7%
34.32%
1
0
86.1%
97.6%
89.2%
100.0%
17.32%
102.1%
91.2%
100.0%
100.0%
0
0

Quality data
Avoidable HCAIs Complaints
Pressure
Ulcers

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
3
0
0

0
0
0
0
0
0
1
2
0
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Safe Staffing Exception Report
Staffing Levels
Whilst all units had staffing levels above the HCT target, Herts & Essex continue to have vacant Registered Nurse (RN) posts, which along with the
escalation of four beds in December, contributed to low staffing levels. RN vacancies also contributed to low staffing levels on Simpson Ward.
RN levels were low on St. Peter's ward due to sick leave and emergency leave on compassionate grounds and one RN completing a Retire and Return
during December.
Vacancy Rates
Herts & Essex Hospital currently had 3.22 WTE RN vacancies. Simpson Ward had 2 RN vacancies.
Vacancy rates remain high at Nascot Lawn although safe staffing levels continue to be maintained through mitigating actions in place
Sickness Rates
High sickness absence rates noted at Potters Bar, Langley House, Nascot Lawn and Danesbury. The high sickness absence rate at Danesbury was
attributed to the Norovirus outbreak declared on 27 December 2017.
Bank & Agency use
Bank and agency use continues to be high at Herts & Essex Hospital, Langley House, St Peters Ward and Simpson Ward.
Moderate/Severe falls
Simpson Ward reported one patient fall resulting in moderate harm. The patient sustained a fractured wrist and this incident is currently under
investigation
Healthcare associated infections
St. Peter’s Ward at Hemel Hempstead General Hospital reported one case of C.difficile and two cases of E.coli bloodstream infection, all of which are
currently under investigation. There was also an outbreak of Norovirus on Danesbury Neurological Unit declared on 27th December, involving both staff
and patients causing the ward to be closed..
Complaints
Simpson Ward received two formal complaints in December, both relating to standards of care and in one case a delay in a patient's transfer home. St
Peter's Ward received one complaint regarding standards of care the timeliness of medication administration.
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Attachment L3

FINANCE REPORT TO THE STRATEGY AND RESOURCES COMMITTEE / BOARD
Title:

Month 9 Finance Report (December 2017)

Sponsoring Director:

Director of Finance

Author(s):

Finance Department

Purpose:

The purpose of the report is to provide the SRC / Board with HCT’s financial position as at Month 9 – 2017/18.

Action required by the Board:
The Board is asked to note the Trust’s financial position as at 31st December 2017.
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Finance Strategy & Resources Report November 2017 (Month 9)
1 Director of Finance Message
The Trust performance against the control total is £56K ahead of plan in month 9 and £61K ahead of plan year to date. As a result of this, the Trust's single oversight risk rating is
maintained at a 1.
The Trust performance against
the control total is £56K ahead of
plan in month 9 and £61K ahead
of plan year to date.

An adjustment was requested to our retained earnings position in quarter one, relating to the transfer of the Parkway property to NHS Property Services. The transfer was reflected as a
£1,206K deficit which is adjusted back in the performance against the control total resulting in zero impact to the Trust for the property transfer.
Due to the above the Trust is reporting a year to date deficit position of £698K which is £1,148K behind plan.

Year to date the Trust had a
favourable position relating to
Revenue from Patient Care
Activities of £277K.
The year to date CIP delivery for
the Trust as at month 9 is £3,893K
as per plan.

Revenue from Patient Care Activity is ahead of plan as at month 9 by £277K due to additional income (non block related). The additional income year to date is offset against additional
expenditure incurred.
The income position includes £595K as at month 9 for the planned recognition of the Sustainability and Transformation Fund (STF) allocation.

At the end of month 9, the Trust had delivered £3,893K of CIPs against a plan of £3,893K. Of the CIP savings delivered to date, £1,639K has been delivered non-recurrently and £2,254K
recurrently. The slippage against the recurrent plan includes £500K relating to the Customer Service Transformation project.

Table 1: Income and Expenditure Summary
Income and Expenditure Summary

Table 2: Income and Expenditure Performance

In Month
Year to Date
Budget Actual Variance Budget Actual Variance Budget
£'000
£'000
£'000
£'000
£'000
£'000
£'000

Income

11,617 11,650

33 105,784 106,212

Pay Expenditure

(8,722) (8,639)

83 (79,664) (78,003)

Non Pay Expenditure

(2,254) (2,346)

(92) (21,529) (23,708)

EBITDA
Depreciation
Amortisation
Profit/Loss on Disposal
Gains/ (losses) from transfers by absorption
Interest Receivable
Interest Payable
PDC Dividend
Retained Surplus
Add back all I&E Impairments/ (reversals)
Remove capital donations/grants I&E impact
Add back gains/ (losses) from transfers by absorption
Control Total

428

140,377

Forecast
Forecast Variance
£'000
£'000
140,941

564

1,661 (105,399) (104,265)

1,133

(2,179)

(28,645)

(30,567)

(1,922)

641

665

24

4,591

4,501

(90)

6,334

6,109

(224)

(297)
(24)
0
0
3
(4)
(146)

(272)
(19)
0
0
4
(4)
(146)

25
5
0
0
1
0
0

(2,615)
(200)
0
0
23
(37)
(1,312)

(2,468)
(169)
(52)
(1,206)
25
(16)
(1,312)

146
31
(52)
(1,206)
2
21
0

(3,506)
(272)
958
0
31
(49)
(1,749)

(3,300)
(220)
906
(1,206)
31
(28)
(1,749)

206
52
(52)
(1,206)
0
21
0

173

229

56

450

(698)

(1,148)

1,747

543

(1,204)

0
4
0

0
4
0

0
0
0

0
36
0

0
39
1,206

0
3
1,206

177
48
0

177
51
1,206

0
3
1,206

177

233

56

486

547

61

1,972

1,977

5
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Finance Strategy & Resources Report November 2017 (Month 9)
Table 3: Analysis of Continuing Risks and Opportunities to Trust's Financial Position
The Trust is currently forecasting a surplus of £541K. When adjusting for the transfer of the Parkway property to NHSPS and depreciation on donated assets the forecast surplus is £1,977K.
Current risks and opportunities to the Trust 's forecast outturn position are detailed below:
Risk/Opportunity

Identification Process

Risk No.

RAG
Financial Risk Assessed
Rating/Risk
Value
Value
Basis for Financial Assessment
Score
£'000
£'000

Exec
Actions to Mitigate
Lead

Expected savings calculated by Financial
Accountant and Head of Estates as per
the Estates Strategic Plan

KC

(500)

CIP Project Plan

Close monitoring of project
milestones against the plan, bringing
MD
action due dates forward where
possible.

(280)

(134)

Expenditure against contract value

KC

Ongoing discussions are taking place
with HCC

12

(80)

(38)

Contract SLA and activity levels

KC

Quarterly monitoring of activity
movements.

Monthly report

12

850

408

Monthly reporting

KC

N/A

Monthly finance report
and occupancy levels

12

(250)

(120)

NHSPS recharges and HCT occupancy
levels

KC

Regular meetings with commissioners
and NHSPS to agree occupancy levels
and variations for volume changes

(1,218)

(576)

1

Planned sale of properties does not deliver
Capital Plan
expected savings.

2

Cost Improvement Plans - Customer Service
CIP Tracker
Transformation

25

(500)

3

HCC - Health Visitors and School Nursing
Contract Underspend

Monthly Finance Report

12

4

NHSE Contract Income

Activity Reports

5

Contingency

6

Commissioner funded estates rental income

5

Total

(958)

(192)

Maintaining and reporting progress in
line with the Estates Strategic Plan

RAG Rating Key
RAG Rating

Description
Green
Amber-Green
Amber
Amber-Red
Red

Risk Score
1-3
4-7
8-13
14-17
18-25
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Finance Strategy & Resources Report November 2017 (Month 9)
2 Clinical Income (Patient Care Activity)

The Trust had a year to date favourable position relating to Revenue from Patient Care Activities of £277K and £69K in month. The year to date favourable position includes £452K for estates recharges and continuing overperformance in PALMS, Hertfordshire School Nursing and ICT. The income is partly offset by under performance against plan within Homefirst, ESD, Children's SLT, E&N Physio and OT. The income position also includes
The trust had a year to date CQUIN slippage and service reconfiguration changes such as ICT/Rapid Response.
favourable position relating to
Revenue from Patient Care Activities The income year to date position includes £595K income year to date for the planned recognition of the Sustainability and Transformation Fund (STF) allocation.
of £277K.
The forecast out-turn position for the Trust's Patient Care Activity is a favourable variance of £365K which includes £700K for estates recharges and £400K additional Local Authority income for School Nursing and PALMs.
The additional income is partly reduced by the reduction in services for the MSK and Rapid Response £343K, CQUIN under-performance of £229K for HV and E&NH CCG and a reduction in NCA income of £150K.

