Hertfordshire Community NHS Trust Board Meeting in Public
Thursday 23 May 2019
11.00-13.00
Mill Green Golf Club
Gypsy Lane
Welwyn Garden City
AL7 4TY
For map and directions please see: https://millgreengolf.co.uk
Parking: Parking available at the venue
AGENDA
For

Lead
(A)

HealthWatch
A verbal report from Maryrose Brennan,
HealthWatch observer, on HealthWatch news
and issues pertinent to the Trust.

(B)

To note for
assurance

To note

DO’F

2. Chair’s Announcements / Notice of Urgent
Business (to include confirmation of Board
appointments and leavers):

To note

3. Declarations of Interest (Members to declare
any interests material to items on the agenda)
4. Ratification of items of Chair’s and Chief
Executive’s Action taken since the last
meeting under Standing Order 5.2

To note

To ratify

Items for ratification for Chair’s Action taken
at the Board meeting on 28th March 2019.
•

•
DO’F

Allocated
Time

Approx.
Timing

5 mins

11.00 –11.05

5 mins
10 mins

1. Welcomes, Introductions and Apologies for
Absence

Board

(verbal)

Opening Administration

DO’F

DO’F

Att.

A Chair’s action was agreed to sign off the
Operational and Financial plan prior to final
submission this action will be ratified at the
May Board meeting.
A Chair’s action approved The Gender Pay
Gap report for publication.

5. To approve the Minutes of the meeting held on
28th March 2019
1

To approve

(B1)

11.05 –11.15

For

Lead
(B)
DO’F

(C)

Att.

Opening administration
6. Matters arising from the Minutes of the
meeting held on 28 March 2019 (Tracker). Apology

To note

1. Plan on a Page, Vision, Values and Strategic
objectives

CEO

2. Chief Executive’s Report

To note

DB

3. Finance Report (Month 1)

To note

(D)

Clinical Services and Healthcare Governance

EK

1. Clinical Quality and Medical Directorate Report

SB

To approve

To note for
assurance

(D2)

3. Herts Valleys CCG Adult Community Services
Transition update

To note for
assurance

(D3)

SB

3. Quality Report Q4 2018/19

To note for
assurance

(D4)

SB

4. Learning from Deaths Q4 2018/19

To note for
assurance

(D5)

SB

5. Freedom to Speak Guardian Q4

To note for
assurance

(D6)

SB

6. Establishment review proposal

To
approve

(D7)

5. Chair of Healthcare Governance Committee’s
Assurance Report for the meeting held on 14
May 2019

To note for
assurance

Performance and Operations

DB

1. Summary Executive Performance Review

To note for
assurance

2

30 mins

11.25-11.55

20 mins

11.55 –12.15

5 mins

12.15 –12.20

(C3)

2. Community Hospital Safe Staffing Report
Feb/Mar

(E)

11.15 –11.25

(C2)

(D1)

AM

10 mins

(C1)

To note

CEO

Approx.
Timing

(B2)

Strategy, Resources and Engagement

CEO

Allocated
Time

(D8)

(E1)

5 mins

For

Lead
(F)
JP

Att.

Board Governance and Leadership
1.

On the advice and recommendation of
the Audit Committee to approve
i)

Annual Accounts for 2018/19

ii)

Annual Reports (&Governance
statement ) 2018/18

iii)

Quality Account 2018/19

Allocated
Time

Approx.
Timing

10 mins

12.20 –12.30

5 mins

12.30- 12.35

5 mins

12.35 –12.45

5 mins

12.45 –12.50

(F1)
To approve
To approve
To approve

(plus summary and highlights)
JP

JP

2

3.

4.
RB

(G)

To receive and note:
i)

External Auditor’s Report to
Director 2018/19

To note

ii)

Head of Internal Audit Opinion
2018/19

To note

Audit Committee Chair’s Assurance
Report from Extra Ordinary Meeting
held on 23 May 2019

(F2)
(F3)

verbal

NHS Provider Licence: To self-certify
in respect of:
i) General Condition 6 of the NHS
Provider Licence.

To approve

ii) Licence Condition FT4

To approve

(F4)

Urgent Business
(As notified under Item (C) 2 above)

(H)

Risks Arising / Observations

SB

1. Summary of High Level Risk Register

To review

(H1)

SB

2. Summary Board Assurance Framework

To review

(H2)

3. Summary of Risks Arising

To discuss

(verbal)

DO’F
(J)

Supporting Papers / Items for Receipt and Noting Only

D4

Quality Report Q4

(J1)

D8

Minutes of the Healthcare Governance
Committee meeting held on 19th March 2019

(J2)

E1

Integrated Board Performance Report

(J3)

F1
(i)

Annual Accounts for 2018/19 (audited)

(J4)

3

For

Lead
F1

Annual Report 2018/19 (& Annual Governance
statement (audited)

Att.

Allocated
Time

Approx.
Timing

2 mins

12.50-12.52

5 mins

12.52 –12.57

5 mins

12.57–13.00

(J5)

(ii)
F1
(iii)
(K)

Quality Account 2018/19
(Plus Summary and highlight versions).

(J6)

Date, Time & Venue of Next Meeting(s)
23rd July 2019

13.30 pm to 15.30pm

DO’F
Christchurch Peartree
20 Tewin Road
Welwyn Garden City
Herts AL7 1BW
(L)

Questions from the Public
The Chair will take questions from members of the
public.

DO’F

(M)

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

Informal Review of Meeting

Please note that Board papers and Trust papers referenced in Reports are available on the Trust’s
Website at:
https://www.hct.nhs.uk/about-us/our-board/meeting-papers/
Hard copies or copies in large size font or in translation can be provided on application to:
The Assistant Board Secretary
Hertfordshire Community NHS Trust
Unit 1A Howard Court, 14 Tewin Road, Welwyn Garden City, Hertfordshire, AL7 1BW
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HERTFORDSHIRE COMMUNITY NHS TRUST
Minutes of the Hertfordshire Community NHS Trust Board Meeting
Held in Public on 28th March 2019
Christchurch Peartree
20 Tewin Road
Welwyn Garden City
Herts AL7 1BW
Key Points from the meeting for the Board to note:

The following were noted:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
(x)
(xi)
(xii)

The Board noted the content of the Chief Executive’s Report.
The Board noted the Healthy Eating CQUIN target met
The Board noted the Staff Flu Campaign 2018/19 final update
The Board noted the content of the Finance Report (Month 11)
The Board noted the content of the Clinical Quality and Medical Director Update
The Board noted the content of the Community Hospital Safe Staffing Report December 2018/
January 2019.
The Board noted the Quality Report Q3 report
The board noted the Quality Priorities
The Board noted the Healthcare Governance Committee Chair’s report for the meeting held on
19th March 2019.
The Board noted the content of the Integrated Board Performance Report
The Board noted changes to the HLRR during February 2019 and progress and assurance on
the management of risks
The Board noted that the full Board Assurance Framework was reviewed and discussed in the
Trust Board meeting held in Private on 28th March 2019 due to commercially sensitive
information.

Points for Ratification at Next Board:
i)
ii)

The Board approved the draft operating and Financial Plan 2019/20
The Board approved the Gender Pay Gap report

PRESENT

(* Voting Member of the Board)

Declan O’Farrell

(DOF)

Anne McPherson

(AM)

Non-Executive Director*

Clare Hawkins

(CH)

Chief Executive Officer*

David Bacon

(DB)

Director of Finance *

Sarah Browne

(SB)

Director of Nursing & Quality*

Dr Hari Pathmanathan

(HP)

Medical Director and Acting Deputy Chief Executive*

Antonia Robson

(ARo)

Director of Business Services

Chair*

IN ATTENDANCE
Louise Ayres

(LA)

Deputy General Manager (Patient story only)

Maryrose Brennan

(MC)

HealthWatch Observer

Anthony Power

(AP)

Head of Patient Experience (Patient story only)
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(ARy)

Deputy Director of HR & OD

Mrs Agnes Wood

Patient Representative

Mr Pete Wood

Patient Representative

Marina Sweatman

(MS)

Assistant Board Secretary (minutes)

Raj Bhamber

(RB)

Director of Human Resources and Organisational
Development (Interim)

Marion Dunstone

(MD)

Director of Operations

Jeff Phillips

(JP)

Non-Executive Director*

Alan Russell

(AR)

Non-Executive Director (Vice Chair)*

Dr Linda Sheridan

(LS)

Non-Executive Director*

Brenda Griffiths

(BG)

Non-Executive Director (Designate)

APOLOGIES

(A)
23/19

Patient Story
Today’s patient story related to a complaint received in respect of End of
Life Care. The complaint was fully investigated and there has been some
learning and additional areas of support identified for the future. Elizabeth
Brennan’s family were invited to provide the Board with visibility of the
issues and to assist the family’s aim to achieve closure.
The family shared their experiences which involved a number of
healthcare services over the period September to December 2017 in
Watford General Hospital, Primary Care, Hospice care and HCT’s
services which fell well below their expectations in terms of compassion,
respect, dignity and support. It was clearly expressed that these events
not only impacted on the patient’s end of life care, it has had a lasting
effect on the family.
The family’s aim was to improve services for others and ensure that this is
not repeated. The family acknowledged that some of the changes have
been made but further work is required.
Observations and response to Patient Story
a)
b)

c)

d)

AM obtained clarification on the stages of care and where the lack of
communication and issues occurred.
SB thanked the family for their clear and detailed account of their
experiences. SB reflected that this was a whole system failure which
involved a number of NHS services including the hospital, general
practice, community service and the hospice services. Although this
complaint has been addressed from HCT perspective SB would like
to review this again as there is wider system learning to be
addressed in respect of the whole care pathway. The family agreed
for their situation to be used as a case study to improve the
information, communication and navigation of services and support
across the system for all patients.
It was acknowledged that further work is required to ensure that
patients being discharged from hospital have clear plans in place for
the end of life care if appropriate.
The Board acknowledged that the length of time for the patient story
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needs to be considered to ensure that families have sufficient time
to share their experiences. On this occasion the Board started early
and was able to extend the time available to the family.
Decision(s), Outcome(s) and Action(s)

i)

(B)
24/19

DOF thanked Mr and Mrs Wood for sharing their experiences. Their
feedback will be shared to address the issues in the system as a
whole.

HealthWatch

Action

MB provided an update on the high level feedback received from patients
this included:
 Signposting requests on how to contact the district nursing service
and specific nurses.
 Some patients express issues with community nurses not turning
up to appointments, without notification, and lack of flexibility if
appointment times need to be changed, even on the advice of the
GP.
Further detail in respect of specific areas involved can be obtained via
HWH
MB and HWH acknowledged the major changes that are underway at
present for HCT in respect of staff and estates. HWH would like
assurance that HCT has confidence in the quality and service delivery of
transitioning services that may be outsourced as a result of the HVCCG
tendering and procurement outcome.

Observations and response to the HealthWatch update
O. DOF advised that HCT is in the planning stages at present but as this
progresses and if any specific workforce or estates issues are
identified these can be shared with HWH to obtain the patient
perspective.

O. HP advised that Quality Impact assessments are undertaken to
ensure that any proposed big change in services does not negatively
impact on quality for patients and services.
(C)
25/19

Opening administration
Welcome, Introductions and apologies
The Chair welcomed the members of the Board and those in attendance
including Sarah Browne who is now the substantive Director of Nursing
and Quality.
The chair advised that due to a number of apologies the Board is not
formally quorate. Any action required will be taken as Chair’s actions and
ratified at the next public board
Apologies were received.
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Chair’s Announcements / Notice of Urgent Business
(to include confirmation of Board appointments and leavers)

None
27/19

Declarations of Interest
(Members to declare any interests material to items on the agenda)
None recorded.

28/19

Ratification of items of Chair’s and Chief Executive’s Action taken
since the last meeting under Standing Order 5.2
None recorded

29/19

Minutes of the meeting held in Public on 31 January 2019
The minutes of the meeting in Public held on 31 January 2019 were
agreed subject to removing David Bacon from the attendance list as
apologies recorded.

The CEO provided a correction to the minutes of the Board meeting held
on 29th November 2018 - the inaccuracy was brought to the attention of
the Board by a family who are closely connected to Nascot Lawn.
Re: Chief Executive Report 6.7

Nascot Lawn

The minutes of the Board meeting held on 29th November 2018
inaccurately recorded that “All staff have now successfully been
redeployed and the children have safely been transitioned to their new
respite provision”.
The correct position should have been reported as:
“Of the children and young people accessing overnight services, the
majority are now accessing new alternative provision. There remain a
small number of children and young people for whom transition is not
complete for a variety of reasons including:




awaiting adult placement
medical reasons
ensuring adaptation of new respite provider facilities”

The Board wishes to correct that record and extend its apologies to those
families affected. HCT continues to work with system partners to support
outstanding transition issues as required.

30/19

Matters arising from the Minutes of the meeting held on 31 January
2019 (Tracker)
The in progress actions were noted.
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Strategy, Resources and Engagement
Chief Executive’s Report
CH asked the Board to note a number of areas referred to in the Chief
Executive’s Report.
Chief Executives Report 3.0 The National/ Regional updates
The National and Regional update included:







NHS Improvement / NHS England intended merger
Kark review of the Fit and Proper Person Test (FPPT)
Brexit
Public Support for NHS principles
Local responsibility for workforce planning
Major workforce expansion in new GP contract deal

Chief Executives Report 4.0 Matters Internal and Local to the Trust
The Matters Internal and Local to the Trust included:
4.1 A welcome to new Director of Nursing and Quality
Chief Executives Report 4.2 A new role of the Board Adviser
(Clinical Strategy)
Thanks were expressed to Dr Hari Pathmanathan for his work with HCT in
his role as Medical Director and Deputy Chief Executive for the last six
months. His new role as Board Adviser (Clinical Strategy) was confirmed
with effect from 1 April 2019. This will enable Dr Pathmanathan to
continue to focus on the development of HCT’s clinical strategy and
oversight of its implementation, which will be led by Sam Tappenden, our
Associate Director of Strategy, supported by Raj Bhamber, Interim
Director of Strategy, People and Organisational Development.
Chief Executives Report 4.3 Appointment to acting Medical Director
Dr Elizabeth Kendrick will be HCT’s new Acting Medical Director from 1
April 2019 until 31 October 2019.
Chief Executive Report 5.0 Our People
The Our People report included:









HCT has been successfully shortlisted for HSJ awards
Therapy redesigned within the Community Adult Health Service
(CAHS)
Specialist Service Award: Positive Behaviour, Autism, Learning
Disability and Mental Health Service (PALMS) and Administration
Conference
Staff Health & Wellbeing Task Force
Healthy Eating CQUIN Targets
Staff Recognition
NHSI Retention Collaborative
Temporary Staffing
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General Management Training Scheme (GMTS)
Making a Difference
Administrative Conference
Talent Management

Chief Executive Report 5.3 HCT Flu Campaign 2018/19
HCT staff flu vaccination campaign for 2018 achieved 70.1% uptake
which was below the 75% target, this was however sufficient to attract ¾
of the CQUIN funding. The high risk areas identified were Respiratory and
Children’s services who achieved 100% and 81% uptake respectively.
HCT had a process in place to record the number of staff who opted out
of the vaccine; the final total was 464 (20%). The reasons for opting out
have been reported to NHSI, the highest being “other/ personal choice”,
followed by “potential side effects” and “not believing the vaccine to be
beneficial”. Logistics or availability did not feature as a reason for opting
out.
Despite not reaching the target HCT benchmarked well compared to other
organisations and is in line with the national average benchmark.
The Flu CQUIN target next year is 80% and at present there is no national
campaign planned to support the achievement of this target.

Chief Executives Report 5.4 Healthy Eating CQUIN Target
The Trust has national targets to meet in relation to the provision of
healthy food and drink options for staff and patients. HCT do not manage
food outlets on the sites, however the target does relate to four vending
machines. These machines were audited in March 2019 and the audit
confirmed that HCT is compliant with the requirements therefore this
element of the Staff Health and Wellbeing CQUIN has been met.
Chief Executive Report 6.0 Update from Operational Services
The update from Operational Services report included:







East and North Herts Integrated Care Teams (ICTs) update
Skin Health
Community Paediatrics Service
Children’s and Young Peoples Specialist Service Transformation
Public Health Nursing Service
Children’s Continuing Care

Chief Executive Report 6.1 Patient Flow Development
Herts Valleys CCG Remedial Action Plan (RAP) is now formally closed
following the achievement of the trajectories in December.
Thanks were extended to the Adult Community Services In Patient teams
and Marion Dunstone, Director of Operations in particular for their
rigorous oversight and improvement in the patient flow in community
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beds.
Chief Executive Report 6.2 Winter Planning
Winter pressures have been managed well internally and externally.
The HCT escalation plan has been further updated has been tested and
lessons captured. A system wide winter de-brief is planned in April/May
2019. It was acknowledged that HCT did experience the anticipated
pressure on services during March but this is now improving.
Chief Executive Report 7.0 Finance, Performance and Information
The Finance, Performance and Information report included:









Information Governance Incident Reporting
Freedom of Information Requests
Requests for information (Subject Access Requests)
Business Intelligence
Information Management & Technology
Clinical Systems Support
Project Management Office
Estates update

Observations (O) Questions (Q) and Response (R) to Chief
Executive’s Report

Q.