Table 4: Income Performance
INCOME PERFORMANCE
Clinical Commissioning Groups
Injury Cost Recovery Scheme
Local Authorities
NHS England
NHS Foundation Trusts
NHS Other
NHS Trusts
Non NHS: Other
Non HS: Private Patients
Operating Income - Patient Care Total
Education And Training
Non-Patient Care Income
Other
STF
Other Operating Income Total
TOTAL EBITDA Income

Budget
£'000
8,163
2
2,031
592
65
0
506
44
3
11,405
62
41
18
91
212
11,617

In Month
Actual
£'000
8,110
3
2,032
588
84
53
570
33
0
11,474
59
7
19
91
176
11,650

Variance
£'000
(53)
1
1
(4)
19
53
64
(11)
(3)
69
(3)
(34)
1
0
(36)
33

Budget
£'000
74,652
15
18,270
5,327
582
0
4,781
393
27
104,047
555
383
205
595
1,737
105,784

Year to Date
Actual
£'000
74,860
27
18,530
5,295
538
53
4,688
315
18
104,324
566
490
236
595
1,888
106,212

Variance
£'000
208
12
260
(32)
(44)
53
(93)
(78)
(9)
277
11
107
31
0
151
428
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3 Pay Expenditure
The Trust posted a pay expenditure underspend of £83K in month 9 and £1,661K underspend year to date. The pay underspend is as a result of non-recurrent vacancies in ICT's and continuing vacancies
predominately within School Nursing, Health Visiting, Dental, Continuing Care Carers, Nascot Lawn, Physio and SLT.
The pay position as at
month 9 is £83K
favourable and £1,661K
favourable year to date.

The Trust had an under-establishment of 310 wte (12%) in month 9 of which 236 wte was covered by temporary Bank and Agency staff. Monthly detailed reviews are taking place at cost centre level to
ensure the agency spend is reduced compared to the year to date run rate as well as the 16-17 spend.
The forecast out-turn position for the Trust's pay position is an underspend of £1,133K. The forecast has been updated to reflect winter pressures and service reconfigurations including; ICT West
Redesign, MSK service, SACH Beds and Simpson Ward. The forecast continues to show full recruitment of Health Visitors and Nursery Nurses within the Children's Business Unit.
The Trust agency spend is below the NHSI Agency Ceiling threshold by £1K in month and below the threshold by £46K year to date. In line with the above recruitment plans, the year-end trust agency
spend is forecast to be £8,532K, which is below the £8,710 target by £178K. The Medical Agency spend is below the NHSI threshold by £89K YTD and is forecast to be £784K at year end, which is below
the target of £811K.

Table 5: Total Pay Breakdown
Pay
Substantive Staff

Budget
WTE
2,598

Bank Staff
Agency (NHSI YTD Target £6,533K, FYE £8,710)

In Month
Actual Variance
WTE
WTE

2,598

In Month
Actual Variance
£'000
£'000

Budget
£'000

Year to Date
Actual
Variance
£'000
£'000

2,288

310

(8,686)

(7,620)

1,065

(79,318)

(69,030)

10,287

82

(82)

0

(258)

(258)

(1)

(2,164)

(2,163)

154

(154)

0

(724)

(724)

(23)

(6,487)

(6,464)

0

(36)

(36)

0

(323)

(323)

0

(74)

(8,722)

(8,639)

83

(79,664)

(78,003)

1,660

Apprenticeship Levy
Total Pay

Budget
£'000

2,524
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Table 6: WTE Budget v Actual

Table 7: Bank & Agency WTE

Table 8: Bank & Agency Total Spend
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4 Non Pay Expenditure
Non-pay recorded a £92K The Trust has delivered an unfavourable non-pay expenditure variance of £92K in month 9 and £2,179K year to date. The £1,643K other overspend year to date includes slippage against plan for the central CST scheme,
overspend in month 9 and a contingency cost pressures and increased consultancy spend. Premises is overspent by £521K year to date which includes rental expenditure partly offset by income and Building Repairs and Maintenance costs pressures within
£2,179K overspend year to date. estates. Furthermore, the overspend of £145K year to date within Clinical Supplies and Services is mainly driven by changes in continence products, and purchases of equipment, appliances, walking aids and instruments.
The forecast out-turn unfavourable variance of £1,922K includes;
£600K spend within other non pay for increased management consultancy and interim staff spend to support Trust tender submissions
£700K rental expenditure which is offset by CCG income within estates
£300K for Flu Imms within Hertfordshire School Nursing, which is offset by the Income received from PHE
£333k within clinical supplies as described above and Business Units are working with Budget Holders in order to minimise this spend going forwards

Table 9: Non Pay Analysis
Non Pay
Drugs Costs
Supplies & Services - Clinical
Supplies & Services - General
Establishment
Premises (incl. business rates)
Insurance, Audit & Legal Fees
Other
Grand Total

Budget
£'000
(83)
(533)

In Month
Actual
£'000
(68)
(552)

(94)
(761)
(695)
(33)

16
(18)

Budget
£'000
(748)
(4,742)

Year to Date
Actual
£'000
(687)
(4,887)

(109)
(750)
(694)
(34)

(15)
11
2
(1)

(837)
(6,937)
(6,256)
(295)

(918)
(6,788)
(6,777)
(294)

(81)
149
(521)
0

(55)

(140)

(85)

(1,715)

(3,357)

(1,643)

(2,254)

(2,347)

(92)

(21,529)

(23,708)

(2,180)

Variance
£'000

Variance
£'000
60
(145)
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5 CIP
At the end of month 9, the Trust had delivered £3,893K of CIPs against a plan of £3,893K. Of the CIP savings delivered to date, £1,639K has been delivered non-recurrently and £2,254K recurrently. The slippage against the recurrent plan is mainly
The year to date CIP delivery for the
due to the Customer Service Transformation project which has been recovered via vacancy underspends within the various Business Units. Business Units are working closely with the Project Management Office to closely manage deviations
Trust as at month 9 is £3,893k as per
from plan and over recover CIPs in future months.
plan.

Table 12: CIP by Programme

In Month £'000
Actual

Plan
Operational Productivity
Lord Carter Review
SLA Review
Customer Service Transformation
Other Savings plans
Estates & Infrastructure
Total CIPs

192
50
42
42
95
12
433

Plan
Children's Services
Adults Services
Corporate & Estates
Total CIPs

234
50
42

59
109
265
433

42

(42)
()
()

95
12
433

In Month £'000
Actual

Table 13: CIP by Business Unit

Variance

Variance

59
109
265
433

Plan
1,728
450
375
375
856
109
3,893

Plan
528
976
2,389
3,893

Year to Date £'000
Actual
2,103
450
375
856
109
3,893

Year to Date £'000
Actual

Forecast Year End Achievement £'000
Plan
Actual
Variance

Variance
375

(375)
()
()

2,804
600
500
1,141
145
5,190

500

(500)
()
()

Forecast Year End Achievement £'000
Plan
Actual
Variance

Variance

528
976
2,389
3,893

2,304
600
500
500
1,141
145
5,190

()
()
()

704
1,302
3,184
5,190

704
1,302
3,184
5,190

Table 14: CIP by Business Unit - Recurrent/Non Recurrent
Recurrent
Children's Services
Adults Services
Corporate & Estates
Total CIPs

In Month Actual £'000
Non Recurrent

55
101
115
271

4
8
150
162

Total

Recurrent
59
109
265
433

494
868
892
2,254

Year to Date £'000
Non Recurrent
34
108
1,497
1,639

Total
528
976
2,389
3,893

Forecast Year End Achievement £'000
Recurrent
Non Recurrent
Total
704
1,302
1,186
3,192

1,998
1,998

704
1,302
3,184
5,190
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6 Statement of Financial Position

Table 13: Statement of Financial Position
Statement of Financial Position

Opening Balance
£000's

Closing Balance
£000's

Forecast
£000's

NON-CURRENT ASSETS:
Intangible Assets
Property, Plant and Equipment
TOTAL Non Current Assets
CURRENT ASSETS:
Trade and Other Receivables: NHS

595

418

357

60,087
60,682

58,193
58,611

63,036
63,393

5,405

4,329

2,126

Trade and Other Receivables: Non NHS

1,204

1,311

474

Cash and Cash Equivalents: GBS/NLF
Cash and Cash Equivalents: Other
TOTAL Current Assets
CURRENT LIABILITIES
Trade and Other Payables: Capital
Trade and Other Payables: Non Capital

18,772
1
25,382

22,858
1
28,499

21,644
0
24,244

(336)
(13,601)

(843)
(15,128)

(298)
(13,758)

(176)
(144)
(1,405)
(15,662)
70,402

(176)
(101)
(1,267)
(17,515)
69,595

(176)
(245)
(1,244)
(15,721)
71,916

(2,532)
(1,031)
(3,563)
66,839

(2,444)
(1,009)
(3,453)
66,142

(2,356)
(653)
(3,009)
68,907

Financed by:
Public Dividend Capital
Revaluation Reserve
Other Reserves
Income and Expenditure Reserve

1,131
17,221
4,946
43,541

1,131
17,193
4,947
42,871

1,131
18,996
4,947
43,833

TOTAL TAXPAYERS' AND OTHERS' EQUITY

66,839

66,142

68,907

Borrowings
Provisions
Other Liabilities: Deferred Income
Total Current Liabilities
TOTAL ASSETS LESS CURRENT LIABILITIES
NON-CURRENT LIABILITIES:
Borrowings
Provisions
Total Non-Current Liabilities
TOTAL NET ASSETS EMPLOYED

Non Current Assets have reduced in value due to the transfer of Parkway to NHS Property Services and
the disposal of IT equipment; additionally the depreciation charge is currently greater than expenditure
from the capital programme for 2017-18.

The settlement of a number of outstanding prior year invoices has reduced NHS receivables.
This is due to prepayments as at the year end most of the invoices are finished and the new ones come
in early in next year (e.g. system one invoice received in May 17, ICT core service Q3)
Cash balances have increased as a result of the settlement of prior year receivables and reduced capital
activity up to month 9

The increase in capital payables reflects the cost of Hemel Hub capital programme.
The increase of payables relate to the change of financial services and the delays it caused to settle the
invoices
Provisions relating to redundancy and CQUIN have been utilised.
The movement reflects normal quarterly invoices deferral.

The first scheduled loan repayment was made in September 17.
Unwinding of the discount.

The transfer of the balance for Parkway to the Income and Expenditure Reserve.
The movement on the Income and Expenditure Reserve relates to the operating position for December
2017 less the transfer of the Revaluation Reserve balance for Parkway.
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Table 14: Cash Performance and Rolling Projection

Cash Performance and Rolling Projection
£25,000
£23,000
£21,000
£19,000
£17,000
£15,000
£13,000
£11,000
£9,000
£7,000
Apr 17

May 17

Jun 17

Jul 17

Aug 17
Plan

Sep 17
Actual

Oct 17

Nov 17

Dec 17

Jan 18

Feb 18

Mar 18

Forecast

The cash balance of £22,859k at the end of December 2017 is above the planned figure for the year. This is mainly due to the change of
financial services provider and the delay in finalising the capital programme, the majority of which is now scheduled for the latter part of
the financial year. It is anticipated that cash outlay will increase over plan in the next few months with the forecast cash balance for the
end of the year being in line with the plan. The liquidity ratio remains above plan at 30 days. This is due to current working capital
balances and operating expenses being more favourable than originally forecast.
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Table 15: Capital Expenditure
Capital Expenditure by Programme

Hemel Hub
Estates Schemes 2017-18
IT 2017-18
Medical Equipment 2017-18

Plan
£000's
1,500
2,255
967
170
4,892

Year to Date
Actual
Variance
£000's
£000's
1,168
332
234
2,021
465
502
41
129
1,908
2,984

Plan
£000's
1,500
2,465
1,240
170
5,375

Year End
Forecast
£000's
1,899
1,574
860
300
4,633

Variance
£000's
(399)
891
380
(130)
742

Plan
£000's

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

Plan
£000's

Year End
Forecast
£000's

Variance
£000's

Capital Expenditure by Programme

IT Schemes
ESR to AD
Replacement IT equipment > 5 yrs
Video Conferencing
SQL 2016
Community Hospital IT System
Unallocated - not yet approved
Medical Equipment
Domiciliary Dental Equipment
Ultrasound Machine
Trust Wide Equipment
Hemel Hub
Physiotherapy systems
Beds
Bladder Scanner replacement
Retinal Cameras
Neurothesiometers
Standing Hoists
Estates Schemes
Hemel Hub
Potters Bar lift refurbishment
HC Cycle Shed
Harpenden Redevelopment
Elstree Way Redevelopment
Potters Bar Alternative Lift
Estates Other Building Works
Staffing
Contingency
Disposal adjustments

462
3
502

462
3
-

(0)
502

27
6
61
76
-

6
35
-

1,500
38
13
62
26
14
3
57
2,042

1,168
53
13
70
27
3
3
65
-

332
(15)
(8)
(1)
11
(8)
2,042

1,500
38
13
114
47
183
477
125
1,468

4,892

1,908

2,984

5,375

27
61
41
-

25
330
64
37
123
661

25
460
64
37
123
151

(130)
510

27
6
61
76
-

27
6
67
99
14
27
11
30
9
10

(6)
(23)
(14)
(27)
(11)
(30)
(9)
(10)

1,899
38
13
125
54
195
480
125
680
(136)
4,633

(399)
(11)
(7)
(12)
(3)
788
136
742

• Capital expenditure is £1,908k at the end of month 9 which is below the Trust's submitted plan for 2017-18.
Expenditure to date relates mainly to schemes which have continued from 2016-17 together with the Hemel Hub and
current year's IT equipment replacement programme.
• Planned expenditure reflects the capital plan for 2017-18 as submitted to NHSI. This plan included additional
investment above the level of forecast depreciation; NHSI has now approved additional expenditure of £1,134k bringing
the current capital resource limit to a total of £4,633k.
• The Trust can add the net book value of disposals from the Fixed Asset Register within year to the capital programme
but for reporting purposes this is deducted to arrive at the agreed Capital Resource Limit of £4,633k. In 2017-18 to date
HCT has disposals of £136k which means that the Trust is able to spend £4,769k on capital schemes.
• At the Capital Investment Group at the end of October 2017 new schemes were approved which are expected to have
finished by the end of March 2017.
• We still have £550k unallocated at this time as we need to account for amendments on the budgets of the existing
schemes.
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The Single Oversight Framework Risk
Rating for the Trust is 1.

7 Single Oversight Framework (SOF)
The Single Oversight Framework Risk Rating (SOF) is the NHS Improvement’s approach, to overseeing NHS providers. The SOF assesses the financial performance of providers via the
“Use of Resources Metrics (UOR)” comprising the following five metrics:
• Liquidity Ratio
• Capital Servicing Capacity
• I&E Margin
• I&E Distance from Plan
• Agency
The overall metric is calculated by attaching a 20% weighting to each category.
The Single oversight risk rating for the Trust as at month 9 has been maintained at 1. The Trust is forecasting to achieve the year end control total and risk rating of 1 as per the plan.