AM asked for more information on the placement of the two
General Management Trainees.
CH advised that there have been some initial thoughts on their
placement but this has not yet been fully agreed. It was
acknowledged that there are several management trainees within
HCT currently. Placements in both corporate and operational
services can provide valuable experience and breadth of
knowledge for the trainees. Management Trainee’s feedback is
being heard and is very useful.

R.

Decision(s), Outcome(s) and Action(s)
i)
ii)
iii)
32/19

The Board noted the content of the Chief Executive’s Report
The Board noted the Healthy Eating CQUIN target met
The Board noted the Staff Flu Campaign 2018/19 final update

Finance Report (Month 11)
The highlights were discussed:


The Income and Expenditure position
The Trust performance against the control total is £1k ahead of
plan in month 11 and £33k ahead of plan year to date. In
achieving plan, funds from reserves have been utilised to offset
non-pay over spend and under performance of the CIP.
The Trust's single oversight risk rating is still maintained at a 1,
Page 7 of 19

Board 23rd May 2019

Attachment B1

despite continued pressure around agency usage.
The Trust is forecasting to achieve the control total of £2,077k as
per the 18/19 Operating Plan Submission; however significant
monitoring and control is required for the rest of the financial year.


Agency Expenditure in month 11 is £448k against the target of
£547k. Year to date £7,294k against the target of £6,017k. This
month was one of the lowest in year.



The Trust Cost Improvement Programme delivered £460k against
a target of £460k in month 11 and year to date £4,638k against a
target of £4,638k. Continued achievement is through contribution
of £2,709K of non-recurrent schemes and savings.



Capital expenditure year to date £2,926K delivered against a
target of £3,220k. Significant increase in capital spend is needed
within month 12 to ensure that HCT meet the increased Capital
Resource Limit as a result of the in-year asset sales and public
dividend capital (PDC) funding



The Cash Plan for month 11 is £23,379k delivered against a target
of £24,268k.

Observations (O) Questions (Q) and Response (R) to Finance Report
(Month 11)
Q.

MB asked for further explanation of the low agency expenditure
this month.
ARy advised that there has been a significant amount of work
undertaken throughout the year to transfer staff from agency
contracts to either bank or fix term contracts, this is now impacting
on the agency costs.
AM remarked that the drop in vacancy level which is nearly at the
10% target has also contributed to this position.

R.

R

Decision(s), Outcome(s) and Action(s)
i)
33/9

The Board noted the content of the Finance Report (Month 11)

The Operational & Financial Plan 2019/20
The draft Operational plan and Financial plan for 2019/20 takes into
account:





The transfer of the majority of Adult Community Services
commissioned by the Herts Valley CCG to an alternative provider
with effect from 1st October 2019.
The continued implementation of HCT strategy and strengthening
of integrated delivery of primary and community care in East and
North Hertfordshire; implementation of the Public Health Nursing
service and transforming children’s services across the county
and to demobilise and transfer the affected Adults Community
Services in Herts Valleys.
The Trust remains committed to the delivery of safe, effective and
efficient services.
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The Trust’s workforce planning processes take into account the
STP/Commissioner strategic plans to deliver the Five Year
Forward View/Long Term Plan, contract settlements, the impact of
tenders, productivity improvements and new service models.
The Trust is planning that its Single Oversight Framework rating
will be maintained at level 1.

The Financial Plans









Make adjustment for the income reduction as a result of the adult
community services commissioned by Herts Valley CCG
transferring on 1st October 2019
Achieve the control total set by NHS Improvement namely an
operational break even position (before Provider Sustainability
Funding)
Set cost reduction and efficiency savings that will be delivered by
a variety of actions including:
o The TUPE transfer of staff to the new adult community
services provider for Herts Valley CCG
o A corporate services transformation programme
o Productivity improvements and efficiencies in children’s
services
A challenging agency spend ceiling has been set for 2019/20.
HCT will actively work to further reduce use of agency staffing.
The transfer of the majority of Adult Community Services
commissioned by the Herts Valley CCG to an alternative provider
during 2019/20 introduces a variety of risks (both financial and
operational) in the Hertfordshire Health economy for both the Trust
and the wider network of health providers. The Trust will actively
work with partner organisations to minimise and mitigate the risks
where possible.
The plan will be updated before submission on 4th April 2019

Observations (O) Questions (Q) and Response (R) to The
Operational and Financial Plan
Q.
R.

O.

O.

O.

Q.

DOF asked if all the quality targets have been finalised and
agreed.
SB advised that the Quality Priorities have been agreed but the
quality targets which are included in the quality schedules are part
of the contract negotiation with the commissioners. Progress is
being made but not yet complete.
The national CQUIN schemes were released very late and the
expectation is that these will be addressed in the long stop and not
included in the initial contracts. The CQUIN themes are continuing.
Although the financial value of the CQUIN schemes has been
halved this sum has been rolled back into the baseline so the Trust
does not suffer any financial consequence of this change.
As part of the ongoing review of HCT Strategy, Vision and Values it
is anticipated that there will be some amendment required in
quarter 1 to ensure these changes flow through the operational
and financial plan.
MB asked who is overseeing the strategy changes for an
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independent perspective in respect of integration and alignment.
The internal project management office (PMO) oversees the
delivery of HCT strategic change. NHS England / NHS
Improvement who are merging to become NHSE/I from April 2019
provide the overall system oversight, and the Sustainability
Transformation Partnerships (STP) is looking at the system wide
strategy and will drive through integration by introducing clinical
pathways, this is at a very early stage at present.

R.

Q.

DOF remarked that the funding for training workforce is being cut
nationally and some of the funding is being diverted via the STP, is
this reflected in the HCT plans.
AR Advised that there are some funds that can be accessed via
the STP in respect of specific transformational work.
SB advised that nationally the funding for continued professional
development (CPD) will be reviewed with the potential that this will
be phased back in, as it has been recognised that the cut in
funding has not helped with staff retention.

R.
R.

Q.

AM asked for clarification around the cost improvement plan (CIP)
for 2019/20.
DB advised that there is a formal CIP which will locally be known
as Productivity, Improvement and Efficiencies Schemes (PIES) to
set a more positive tone on our approach to delivering CIPS. As
this is a year of change there are different components which align
to the changes that are in the pipeline for 2019/20.

R

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

A Chair’s action was agreed to sign off the Operational and
Financial plan prior to final submission this action will be ratified at
the May Board meeting.

(E)

Clinical Services and Healthcare Governance

34/19

Clinical Quality and Medical Director Update
The Clinical Quality and Medical Director update included:














Following the Publication of the NHS long term plan the Medical
and Nursing directorates are forming the emerging Clinical
Strategy based around Primary Care Networks and emerging
Integrated Care Systems (ICSs) and Integrated Care Alliances (ICAs)
Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) flow
charts
SystmOne templates update following CQC
Ward Admission processes
Update to Comprehensive Geriatric Assessment (CGA) Template
(for use in Frailty Clinics)
Frailty Clinics Update
Sepsis
Sustainability and Transformation Partnerships (STP) Tissue
Viability update
Medicines Management & Safety
EU Exit Preparations.
Safeguarding Adults
Safeguarding Children
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Infection Prevention and Control
Learning From Death
Freedom To Speak Up (FTSU)

Observations (O) Questions (Q) and Response (R) to Clinical Quality
and Medical Director Update
Q.
AM asked for a further update on the c.difficile position.
R.
SB advised that at present there have been eight recorded cases,
two have been successfully downgraded and there is potential for
a further two cases to be downgraded. HCT could therefore
potentially remain within the trajectory of five cases.
O.

In light of the significant increase in deaths of children and young
people who have taken their own lives in 2018, it was
acknowledged that there are a number of capacity, demand and
resourcing issues that impact on providers in respect of children’s
mental health. An update report at a future Board would be useful
which sets out the work that HCT undertakes and the work
undertaken in partnership across the system to address this
situation.

O.

The learning from the MRSA infection needs to be followed up.

Q.

MB asked for clarification on the benefits for Primary Care
Networks.
HP provided a brief strategic overview explaining the benefits both
locally and system wide which links into Integrated Care System
(ICS) and Integrated Care Alliance (ICA).

R

Decision(s), Outcome(s) and Action(s)
i) Katy Healy to be invited to a future Board to update on work HCT is
undertaking to improve Children and Young People’s mental health as
part of the system and in our services. It was agreed to invite our key
partners including the Director of Children’s Services from HCC.

Action

MD/KH

ii) The Board noted the content of the Clinical Quality and Medical
Director’s Update
35/19

Community Hospital Safe Staffing Report (December 2018/ January
2019)






Vacancy levels across the inpatient units remains high despite a
variety of initiatives, recruiting remains a challenge.
Mandatory training compliance has improved with five of the eight
units exceeding the target,
No patient safety issues with no unavoidable pressure ulcers
reported
No serious incidents were declared in this period
Bank and Agency usage remains high due to enhanced care
required for patients with additional needs.

Observations (O) Questions (Q) and Response (R) to Community
Hospital Safe Staffing Report
a)
The current vacancy “hotspot” at Herts and Essex Hospital will be
considered fully and a full skill mix review is planned to improve
Page 11 of 19

Action

Board 23rd May 2019

Attachment B1

the vacancy level and support workforce retention. This will be
closely monitored by the Healthcare Governance Committee.
Decision(s), Outcome(s) and Action(s)
i.

36/19

The Board noted the content of the Community Hospital Safe
Staffing Report for December 2018 / January 2019

Quality Report Q3
The summary Quality Report and dashboard for Q3 2018/19 (OctoberDecember 2018) was received.
It was noted that:
a)
The Achievements and Challenges were acknowledged.
b)
Healthcare Governance Committee received and reviewed a
detailed report on category 3 and 4 Pressure Ulcers along with an
overview of the work being taken forward in line with the new
NHSI guidance on reporting. It is expected that this will impact on
the numbers reported in the future.
c)
The dashboard reported that all areas were “green” which
demonstrates that HCT is equal to or above National and Local
benching targets. This is a significant achievement.
Observations (O) Questions (Q) and Response (R) to Quality Report
Q3 2018/19
Q
R

Q

R

DOF asked if the Board would receive a full explanation of the
new Pressure Ulcer reporting and definition changes.
AM advised that a new baseline needs to be established and it
will take a period of time to demonstrate any differences,
improvement or deteriorations. Data capture is also being
reviewed and it has been recommended that reporting is split into
east and west of the county to ensure ongoing useable data.
CH asked in light of the patient story and other feedback relating
to missed visits for clarification of the themes, trends and issues
reported by the internal peer review on ICT and CAHS. SB will
investigate this further.
AM advised that there is heavy reliance on peer reviews to
ensure that the CQC action plan is delivered and assurance is
provided. It was suggested that the suitability of this method will
need to be reviewed going forward. SB advised that this will be
linked to the Quality Wheel and pathway to achieve CQC
“Outstanding”.

Decision(s), Outcome(s) and Action(s)
The Board noted the content of the Quality Q3 report 2018/19
37/19

Quality Priorities 2019/20
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The Quality Priorities for 2019/20 and associated metrics were received.
It was noted that:
i)
Three priorities were proposed for 2019/20.
Quality Priority 1: We will implement the guidance from NHS
England to help staff recognise frailty and signpost patients and
carers to relevant available help, and ensure actions are taken to
support the patient’s needs. We will support our community to
have active engagement in their health and wellbeing.
Quality Priority 2 We will aid recognition and management of a
person whose health is deteriorating, including recognising and
managing sepsis, in the inpatient and community setting.
Quality Priority 3: We will ensure that carers, including staff, are
recognised as carers. Carers will feel respected and heard as
carers, and recognised as experts. This a two year quality priority
aligned with HCT Carers Delivery Plan.
ii)

The above Quality Priorities align to and support the
implementation of local and national strategies, including the NHS
long term plan and STP workstreams already underway and have
been amended in light of feedback at healthcare governance to
include sepsis awareness for health visiting teams.

iii)

Associated targets/thresholds are set internally by the Trust.

Observations (O) Questions (Q) and Response (R) to Quality
Priorities
O

SB advised that there are no financial figures attached to the
quality priorities except in respect of staff training.

Q

CH enquired about the timeline to complete and sign off the HCT
Carers Delivery Plan, taking into consideration the metrics
identified in the Quality Priority 3.
AM advised that this was discussed at Healthcare Governance
Committee and further work was requested. Comments on the
strategy have been received and considered and Carers
engagement has commenced. HealthWatch feedback on the Plan
would be useful. The Carers Plan will need to be brought to the
Board and shared in the context of the STP wide strategy.

R

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

38/19

The Board noted the Quality Priorities for 2019/20

Chair of Healthcare Governance Committee’s Assurance Report of
meeting held on 19th March 2019
The Chair’s assurance report was received for the Healthcare
Governance Committee (HGC) meeting held on 19th March 2019.
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The Risk / Assurance levels and the Chair’s observations against
each item were acknowledged.
The Healthcare Governance Committee Pressure Ulcer detailed
report was discussed previously. AM emphasised that the numbers
of pressure ulcers being recorded have been decreasing year on
year, however this is likely to be affected by the new reporting
guidelines.
There is a proposal to change the committee structure reporting
into Healthcare Governance Committee by amalgamating the
Patient Safety and Experience Group with the Clinical
Effectiveness Group.

Observations (O) Questions (Q) and Response (R) to Healthcare
Governance Chair’s Assurance report
Q
MB asked how best practice is used to ensure that the pressure
ulcer issues are reduced.
R
SB provided an overview of the actions that HCT are taking in the
community to address Pressure Ulcer care and involvement in the
national “Stop the Pressure” campaign. HCT tissue viability lead
nurse is a member of the NHSI Pressure Ulcer workstream
therefore linking into best practice which she shares within HCT.
O
Innovative use of technology is also being investigated to provide
patients in the community with equipment to help reduce the
impact of pressure ulcers. It was noted that the success of this
technology is dependent on patient choice.
Decision(s), Outcome(s) and Action(s)
i)
The Board noted the content of the Chair’s assurance report for
the Healthcare Governance Committee meeting held on 19th March
2019.
(F)
39/19

Performance and Operations
Summary of Integrated Board Performance Report
The Trust’s Summary Integrated Board Performance Report (Data for
February 2019) was received and discussed.
It was noted that:
(i)

The report had been considered in some detail by Strategy &
Resources Committee (SRC). The full report, including detailed
analysis, was provided in the supporting papers.

(ii)

Performance highlights in the full set of indicators were:
 Stroke and Non Stroke length of stay (LoS) within rehab
pathway thresholds.
 93.6% of patients waiting within 18 weeks for their initial
appointment against a target of 90%
 Staff Mandatory training figures above target with 94.0% in
February
 Vacancy rate at its lowest, with 10.2% reported in February

(iii)

Areas for attention were:
 Two C.diff case reported in February
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 8 avoidable category 2 Pressure ulcers reported in January.
 Patient moving and handling figures below target at 88.9%
 Underlying Staff turnover over threshold with 14.4% recorded in
February.
 Absence rate above threshold for February.

Observations (O) Questions (Q) and Response (R) to Summary of
Integrated Board Performance Report
O.

ARob advised that the SRC have discussed and are monitoring the
performance levels in detail which includes the Referral To
Treatment (RTT) performance hotspots in Herts Valley for
Community Paediatrics and in East & North Herts the
Musculoskeletal (MSK) service.

Decision(s), Outcome(s) and Action(s)
i)
(G)
40/19

The Board noted the content of the Summary of Integrated Board
Performance Report

Strategy Resources & Engagement
Gender Pay Gap report
The Board received Gender Pay Gap report for 2017/18
It was noted that:
i) The report consists of a standard set of metrics for 2017/18; this
will be published by the Government and on the Trust website at
the end of March.
ii) The summary of findings are:
 The Trust’s mean (average) pay gap of 12.2% has decreased
by 1.9% in comparison to the previous year. The data
compares well to the ONS 2018 provisional national Gender
Pay Gap mean which is 17.1% in favour of men.
 The Trust’s median pay gap 2.2% has increased by 1.2% in
comparison to the previous year. The rate still compares
favourably to the ONS 2018 provisional national Gender Pay
Gap median which is 17.9% in favour of men.
 HCT continue to have proportionally more males than females
employed in the Upper Quartile.
 The only bonus payments made by the Trust are to eligible
Medical Consultants who apply for the Clinical Excellence
Awards (CEAs) which can be awarded nationally or locally. 1
member of staff received a bonus payment in the 12 months
up to 31st March 2018.
Observations (O) Questions (Q) and Response (R) to The Gender
Pay Gap Report 2017/18
O
O

It was confirmed that the data only relates to employees paid via
the payroll and does not include contract or agency staff.
Clarification was given on the compilation of the upper quartile data
and the breakdown of the data included Administration, Clerical
and Management.
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An action plan has been developed to address the pay gaps and
this will be reported on six monthly.

Decision(s), Outcome(s) and Action(s)
i)
ii)

41/19

A Chair’s action approved The Gender Pay Gap report for
publication.
The Board thanked the team for collating this information and
noted that it would be used in a variety of ongoing workstreams.

Audit Committee Chairs Assurance report and Minutes from the
Meeting held on 12 March 2019
Audit Committee Chairs Assurance report and Minutes from the Meeting
held on 12 March 2019 were received.
The Audit Committee Chair’s Assurance report was completed by DB
following the meeting due to the unexpected unplanned unavailability of
the Chair’s and verbally reported on by AM who confirmed that the
assurance report accurately records the outcomes of the meeting.
It was noted that:

(I)
42/19

i)

The chair wished to raise awareness of two issues within the
assurance report that rated Amber/Red which were:
 The GP Engagement Internal Audit gave only partial assurance.
It was acknowledged that the approach has changed since this
audit report was undertaken - despite this the audit
recommendations need to be actioned and will be monitored
closely.
 There remains a governance gap until the outstanding
Memorandum of Understanding (MOU) for the shared estates
function with Hertfordshire Partnership Foundation Trust (HPFT)
has been fully agreed and signed off. DB advised that a draft
was shared with HPFT in December and feedback is still
awaited. A meeting has been arranged to move this forward, if
this is not successful it will be escalated to Chief Executive level
as it needs to be place by the start of the new financial year.

i)

The Board noted The Chairs Assurance report and minutes of the
Audit Committee meeting held on 12 March 2019.

Urgent Business
No urgent business declared.
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Risks Arising / Observations
Summary of High Level Risk Register (HLRR)
The HLRR reported the status of risks associated with activity and
business across all of the Trust’s Business Units as at 1 March 2019 The
detailed report has been reviewed and discussed by the Board in the
private and at SRC.
It was noted that:
a)
Currently there are 12 risks on the HLRR compared with eight in
January
b)
Three new risks have been added and one risk has been
escalated.
c)
There are seven top risks which score 16 or above.
d)
Risk 713 in relation to Pharmacy provision, follows on from the
CQC action plan. Currently a costing proposal is being developed
to increase the Pharmacy capacity to address the CQC action plan
and support the strategic direction. This proposal will be agreed by
the Executive Team and reported to the SRC for approval.
Observations (O) Questions (Q) and Response (R) to the Summary
High Level Risk Register
Q
R

Q
R

Q
R
R

DOF asked for clarification on the funding for the additional
pharmacy capacity.
HP advised that there is no additional funding, skill mix and other
ways of increasing capacity will be investigated within existing
funding.
DOF asked for further visibility in relation to the CQC inspection
follow up and response to the action plan
AM confirmed that following the CQC inspection, Healthcare
Governance Committee (HGC) has received confirmation from
CQC as reported in the minutes and Chair’s Assurance reports that
CQC are content with HCT’s progress on completing and
addressing actions. HGC can assure the Board that work is
underway not only to embed the improvements but also to change
the culture so that the changes happen all the time, every time, to
ensure that the improvements are sustained. This work will
support the pathway from CQC “Good” to CQC “Outstanding”.
AM asked when the Risk 589 in relation to outcomes of tenders
would be reviewed in light of the recent tender outcome.
CH advised that this was a general risk and the recent outcome
was reflected in the Risk 725.
SB advised that this issue has also been recognised in the Board
Assurance Framework (BAF) and two risks will be merged, this will
be reflected on the HLRR next time.

.
Decision(s), Outcome(s) and Action(s)
i)

The Board noted changes to the HLRR during February and
progress and assurance on the management of risks.
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Summary of Board Assurance Framework (BAF)
The Executive Team and the Healthcare Governance Committee have
reviewed the BAF risks.
It was noted that:
a)
There are no changes from last month reporting.
b)
There are currently nine risks on the BAF, three of which are
corporate risks which are on the HLRR.
c)
There is a recommendation to combine corporate risks 6 and 7 to
form one risk and reword accordingly in the next iteration. This will
also be reflected on the HLRR.
Observations (O) Questions (Q) and Response (R) to Summary of
the Board Assurance Framework
O.

O

It was acknowledged that a lot of the risks are endemic and there
is little change, it was acknowledged that the tolerance level and
risk appetite needs to be reviewed.
AM expressed that the Public Health Nursing contract risk
articulation and mitigations needs to be strengthened, but it was
acknowledged that this would be undertaken when risk 6 and 7
were combined and reworded

.
Decision(s), Outcome(s) and Action(s)
i)

45/19

The Board noted the full Board Assurance Framework was
reviewed and discussed in the Trust Board meeting held in Private
on 28 March 2019 due to commercially sensitive information.

Summary of Risks Arising
i)
Risk Appetite for HLRR and BAF needs further discussion and
consideration.
ii)

The Board noted the impact on everyday service delivery in
relation to the mobilisation and transition of the Herts Valley Adult
Community Services (HVACS) to Central London Community
Health (CLCH) as well as the ongoing financial costs connected to
the transfer. It was noted that HCT is still in the planning stage
once this is completed mitigations can be developed further.
The potential risk in relation to workforce is being managed and
mitigated. Engagement meetings have been arranged with staff to
ensure open and honest communication and to help staff to
understand the process and the timelines. There is understandable
uncertainty amongst the Corporate staff currently; this will be
addressed once details have been clarified. A general overview
report at next meeting in respect of the progress and impact will be
provided.

iii)

Brexit – the current position is mentioned in the Medical Director’s
report, however it was noted that HCT is involved in extensive
weekly and daily reporting to NHSI.

iv)

The new GP contract could pose a risk to Community Trusts
dependant on the direction of travel GPs decide to take when
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commissioning services.

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

(L)

An overview report to be provided to each Board meeting in Public
to update on the progress, impact and mitigations in respect of the
HVACS transition.

RB

Supporting Papers / Items for Receipt and Noting Only
Members of the Board noted
 Finance Report (Month 11)
 The Quality Report Q3
 Minutes of the Healthcare Governance Committee held on 22
January 2019
 Integrated Board Performance Report

(M)

Date, time and Venue of the Next Meeting
The next Trust Board meeting in Public would be held on Thursday 23
May 2019 at 13.30 pm to 15.30 pm at Mill Green Golf Club, Gypsy Lane,
Welwyn Garden City

(N)

Questions from the Public
No questions notified.
Meeting closed at 15.25 pm
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HERTFORDSHIRE COMMUNITY NHS TRUST BOARD TRACKER
RAG Traffic Light Key:
To be considered at
current meeting
(i.e. action deadline
reached)

Minute
Ref No.

Meeting
Date

No Action
Required

Action Deferred

Action not yet
initiated but
within target

Action not yet
initiated and likely
to miss target

Board
Lead

Item / Action Required

Action In Progress
but not on target or
target has expired

Target /
Finish Date

Action in progress
and on target

Progress

Action
Completed

R/A/G

Board Tracker from 28th March 2019
45/19

28.3.19

45/19

28.3.19

34/19

28.3.19

Summary of risks
Risk appetite for HLRR and BAF requires further
discussion and consideration
Summary Of Risks - Herts Valleys ACS
Transition
Overview report to update on progress, impact
and mitigations in respect of the HVCCGACS
transition.
Clinical Quality and Medical Director Update
Katy Healy to be invited to a future Board to
update on work HCT is undertaking to improve
Children and Young People’s mental health as
part of the system and in our services. Key
partners to be invited including the Director of
Children’s Services from HCC.

SB

July

Under review as strategy
refresh completes

Action in
progress and
on target

RB/VHD

23.5.19

Report at Board meeting and
SRC

Action in
progress and
on target

MD/KH

To be
advised

Being incorprated into the
Equality Delivery Scheme 2
which will be considered at the

Action
Deferred

Board Tracker From 27 September 2018
144/18

27.09.18

Workforce Race Equality Standard (WRES)
Report
The Board noted it should receive a further

RB

1

July 19
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Minute
Ref No.

Meeting
Date
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Board
Lead

Item / Action Required
update on action in relation to the WRES report
in November 2018 or January 2019 at the latest.

Target /
Finish Date

Progress
May Board due to GPGR in
May
Brief verbal update given at
March 2019 meeting due to
unexpected absence at May
2019 meeting

2

R/A/G

Action
Deferred

Hertfordshire Community NHS Trust Strategy On A Page 2019‐21
STP Priority 1
Living well and preventing ill
health

STP Priority 2
Transforming primary and
community services

STP Priority 3
Improving urgent and
hospital services

Outstanding quality and performance

Joined‐up local care

What will we do, by when?
• Embed our Quality Improvement approach – April 2020
• Achieve ‘outstanding’ from CQC – April 2021

What will we do, by when?
• Integrated Care Alliance with partners – December 2020
• Contracts with Primary Care Networks – December 2020
• Deliver integrated hubs in town centres – April 2021

How will we measure success?
• Achievement of ‘outstanding’ CQC status.
• % of contractual KPIs achieved.
• Patient Reported Outcome Metrics
(PROMs) and clinical outcomes

How will we measure success?
• Reference costs for the Trust
• % of the Trust’s income spent on overheads
• Number of awards for innovation

Draft v2

How will we measure success?
• Signed alliance agreement with partners
• Number of integrated pathways/
services delivered
• Number of contracts with PCNs
• Number of integrated hubs delivered

ICON

Vision
“Outstanding
services,
healthier
communities”

Best value through innovation
What will we do, by when?
• Deliver Transformation of Corporate
Services (TCS) – October 2019
• Meet financial control total – April 2020

STP Priority 4
Providing health and care
more efficiently

ICON

Agile

ICON

Great place to work
What will we do, by when?
• New vision & values launched – May 2019
• Talent management project – Sept 2019
• Retention activities implemented – Mar 2020

How will we measure success?
• % of staff recommending HCT as a place to work
• % vacancy rate
• % turnover rate
• % sickness rate
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Chief Executive’s Report
1.0

Executive Summary
This report provides the Board with an overview of matters of current interest at a
national and local level together with an update on the work of our Executive
team since the last Board meeting (28th March 2019) that are not covered
elsewhere on the agenda for this meeting.

2.0

Recommendations
The Board is asked to note the contents of this report.

3.0

Matters pertaining to national/regional updates

3.1

We have received confirmation of appointments to key roles within the Eastern
Regional Directorate of NHS England and NHS Improvement. Deepa Nair
continues as Senior Delivery and Improvement Lead and Sara Howlett is Head of
Delivery and Improvement. Our Performance Management Review meeting
continue quarterly as we retain our top Single oversight rating.
The Chair and I have both now had an introductory meeting with Ann Radmore,
new Regional Director and I attended Ann’s first Regional team network meeting
early this month.

3.2

Matthew Winn, CEO of Cambridgeshire Community Services NHS Trust, has
been appointed to the post of the first NHS England community services director.
Working part time on this he will lead the ‘ageing well’ programme as part of the
NHS long term plan to make sure people are supported closer to home. The
long term plan allocated an additional £4.5bn per year by 2023/24 to primary and
community care.

4

Matters internal and local to the Trust

4.1 We were pleased to invite representatives from East and North Herts CCG, Chair
Dr Prag Moodley, along with Dee Boardman, Director of Primary Care
Development, to meet with the Board to discuss key strategic priorities and the
development of primary care networks across east and north Hertfordshire. This
session helped inform the priorities within the 2019/20 delivery plan.
4.2 Following engagement and discussion our new vision, values and strategic
objectives have been developed and are presented to the Board for approval.
Both the children and young people (CYP) and adult services have held their
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annual away day events where managers and leaders meet and set the objectives
for delivery in the business units, which are aligned to the Trust’s overall strategy
and delivery plan. This is an exciting time where we can build on the opportunities
presented in the NHS long term plan to further develop community and primary
care services.
5

Operational Services Update

5.1 Patient Flow
• Average Length of Stay (ALOS) demonstrates a continued decrease across both
sides of the county. In East and North IMC beds in Feb 2019, all pathways had a
length of stay (LoS) of 18.9 days with the rehabilitation pathway (21days) having
a LoS of 17.9 days.
• Health delay transfer of care (DToC) also continued to decrease across both
sides of the county. For March 2019, East and North Health DToC was 4.8% and
Herts Valley DToC was 4.3%.
• There has been growing pressure each side of the county for community
inpatient beds with the daily waiting list numbers increasing. This demand is
largely being driven by non-weight bearing patients and Bariatric patients and
has fluctuated in relation to pressures in patient flow through the acute hospitals.
5.2
•

•
•
•

Winter
A Sustainability & Transformation Partnership (STP) winter learning workshop
was held in May. This had good attendance and winter pressures were
considered to have been managed well internally by HCT and externally by the
STP and respective CCGs.
Pressures on patient flow in the system have continued due to the late Easter
break and bank holidays.
System partners noted HCT’s positive contribution to system capacity through
discharge hone to assess (DH2A) across both the CCGs and the flexibility of
HCT to respond quickly during periods of escalation.
HCT will undertake our internal winter learning and planning for next year in
June. Key system considerations for 19/20 will include developing a bariatric
pathway and implementation of the Single Health resilience Early Warning
Database (SHREWD).

Adult’s and Children’s Services
5.3
•
•

5.4
•

East and North Integrated Care Teams
Vacancy levels in March have increased to 11% from a position of 7%. However
when taking into account staff in the recruitment pipeline this reduces to 8%.
East and North ICTs KPIs continue to improve assisted by increased accuracy
on recording and reporting.
Skin Health
The service remains an escalated service until consultant support has
commenced. Discussions are ongoing with acute trust partners to provide this.
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5.5 MSK
• The service is being managed as an escalated service due to an increase in
waiting times.
• With greater oversight and progress on delivering the improvement actions the
waiting list has begun to reduce. This continues to be monitored by the
executive team every two weeks.
5.6
•

•

Community paediatric Service
The community paediatric service has breached the 18 week referral to treatment
(RTT) target; we have implemented new processes to manage longer waiters.
There remain a significant number of children and young people waiting for
Autism Spectrum Disorder (ASD) assessments.
The service has a programme of service improvement activity underway
following a detailed data diagnostic exercise. This includes implementing an
updated referral forms and the introduction of multi-disciplinary teams (skill mix).
A plan is under development with partners across the county to address waiting
lists for ASD assessments. The impact of the actions taken to address the
waiting lists will be closely monitored and reported. The transformation work is
being monitored closely by the Executive Team.