Table 16: Single Oversight Risk Rating

Capital service cover rating
Liquidity rating
I&E margin rating
Distance from financial plan
Agency rating
Overall Rating

Plan

Actual
YTD

1
1
2

1
1
2
2
1

1

1

Variance

Plan
1
1
1
1

Actual Variance
Forecast
1
1
1
2
1
1
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9 Glossary

DoLs - Deprivation of Liberty Safeguarding

CQUIN - Commissioning for Quality and Innovation

IDAT - Integrated Discharge and Admissions Team

CCG - Clinical Commissioning Group

MEN C - Meningococcal C

PALMS - Positive Behaviour Autism Learning Disability and Mental Health Service

NHSI - National Health Service Improvement

CIP - Cost Improvement Programme

OT - Occupational Therapy

PT - Physio Therapy

CAPEX - Capital Expenditure Programme

ICT - Integrated Community Teams

BUPR - Business Unit Performance Review

ENHT - East and North Herts Trust

FP10 - Community Prescription

BPPC - Better Payment Practice Code

SACH - St Alban's Community Hospital
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Attachment L4
AUDIT COMMITTEE

Minutes of the meeting held on the 12 September 2017 in the Board Room at Howard
Court, Welwyn Garden City.
Key Points for the Board to note:
The following were received, discussed and noted:
 Internal Audit Progress Report and tracker update
 Internal Audit final reports:
(i)
3.17/18 End of Life Care
(ii) 4.17/18 Financial & CIP Planning
(iii) 6.17/18 Management Information
 External Audit Report
 High Level Risk Register (HLRR)
 Medical Devises Annual Report 2016/17
 Review of the Risk Strategy Action plan for 2016/17
 Tender Waivers Report
 Counter Fraud l Report
 Fraud Stop

Present:

Jeff Phillips (JP)
Anne McPherson (AM)
Brenda Griffiths (BG)
In Attendance:
Phil Bradley (PB)
Linda Sheridan (LS)
Kevin Curnow (KC)
Paul Dossett (PD)
John Butler
Chris Rising (CR)
Tracey Westley (TW)
Clive Appleby (CApp)
Marina Sweatman (MS)
Simon Wan

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director (Designate)
Director of Finance
Non-Executive Director
Deputy Director of Finance
Grant Thornton (External Audit)
Counter-Fraud Director TIAA
RSM (Internal Audit)
Assistant Director Risk & Quality Assurance
Company Secretary
Board Support Officer
Chief Pharmacist (for item 33/17 only)

Apologies
Clare Hawkins (CH)
Lorraine Bennett (LB)
Clive Makombera (CM)

Deputy CEO, Director of Quality & Chief
Nurse
Counter-Fraud Specialist
RSM (Internal Audit)
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A
29/17

Attachment L4

Formalities
Welcome, Introduction and Apologies

Action

Apologies for absence were received.
30/17

Members’ Declaration of Interests
No conflicts of interest were reported.

31/17

Minutes of the meeting held on 20th June 2017
Minutes of the meeting held on 20th June 2017 were agreed as a
correct record. Subject to a minor amendment on 16/17 (d) “Update
on actions from the three clinical audits undertaken need to be
reported back to the committee” should read “Updates on three
outstanding tracker actions from the Medicines Management Audit to
be reported at next committee”

32/17

Matters arising from Tracker 20th June
Tracker:
All the tracker actions shown as blue (completed) or green (in
progress) were noted.
16/17 Internal Audit update on three outstanding actions from
the Medicines Management audit. Updates were provided. These
will be included in the revised tracker. Revised review date of 2
October 2017 was agreed. SW apologised for the late responses to
the tracker actions and the 2017/18 Medicines Management audit
report, both responses have now been received. The Medicines
Management audit report 2017/18 should be finalised in the next
week.
Healthcare Governance Committee have reviewed the action plan
and acknowledged that this is a work in progress and subject to
embedding; however there is no clinical risk.
Executive team to ensure that the internal audit response process is
tightened up across the organisation.
17/17 Utilisation of Apprenticeship Levy – there is very little
information available regarding the levy within other organisations,
there does not seem to be a significant uptake at present. Further
discussion to be scheduled for SRC in October.

PB/ ET
Sept 17

MS to note for
SRC

20/17 Security Management Report - Further evidence and
assurance was received.
21/17 Tender Waiver – additional evidence and assurance was
provided in A2i which confirmed that there is no credible suitable
alternative to the PALMs waiver. Also half of the staff have been
trained on this system, this sum represents training for the remainder
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of the staff.
25/17 Revision of the Standard Business Conduct and “sister”
policy on declaration of interests – is in progress but has been
delayed a revised date of November 2017 was requested and
approved. The guidance received is now much broader this will be
incorporated in two policies, no problems are expected. Any
declarations of interest or hospitality should be reported as soon as
possible via the Company Secretary and Board Support Officer.
B
33/17

Internal Audit
Internal Audit Progress Report including changes to the
Internal audit Plan for 2017/18 (RSM)
(Lead CR)
The Internal Audit progress report as at 12th September 2017 was
received and discussed.
It was noted that:
(i)

(ii)

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

(vii)
(viii)

There are no substantial changes proposed to the audit plan
other than swapping the timing for the Procurement and Risk
Management Reviews due to annual leave. The Procurement
review will be undertaken in September and the Risk
Management and BAF review will be in October.
Three final reports have been issued in respect of End of Life
Care, Financial & CIP Planning and Management Information.
All three reports achieved a positive opinion of reasonable
assurance.
The Medicines Management audit has been issued in draft,
which should be finalised this week.
The Partnership audit outcomes are being discussed with the
Director of Service Development & Partnership
The above reports will be presented to the next meeting along
with the Workforce Preparedness and Procurement audits.
Work is on track as per work plan, the majority of audits
should be completed by Christmas to allow actions to be
addressed and future audit plans to be developed.
Information briefings and benchmarking papers were
highlighted.
Of the 26 tracker actions 18 have been implemented five are
overdue and three are not yet due. Three overdue items relate
to Medicines Management for which the responses still have
not been received, one related to financial planning which is
linked to the budget handbook which is underway and one
linked to the Apprenticeship Levy the action for which is also
underway.

Challenge, Observations and Replies to Questions:
(a)

It was confirmed that the Partnership Audit is in draft and is
currently being reviewed by management. A written report will
be provided for the Audit Committee and Community
Engagement Committee

3
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It was confirmed that Learning & Development are finalising
the internal documentation for accessing the digital
apprenticeship service. They will look at the opportunities in
respect of using the levy and report back to Strategy and
Resource Committee (SRC) in due course.

Outcomes / Decisions:
1.
2.

34/17

Partnership Audit report to be provided by November
The Internal Auditor’s Progress Report as at 12th September
2017 was noted.

CR/CM
Nov 17

Risk Rating: Not Applicable
Internal Audit Final Reports
(Lead: CR)
The following final reports were received and discussed:
End of Life ( Ref 3.17/18) – reasonable assurance opinion

1.

It was noted that:
(i)

(ii)

There was overall satisfaction that there is a robust action plan
in place following the CQC inspection in 2016 along with
appropriate governance arrangements to ensure the
monitoring and reporting of actions specifically in relation to
End of Life Care.
Assurance was provided that actions had been addressed in
the main with one medium priority management action agreed
to ensure that the Palliative Care Dashboard is used effectively
and captures all appropriate data.

Challenge, Observations and Replies to Questions:
a) Healthcare Governance Committee will carry out an operational
review on the End of Life Care in October 2017 to ensure that
there is additional input to supplement the internal audit report
and to ensure that improvements are embedded in the service.
2.

Financial & CIP Planning
assurance opinion

(Ref:4.17/18) reasonable

It was noted that:
(i)
(ii)

The review identified that the Trust has robust processes in
place for the identification, approval and monitoring of CIPs.
One medium priority action was identified; the Trust has yet to
fully identify schemes to deliver the total CIP target and there
was no contingency or headroom available. When schemes are
not identified and put in place early there is an increased risk
that the CIP target will not be delivered.

Challenge, Observations and Replies to Questions
(a)

Contingencies are likely to be any unplanned pay savings and

4

Board 25th January 2018

(b)

(c)

Attachment L4

management action will be taken to achieve the CIP targets.
The improvement was noted, it was acknowledged that there is
very limited scope for further improvement. CR advised that
this is a positive opinion; RSM are unlikely to issue a report
with substantial assurance with no recommendations.
Different ways of transforming and delivering services are being
investigated to achieve cost savings; this will be reviewed and
monitored at the Strategy & Resource Committee.

3. Management Information (Ref 6.17/18) – reasonable
assurance opinion with a number of actions suggested.
It was noted that:
(i)

The Trust has systematic processes in place to ensure the timely
reporting of data to the Board, however due to late reporting some of
the data was not always the most up to date and accurate.