5.7 Children’s and Young People Specialist Services Transformation
• Following partnership events earlier in the year, HCT Children’s and Young
People’s Services are in the process of establishing partnership Task and Finish
Groups to take forward the system level transformation activity identified.
• Task and Finish Groups will deliver key pieces of work including: identifying key
pathways to deliver seamless care across organisations, developing a new
approach to key workers and partnership working to reduce avoidable
admissions of children and young people into hospital.
5.8 Public Health Nursing Service
• Following the successful bid to retain the contract for Public Health Nursing
Service (PHNS) in 2018, the mobilisation and transformation phases for the
Family Centre Services are now complete. The service actively ensures
continuous improvement with a number of projects underway utilising the QI
(quality improvement) methodology.
• We have developed positive relationships with our Family Support Service
Partners throughout this period and look forward to continuing to work together.
5.9 Early Emotional and Mental Wellbeing work
• We are working with partners across the system to plan and deliver an improved
early emotional and mental wellbeing service for children and young people. A
steering group has been established with director-level representation from
partners across the system. Work is underway to understand the needs and
demands on current services. We look forward to working together with partners
to improve access and needs-led emotional and mental wellbeing support for
children and young people.
6.0 Our People
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6.1 April Workforce KPIs
Vacancy rate: 12% (above target in Adult Services at 16.7%)
The Trust is leading on four recruitment events for the STP, two (June and
October) are aimed at qualified clinical staff, with a marketing campaign using
social media. There will be a third event aimed at unqualified staff, to include
Trainee Nursing Associates. The fourth one will be a joint event at the Health
Sector Jobs Healthcare Recruitment Fair aimed at all staff groups.
Turnover: 14.5% (above target in Adult Services at 15.1% and Corporate at
17.4%, although both slightly down on last month)
The Trust career clinics have been relaunched and focus on a variety of nursing
career paths, including palliative care. A new starter portal has been launched
aimed at improving on-boarding and increasing retention in the early stages of
employment.
Sickness: 3.7% (above target in Adult services at 4.1%)
The Staff Health and Wellbeing Task and Finish Group has agreed a new Staff
Mental Health Action Plan which sets out a work programme to support staff over
the next year.
Temporary Staffing
A programme of work to attract general nurses on the bank into Community
Nursing is underway, with a launch even held on 8th May. The next stage will be
to agree the additional skills required and cost of upskilling the workers.
6.2 Staff Recognition
HCT Superstars
A very successful celebration event was held at TewinBury Farm on the 4th April,
recognising around 60 HCT Superstars along with our long serving staff and
retirees. We received very positive feedback and thanks from the staff who were
invited. The next event will be held in July, with around 100 new Superstar
nominations already received.
Leading Lights
We are delighted to have received around 140 nominations for our Leading
Lights annual awards ceremony. All categories have now been shortlisted. The
celebration event is a key highlight of the year and is being held on 19th June
2019.
Leadership
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The next Making a Difference: Foundation in Leadership and Management
programme was launched in April with 27 participants from across all parts of the
Trust.
7.0 Director of Finance Report
7.1 Finance
Key areas of focus during April have been the completion of the 2018/19 full year
accounts and supporting our external auditors in their work. Thanks to all in the
team for their work in producing a set of accounts that show that the Trust has
again met its financial targets.
Other areas of work include:
•
•
•
•
•
•

The completion of budget setting for the first six months of the 2019/20 year
Support on the production of the Annual Report
Support on the Transforming Corporate Services and Herts Valleys
Transition work
Development of the Costing and Service Line Reporting capabilities
Month 1 reporting
Review and resubmission of Capital Plans to NHS England and NHS
Improvement

7.2 Performance and Information
The main focus since the last report to Board has been on:
•
•
•

•
•

the completion of the ENHCCG and HVCCG activity plans
the commencement of the PHN School Nursing KPI Dashboards project
the development of a new Workforce database to draw ESR system data into
the Internal Data Warehouse as part of the longer term project to integrate all
data sets
working with finance team to develop PLICS MIU Reporting capabilities
continued promotion of the Skype instant messaging tool

The Business Intelligence (BI) team have completed the work to enable the
conversion of file formats to report via MESH for new Secure Transfer purposes
and have resolved issues in the Data Warehouse affecting strategic and clinical
reporting.
IM&T are starting the rollout of Windows 10 upgrades (aligning existing laptops to
the operating system in new laptop deployments). The service desk has now
successfully implemented ‘Chat’ and RPA (Remote process automation).
Clinical Systems Support team are completing the RY4 project in May. All
relevant services will also have been transferred to self-managing Smartcard
Chair: Declan O’Farrell
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provisioning. SystmOne Training clinics are starting at key sites on a pilot basis,
for ‘drop in’ for users with SystmOne issues
7.3 Estates
Facilities Management Contract
HCT have agreed a one year extension on the existing FM contract with
Interserve now that they have come out of Administration and into a new
company. HCT, in partnership with HPFT, are progressing with the re-tender of
this service. The contract award will be made later this year with a contract
commencement date of 1st April 2020. The remainder of the 19/20 contract year
has an agreed removal of transferred properties at no additional cost to HCT.
Capital Program
2019 – 2020 HCT Capital Bids include:
(1)
Bishops College 3rd floor – internal refurbishment.
(2)
Backlog Maintenance.
(3)
Queensway Health Centre – new lift.
(4)
Cheshunt Community Hospital – Land purchase.
(5)
Waltham Cross Health Centre – Phase 2 internal refurbishment.
Live Projects:
(i)
Waltham Cross Health Centre – Phase 1 external project, planned
completion June 2019.
(ii)
Potters Bar lift – Planned completion September 2019.
(iii)
St Albans Civic Centre –Planned completion end of September 2019.
7.4 Information Governance
Incident Reporting
The number of reported incidents for the year to date is as follows:
January
February
March
April

38
30
33
31

Most incidents continue to be the result of a staff lack of attention to detail and
failures to fully follow due process leading to inaccurate records rather than lost
or mislaid information. Notable is an increase in record keeping errors. This
continues to be monitored and examined further by the Head of Information
Governance in co-operation with the relevant service leads. Further investigation
of trends has not revealed any particular patterns, emerging risks or causes for
concern.
Freedom of Information Requests
The Trusts compliance level is currently 89% within the statutory 20 working
days. No complaints have been raised via the FoI Act.

Chair: Declan O’Farrell

Chief Executive: Clare Hawkins
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Requests for Information (Subject Access Requests)
The Trust continues at 100% compliance within statutory timescales.

End of Report

Clare Hawkins
Chief Executive

Chair: Declan O’Farrell

Chief Executive: Clare Hawkins
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Meeting Date:
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Executive Lead:

David Bacon Director of Finance

Author(s):

Finance Department

For:

Note / Discussion

Risk rating:

Amber/Green

1.0

Purpose & Recommendations
1.1

To advise the Board regarding the Month 1 2019/20 financial
position. Due to the timescales relating to the submission of the
Annual Accounts a summary of the key financial metrics has
been provided in lieu of the usual finance report.

1.2

To ask the Board to:
(1)

Note the M1 position

(2)

To raise any issues / concerns.

2.0 Summary
2.1

a. Income and Expenditure (I&E) position:




The Trust performance against the control total is as per plan as
at M1.
The Trust’s single oversight risk rating remains at a 1.
The position includes £59K of Provider Sustainability Fund
(PSF) income.

Summary Income & Expenditure 2018/19 £’000s
Retained Surplus
Control Total
Trust Agency spend

Annual
Plan
1,105
1,174
6,965

b. Cost Improvement Programme:
 Month end: £202K delivered, target £202K

1

Plan
M1
192
198
603

Actual
M1
192
198
443

Variance
M1
0
0
(160)
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The CIP savings delivered to date include a significant
proportion of non-recurrent schemes that are awaiting Quality
Impact Assessment sign off. The identified schemes will
convert to recurrent schemes as they are approved.

c. Capital Expenditure:
 The Trust spent £65K for the year against a plan of £311K. The
current Capital Resource Limit (CRL) is £3,454K.
d. Cash plan:
 Month 1: £23,295K against a planned level of target £24,600K
e. Receivables and Payables
 The Trust has a year-end Receivables balance of £6,818K
against a planned level of £3,179K, due to late payment by a
number of provider Trusts, including WHHT and Royal Free
 The Trust has a year-end Payables balance of £13,540K
against a planned level of £14,025K

3.0

Relevant Strategic Objective(s) / Strategies
3.1

Trust Strategic Objectives
We will use resources efficiently to enhance our ability to
Improve services.

4.0

References, Appendices & Attachments
Appendices & Attachments
None

Author(s) of paper:
Finance Department
Date: 14th May 2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board

Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Strategy & Resource Committee
May 2019
Issues arising from committee consideration
eg, noted, requested amendments, etc

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

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x

√

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

√
√
√
√
√

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

David Bacon, Director of
Finance

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Clinical Quality and Medical Directors Report
1.0

Executive update from Medical and Nursing Directorate
The Medical and Nursing Directorates continue to support the new Clinical
Strategy. Dr Kendrick and Sarah Browne have held a series of meetings with
GP federations, localities and emerging PCNs to evaluate joint working
further. We are also working towards greater clinical collaboration with other
provider Trusts.

1.1

Updates are given below covering specific areas of work being taken forward.

2.0

Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) Flow Chart
for Patients Admitted to Our Wards.

2.1

This has been updated and will be converted to a Standard Operating
Procedure (SOP). It covers the key issues highlighted by CQC in regards to
capacity assessments. IT has now been completed and circulated to all
medical staff

3.0

System 1 Templates

3.1

The system 1 template for the inpatient units has been updated to take into
account feedback from the ward doctors and feedback from CQC. This has
been consulted upon with all medical staff ad is now ready for launch.

4.0

Frailty

4.1

A business case is being developed to be taken to East and North Herts CCG
for expansion of frailty clinics across all areas of the CCG.

4.2

The frailty workstream have been looking at how the STP frailty pathways can
be delivered within HCT.

5.0

Sepsis

5.1

Standard Operating Procedure for the management of deteriorating patients
has been updated to include NEWS2 information. Intranet pages are under
development to provide information on use of NEWS2.

5.2

Electronic training for all clinical staff (provided by Royal College of
Physicians) is to be added as ‘essential’ training for all clinical staff.
1
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5.3

Incidents related to deterioration and use of NEWS2 will be reported through
the Sepsis Working Group and the Patient Safety & Patient Experience Group
meetings.

5.4

Use of NEWS2 will be audited through the inpatient and community teams’
Dip Test audits, through the annual record keeping audit and supplemented
by the annual staff survey to determine knowledge of NEWS2, how to record
and escalate. Results of these audits will be reported at the groups listed
above.

6.0

Medicines Management & Safety

6.1

Medication incidents for Quarter 4 2018/19 and end of year analysis are
detailed in the Quarter 4 2018/19 Quality Report and 2018/19 Quality Account
respectively. The proportion of “harm” incidents and the proportion of HCTattributable incidents continue to fall quarter-on-quarter for 2018/19. Please
refer to these documents for full details.

6.2

The business case for Maple Frailty Clinics in East and North Herts is being
finalised for submission to the ENCCG. The aim is to provide an integrated,
comprehensive and person-centred assessment with the input of a consultant
geriatrician. An additional 2.56 WTE of Band 8a pharmacist has been
proposed in the model to complement the 0.2 WTE per locality that HCT holds
to provide for three posts.

6.3

In April, we ran the “SystmOne as prescription record” pilot between our
Integrated Care Teams (ICT) and the GPs in the Welwyn and Hatfield locality.
This was well received by the GPs and our ICT staff. This initiative has now
rolled out in all the East and North Herts localities.

6.4

The Chief Pharmacist has been working with the other chief pharmacists in
the STP to work on a system-wide Pharmacy offering to the Primary Care
Networks (PCNs). Our proposal is that existing provider trusts in the STP
employ these Pharmacy roles. This allows a more collaborative and integrated
approach which will support system stability in the pharmacy workforce, when
compared with the PCNs employing isolated Pharmacy roles themselves. This
underpins the HCT Pharmacy offering to the PCNs although we understand
that there may be a range of working models across different PCNs.

7.0

Safeguarding (Adults)

7.1

On 29th April Hertfordshire County Council has launched a new Safeguarding
Adults Team who will receive the Safeguarding concerns for residents in
Hertfordshire. This team will manage the initial strategy discussions and
liaison with relevant agencies. They will also ensure that ongoing
investigations are completed effectively and that the referrer and contributing
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agencies will receive outcomes. HCT’s safeguarding team have already made
contact with the team and met the East team manager.
7.2

A Care Home in Watford area has been moved into the Safety Improvement
Process following concerns raised by both HCT District Nurses and Watford
General Hospital. This is linked to a Serious Incident currently under
investigation.

8.0

Safeguarding (Children)
The Safeguarding Children Team are supporting two Serious Case reviews
(SCR) commissioned from other counties. This is due to families having lived
in Hertfordshire within the SCR time-line. There are no actions at this time for
HCT.
The Rapid Response to Unexpected Child Death process which is led by the
Safeguarding Nursing Team has identified a significant increase in the
number of young people who have taken their own lives in 2018. In October
the Rapid Response Conference theme will be “Teenager Suicides”.
The Safeguarding Children Team continue to offer HCT Safeguarding
Children training in Domestic Abuse to all the Family Support front-line staff to
give assurance that their front line workers have the tools and skills to support
children and vulnerable adults when Domestic Abuse is of concern or
following a disclosure. The Safeguarding children team are also offering
training on “understanding the legal system” to the family support managers
and team leads to give assurance that managers have the skills to support
their staff effectively.
Monitoring of safeguarding training continues and we have identified some
staff on the incorrect training pathway which is affecting compliance. This has
been rectified by the safeguarding team with the training department. Level 3
training compliance for April is at 88% and managers are being sent a list of
staff each month requiring training.

9.0

Infection Prevention and Control

9.1

As reported at the last Board meeting, 3 further cases of Clostridium difficile
infection (CDI) were reported in quarter 4 with an end of year total of 8 cases
reported. Two of these have been successfully appealed, and two further
cases have been appealed and whilst agreed at the review meeting, we are
awaiting final written confirmation of this. The CCG have once again given
positive feedback on HCT’s completion of the RCA documentation in both
cases. This will mean our total of CDI cases is 4 against a target of 5.

3
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There was one case of E.coli bloodstream infection identified in a patient
admitted to QVM Hospital. The total number of cases year to date is one.
There is no annual ceiling set.
10.0

Learning From Death.

10.1

The re-written ‘Learning from Deaths’ policy has been circulated to members
of Patient Safety and Experience Group for approval with the expectation that
it will be issued by the end of May 2018.
The Acting Medical Director will chair the Learning from Deaths Panel when
the Deputy Medical Director leaves the Trust in June.
The Structured Judgement Review methodology is validated for use other
types of retrospective case note reviews, and will be used as an internal tool
to evaluate the end of life care of a cohort of community patients receiving
HCT services in summer 2019.

11.0

Freedom To Speak Up (FTSU)

11.1 The 2018/19 end of year report has been developed and is on the board
agenda; it will be presented by the Freedom to Speak up Guardian, Christine
Stock.
11.2 Concerns were raised to the FTSU Guardian during 2018/19 compared to nine
that were raised during 2017/18. Of the 15 concerns raised during 2018/19
two required investigation and 13 required the Guardian to provide support to
ensure the workers concerns were heard by the most appropriate person.
11.3 Whilst few enquiries raised refer to direct patient safety concerns, it is seen
that staff have contacting the Guardian is positive, and supports that staff
know how and feel confident to raise concerns. Additionally, positive
feedback was received from the CQC inspection and staff survey.
12.0

CQC Update

12.1

The CQC Improvement Plan was reviewed at the quarterly CQC relationship
meeting on 30th April 2019 which identified that HCT was progressing well.
Within the MUSTs, for Regulation 12, 1 & 2 we had two reds and four ambers.
Following the relationship visit and further discussion with the Chief
Pharmacist, revised completion dates have been identified. The RAG rating
on the CQC Improvement Plan will be revised at the next update.

12.2

All other actions are progressing well, either on target or completed. The
Amber exceptions are: estates issues on Simpson ward, Danesbury and
Midway; Danesbury have some medication prescribing and administration
issues.
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12.3

The CQC quarterly relationship visit occurred on 30th April 2019 with a focus
on Children’s and Young People services, specifically how services had
developed since the last engagement event for CYP in August 2018. Visits
were made to Peace Children’s Centre, meeting with the PALMS and
Community Paediatrics teams; discussed the Customer Services
Transformation and visited the teams in their new working environment and
the Family Centre Service at the. This was a very positive visit with no issues
or areas of concerned raised at the time.

12.4

HMP The Mount received a follow-up visit on 22nd – 24th April 2019 following
on from the MIJ and CQC joint inspection last May 2018. Health Care had
completed all actions from the previous visit and was not inspected at this
visit.

13.0

CQUINs

13.1

The CQUIN scheme has been redesigned for 2019/20, with associated
funding value being reduced to 1.25% of the contract value to allow more
certainty around funding to support local priorities. Four CQUINs have been
confirmed as applicable to HCT:
 CQUIN 2: Staff flu vaccines (80% target)
 CQUIN 3 a/b/c: Alcohol and Tobacco screening and brief advice
 CQUIN 7: Three high impact actions to prevent hospital falls
 CQUIN 9: Six month reviews for stroke survivors

13.1

A further local CQUIN for HVCCG is under development for CYP which
relates to the empowerment of children and young people and patients and
carers to manage their child’s health condition/s

13.3

Leads have been identified and reporting frameworks agreed.

14.0

Quality Priorities

14.1

Quality Priorities are set out as clear quality stretch improvements for HCT to
deliver; although there is no financial implication for non-achievement of QPs,
HCT is held to account for achievement by CCGs and other stakeholders as
part of the contract.

14.2

Three QPs have been agreed for 2019/20:
 QP1: Frailty
 QP2: Sepsis and NEWS2 tool
 QP3: Identification and support of carers

5
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15.0

Peer Review Themes & Trends

15.1

Adult community inpatient units and ICT/CAHs services that scored below
90% in the previous round of Peer Reviews have been revisited in quarter 4 of
2018-19. Overall the results have been scored lower than previously in most
locations but this is likely due to the more robust nature of the reviews.

15.2

Challenges are still being faced within the in-patient units regarding the
recording of DNACPR and identification on Systmone and the recording of
NEWs and comfort round activity. Clinical staff are observed to be undertaking
the relevant activities but not always robustly record this. Actions are being
taken forward to support this.

May 2019
Dr Elizabeth Kendrick

Sarah Browne

End of Report
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Trust Board
Title:

Safe Staffing Report for Community Inpatient Units

Meeting Date:

23rd May 2019

Executive Lead:

Jane Lawson, Acting Deputy Director of Nursing

Author(s):

Charlotte Reynolds, Service Manager, Community Inpatient Units

For:

Noting and Assurance

Risk Rating:

Amber/Green

1.0

2.0

Purpose & Recommendations
1.1

To advise The Board of the staffing levels in HCT Community Inpatient Units.