(ii)

There is a defined governance structure for the reporting and
monitoring of performance data. Some underperformance actions
reviewed in the Business Unit reports are not being consistently
followed up and reported.

(iii) The Trust is in the process of implementing the Tableau system, with
developer training was undertaken in July 2017. The processes for
the management of the deployment of Tableau required some
formalisation. Similar issues were noted with the Business Change
work stream which was lacking a terms of reference for the Children
IT Operational Group.

(iv) A benchmarking review has been undertaken against other
organisations and KPI’s that are subject to regular scrutiny
along with indicators which are rated Amber and Amber /Red
that no evidence was available that there had been Board level
discussion.
Challenge, Observations and Replies to Questions
a)

b)
c)

The benchmarking review relates mainly to hospitals. It was
acknowledged the majority of the red and red/ amber KPI’s are
discussed in full at a variety of committees attended by nonexecutive directors at the Business Unit Performance Review,
HGC and SRC also these are included in the IBPR and
Director reports which is shared with the Board, most of the
information is in the public domain.
Board minutes capture the essence of discussion and the
actions agreed.
It was confirmed that the audit on the Tableau implementation
provided a baseline position.

Outcomes / Decisions:
1.

End of Life, Financial & CIP plan and Management information
final Reports were noted

Risk Rating: Not Applicable
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External Audit
External Audit update report
The External Audit update report was received and discussed.
It was noted that:
(i)
(ii)
(iii)

The report included the high level timetable for delivering the
2017/18 audit; the details have been agreed with PB/KC.
A summary of emerging national issues, reports on work
undertaken on Board effectiveness is available.
The NHSI/E report on Strengthening Financial Improvement
and the NHS companies report compares the approach taken
by Local Authorities in times of austerity, both are interesting
and informative.

Challenge, Observations and Replies to Questions
a)

CA highlighted that HCT is not a Foundation Trust and as such
there are a number of constraints that NHS Trusts have to
adhere to. HCT is not permitted to set up companies other
than for income generation; this is not clearly specified in the
report.

Outcomes / Decisions:
1.

The External Audit Report March 2017 was noted

Risk Rating: Not Applicable
D
36/17

Quality Clinical Governance & Risk & Assurance
High Level Risk Register (HLRR)
The High Level Risk Register as at 21st August 2017 was received
and discussed.
It was noted that:
(i)
(ii)
(iii)
(iv)
(v)

(vi)

Ten risks are currently on the register, eight of which have not
changed since the last report.
No risks were escalated
One risk was de-escalated within the month (Ref.319)
One emergent risk (Ref 486) in relation to Inpatient units
budget overspend.
Work with Managers has focussed on incident management to
date. Further support is planned to assist Managers to
understand their risk registers and risk profiles, improve risk
controls and support cultural change.
Due to capacity issues in the risk team it is not expected that
there will be any significant change to this report until the end
of quarter 3. Things are moving in the right direction and the
Executive Team are challenging.

Challenge, Observations and Replies to Questions
a) The first items discussed in the Business Unit Performance
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Review are the unit risks.
HGC scrutinises the HLRR in detail and has pushed the
concept of risk management and ownership. HGC has noted
an improvement but sometimes the outline summary of risk
does not always correlate with other risks identified. TW
acknowledged that there is further work to do.
At the July Board meeting the Executive were tasked with
deciding whether the whole HLRR goes to Part 1 of the Board.
The Executive have proposed that a summary goes to Part 1
with the full HLRR going to Part 2. The audit committee did not
support this proposal and suggested that this needed to be
discussed at the Board to understand the rationale and ensure
enough information is provided to enable adequate discussion
and provide transparency. The impact on reputational risk and
organisational confidence also needs to be considered.

Outcomes / Decisions
1.
2.

Board to discuss future reporting of the HLRR to the Board to
ensure all concerns are addressed.
The HLRR was noted.

TW/CA
Sept 17

Risk Rating: Not Applicable
37/17

Medical Devices Annual Report 2016/17
The Medical Devices Annual Report 2016/17 was received and
discussed.
It was noted that:
(i) Significant development of the Medical Devices Services
across HCT during the year.
(ii) Improved maintenance compliance of high risk devices from
68% in April 2016 to 90% compliance in April 2017.
(iii) In-house maintenance pilot delivered 70% increase in
maintenance activity whilst improving patient safety and
delivering £40k savings.
(iv) Implemented new Medical Devices Software to improve
monitoring of devices and enable electronic access for staff
Challenge, Observations and Replies to Questions
a) The committee recognised the significant progress and
achievement over the last year. Congratulations to be passed
to SW and his team, a letter from the Trust Chair would be
appropriate.
b) Healthcare Governance Committee reviewed the report and
gained patient safety assurance, the improvements were also
acknowledged.
c) SW has successfully delivered on a number of spend to save
initiatives.
Outcomes / Decisions
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Congratulations and acknowledgement of achievements to be
sent to SW and his team.
The Medical Devices Annual Report was noted.

2.

MS/DOF
To note

Risk Rating: Not Applicable
38/17

Review of Risk Strategy Action Plan 2016/17
The Review of the Risk Strategy Action Plan 2016/17 was received
and discussed.
It was noted that:
(i)

An update was provided on the status of the three objectives
for year 4 and the associated achievements of the risk
strategy 2014-2019 in line with the annual review.
(ii) Due to the challenges and capacity within the risk and
assurance team 2016-17 has been a maintenance and
consolidation year.
(iii) The risk plan is revised in line with revision of the Risk
Strategy
(iv) Following the earlier discussion regarding the need to ensure
that risk management is fully embedded and taking into
account the risk team capacity and the current wider
environmental and commissioning landscape it was proposed
that ISO9000 is placed on hold.
Challenge, Observations and Replies to Questions
a)

The capacity and skill set within the risk management team
remains a challenge despite the planned mitigations. It was
asked if this team requires further resources, it was confirmed
the current structure is within the financial envelope available
and the level of resource for this area benchmarks well against
other organisation.

b)

The committee discussed the advantages and benefits of
pursuing the ISO 9000 taking into consideration the time
commitment, and other pressures and constraints. It was
agreed that subject to Executive team approval this should not
be pursued at present, potential alternative standards to be
investigated.

Outcomes / Decisions
1. ISO 9000 subject to Executive team approval should not be
pursued at present, potential alternative standards to be
investigated.
2. Review of Risk Strategy Action Plan 2016/17 was noted.

PB/TW
Sept 17

Risk Rating: Amber/Green
(E)
39/17

Financial
Tender Waiver
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The Tender Waiver and SFI breaches report for the period June 2017
to August 2017 was received and discussed.
It was noted that:
(i)

Five tender waivers have been approved in this period totalling
£294k. Two of these tenders were in the Children’s Business
Unit purchasing the Lancaster Model for the HCC tender work,
two further waivers related to consultancy support from Enable
East and the final waiver for support on Health Rostering.

Outcomes / Decisions
1. The Tender Waiver and SFI breaches report was noted.
Risk Rating: Not applicable
40/17

Petty Cash Review
A verbal update was given on the Petty Cash review.
It was noted that:
(i)
(ii)
(iii)

16 of the floats out of a total of 33
13 are being reviewed for alternative methods of payment; the
majority are used for postage.
4 floats will definitely remain open as they have been justified.
Ideally all floats should be closed, but this will be monitored
and reviewed.

Outcomes / Decisions
1.

The Petty Cash update was noted

Risk Rating: Not recorded
(F)
41/17

Counter Fraud
Local Counter Fraud Report
The Local Counter fraud report was received and discussed.
It was noted that:
(i)

(ii)

(iii)

The Trust has supported the LCFS in continuing to raise
awareness to all staff via:

Corporate Induction.

Bespoke awareness presentations

Issue of the Counter fraud survey

Distribution of awareness material via the
Communications Team
The Trust participated in TIAA wide activity including:
 Thematic review of Single Tender Waiver – report is
currently being prepared
 Fraud Check – payment cards
Alerts/Intelligence bulletins have been circulated as
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appropriate.
There have been two cases reported in the period, both have
been investigated and neither has resulted in criminal
investigations.
Cybercrime online training is now available, this can be
informative both personally and organisationally.