1.2

To ask Board to:

Note the report.

Key Points
2.1

2.2

2.3

2.3

2.4

Vacancies levels across all of the Inpatient Units remains high, particularly in
Herts & Essex, Potters Bar and Simpson Ward. The Inpatient Units have been
experiencing difficulties recruiting, despite a ‘Golden Hello’ and the HCT
Facebook and Twitter Campaign. All nursing vacancies have been put out to
agencies to try to recruit permanent staff.
Mandatory Training compliance has improved throughout February and March,
with all Inpatient Units exceeding the Trust target for March. The overall
compliance training figure for March is 94%.
Appraisal rates have dropped and the Units are currently sitting at 84%
compliance. All units have plans in place reach the Trust target by the end of
May.
Patient safety remains high with no unavoidable Pressure Ulcers reported for
February and March. One Serious Incident was declared in February in
Danesbury and 1 Serious Incident declared in March in Herts & Essex. Both SIs
were associated with patient falls on the Units, which caused harm.
Band and Agency use remains high, mainly due to additional un-registered shifts
required to provide enhanced care to patients on our units with additional needs.
Additional staffing was also required for the escalation beds which remained
open during February and March on Herts & Essex, Simpson and St Peters
Wards.
1
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3.0

Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives
1
2
3

4.0

We will improve clinical outcomes and enhance patient safety
We will use resources efficiently to enhance our ability to improve services
We will develop the organisational capacity to deliver our vision and
objectives

Resource Implications
4.1

5.0

Attachment D2

Workforce costs

Appendices & Supporting Information
Appendix 1: Community Inpatient Units Safe Staffing Dashboard February 2019
Appendix 2: Community Inpatient units Safe Staffing Dashboard March 2019

Author(s) of paper:
Charlotte Reynolds, Service Manager, Community Inpatient Units
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Sign Off: To be completed as part of papers to Executive Team, Board Committees and
Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Healthcare Governance Committee
May 2019
Issues arising from committee consideration
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments /
Exceptions

Description

√/x

√

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

√
√
√

√

√

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

Sarah Browne
Director of Quality &
Nursing

x

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company
Secretary
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Community Inpatient Units Nursing Safe Staffing Update Report
May 2019
1.0

Introduction

This report provides the Healthcare Governance Committee (HGC) with an overview of the
nursing staffing levels within Community Inpatient Units. The report is based on validated
data for February and March 2019.
There is no nationally agreed RAG rating to determine nursing safe staffing thresholds for
nursing care; however NHS England has applied a threshold where organisations declaring
less than 80% fill rates for Registered Nurses (RN) will be subject to additional scrutiny as
this level of nursing would be determined as unsafe.
The Inpatient Units report their staffing levels to the Community Bed Bureau daily and a
report detailing daily staffing levels, risks and mitigation is circulated to the Senior Team for
information. Where necessary, the Senior Team will reallocate staff across the units to
ensure safe staffing levels are maintained on all units.
2.0

Executive Summary

Throughout February and March, safe staffing data demonstrates that the average staffing
levels for all Units remained above the NHS England threshold of 80% for registered nurses.
Herts & Essex was close to the 80% threshold during February and March. This was due to
due to the Herts & Essex Action Ward Manager not being on the e-roster and so the
management shifts 'appear' to be unfilled.
All Community Inpatient Units continue to care for high numbers of patients with complex
needs, with 757 additional HCA shifts being required throughout February and March to
provide enhanced care for these patients.
Vacancies levels across all of the Inpatient Units, apart from QVM and Holywell, remain
above the Trust target of 10%. Overall vacancy levels across all units remain stable, at
approx. 17% over the past 6 months. The Inpatient Units have been experiencing difficulties
recruiting into their vacant posts. A ‘Golden Hello’ was introduced for Potters Bar, Langley
and Herts and Essex, areas acknowledged to be difficult to recruit into, with limited success.
A Facebook and Twitter Campaign is ongoing, again with limited success. Due to the
difficulties recruiting our HR Business Partner has arranged for all nursing vacancies to be
put out to agencies to try to recruit permanent staff. Following a recent Herts & Essex
escalated service meeting, there is a plan to review staffing requirements across all of the
Inpatient Units, starting with Herts & Essex.
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Bank and agency usage continues to remain high across some of the Inpatient Units,
although the average usage has reduced from 26% in January to 13% in February and 19%
in March. Herts & Essex and Langley continue to have high numbers of Band and Agency
Staff. This usage is a combination of enhanced care provision and escalation beds – 3
escalation beds opened in HEH
Work continues in the Inpatient Units to reduce the use of long term agency workers.
Agency and bank workers are being approached and requested to transfer to either HCT
contracts or to NHSP.
Mandatory training has gradually improved over the past 4 months, with all units achieving
compliance against the trust target in March. The overall average across all of the units was
92% in February, increasing to 94% in March.
Appraisal rates have dropped and the Units are currently sitting at 84% compliance. This
drop is being addressed and monitored at the Fortnightly Management Team Meetings. All
units have plans in place to reach the Trust target by the end of May.
Staffing
Vacancy Levels: Community Inpatient Units

30.00%
25.00%
20.00%
15.00%
Feb
10.00%

March

5.00%
0.00%

During February and March all Community Inpatient Units, apart from QVM and Holywell,
reported vacancies above the HCT target of 10%. The highest vacancy levels are in Herts &
Essex Hospital with 26% vacancy in February, increasing to 28% in March. These vacancy
rates are similar to the previous two months. Following a recent Herts & Essex escalated
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service meeting, there is a plan to review staffing requirements across all of the Inpatient
Units, starting with Herts & Essex.
Overall vacancy levels across all units remains stable at approx. 17% since Oct 2018. The
Inpatient Units have been experiencing difficulties recruiting into their vacant posts. A
‘Golden Hello’ was introduced for Potters Bar, Langley and Herts and Essex, areas
acknowledged as difficult to recruit into, with limited success. A Facebook and Twitter
Campaign is ongoing, again with limited success. Active recruitment continues, with 39
WTE posts in the recruitment pipeline across all of the units. Due to the difficulties recruiting
into nursing posts, all nursing vacancies have now been put out to agencies to try to recruit
permanent staff, again with limited success.
The units report their staffing on a daily basis to the Bed Bureau and any risks and mitigation
are escalated to the Senior Team. Where necessary, the Senior Team will reallocate staff
across the units to ensure safe staffing levels are maintained on all units.
Sickness: Community Inpatient Units

14.00%
12.00%
10.00%
8.00%
6.00%

Feb
March

4.00%
2.00%
0.00%

Sickness levels on all units, apart from Simpson, Danesbury and Holywell, were above the
Trust Target of 3.6% in February. Sickness on all units improved in March, although only
two units were below the Trust target. Average sickness levels across all units is slowly
improving and reduced from 8% in January to 7% in February and 6% in March.
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Bank and Agency Use: Community Inpatient Units

30%
25%
20%
15%
Feb
10%

March

5%
0%

Bank and agency usage has decreased considerable across all of the units, with an average
of 13% B&A usage in February and 19% in March, against 25% B&A usage in December and
26% in January. The use of flexible workers on most units is associated with additional unregistered staff required to support patients who require one to one care on the units.
During February and March, escalation beds remained at the request of the CCG. Nine
escalation beds were in place, 3 each at St Peter’s Ward, Simpson Ward and Herts & Essex.
These beds required additional un-registered staff to provide safe care patients on the units.
Work is ongoing in the Inpatient Units to reduce the use of long term agency workers.
Agency and bank workers are being approached and requested to transfer to either HCT
contracts or to NHSP.
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Mandatory Training Rates: Community Inpatient Units

98%
96%
94%
92%
90%
Feb

88%

Mar

86%
84%
82%
80%
St Peters Danesbury Potters
Ward
Bar

Herts &
Essex

Holywell

QVM

Langley

Simpson

Mandatory training was above the Trust target in both February (92%) and March (94%). All
Inpatient Units achieved full compliance against the 90% target in March. Herts & Essex
were below the compliance rate at 86% in February, but this figure improved to 90% in
March.
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Appraisal Rates: Community Inpatient Units
120%
100%
80%
60%
Feb
March

40%
20%
0%

Appraisal rates across the Inpatient Units were at 85% in February and 86% in March.
Appraisal rates in Herts & Essex and Simpson were particularly low at 69% across both
months, which have added considerably to the low overall rate for the units. Plans are in
place to ensure that the target 95% is reached in all units by May and this is being monitored
at the Fortnightly Management Team Meeting.
Risks: Patients with additional needs
The Community Inpatients Units receive many patients onto all units who have additional
needs. These include patients who are at risk of falls, patients requiring escorts to allow
them to attend out-patient appointments, patients with Deprivation of Liberty Safeguards in
place, etc. Below is some information about patients with additional needs on our units
during February and March:

Additional Need

No of Patients across all
Inpatient Units
February
March

Patients with DOLS
Patients at Risk of
Falls

13

25

268

268

Patients requiring
escorts off site
Plus Size patients

58
9

43
10

Total additional one to
one shifts required

323

434
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Patient Safety
Falls
Six falls occurred in the Inpatient Units which resulted in severe or moderate harm during
February and March.
During February, there were 2 falls in the Inpatient Units, which resulted in ‘moderate harm’.



1 fall in Langley House where a patient sustained a dislocated hip.
1 fall in Danesbury, an unwitnessed fall, where the patient was found to have an
extension of his stroke. This incident was declared a Serious Incident and an
investigation was undertaken.

During March, there were 3 falls in the inpatient Units which resulted in ‘severe harm’
incidents in March 2019.



2 falls in Herts & Essex. One resulted in a fractured neck of femur. The other resulted in
a fracture of distal left femur and was investigated as a Serious Incident.
1 fall in Danesbury which resulted in a fractured neck of femur.

An RCA has been undertaken for all falls to identify omissions. Recommendations are
addressed by the Falls Champion for the Unit with the unit staff.
Pressure Ulcers
No avoidable category 2, 3 or 4 pressure ulcers were reported across any of the Inpatient
Units during February or March.
Serious Incidents



1 Serious Incident was declared in Danesbury in February which was related to a
‘moderate harm’ fall.
1 Serious Incident was declared in Herts and Essex, which was related to a ‘severe
harm’ fall.

Patient Experience
Friend and Family Test (FFT) Scores
99% average FFT recommendation rate across the Inpatient Units for both February and
March. QVM is the only unit recording less than 100% on the FFT across all the Inpatient
Units with 96% in February and March.
This demonstrates a high level of patient satisfaction with the service.
Complaints
3 Complaints were received for the Inpatients Units in February:
 1 x QVM relating to poor care received on the unit.
 1 x HEH relating to discharge planning.
10

Board 23rd May 2019


Attachment D2

1 x St Peters relating to timely response to call bells.

No complaints were received for the Inpatients Units during March.
All complaints are investigated in line with HCT Policy, and learning shared across all teams
at the Inpatient Units Management Team Meeting attended by Ward Managers and Therapy
Leads.
Charlotte Reynolds
Service Manager
Community Inpatient Units
9th May 2019
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Appendix 1: February 2019 Safe Staffing Dashboard
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Appendix 1: March 2019 Safe Staffing Dashboard
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Herts Valley Adult Services Transition – Progress
Update

Meeting Date:

23rd May 2019

Executive Lead:

Raj Bhamber, Interim Director of People and
Organisational Development

Author(s):

Victoria Hart-Dale, Programme Director - Transition

For:

NOTING

1.0

Purpose & Recommendations

1.1

This paper provides an update on the progress made with preparing for
the transition of Herts Valleys adult community services to the
successful bidder Central London Community Health (CLCH).

1.2

The paper also provides an overview of the key risks and issues
associated with the transition and sets out how we are planning to
manage this risk, both internally through our governance arrangements
but also through engagement with staff and patients and service users

2.0

Progress to date

2.1

Since the tender was awarded in January 2019, the Trust has worked
closely with CLCH and the service commissioners, HVCCG, to agree a
detailed plan to ensure a smooth and seamless transfer of services on
1st October 2019 and to minimise the impact of this change on patient
experience, clinical effectiveness and the affected staff. There is now a
joint transition and mobilisation plan and supporting communications
plan and this is underpinned with detailed plans to address issues such
as the location of future services, ongoing access to patient records
and IT and the training, development and support for staff whose
employer will change.

2.2

We have identified four key phases to this transition and have just
completed planning, the first of the four phases. We are now in the
preparatory phase where information is being shared between
organisations to inform decisions. Key phases are shown below:

1
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2.3

Both HCT and CLCH are keen to ensure that progress and planned
changes are discussed fully with staff and patients and actions are
taken now to avoid any potential service disruption on 1st October
2019. We are talking to equivalent managers at CLCH regarding IT
systems, staffing arrangements and service locations. Our aim is that
that patients and service users will experience as little an impact as
possible to the service they currently access.

2.4

The future ownership of the buildings from which adult community
services operate remains a key priority. We are working closely with
CLCH and our commissioners to clarify future ownership or leasing
arrangements of these buildings and to ensure early notification if any
services will change location on the transfer date. We will
communicate further developments on this as progress is made.

3.0

Next Steps

3.1

As part of the current, preparatory stage we are clarifying which staff,
services and locations are affected by the transition and engaging as
early as possible with staff to ensure we have considered all risks
ahead of 1st October. As we manage these risks and have more clarity
about planed changes and their impact, there will be further
communications with staff, patients and services users. We are also
working closely with local GPs and other health service providers to
ensure that services in Herts Valleys continue to operate in an
integrated way.

3.2

Once a shared communications approach has been finalised with
CLCH, we will communicate more fully with our patients and service
users.

3.3.

We also continue to work with our commissioners to identify the
additional cost of the transition and any ‘stranded’ costs i.e. costs
which the Trust incurs as a direct result of services transferring.
Discussions regarding the funding of these costs continue.

Author(s) of paper:
Victoria Hart-Dale
16th May 2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Strategy & Resource Committee
May 2019
Issues arising from committee consideration

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

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Description

Comments / Exceptions

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

√/x
√

√
√
√
√
√

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

Sarah Browne
Director of Quality &
Nursing on behalf of the
Raj Bhamber

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Sarah Browne, Director Nursing & Quality

Author(s):

Jane Lawson, Acting Deputy Director Nursing

For:

Noting and Assurance

Risk Rating:

Not Applicable

1.0

2.0

3.0

Purpose & Recommendations
1.2

To advise The Board regarding the outcome of quality achievements
and risks during Q4 2018/19. The full report is included in supporting
papers.

1.3

To ask the Board to:
(1)
To note the report.
(2)
To note commissioners have received a draft report, caveat
subject to due governance process as per contract
arrangements.

Key Points for the Attention of the Board
2.1

Highlight achievement and risks (Appendix 1) and the quality
dashboard (Appendix 2) are outlined on pages 3 and 4 within the full
report in supporting papers.

2.2

Section 4 outlines the key risks and mitigations undertaken to
address quality KPIs. Further information can be found in the full
report.

Relevant Strategic Objective(s) / Strategies
3.1 This report impacts on all Strategic Objectives and links to Health &
Wellbeing and Risk strategies.

1
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Risks and Mitigation Plans

Risk
Two of the four CQUINs have
been partially met, resulting in
financial impact.
There has been an increase in
the number of patient safety
incidents resulting in harm in
Q4.
There have been three serious
incidents during Q4, two relating
to falls and one relating to suboptimal care.
One case of MRSA blood
stream infection and three cases
of CDI were reported during Q4.
Compliance with Level 1
Safeguarding Adult training is at
41% at the end of Q4.

5.0
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Mitigation / Action(s)
CQUIN leads have been liaising with the Finance team to ensure
that there is full awareness of financial impact of nonachievement of CQUINs. Confirmation of year-end position by
CCGs is awaited.
All patient safety incidents continue to be scrutinised by the Risk
team daily to confirm that the level of harm has been accurately
reported.
Investigation is underway for all three SIs reported. On
completion each SI report will be reviewed at the Serious
Incident Assurance Panel to provide assurance of evidence of
actions taken to address concerns identified.
A system-wide post-infection review for the MRSA blood stream
infection case has been arranged for May 2019. All CDI cases
will undergo RCA to identify any lapses in care or areas of
learning.
All staff previously requiring a ‘once only’ training session have
been moved to a 3-yearly refresher training programme during
Q4 to ensure compliance with the new Safeguarding Adults
Intercollegiate Document in 2019/20. The Named Nurse for
Safeguarding Adults will be running additional face-to-face
training sessions to improve compliance during Q1 2019/20.

Appendices & Supporting Information
(1)
(2)
(3)

Appendix 1 Highlight achievements and challenges Q4
Appendix 2 Quality Dashboard Q4
Appendix 3 Quarter 4 Full Quality Report - to be supplied in
supporting papers J1.

Author(s) of paper:
Jane Lawson
Acting Deputy Director Nursing
May 2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees and
Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Healthcare Governance Committee
May 2019

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Sarah Browne
Director Quality & Nursing

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Appendix 1: Achievements and challenges

ACHIEVEMENTS
 It is anticipated that the CQUINs relating to wound management and personalised care
planning will have been fully achieved at year-end, although this is to be confirmed by the
CCGs.
 There has been a reduction in the number of medication incidents resulting in harm which may
be partly due to increased scrutiny of incidents to ensure accuracy of reporting around levels of
harm.
 There has also been a reduction in the number of avoidable category 2, 3 and 4 pressure ulcers
during January and February 2019. However, it should be noted that a change in reporting
requirements relating to pressure ulcers from April 2019, including the non-use of the terms
‘avoidable’ and ‘unavoidable’, will have a significant impact on the numbers of pressure ulcers
reported going forward.
 Patient feedback about HCT services continues to be positive, with an increase in the overall
FFT score and the percentage of patients telling us they would rate the care they received as
‘good’ or ‘better than good’.
 We have continued to make progress with the two NHS England Always Events® relating to
carers and end of life care; this work will be taken forward into 2019/20.
 The Continuous Quality Improvement Framework has been agreed as the approach to provide
assurance that clinical services are meeting our performance standards and CQC’s ‘essential
standards of care’. Implementation of this framework will begin during Q1 2019/20.

CHALLENGES
 It is anticipated that the two CQUINs relating to staff health & wellbeing and preventing risky
behaviours will be partially met. There is also at least one element of all four Quality Priorities
which will not have been met at year-end; these will be fully reported on in the annual Quality
Account.
 During Q4 there was one case of MRSA blood stream infection, and three cases of C.difficile
infection reported. A system-wide post-infection review of the MRSA case has been arranged for
May 2019. All three CDI cases will undergo RCA review to identify any lapses in care.
 There has been an increase in the number of inpatient falls during Q4; this is in line with the trend
of an increase in falls in Q4 2017/18. Three of these falls resulted in severe harm, two of which
have been declared as serious incidents.
 During Q4 compliance with Level 1 safeguarding adult training dropped to 41%. This is following
the decision to move all corporate staff that previously required ‘once only’ training to a 3-yearly
refresher training programme to ensure compliance with the new Safeguarding Adults
Intercollegiate Document. The Named Nurse for Safeguarding Adults will be undertaking
additional training sessions to improve compliance during Q1 2019/20.
 A further round of internal peer reviews was undertaken in adult inpatient and community
services, demonstrating continuing issues around DNACPR forms and the use of mobile working.
However, these reviews also demonstrated that staff are caring, kind and responsive to their
patients’ needs.
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Appendix 2: Quality Dashboard
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Title:

Learning From Deaths - 2018/19 Quarter 4 Assurance Report
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23 May 2019

Executive Lead:

Carol Scholes, Deputy Medical Director

Author(s):

Christine Stock, Head of Patient Safety

For:

Noting and Assurance

1.0

Purpose and Recommendations
The Q4 assurance report provides:
1. An overview of deaths occurring;
2. Learning identified;
3. Conclusions and next steps.

2.0

Executive Summary

2.1

15 deaths were reviewed at Panel during Q4 (8 community and 7 inpatients). 14
deaths were assessed as not being due to problems in care. One inpatient death was
assessed as ‘slight evidence of avoidability’ as a blood test indicated abnormal findings
and infection was not considered.

2.2

During 2018/19 the Panel reviewed a total of 51 deaths. 49 deaths were assessed as
‘definitely not avoidable’. Two deaths were assessed ‘slight evidence of avoidability’
and both concern a lack of evidence to suggest that the possibility of infections/sepsis
was considered. The findings of these two reviews support the development in
December of the ‘Sepsis working group’; the group is chaired by the (now) Acting
Medical Director and has a programme to raise awareness about sepsis. Assurance is
provided to the Patient Safety and Experience Group.

2.4

The report outlines plans for developing Learning from Deaths work during 2019/20
including a method that is being trialled to help identify emerging patterns.

3.0

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

4.0

Appendices and Attachments
(1)

None

Author(s) of paper:
Name
Christine Stock, Head of Patient Safety
Date:
May 2019
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To be completed as part of paper
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Healthcare Governance Committee
May 2019
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Carol Scholes,
Deputy Medical Director

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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LEARNING FROM DEATHS REPORT
2018/19 Quarter 4
Background
Following a review in November 2018 of the existing policy and procedure, the ‘Mortality Review’ policy has been re-written and re-named the
‘Learning from Death’ policy. The revised policy is expected to be issued by 31/05/2019.
Learning from Deaths quarterly assurance reports provide information and learning from the review of deaths. Reports follow the same format so that
a cumulative overview is provided.
This report provides:
1. An overview of deaths occurring meeting the criteria for completing case note review;
2. An overview of mortality reviews undertaken;
3. Learning identified;
4. Conclusions and next steps.
In addition, as this is the Q4 report, data previously provided for Q1, 2 and 3 has been reviewed to ensure accuracy.

1. Overview of deaths occurring (within scope for review)
Inpatient unit deaths
2017/18
End of year total

Danesbury Neurology Service
Herts & Essex Hospital
Holywell Neurology Service
Langley House
Potters Bar Community Hospital
Queen Victoria Memorial Hospital
St Peters Ward HHGH
2018/19 Q4 Learning from Deaths report

0
2
0
0
5
2
5

Q1

Q2

1

1

2018/19
Q3

Q4

1
2

1

1

1

1

2
2
1

Total

0
2
1
0
6
2
3
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Simpson Ward HHGH
Total






11 (part year)
25

3
6

4
7

3
5

3
9

13
27

9 inpatient deaths were reported in Q4.
5 inpatient deaths were expected and 4 were unexpected; unexpected deaths are those patients who were admitted and who died whilst on a
rehabilitation pathway.
The 4 unexpected deaths are due to be reviewed at the Learning from Deaths panel to be held in May 2019. Information to date does not
suggest these deaths give cause for concern.
27 inpatient deaths were reported during 2018/19 compared to 25 during 2017/18; no exceptional patterns or areas of concern are emerging.
Potters Bar Community hospital has two palliative care beds therefore more deaths are expected for this unit. The Deputy General Manager,
Inpatients provided a separate assurance report during Q1 explaining that the high number of deaths on Simpson ward is expected due the
admission criteria.

A profile of inpatients that died during Q4, including ages and known causes of death, is included below:
Age
45 - 49
80 -84
85-89
90+

No. of patients
1
2
2
4

Causes of death - 1a on death certificate (number of patients)
 Advanced Alzheimers (1)
 Frailty of old age (1)
 Bronchopneumonia (2)
 Acute liver failure (tbc) (1)
 Multi organ failure (1)

Cause of death for three patients to be confirmed (3)

Community deaths
2017/18
End of year total

Specialist Palliative Care
Dacorum CAHS
2018/19 Q4 Learning from Deaths report

2
1

Q1

Q2

2018/19
Q3

1
2

Q4

Total

1

2
2
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Hertsmere CAHS
Lower Lea Valley
North Herts ICT
St Albans CAHS
WelHat ICT
Stevenage ICT
Watford CAHS

2
1
1
1
1

Total





9

2
1
1

6

3

3

1
1

3

1
1
1
1
1
1
7

3
1
2
2
5
1
1
19

7 community patient deaths were reported in Q4 meeting the criteria for undertaking case record review.
All community deaths fell within scope for review because the deaths were unexpected and the patient had had contact with a member of HCT
staff within the preceding seven days.
Data reported during Q1, 2 and 3 has been reviewed and some changes made so that end of year data is correct. For example, 3 deaths were
reported in Q2. The previous report only noted 2 deaths. The difference is because a death only became known after the close of Q2.
During 2018/19 19 community deaths fell within scope for review. This is the first full year when community deaths were considered for review.

A profile of community patients who died during Q4, including ages and known causes of death, is included below:
Age
45 - 49
60 - 64
65 – 69
75 – 79
80 - 84
85 - 89

No. of patients
1
1
1
2
1
1

Causes of death - 1a on death certificate (number of patients)
 Ischaemic heart disease (1)
 Pulmonary embolism (1)
 Acute (left) ventricular failure (1)
 Arrhythmogenic cardiac event (1)
 Awaiting confirmation from the Coroner’s Office of the cause of death for two community patients (2)

This Q4 report is an opportunity to review the number of and causes of deaths and the ages of people whose deaths have been reviewed during
2018/2019. Information is provided in Appendix 1.
2018/19 Q4 Learning from Deaths report
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Causes of death for people who die in the community may not be confirmed for some weeks; hence Appendix 1 provides updated, full year
information.

Deaths of children and people with learning disability
No deaths of children have been reported requiring review.
It is expected that the deaths of all people with learning disability aged four years and over are reported to the Learning Disabilities Mortality Review
LeDeR programme. During Q4 no such deaths have been reported.
The LeDeR programme across Hertfordshire is coordinated by the Health and Community Commissioning team, Hertfordshire County Council. HCT
has representation on the Hertfordshire LeDeR Steering Group.

2. Overview of mortality reviews undertaken
The following dashboard has been developed taking into consideration:
 The ‘assessment of avoidability’ scoring used by NHSI and which HCT has adopted;
 Patients with learning disability will be identified separately as this supports the Learning Disability Mortality Review (LeDeR) programme;
 The number of deaths occurring each quarter may be different to the number of deaths where (case-note) reviews are completed each quarter;
 The mandated reporting requirements within the annual Quality Account, i.e. number of deaths occurring each quarter is to be reported separately to the
number of case reviews undertaken each quarter.

Inpatient unit deaths 2018-2019
Deaths
occurring
in quarter
(not LD)

Mortality
reviews
completed
in quarter
(not LD)

Q1

6

8

Q2

7

5

Learning
Disability
deaths
occurring
in quarter

Learning
Disability
Mortality
reviews
completed
in quarter

7

0

n/a

6

0

n/a

Panel assessment of avoidability
Definitely
avoidable

Strong
evidence of
avoidability

Probably avoidable
(more than 50:50)

Probably
avoidable but not
very likely

Slight evidence
of avoidability

1

2

3

4

5

2018/19 Q4 Learning from Deaths report
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Q3

5

7

Q4

9

6

1

4

0

n/a

7

0

n/a

Deaths occurring in quarter
No. of deaths recorded as occurring during the quarter within scope for undertaking a review
Reviews completed/returned in quarter No. of structured judgment reviews completed (may include reviews for deaths occurring in the preceding quarter)
Panel assessment of avoidability
Assessment of avoidability made by the Learning from Deaths Panel (may include deaths occurring in preceding quarter)

Community patient deaths 2018-2019
Deaths
occurring
in quarter
(not LD)

Mortality
reviews
completed
in quarter
(not LD)

LD
deaths
occurring
in quarter

LD
Mortality
reviews
completed
in quarter

Q1

6

10

11

0

n/a

Q2

3

4

5

0

n/a

Q3

3

2

1

1

0

Q4

7

7

8

0

0

Panel assessment of avoidability
Definitely
avoidable

Strong
evidence of
avoidability

Probably avoidable
(more than 50:50)

Probably
avoidable but not
very likely

Slight evidence
of avoidability

1

2

3

4

5

Definitely not
avoidable

6

Deaths occurring in quarter
No. of deaths recorded as occurring during the quarter within scope for undertaking a review
Reviews completed/returned in quarter No. of structured judgment reviews completed (may include reviews for deaths occurring in the preceding quarter)
Panel assessment of avoidability
Assessment of avoidability made by the Learning from Deaths Panel (may include deaths occurring in preceding quarter)



During Q4 15 deaths were reviewed at panel (8 community and 7 inpatient)



The panel assessed that 14 deaths were not due to problems in care and judged the 14 deaths to be ‘definitely not avoidable’, score 6.



The panel assessed that for one of the 15 deaths in Q4 there was ‘slight evidence of avoidability’, score 5. The patient was 89 years old with
multiple co-morbidities and was awaiting a package of care before discharge home. Cause of death is recorded as frailty of old age. A blood test
indicated abnormal findings and infection was not considered.

2018/19 Q4 Learning from Deaths report
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This is the second inpatient death during 2018/19 where it was assessed that there was ‘slight evidence of avoidability’, score 5. The other death
with this assessment occurred in Q2. The death in Q2 was that of a 90 years old patient who died within four days of admission; cause of death is
recorded as pneumonia. The case note review also failed to evidence that infection/sepsis had been considered.



With both cases the Panel acknowledged that in the frail and elderly it can be difficult to recognise sepsis, and that active treatment may not have
made a difference to the outcomes for these two patients. However, the panel considered it reasonable to expect evidence that infection/sepsis
had been considered.

3. Learning identified
Learning is gathered through review and discussion at the Learning from Deaths Panel when the Structured Judgement Reviews are considered by
senior doctors, nurses, AHPs and managers. Key points of learning are then summarised and communicated to all staff via Sharing Lessons in
Practice (all-staff trust communication), with specific learning being directed to the relevant service managers.
A system to identify emerging patterns is being trialled (Appendix 2). It is intended that this will be populated during each meeting. Whilst this is still in
initial stages it already provides a useful over view of learning that has been gathered.
During 2018/19 the Panel reviewed 51 deaths (section 2, ‘panel assessment of avoidability’). 49 deaths were assessed as ‘definitely not avoidable’
(score 6) and 2 were assessed as ‘slight evidence of avoidability’ (score 5). Deaths scoring 5 are described in section 2 and both concern a lack of
evidence to suggest that ward teams considered the possibility of infection/sepsis. A Sepsis Working group was established in December 2018,
chaired by the Deputy Medical Director (now the Acting Medical Director) and Clinical Quality Lead (Nursing). The group has a plan in place to
promote sepsis and is developing tools to support staff. The Sepsis Working group provides updates/assurance to the Patient Safety and Experience
Group.

4. Conclusions and next steps
1. The Learning from Deaths policy has been re-written to more closely align with the ‘National Guidance on Learning from Deaths’ and to provide
clearer procedural guidance. It is expected to be issued by the end of May 2019 and a programme of promotion will be in place.
2. Work has begun to embed structured judgement review forms within the Datix incident reporting system; this is intended to support improved
analysis and also identification of emerging patterns.

2018/19 Q4 Learning from Deaths report
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3. The system to identify emerging patterns that is being trialled (Appendix 2) will be progressed and developed during 2019/2020.
4. Whilst learning from the LeDeR programme, specifically reviews undertaken of deaths of people with learning disability in Hertfordshire, is not
specific to the Trust, during 2019/20 there will be a focus to make sure that LeDeR learning is fed back to the trust’s Learning from Deaths panel.
5. Good links have been developed with the Hertfordshire Partnership Foundation Trust mortality governance leads. During 2019/20 similar links will
be developed with other neighbouring trusts.

6. It is expected that the recently introduced trust-wide continuous quality improvement programme and quality wheel approach will provide a
framework for services and will support services to manage learning that may arise from, for example, learning from deaths reviews.
7. The format of this report will be revised for 2019/20 as it is considered that there data may not be presented in as clear as way as possible,
specifically section 2, and that there should be less focus on data and increased focus on learning. The author will consider changes for the
2019/2020 report and would be pleased to receive suggestions from group and committee members who receive this report.

Christine Stock,
Head of Patient Safety,
April 2019
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Appendix 1 - Overview of all deaths occurring in 2018/2019 where structured judgement reviews were completed
2018/19 Community inpatient unit deaths
Unit
Danesbury Neurology Service
Herts & Essex Hospital
Holywell Neurology Service
Langley House
Potters Bar Community Hospital
QVM Hospital
St Peters Ward HHGH
Simpson Ward HHGH
Total

Total
0
2
1
0
6
2
3
13
27

Causes of death - 1a on death certificate (number of patients)
Advanced dementia/Alzheimers(5)
Metastatic prostate cancer (1)
Vascular dementia (1)
Colon cancer (1)
Advanced glioma (1)
Frailty of old age (4)
Metastatic ovarian cancer (1)
Acute liver failure (1)

Age
45 - 49
55 - 59
75 - 79
80 - 84
85 - 89
90+

No. of patients
1
1
2
6
6
11

Multi-organ failure (1)
End stage renal failure (1)
Bronchopneumonia (3)
Pneumonia (2)

Cerebrovascular accident (1)
Ischaemic heart disease (1)
Pulmonary embolism (1)
Cause of death to be confirmed (2)

2018/19 Community deaths (within scope for review)
Locality
Specialist Palliative Care
Dacorum CAHS
Hertsmere CAHS
Lower Lea Valley
North Herts ICT
St Albans CAHS
Stevenage ICT
Watford CAHS
WelHat ICT
Total

Total
2
2
3
1
2
2
1
1
5
19

Age
45 – 49
55 – 59
60 – 64
65 - 69
70 - 74
75 - 79
80 - 84
85 - 89

Causes of death - 1a on death certificate (number of patients)
Acute/cardiac failure (2)
Combined effects of Ischaemic Bowel Disease and
Acute left ventricular failure (1)
Splenic infarct (1)
Arrhythmogenic cardiac event (1)
Hyperosmolar hyperglycemia (1)
Ischaemic Heart Disease (3)
Third degree burns (1)
2018/19 Q4 Learning from Deaths report

No. of patients
1
1
1
3
2
3
4
4

Hypovolemic shock (1)
Fatal dose of Zopiclone and Fentanyl in blood along with upper
limit Ethanol (1)
Waiting confirmation from GP or Coroner (3)
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Myocardial infarction (1)

Pulmonary embolism (3)

Appendix 2 - Learning from deaths - emerging patterns

1

Area

Issue

Ref. No.