Challenge, Observations and Replies to Questions
a)

In order to improve survey response rates the Pulse survey
could be used for a number of concise/ targeted questions as
staff are more likely to respond to this survey. This is to be
investigated further.
An issue was referred to TIAA in April for investigation. The
final report has not yet been received, which in turn would
enable the issue to be concluded with the individual
concerned. JB/PB to discuss the details to expedite a
conclusion.
It was felt that the report should be risk rated, following
discussion the rating of Amber/Green was agreed

b)

c)
d)

Outcomes / Decisions
1. Review potential to use Pulse survey for concise/ targeted
questions.
2. Delayed response to referral investigation to be discussed and
resolved
3. The Local Counter Fraud report was noted

LB to note
PB/JB to note

Risk Rating: Amber/Green
42/17

Fraud Stop
The Fraud Stop Summer 2017 update was received and discussed
It was noted that:
(i)
(ii)
(iii)

Fraud stop is well received and raises the Local Counter Fraud
profile
The information is communicated in a variety of ways.
NHS Protect is changing its role, they are no longer supporting
at a regional level providing oversight and monitoring, they are
now focussing on inspections.

Challenge, Observations and Replies to Questions
a)
Additional ways of communicating this widely to staff were
suggested including using HCT noticeboard to provide updates
and communicate alerts
Outcomes / Decisions
1.

The Fraud Stop was noted.

Risk Rating: Not applicable
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Any Other Urgent Business
None

44/17

For Information
NHS Protect circular F/G/02/2017-18
Update on CPS file submissions and how to use NHS Protest’s
Forensic Computing Unit and financial investigators

(H)

Date and Time of Next Meetings
Tuesday 12 December 2017 9.30 – 11.30 Board Room, Howard Court
Tuesday 13 March 2018
9.30 – 11.30 Board Room, Howard Court
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Common Abbreviations
AC
= Audit Committee
AGS
= Annual Governance Statement
BAF
= Board Assurance Framework
BU
= Business Unit
BUPR
= Business Unit Performance Review
BURR
= Business Unit Risk Register
CF
= Counter Fraud
CQC
= The Care Quality Commission
DH
= Department of Health
EA
= External Audit (ors)
E&Y
= Ernst & Young (External Auditors)
FT
= Foundation Trust (CFT) = Community Foundation Trust)
HCG
= Healthcare Governance Committee
HCT
= Hertfordshire Community NHS Trust
HLRR
= High Level Risk Register
HOIA
= Head of Internal Audit
HPFT
= Hertfordshire Partnership Foundation Trust
HVHC
= High Value Health Care
IA
= Internal Audit (ors)
LCFS
= Local Counter Fraud Specialist
LSMS
= Local Security Management Specialist
NHSI
= NHS Improvement
OSoD
= Operational Scheme of Delegation
QA
= Quality Account
RSM
= RSM (Internal Auditors)
SFI
= Standing Financial Instructions
SO
= Standing Orders
SoR&D
= Scheme of Reservation and Delegation
SRC
= Strategy & Resources Committee
STP
= Sustainability Transformation Programme
TDA
= Trust Development Authority

12

Board 25th January 2018

Attachment L4
AUDIT COMMITTEE

Minutes of the meeting held on the 12 December 2017 in the Board Room at Howard
Court, Welwyn Garden City.
Key Points for the Board to note:
The following were received, discussed and noted:
• Internal Audit Progress Report and tracker update
• Internal Audit final reports:
(i)
9.17/18 Risk Management & Board Assurance Framework
(ii) 8.17/18 Procurement
(iii) 7.17/18 Partnerships
• External Audit Report
• High Level Risk Register (HLRR)
• Board Assurance Framework Cycle 2
• Clinical Audit Programme (half yearly update)
• Charitable Funds Accounts – approved
• Charitable Funds Annual Report - approved
• Letter of Representation - noted
• Tender Waivers update
• Local Counter Fraud Report
• Review of Annual Business Cycle

Present:

Jeff Phillips (JP)
Anne McPherson (AM)
Brenda Griffiths (BG)
In Attendance:
Kevin Curnow (KC)
Linda Sheridan (LS)
Paul Dossett (PD)
Ellen Millington (EM)
Sam Abbas (SA)
Tracey Westley (TW)
Clive Appleby (CApp)
Marina Sweatman (MS)

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director (Designate)
Acting Director of Finance
Non-Executive Director
Grant Thornton (External Audit)
Grant Thornton (External Audit)
RSM (Internal Audit)
Assistant Director Risk & Quality Assurance
Company Secretary
Board Support Officer

Apologies
Clare Hawkins (CH)
Lorraine Bennett (LB)
Clive Makombera (CM)

Acting CEO
Counter-Fraud Director TIAA
RSM (Internal Audit)
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Formalities
Welcome, Introduction and Apologies

Action

Apologies for absence were received.
46/17

Members’ Declaration of Interests
No conflicts of interest were reported.

47/17

Minutes of the meeting held on 12th September 2017
Minutes of the meeting held on 12th September 2017 were agreed as
a correct record.
Minor alterations to wording was required to further clarify items
33/17 (viii), 34/17a, 34/17b, 34/17(iii). Amended version to be
provided for the Board meeting in January 2018.

48/17

MS Jan 18

Matters arising from Tracker 12th September 2017
Tracker:
All the tracker actions shown as blue (completed) or green (in
progress) were noted.
It was explained that if actions are attributed to other committees
these do not feature on the audit tracker but are transferred to the
appropriate committee tracker.
32/17 - 16/17 Internal Audit process tightened update
There were delays in responding to draft reports and addressing
actions. It was reported that the Executive team are fully debriefed
by internal audit with the recommendations. The actions are followed
up monthly with the executive team and this has facilitated an
improvement.
BG requested that the final audit report be circulated as they are
issued and not held until the next committee meeting.

MS to note

32/17 – 17/17 Utilisation of Apprenticeship Levy – it was
confirmed that this was discussed in the November and will be
followed up in the future at SRC.

KC/MS to note

33/17 Internal Audit progress report – wording on item (viii) to be
reviewed and reworded to improve clarification.

MS to note

34/17 (1) End of Life – date to be included in respect of the HGC
Operational Review for End of Life (a).

MS to note

34/17 (2) Financial Planning (c) add SRC to monitoring and review
the different ways of transforming service delivery.

MS to note

34/17 (3) Management Information (iii) review and confirm date of

MS to note
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tableau training.
36/17 High Level Risk Register – it was confirmed that there is now
a public and private version of the HLRR which is presented to the
Board. This amends an earlier Audit Committee decision whereby
putting the full register in the public domain be retained
22/17 Losses and Special Payments - Discussed with the Director
of Operations who will check with Ward Managers the advice being
given to patients in respect of the disclaimer and patient
responsibility for personal items brought into HCT premises and
ensure that this process is fully embedded.
CA asked for clarification on the process for Losses and Special
payments now that a new financial service provider is in place. KC
advised that the process is the same however the provider contact
has changed. Further information to be cascaded in due course.
25/17 Revision of the Standard Business Conduct and “sister”
policy on declaration of interests – Policies are in draft pending
ratification. Publicity and technical support is required pre
implementation the target date for which is Feb 2018.
B
49/17

Internal Audit
Internal Audit Progress Report including changes to the
Internal audit Plan for 2017/18 (RSM)
(Lead SA)
The Internal Audit progress report as at 12th December 2017 was
received and discussed.
It was noted that:
(i)

(ii)

(iii)

(iv)

(v)
(vi)

The internal audit plan for 2017/18 is 75% completed with nine
reports finalised and one ongoing and the remaining two
audits are not yet due.
The only change to the plan since the previous meeting was to
defer the Key Financial Controls review until after the Trust
completed its transition to the new shared service provider,
this was deferred until the end January 2018 to document the
new controls framework.
The Medicines Management audit (partial assurance) final
report was reported in the progress report, summary report
below but not provided in the pack. Report to be circulated
post meeting.
Three final reports have been issued in respect of Risk
Management & Board Assurance Framework (reasonable
assurance), Procurement (partial assurance) and Partnerships
(partial assurance).
Information briefings and benchmarking papers were
highlighted.
Of the 29 tracker actions 12 have been implemented and 17
are not yet due. It was highlighted that no overdue actions is a
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very positive position and a great improvement. This
benchmarked very well against other organisations.
Challenge, Observations and Replies to Questions:
(a)

CA asked that in the light of the changes to the NHS Counter
Fraud Agency, will they still be leading on prosecutions. SA
will provide feedback on this after consultation with the local
counter fraud team.

Outcomes / Decisions:
1.
2.
3.
4.

50/17

Medicines Management final report to be circulated post
meeting.
Feedback if the NHS Counter Fraud Authority will still lead on
prosecutions.
Final audit report to be circulated to the committee when issued
and not retained until a formal meeting.
The Internal Auditor’s Progress Report as at 12th December
2017 was noted.

Risk Rating: Not Applicable
Internal Audit Final Reports
(Lead: SA)
The following final reports were received and discussed:
1.

Medicines Management (not included)( Partial Assurance)
with 6 medium and 2 low priority actions

It was noted that:
(i)

(ii)

(iii)

Similar scope to the audit undertaken in 2016/17, this audit
looked at different areas and wards. There are similar findings to
the review undertaken in 2016/17; this may flag a Trust wide
trend in culture and understanding of the importance of the
issues to be taken forward.
There are a number of issues around compliance with the
security for storage of medicines, the temperature for storage for
medicines and checks in place for ordering of controlled drugs.
A focussed effort is required to improve current practice and
embed a culture of compliance.
The key findings shared in respect of:
• Stock rotation
• Temperature of fridges
• Security of stored medicines
• Ordering of controlled drugs
• Stock Destruction
• Management of costs

Challenge, Observations and Replies to Questions:
a)

It is disappointing that limited progress has been achieved. This
may need to be reviewed further in the 2018/19 audit plan.
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Concerns were raised that there remains a cultural issue in
respect of medicines management despite the input. HGC to
review the role of the Pharmacy Service and follow up concerns
of non-compliance in specific bed bases with a report back to
HGC in March 2018.
Control of COSHH products to be reviewed to ensure that there
are appropriate systems and processes in place and
embedded. This is the responsibility of the Ward Managers and
the Facilities Management teams and not the pharmacist role.
It was highlighted that CQC would review medication and
COSHH issues. Keeping in Touch visits could obtain
assurances.

2. Partnership (Ref 7.17/18) – (Partial Assurance) with 1 high, 3
medium and 2 low priority actions suggested.
It was noted that:
(i)

Although partial assurance was obtained action is need to
strengthen the control framework to manage the identified
risks.
(ii) The key findings were shared in respect of :
• Partnership Strategy
• Partnership Monitoring
• Governance and Reporting Partnership working
(iii) The Board away day discussed the Partnership Strategy.
further work is required on the development and monitoring of
objectives to measure the success of the partnership working
and strengthen the governance arrangements
Challenge, Observations and Replies to Questions
a)

b)

c)

d)
e)
f)

This is a really helpful report which will help to focus how
partnership is reported to SRC in the future and what needs to
be monitored.
This is a disappointing report, as although there is “buy in” this
does not translate into the change in culture activity required.
There is a weakness as the focus is on partnership and not on
engagement. The proposal is that a dedicated focussed
partnerships group will be taking this forward.
It was highlighted that the audit was wide ranging and included
contracting elements. It shows that the formal processes in
place are variable. It was noted that the director given the
leadership does not cover all the functions in her role.
It was clarified that the governance and objective around
partnership arrangement need to be strengthened.
It was acknowledged that not all HCT partners and contractors
are pulling in the same direction which is challenging.
The audit chair asked that SRC review and monitors the
progress against the partnership audit findings in March 2018.
BG advised that the executive team approach is a dedicated
group. Audit chair insisted that this is brought back to March
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2018 SRC and reported back to Audit Committee in June.
3.

Procurement (Ref:8.17/18) ( Partial Assurance) 5 medium
priority actions suggested

It was noted that:
(i)

(ii)

A number of medium priority findings were reported regarding
key areas of the procurement and contract monitoring process
including:
• the lack of a current SLA with the procurement services
provider
• evidence lacking regarding elements of the tendering
process
• non-compliance with single-tender waiver rules
The contracts register also needs to be updated.

Challenge, Observations and Replies to Questions
(a)

The management are happy with the recommendations. It was
noted that the audit report identifies that the standard SFI
reason is not sufficient to provide the level of assurance
needed, this will be addressed.

4.

Risk Management & Board Assurance Framework ( Ref
9.17/18) – (Reasonable Assurance) with 1 medium and 3 low
level priority actions

It was noted that:
(i)

The key findings in the audit resulted in one medium and three low
priority management actions in respect of:
• the assignment of actions owners and timeframes in relation to
risks
• the alignment of specific forums to strategic objectives to ensure
robust monitoring and achievement
• ensuring documented gaps in control and assurances are
appropriately actioned

Challenge, Observations and Replies to Questions:
a) It was acknowledged that a number of risks remain high and
static. Some of these risks are beyond HCT control especially
in connection with commissioners. It was suggested that risk
could be challenged in different ways although this may not
change the overarching scoring. Risk owners are challenged
and they are asked to demonstrate the areas that they are able
to influence.
Outcomes / Decisions:
1.

2.

HGC to review the Pharmacy role and follow up on cultural and
non-compliance Medicines Management issues in specific bed
bases.
Check and obtain assurance that appropriate COSHH storage

HGC/TW
HGC/TW
SRC/KC Mar18
Audit/KC Jun 18
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systems and processes are in place and in practice by a variety
of means.
Progress and approach on recommendation from Partnership
audit to SRC in March 2018 and Audit in June 2018
Medicines Management, Risk Management & Board Assurance
Framework, Procurement and Partnerships Reports were
noted

Risk Rating: Not Applicable
External Audit
External Audit update report
The External Audit update report was received and discussed.
It was noted that:
(i)
(ii)

(iii)
(iv)
(v)

The report included the high level timetable for delivering the
2017/18.
Meetings have been arranged for:
• Planning and risk assurance visits and meetings.
• Detailed walk through with East & North Herts Trust for
payroll and East & North Herts CCG for accounts payable
and accounts receivable.
• Debrief meeting with Ernst & Young previous external
auditors
Audit Plan will be brought to the March meeting.
Interim visit is planned for early 2018 to bring forward as much
work as early as possible. Interim visit update report.
A summary of emerging national issues and sector briefings.

Challenge, Observations and Replies to Questions
a)

Clarification was requested on the whether the format and
presentation of the Value for Money (VFM) opinion would be
reviewed in light of the significant interest that the CQC will
take in this opinion when undertaking the well lead inspection.
CQC are interested in testing there is engagement with others
and how money is used to address the needs of the population
and how this benefits patients. It was confirmed that the VFM
opinion has two key drivers which are the financial position and
the overall arrangement in relation to Quality. GT would reflect
on financial position 2017/18 and going forward and would
review the risk management processes in place and would also
be interested in the year end position in respect of the
partnership working and its links to quality.

b)

CQC are looking to obtain an external evidence base and this is likely
to come from external auditors.

Outcomes / Decisions:
1.

The External Audit Report December 2017 was noted

Risk Rating: Not Applicable
D

Quality Clinical Governance & Risk & Assurance
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High Level Risk Register (HLRR)
The High Level Risk Register as at 22 November 2017 was
received and discussed.
It was noted that:
(i)
(ii)
(iii)
(iv)
(v)

Eight risks are currently on the register, six have not changed
since the last report.
Two new risks have been escalated (Ref:577,585)
Five risks have been de-escalated within the month (Ref:
534,454,519,516,486)
Risk have been archived where the external circumstance
have changed and moved on.
The audit committee is to test the fitness for purpose rather
than detail

Challenge, Observations and Replies to Questions
a)

It was acknowledged that risks on the HLRR cannot always
have a dedicated timeframe in place to resolve an issue;
however it is important that actions are in place to challenge,
reduce and mitigate the risks.

Outcomes / Decisions
1.

The HLRR was noted.