Date
added

CQC Domain

2

3

4

5

6










Not in place on admission from acute hospital
Not put in place by service/delay in putting in place
Failure to recognise dying person as early as possible
Escalation plan not put in place
Lateness in recognising person is in last year of life
Delayed conversations with family
Last days of life care plan not completed
Not recognised as being EoL despite many comorbidities



Diabetes care

Medication /
prescriptions
Catheter
management
Low blood sugar

-

Core
assessment

Insulin
administration
Baseline clinical
observations

Pain
management

Assessing pain
Managing pain


-

Wound
management

Assessment




End of life
care (EoL)

DNACPR
Advance care
planning
Recognising
patient nearing
EoL

Admission /
discharge

Updated 01/04/2019
2018/19 Q4 Learning from Deaths report





ID45726

Nov’18

Effective

ID45590
ID47251
ID46705
ID46440

Nov’18
Mar’19
Jan’19
Jan’19

Responsive

ID48386

Mar’19

Patients admitted to ward from acute with no or
incorrect medication chart
Patient with surgical drains accepted in absence of
acute hospital having plan in place to manage drains
Not checking blood sugars after food/drink given in
response to low blood sugar
Team custom to alter units of insulin given depending
on blood reading
Not taken on admission to service (community)

ID46203

Jan’19

Safety

ID48346

Mar’19

Safety

ID44806

Jan’19

Safety

ID47548

Mar’19

Safety

ID47009

Jan’19

Safety

Pain assessment template not completed
‘Just in case’ medications in place but not written up so
could not be given

ID47251
ID47251

Mar’19
Mar’19

Effective
Effective

Lack of on-going assessment for wound care
No wound assessment

ID45028
ID47360

Mar’19
Mar’19

Effective

Caring
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TRUST BOARD
Title:

2018/19 Q4/end of year Freedom to Speak Up/Raising
Concerns report

Meeting Date:
Executive Lead:

Sarah Browne, Director of Nursing and Quality

Author(s):

Christine Stock, Head of Patient Safety and Freedom to
Speak Up Guardian

For:

Noting and Assurance

Risk Rating:

Green

1.0

Purpose & Recommendations
1.1

2.0

To advise the Board regarding:


Activities undertaken during the year to increase visibility of the
Guardian and local speaking up arrangements;



Number and type of concerns raised during 2018/19;



Analysis of information and assessment of concerns;



Actions and next steps planned.

Key Points
2.1

2.2
2.3

2.4
2.5

More concerns were raised during 2018/19 (15) compared to 2017/18
(9) indicating that activities to promote speaking up are having an
impact.
Most concerns (13) did not require investigation; staff were supported
to ensure their concern was heard by the appropriate manager.
Two concerns led to investigations. As a result increased/more visible
management support is now in place for one team and a member of
staff has received increased support.
Most concerns raised are linked to factors associated with ‘leadership’
and ‘behaviour’, rather than direct patient safety concerns.
Review of staff survey and CQC inspection findings have shown that
most staff feel would safe raising concerns and knew who they could
raise concerns to.
1
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Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives

2
4
5

4.0
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We will improve clinical outcomes and enhance patient safety
We will use resources efficiently to enhance our ability to improve
services
We will develop the organisational capacity to deliver our vision
and objectives

Resource Implications
None

5.0

Appendices & Supporting Information
Appendices are integrated into the report

Author(s) of paper:
Christine Stock
Head of Patient Safety and Freedom to Speak Up Guardian
14/05/2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees and Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Healthcare Governance Committee
May 2019
Issues arising from committee consideration
Minor amendment suggested and made to provide clarity

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

Accurate
Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Sarah Browne
Director of Nursing & Quality

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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FREEDOM TO SPEAK UP / RAISING CONCERNS
2018/19 End of Year Report
Background
The National Guardian’s Office expects that Freedom to Speak Up reports will be available no less
frequently than half yearly and presented in person to the Board.
Review of Quarter 1 (Q1) and Quarter 2 (Q2) reports (types and number of concerns raised to the
Guardian) supported the Board’s decision that reporting would move from quarterly to half yearly,
with exception reports provided to the Board should significant concerns be raised; exception
reports during Q3 and Q4 have not been required.
This end of year report provides:
1. An outline of activities undertaken to increase visibility of the Guardian and local speaking up
arrangements to improve speaking up culture.
2. The number and types of concerns raised during 2018/19.
3. An analysis of information and assessment of concerns.
4. The Guardian’s end of year personal reflections.
5. Next steps.

1. Activities undertaken to increase visibility of the Guardian and local speaking up
arrangements to improve speaking up culture
Activities undertaken:
o The new Guardian was appointed in May 2018 and joined the seven Ambassadors who
were selected early in 2018. The Guardian and Ambassadors have all attended the NGO
foundation training.
o An Ambassador attends the market place at each corporate induction to ensure new staff
joining the trust know how to raise concerns.
o A staff intranet speaking up page has been developed.
o A Freedom to Speak up screen saver is in use.
o Posters have been developed and disseminated to all teams and are now on display in staff
areas.
o A promotional video has been developed and is available to all staff via the staff intranet.
o The Guardian and/or Ambassadors attend trust events such as the Annual General Meeting,
Administrators conference, Leaders conference, annual Leading Lights.
o Promotional articles have been written and shared with all staff via Noticeboard.
o The Guardian provides regular updates to;
 Joint negotiating committee
 Adult operational senior manager team
 HR operational meeting
 Trust board
o A programme was developed to support the national ‘Speak Up’ campaign in October 2018,
including visits to a number of sites and meeting with teams.
o The ‘freedom to speak up: raising concerns’ policy was re-written and re-launched, including
a refreshed ‘policy on a page’ to ensure the policy is easily accessible by all staff.
o A communication strategy was developed to support promotional activities.
o The human Resources team share comments received via the quarterly PULSE staff survey
with the Guardian for review and to assist triangulation and recognising emerging patterns.
FTSU 2018/19 end of year report
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2. 2018/19 concerns raised
Number of concerns raised
Q1

Q2

Q3

Q4

Total

4

3

5

3

15

Types of concerns:*

Patient safety/quality
Bullying/harassment
Behavioural/relationship
System process
Cultural
Leadership
Total

Concerns raised by:

1
2
4
1
1
6
15

Allied health professional
Nurse
Health care assistant
Manager
Corporate
Other
Total

4
6
2
1
1
1
15

*Types of concerns categories are suggested by the NGO. Individual judgment of the Guardian
determines which category a concern is recorded against

o

Concerns raised were from a cross section of staff groups, grades and business units.

o

No concerns were raised externally, for example via the CQC.

o

No concerns were raised anonymously.

o

13 concerns did not require investigation. For these concerns staff were signposted/supported
so that their concern was heard by the most appropriate manager.

o

Most concerns were not directly linked to patient safety, but were linked to styles and behaviours
of managers, team behaviours and relationships, such as:
 Change of manager/a perceived sense of increasing discord amongst a team.
 Team unhappy about how they are being managed.
 Worker unclear/unhappy about processes for requesting leave.
 Worker concerned about changes that were introduced.
 Worker going through capability and considered they were being unfairly treated.
 Worker feeling undervalued/was working above grade.
 Worker concerned about security of a building.
 Worker sought advice about who to take a matter to.

o

Two concerns were investigated.
1. A concern alleged long-standing bullying over a number of years and across a team.
Investigation concluded that behaviours/boundaries were at times inappropriate /
unprofessional. The Guardian and Non-Executive Lead met with the person raising the
concern and provided feedback. Findings were shared with the Director of Operations and
Director of Human Resources (HR) through to the locality managers. As a result increased
and more visible management support is now in place for the team.
2. A worker whose behaviour/performance was being formally managed expressed a concern
to the Guardian, elements of which centred on how they were being managed. Information
disclosed to the Guardian supported that an investigation was undertaken, which took the
form of gathering information to confirm that HR processes were being fairly and
appropriately undertaken, whilst also providing advice and support to the individual worker.

FTSU 2018/19 end of year report
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3. Analysis of information and assessment of concerns
a) Number/types of concerns raised

Number of concerns raised

2017/18

2018/19

9

15

Commentary:
o An increase in the number of staff speaking up during 2018/19 is positive as it supports that staff
know how to and are contacting the Guardian/Ambassadors.
o Section 2( above) details the types of concerns raised. Few concerns raised to the Guardian
identified direct patient safety concerns.
b) National Guardian’s Office – benchmarking
Each quarter trust activity is submitted to the National Guardian’s Office (NGO) and made available
to the public via the CQC website. Whilst the NGO does not benchmark activity, activity submitted
to the NGO by HCT and a sample of similar sized community trusts (trusts employing <5000 staff),
is shared here for comparison:
Trust
Hertfordshire Community
Cambridgeshire Community
Norfolk Community Health & Care
Lincolnshire Community Health services

CQC rating
Good
Good
Outstanding
Outstanding

Q1
4
3
24
1

Q2
3
1
19
12

Q3
5
6
29
3

Q4
3
2
22
9

Commentary:
o There is variation in activity between trusts and also from one quarter to the next.
o It is proposed that HCT does not focus on recording more contacts, but gathers assurance that
staff know who to contact and have the confidence to speak up should they have concerns
about safety.
Appendix 1 provides examples of concerns referenced by the NGO in their 2017/18 Annual Report.
Examples have been included to provide contextual information as it is considered this may be of
value/interest, especially while HCT develops its speaking up culture.
c) 2018 staff survey
The NGO undertakes case reviews when they are made aware of concerns about a trust. Case
reviews draw on information from a range of sources including staff survey findings. Staff survey
questions and responses that the NGO consider highlights a trust’s speaking up culture are
referenced in their case reviews.
For reference, these questions and HCT 2018 responses are reflected here:
Does the trust treat staff who are involved in an error, near miss or incident fairly?
2017
2018
HCT response
58%
62.7%
Average from community trusts
57.9%
61.3%
Commentary
o It is good that the 2018 staff survey found that more staff (62.7%) compared to 2017 (58%)
consider they are treated fairly if they have been involved in an incident.
o It is also positive that HCT response is slightly higher than the average responses for the 16
organisations in the same group as HCT.
o However, given the response is 62.7%, there is room for improvement.
FTSU 2018/19 end of year report
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HCT response
77%
Average of community trusts
77%
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2018
78.5%
76%

Commentary
o It is good that the 2018 staff survey found that more staff (78.5%) compared to 2017 (77%) feel
secure raising concerns about unsafe practice.
o That HCT responses are slightly higher than the average responses for other community trusts
is also positive.
Have staff experienced harassment, bullying or abuse from managers in the past 12mths?
2017
2018
HCT response
7.0%
10.6%
Average of community trusts
10.1%
9.5%
Have staff experienced harassment, bullying or abuse from colleagues in the past 12mths?
2017
2018
HCT response
11%
12.6%
Average of community trusts
13.4%
15.1%
Commentary
o That more staff in 2018 reported they experienced harassment/bullying from managers (10.6%)
compared to 2017 (7.0%), is concerning. It is also concerning that HCT responses are higher
than the average for community trusts (9.5%).
o It is a concern that in 2018 12.6% of staff experienced harassment/bullying from colleagues, a
rise from 11% in 2017. However, this is lower than the average of community trusts and other
community trusts have also seen a rise in this area.
o Work to address this area is being taken forward as part of the Organisational Development and
People strategy.
d) Feedback from CQC review
Feedback was largely positive in that the CQC recognised the work of the Guardian and
Ambassadors in promoting an open and transparent organisation and enabling a safe means by
which staff could speak up and raise concerns.
The CQC found that ‘all staff we spoke with throughout our core service inspection knew who they
could raise concerns with at the trust’ and that ‘staff of all levels within the community trust felt they
could raise concerns without any reprisal’. There were also references to staff feeling ‘listened to’
and being able to ‘openly raise concerns’. The CQC also noted that posters were available on
some staff noticeboards and reported that some staff were able to signpost them to finding out more
information on the intranet.
However, the CQC fed back that whilst some staff in the inpatient units had accessed the service,
that most inpatient staff they spoke to were not aware there was a Guardian or who they were.

4. The Guardian’s personal reflections and observations
1) There is assurance that activities to promote Freedom to Speak Up have been successful, with
staff knowing who to contact and increased numbers of staff contacting the Freedom to Speak
Up team.
2) Guardians are an alternate/additional route for staff to speak up to about matters of concern that
they consider affect patient safety. Information from the staff survey and CQC supports that staff
FTSU 2018/19 end of year report
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feel they are listened to, can openly raise concerns and can do so without fear of reprisal. This
feedback, alongside evidence that most concerns raised to the Guardian are not about direct
patient safety matters, is positive.
3) During the year there has been positive support from the lead Non-Executive Director and,
latterly, the (new) Executive Director and also the Operational Senior Managers Team and Joint
Negotiating Committee/Staff Side team.
4) Few concerns directly relate to patient safety with most relating to ‘leadership’, including for
example being able to establish and maintain a positive team, being visible and available,
sharing information, being responsive and demonstrating listening skills and modelling expected
behaviours. The ‘art’ of being a leader takes time to learn and develop.
5) Some managers have commented that they feel vulnerable that workers can speak up about
their manager, and that there is an imbalance as managers can have little redress. It has been
useful to receive this feedback. The role of Guardian is a privileged and responsible role and the
Guardian must gain the trust of those who contact them as well as the managers and this must
be remembered during every contact made to the Guardian.
6) It is hard to confirm if the work of the Freedom to Speak Up Guardian has had an impact on
patient safety, and if so, what this has been. There is evidence to support that Freedom to
Speak Up is being used by staff who want to share concerns, and whilst it is hard to measure
‘impact’, it is possible that the numbers and types of concerns raised reflects a community trust
and that staff feel able to take concerns directly to their managers.

5. Next steps
1) Promotional activities are planned for 2019 including developing podcasts and taking part in the
second national ‘Speaking up’ event, expected to take place in October. Raising awareness
must continue on an on-going basis and is an important role of the Guardian and the
Ambassadors.
2) In response to feedback from the CQC visit, information has been shared with the inpatient
managers to raise awareness of speaking up and the Guardian will visit the Ward Managers
meeting to support improved awareness of staff working in the inpatient units.
3) The Human Resources team, through the Head of Learning and Development, is undertaking a
cultural change piece of work. Initial plans are to review the Trust Values, enabling staff and
teams to identify what the Trust Values mean for them. The trust is considering the use of a tool
kit developed by NHSI to help explore, understand and articulate the existing culture of the trust.
The Guardian will be a key member of the implementation team for this project to ensure that
the ability to Speak Up is included within the diagnostic.