Risk Rating: Not Applicable
53/17

Board Assurance Framework
The Board Assurance Framework cycle 2 was received and
discussed.
It was noted that:
(i)

(ii)

(iii)

This is the Audit Committee’s opportunity to review the Board
Assurance Framework 2017/18: cycle 2 stage 4a, with a focus
on efficacy, format and “fitness for purpose” as a model
Framework
Wording for a “Part 2” (Confidential) Risk for the BAF was
agreed by the Board in November 2017, the rationale for this
is commercial sensitivity. This reflects recently emerging risks
arising from commissioner intentions, commercial activity and
Board discussion in November 2017. This risk will be
populated as part of the next BAF cycle.
The new BAF summaries provided to the Board have
generated healthy discussion.

Challenge, Observations and Replies to Questions
a)

This version of the BAF is a major improvement; it facilitates
better understanding of the risks and the mitigation actions in

8

Board 25th January 2018

b)

Attachment L4

place.
The BAF was deemed to be fit for purpose

Outcomes / Decisions
1.

The Board Assurance Framework (cycle 2) was noted.

Risk Rating: Not Applicable
54/17

Clinical Effectiveness Audit Programme half yearly update
The Clinical Effectiveness Audit Programme half yearly update was
received and discussed.
It was noted that:
(i)

The clinical effectiveness programme is integral to the work
plan of the Clinical Effectiveness Group (CEG) which supports
the Trust quality strategy and meets national and local
requirements.

(ii)

The programme is monitored and updated by the CEG through
its work plan, and in response to the changing risks drivers
identified through the year. Any additions/changes are notified
at the bi-monthly CEG meeting.

(iii) Healthcare Governance Committee (HGC) provides assurance
to the Board that risks in relation to patient experience, patient
safety and clinical effectiveness are being effectively monitored
and managed.
(iv) The progress of the clinical effectiveness programme from
April to September 2017.
(v)

HCT have achieved 100% participation in national clinical
audits, this is an important benchmark that has been achieved.

Challenge, Observations and Replies to Questions
a)
b)

c)

d)

It was reported that HGC have review this and are happy with
the progress made.
It was confirmed that nurses are not required to undertake
audit as part of their revalidation in the same way the doctors
are.
It was acknowledged that this level of audit requires a
significant amount of resource. The core audit support is in
place, however there have been significant challenges in
recruiting suitable replacements to the vacant posts, this is a
common problem with other organisations across the county.
It was confirmed that there is a clear process in place which
prioritises and risk rates audits and can clearly demonstrate
reasons for gaps in the plan and any impact.
It was confirmed that internal clinical effectiveness audit
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recommendations are followed up and learning is cascaded,
this is monitored by HGC.
It was accepted that audit outcomes can inform improvements
and delivery efficiencies. Currently efficiency savings are not
being maximised, this is recognised as a development area.

Outcomes / Decisions
1. The Clinical Audit Programme half yearly update was noted.
Risk Rating: Amber/Green
(E)
55/17

Financial
Charitable Funds Annual Accounts
The Charitable Funds Annual Accounts was received and
discussed.
It was noted that:
(i)
(ii)

The Charitable Funds annual accounts have been subject to
an independent examination by Ernst Young.
The accounts need to be signed by two voting members of the
Board.

Outcomes / Decisions
1. Charitable Funds Annual Accounts were approved on
behalf of the Board.
Risk Rating: Amber/Green
56/17

Charitable Funds Annual Report
The Charitable Funds Annual Report was received and discussed.
It was noted that:
(i)

The Charitable Funds annual accounts have been subject to
an independent Examination by Ernst Young.

Outcomes / Decisions
1. Charitable Funds Annual Report was approved on behalf of
the Board.
Risk Rating: Amber/Green
57/17

Letter of Representation
The letter of representation was received.

58/17

Tender Waiver
There are no Tender Waivers to report this quarter.
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Counter Fraud
Local Counter Fraud Report
The Local Counter fraud report was received and discussed.
It was noted that:
(i)

(ii)

(iii)
(iv)
(v)

The Trust has supported the LCFS in continuing to raise
awareness to all staff via:
•
Corporate Induction.
•
Distribution of awareness material via the
Communications Team
The Trust has participated in the TIAA-wide activity for :
•
Thematic review of Single Tender Waivers. HCT
ranked seventh.
•
Fraud Check – payment cards, further review is
underway
Intelligence bulletins and alerts have been circulated with the
communications teams support
No requests for information or referrals for advice have been
received this quarter.
There were a number of recommendations from the Mileage
and Expenses review, two have been completed and a further
two are underway. In LB absence an update on the
outstanding items will be provided prior to the next meeting.

Challenge, Observations and Replies to Questions
a)

b)
c)

It was perceived that the information on Counter Fraud to staff
has been limited in the past six months. The reason for this
perception to be reviewed reason for this.
There was a previous request for an agreement to provide
counter fraud training for the Board, this will be followed up.
It was highlighted that although a proactive review had been
conducted following an issue that was raised via the Trust’s
Whistleblowing process concerning the management of
rostering and related issues, the concerns expressed were not
considered to be fraud. The LCFS visited two Localities and
were satisfied that adequate processes were in place. AM
advised that this review did not fully address the issues raised.
There was no detailed retrospective testing to provide the
assurance required within the potential timeframe. This will be
fedback. It was acknowledged that management also need to
deal with this operationally.

Outcomes / Decisions
1. Update on the outstanding recommendations from the Mileage
and Expenses review to be provided before the next meeting.
2. Reason for limited information on Counter Fraud to be
reviewed.
3. Review and agree Counter Fraud training for the Board.
4. Feedback to LCFS issues regarding the assurance on
retrospective rostering issues

LB/KC Jan 18
LB/KC Jan 18
LB/KC Jan 18
LB/KC Jan 18
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5. The Local Counter Fraud report was noted
Risk Rating: Amber/Green
(G)
60/17

Audit Committee Governance
Business Cycle for 2018/19
The business cycle for 2018/19 was received, discussed and
accepted.
It was noted that:
(i)

(H)
61/17

The Quality Account may need to be approved in advance of
the May meeting in order to ensure that new timelines are met.

Any Other Urgent Business
(i) It was requested that a Productivity Measurement audit be
added as a priority audit to the internal plan in 2018/19

(J)

Review of Meeting
a) The concise nature of the meeting, being conducted within an
hour and a half was appreciated and endorsed.
b)

(K)

There was lively debate in respect of internal audit outcomes
report.

Date and Time of Next Meetings
2018 Meeting Dates
Tuesday 13 March 2018
Thursday 24 May
Tuesday 19 June 2018
Tuesday 11 September 2018
Tuesday 11 December 2018
Tuesday 12 March 2019

(L)

9.30 – 11.30 Board Room, Howard Court
Extra Ordinary meeting ( Board Day)
9.30 – 11.30 Board Room, Howard Court
9.30 – 11.30 Board Room, Howard Court
9.30 – 11.30 Board Room, Howard Court
9.30 – 11.30 Board Room, Howard Court

Private Meeting with Audit Committee members:
Private Meeting with Audit Committee members: was conducted to
Review effectiveness and Terms of Engagement of Internal Audit and
Counter Fraud specialist
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Attachment L4

Common Abbreviations
AC
= Audit Committee
AGS
= Annual Governance Statement
BAF
= Board Assurance Framework
BU
= Business Unit
BUPR
= Business Unit Performance Review
BURR
= Business Unit Risk Register
CF
= Counter Fraud
CQC
= Care Quality Commission
DH
= Department of Health
EA
= External Audit (ors)
FT
= Foundation Trust (CFT) = Community Foundation Trust)
HCG
= Healthcare Governance Committee
HCT
= Hertfordshire Community NHS Trust
HLRR
= High Level Risk Register
HOIA
= Head of Internal Audit
HPFT
= Hertfordshire Partnership Foundation Trust
HVHC
= High Value Health Care
IA
= Internal Audit (ors)
LCFS
= Local Counter Fraud Specialist
LSMS
= Local Security Management Specialist
NHSI
= NHS Improvement
OSoD
= Operational Scheme of Delegation
QA
= Quality Account
RSM
= RSM (Internal Auditors)
SFI
= Standing Financial Instructions
SO
= Standing Orders
SoR&D
= Scheme of Reservation and Delegation
SRC
= Strategy & Resources Committee
STP
= Sustainability Transformation Programme
TDA
= Trust Development Authority
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