Christine Stock,
Head of Patient Safety and Freedom to Speak Up Guardian
May 2019
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The National Guardian’s Office published its Annual 2018 Report in Nov.2018. The Report
includes four case studies, summarised below for interest and to help provide contextual
perspective.
Providing feedback and looking for opportunities to improve
 At Sussex Partnership NHS Foundation Trust, a worker spoke up about poor practice when
cleaning up spilt body fluids. They told the Freedom to Speak Up Guardian (FTSUG) that
various members of staff were cleaning up, but were not following the trust’s infection control
policies in spite of additional training.
 The FTSUG raised the issue with the lead for nursing practice and asked them to review the
concern and ensure all staff knew their responsibilities. Within one week, communications
had been developed and a formal alert had been raised across the organisation. Training
courses were also adjusted to ensure this issue was fully covered at training.
 The worker reported that they felt supported when they spoke up and that they were pleased
with the result and would definitely speak up again.
Listening well and acting with sensitivity
 Following several speaking up cases received from workers at the different prison healthcare
services delivered by Northamptonshire Healthcare NHS Foundation Trust in seven prisons,
FTSUGs identified an emerging theme around a lack of understanding of trust policies,
procedures and expectations, deemed to be due to a lack of prison services’ connection with
the wider trust.
 It was agreed that investing in the prison leadership teams would improve their connection
with the trust. Leaders in these services attended a leadership programme focusing on the
trust’s leadership behaviours and leadership skills.
 The programme was supported by regular visits to the prisons by members of the trust’s
board and corporate teams, who reported improved working relationships with each prison.
Speaking up across boundaries
 An NHS worker spoke up with concerns about a patient with learning disabilities. This led to
the North East London NHS Foundation Trust FTSUG escalating the case to the local
council, who believed the issue should be investigated as a Safeguarding Adult Review. A
comprehensive multiagency investigation into a modern slavery and human trafficking ring
followed.
 The local Safeguarding Adults Board published their report regarding the care and
safeguarding interventions provided to the patient who was suspected to be a victim of
modern slavery. The report also made a number of recommendations for improving
safeguarding arrangements. Without the concerns being raised and acted on, this
safeguarding issue would have remained undetected, putting patients at risk of harm.
 The outcome demonstrated how FTSUG roles can work across boundaries, leading to a
successful outcome, leading to improved practise and knowledge and ensure systems are
changed to prevent a recurrence.
Speaking up to make a difference
 At Salford Royal NHS Foundation Trust the FTSU team was approached by a worker in a
surgical laboratory who raised issues regarding recurrent leaks of sewerage water in the lab
environment, potentially impacting on the safety of patients and workers. These incidents
were always reported and rectified but the root of the problem had never been addressed.
 The situation was escalated by the FTSUG to senior managers and a definitive action plan
was devised. A full risk assessment of the department was carried out, surveys of the
building were arranged and contractors conducted investigations and installed new
pipework.
 Ongoing monitoring of delays in patient care took place and service continuity plans were
implemented while the works were taking place resulting in a cleaner, safer environment.
FTSU 2018/19 end of year report
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Trust Board
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Meeting Date:

23rd May 2019

Executive Lead:

Sarah Browne

Director of Nursing and Quality

Author(s):

Sarah Browne

Director of Nursing and Quality

For:

Decision Making

Risk Rating:

Amber/Green

1.0

Purpose and Recommendations

The purpose of this paper is to update the Board on the proposed work to be undertaken as
part of the next nursing establishment review of all the inpatient areas as per the expectations
within the Safer Staffing guidance.

2.0

Executive Summary

2.1

Reviews have been undertaken and presented previously to Healthcare Governance
Committee. These establishments have been aligned to national guidance and support
the 1:8 registered nurse ratio as per acute Trust guidance produced in 2016.

2.2

The more recent 2018 guidance supports reviews of establishments in line with national
work in effective staff deployment and workforce planning. This document also
suggests any workforce review should cover all clinical groups, areas and teams; as
well as consideration of skill-mix changes that modify funded establishments to develop
new roles or new ways of working within existing roles (e.g. nursing associates or
apprenticeship frameworks).

2.3

Whilst recruitment and retention is continuing; there are still vacancies across our
inpatient areas. Discussions have been undertaken to review skill mix in accordance
with the national guidance for the full Multi-disciplinary team as well as looking at new
roles that could support rehabilitation as well as making informed, safe and sustainable
workforce decisions. Any reviews will be undertaken in accordance with NQB guidance,
ensuring that the three components – evidence-based tools, professional judgement
and outcomes are used in a triangulated approach.

2.4

The Board are asked to:
o Note the information in the report
o Advise of any further information required; and
o Agree to take the new proposal forward.

1
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Relevant Strategic Objective(s) / Strategies
The Statement impacts on all strategic objectives and links to all Trust strategies.

4.0

Appendices and Attachments
(1)

Establishment review report

Author(s) of paper:
Name
Date:

Sarah Browne
May 2019
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To be completed as part of paper
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Healthcare Governance
May 2019
Issues arising from committee consideration
Approved
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions identified,
data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Sarah Browne
Director of Nursing and Quality

√

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

3

N/A

Board 23rd May 2019

Attachment D7

ESTABLISHMENT REVIEW REPORT

1.0

PURPOSE OF REPORT

The purpose of this report is to update the Board on the proposed work to be undertaken as
part of the next nursing establishment review of all the inpatient areas as per the
expectations within the Safer Staffing guidance.

2.0

BACKGROUND

The National Quality Board published ‘Supporting NHS providers to deliver the right staff,
with the right skills, in the right place at the right time: Safe, sustainable and productive
staffing’ in July 2016. This resource is underpinned by the principles highlighted in the Carter
report. It also builds upon the 2013 guidance and the ‘Hard Truths’ paper. The guidance
detailed a set of expectations to support providers and commissioners in making the right
decisions about nursing, midwifery and care staffing capacity and capability and the
expectations for the annual review and reporting to the Board.
Further guidance was also produced in 2018 – National Quality Board, Safe Sustainable and
Productive Staff, An Improvement Resource for Mental Health (Jan 2018); National Quality
Board, Safe Sustainable and Productive Staff, An Improvement Resource for the District
Nursing Service (Jan 2018); and NHSI Developing Workforce Safeguards – Supporting
providers to deliver high quality care through safe and effective staffing (October 2018).
There has been no specific guidance for community hospitals and each of the above reports
build on the previous reports with the requirement of an annual establishment review
reported to the Board with an update report 6 monthly. The NHSI October document, states
that they will assess trusts’’ compliance with the ‘triangulated approach’ covering evidence
based tools, professional judgment and outcomes, within the annual governance statement.

The Establishment Review is crucial to ensure the Trust complies with the Safer Staffing
policy. The report also states that as part of the safer staffing review, the Director of Nursing

1
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and the Medical Director must confirm in a statement to their board that they are satisfied
with the outcome of any assessment that staffing is safe, effective and sustainable.
The October guidance also discusses the ‘Model Hospital’ dashboard, and recommends that
a local quality dashboard like the Model Hospital should be reported to the Board each
month. The Model Hospital for Mental Health and Community has recently been published,
although metrics are still being devised for community health services.

3.0

PRESENT SITUATION

Reviews have been undertaken and presented previously to Healthcare Governance
Committee. These establishments have been aligned to national guidance and support the
1:8 registered nurse ratio as per acute Trust guidance produced in 2016.
The more recent 2018 guidance supports reviews of establishments in line with national work
in effective staff deployment and workforce planning. This document also suggests any
workforce review should cover all clinical groups, areas and teams; as well as consideration
of skill-mix changes that modify funded establishments to develop new roles or new ways of
working within existing roles (e.g. nursing associates or apprenticeship frameworks).
Whilst recruitment and retention is continuing; there are still vacancies across our inpatient
areas. Discussions have been undertaken to review skill mix in accordance with the national
guidance for the full Multi-disciplinary team as well as looking at new roles that could support
rehabilitation as well as making informed, safe and sustainable workforce decisions. Any
reviews will be undertaken in accordance with NQB guidance, ensuring that the three
components – evidence-based tools, professional judgement and outcomes are used in a
triangulated approach.
Further reporting to Healthcare Governance also covers staffing for the integrated care teams
and through the Public Health nursing transformation, work is being undertaken and reported
again to Healthcare Governance around skill mix and caseloads.

4.0

PROPOSED PROCESS FOR ESTABLISHMENT REVIEW

As discussed, the key approach to performing an establishment review is by utilising a
triangulated approach bringing together evidence-based tools with peer comparison and
professional judgement.
It is therefore proposed that a full establishment review is undertaken for the inpatient areas
starting with Herts and Essex Community Hospital.
The following factors will be taken into consideration when conducting the inpatient
Establishment Review:
 Ensuring any standalone units have 2 registered staff on every shift
 Reviewing the number of beds to registered staff ratio
 Utilising evidence based dependency tools
 Engagement of ward managers, Allied Health Professional leads, operational
managers and relevant corporate services (nursing, finance and human resources) to
support the review.
 Agreement of Headroom/uplift percentage to cover unplanned and planned leave
 Proposed establishment to be presented to Healthcare Governance with final sign off
at Board.
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Consideration then needs to be given around the wider community teams both with adult and
children services and how this is reviewed and reported going forward.

Sarah Browne
Director of Nursing and Quality
23 May 2019
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Board Committee Chair’s Assurance Report
Healthcare Governance Committee
Date of Board Meeting:
Date of Report:

25th May 2019

Committee Chair: Anne McPherson

15th May 2019

Dates of Committee Meetings Held Since Last Board Meeting: 14th May 2019
Date of Next meeting: 16 July 2019
Item
Ref

Subject

Director’s
Risk
Assessment
(H/M/L)
(R/A/G)
Risks Arising From Minutes / Tracker Updates:
Tr1

Committee
Assurance
Assessment
(R/AR/AG/G)

Committee Chair’s
Observations

Amber/Green

The proposal to streamline
and reduce the number of
sub committees and groups
reporting into HGC was
approved. This will be
reviewed in 6 months’ time.

Assurance:
4.1

Meeting Proposal

4.2

CQC Quality Improvement
programme Update

4.3

Public Health Nurse and
Helath Visitor case load
update

Amber/Green

Amber/Green

Amber/Green

Amber/Green

Amber/Green

1

Good progress made on
achieving the actions with
the exception of an
ambitious QIP training plan
for Medicines Management.

Caseload re-alignment to
districts: complete.
SystmOne Referral
Allocation process in place
and in use, to differentiate
service provision (Universal,
Universal Plus and
Universal Partnership Plus):
embedded. Actual caseload
numbers provide assurance
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that the skill mix model can
be delivered but is currently
under pressure from
external factors related to
partner input and
compounded by ongoing
recruitment challenges and
maternity leave.

Amber/Green

Amber/Green

HGC approved a proposal
for an establishment review
of in-patient services using
a holistic triangulated
approach. This will utilise
evidence-based tools with
peer comparison as well as
Professional judgement to
produce a safe staffing
model.
This will begin ASAP at
Herts and Essex
Community Hospital.

Quality Account

N/A

N/A

HGC approved the Quality
Account subject to some
additional items for
recommendation to the
Board for final sign off, prior
submission to the
Department of Health.

4.6

Quality Report Q4

N/A

N/A

Noted the stability of the
KPI’s on the Dashboard for
Q4 with earlier reports.
Assurance provided from
sustainable performance.

4.6i

Complaints report Q4

Amber /Green

Amber /Green

Slight increase 4 complaints
2018-19 (160) compared to
(156) in 2017-18. Watford
ICT noted to have had 15
complaints from combined
formal and enhanced PALs
which are higher than their
peer group. Assurance
sought that there is no
emerging underlying cause
that might need attention.

4.4

Establishment Review

4.5

2
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4.6ii

Serious Incident Report
(Feb19 – Mar 19)

Green

Amber /Green

Numbers are low with a
total of 9 SI’s in 2018/19.
This has been reviewed in
year. There is no evidence
to support failure to identify
SI’s. Assurance provided
that HCT has a robust
process in place. Risk rating
altered because there are 5
SI’s that because of lapses
identified through RCA had
resulted in Sub Optimal
Care.

4.6iii

Safe staffing Community
Hospitals (Feb/ Mar 19)

Amber /Green

Amber /Green

Vacancy levels across all
units remain high and
especially in Herts & Essex,
Potters Bar and Simpson,
relying on Bank and Agency
to maintain safe staffing.

4.6iv

Safe staffing ICT Teams
(Feb/Mar 19)

Amber /Green

Amber /Green

The vacancy levels in ICTs
are at approximately 17%
which is similar to recent
months. There have been
occasions on both sides of
the county when staffing
has fallen to less than 75%,
which has been managed
using the HCT OPEL
Escalation Policy.

4.7

HLRR (April 2019)

N/A

N/A

HLRR has 2 corporate and
9 operational risks scoring
16 and above includes 4
risks involving CYP services
with detailed mitigation
plans in place.

4.7

National Reporting &
Learning System (NLRS)

Amber /Green

Amber /Green

With the National Reporting
and Learning System no
longer providing data on
benchmarking this report
has limited value in
providing assurance.

(October 2017 -March
2018)
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4.8

Board Assurance
Framwork

4.9

Business Unit
Performance Report –
Children & Young People

4.10

Mandatory Training
Annual Report

5

Patient Safety & Patient Experience

5.1

Patient Safety&
Experience Group delivery
Plan 2018/19

Attachment D8
N/A

N/A

N/A

N/A

N/A

Reviewed by HGC. Noted
the absence of specific
reference to the impact of
failure to achieve all actions
required in the CQC action
plan on maintaining a
GOOD rating.

BUPR Adults and CYP
reflect the risks and issues
identified in HLRR and HGC
quality reports with the
exception of increased staff
turnover 31.7% at HMP the
Mount. Assurance given
that Safe staffing levels are
being maintained through
the use of temporary staff.

Amber /Green

Solid performance over the
year. Areas where the
performance has dipped in
safeguarding and
information governance is
due to recent changes in
the required time intervals
for updating.

Amber /Green

All actions completed or on
target. Substantial overall
work programme achieved.
No Red negative
assurances.

Patient Safety&
Experience Group, Chair’s
Assurance report and
minutes 22nd February
2019

Falls audit identified lack of
full compliance on
prevention actions. Quality
Improvement programme in
place to address this gap.

4
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N/A

Green

HGC assured of good Duty
of Candour standard being
achieved and endorsed by
CQC. This will no longer
need to come as a quarterly
report and be a KPI on the
integrated Board Report.

Medicines Management
Update

N/A

Amber /Green

Sound improvements being
put into place by working in
partnership with STP and
primary care. A notable
achievement is the
successful April SystmOne
electronic prescription
record pilot between ICTs
and GPs that will be rolled
out widely in the near future

6.2

Medical Decision making
and Revalidation Group
update

verbal

6.3

Learning from Deaths Q4
report

N/A

Green

Continuing improvements
being made on the way in
which Learning from Deaths
is being implemented. The
first 2 years reports show a
stable picture in the number
of deaths occurring that fit
the criteria for review.

6.4

Infection Control Forum
Chair’s Assurance and
Minutes from meeting held
on 23 April 2019

N/A

N/A

No red negative assurance

Clinical Effectiveness
Group Delivery Plan
2018/19

N/A

5.2

Duty of Candour

6

Clinical Effectiveness

6.1

6.5

No meeting has taken place
since the last HGC.

Year end results confirms 4
cases of C. Difficille against
a ceiling of 5
MSSA 0
E-Coli 0
MRSA 1 awaiting result of
review
Amber /Green

Clinical Effectiveness
Group Chair’s Assurance
report and minutes from
16th March 2019

All actions completed or on
target. Substantial overall
work programme achieved.
Research element deferred
in April 2019 as no longer
relevant.
Action in place to review
CPR & DNACPR policies

5
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6.6

Clinical Effectiveness
Audit Plan 2019/20

N/A

Amber /Green

6.7

Palliative and End of Life
Care Stratgeic Steering
Group

N/A

N/A

7.00

8.00

Approved by HGC

Decision to disband this
group and make the work
part of business as usual in
the delivery and QIP of End
of Life Care is supported by
HGC.

Key Items for Noting

Key Items for Escalation

Supporting Papers for information
SP1 Quality Report Q4
SP2 Quality Account 2018/19

Summary of Committee governance issues and any other points for the Board’s Attention




Approved the proposal to reduce the number of sub-committees and groups reporting into
the Healthcare Governance Committee as part of a wider review of the governance structure
Approved the proposal to undertake a review of the staffing establishment for in-patient units
Supported the proposal to no longer have a Palliative and End of Life Care Strategic Steering
Group and make this part of normal business.

Definitions and Key:

Green

(A)

Amber/ Green

Amber/ Red

Executive Director’s Risk Assessment

High (Red)
6
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Risks associated with this issue:
(1)
(2)

Include high scoring risks (15+) which have been recorded on the appropriate
risk register (i.e. HLRR (Operational) or BAF (strategic)) or
Will be recorded on the appropriate risk register following committee / Board /
Executive Team deliberation.

Medium to High (Amber / Red)
Risks associated with this issue:
(1)
(2)

Include Medium scoring risks which have been recorded on the appropriate
risk register (i.e. Business Unit (Operational) or BAF (strategic)) or
Will be recorded on the appropriate risk register following committee / Board /
Executive Team deliberation.

Medium to Low (Amber / Green)
Risks associated with this issue:
(1)

Do not require recording on the relevant risk register but continued monitoring
for any risks emerging required or

(2)

Associated risks have been recorded on the relevant risk register but
circumstances are now such whereby de-escalation is proposed.

Low (Green)
(1)

No risks or insignificant (low scoring: risks) not necessary to record on risk
registers.

(B)

Committee Chair’s Assurance:

Red (Negative Assurances):
The Committee considers that there are currently significant gaps / weaknesses in
actions to manage risks, controls or assurances which are of sufficient concern to
the Committee to require escalation to the Board for consideration and agreement on
actions required
Amber / Red (Limited Assurances):
The Committee considers that there are some gaps / weaknesses in actions to
manage risks, controls or assurance which are of sufficient concern to require
escalation to the Board for information at this stage
Amber / Green (Reasonable Assurances):
7
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The Committee has received reasonable assurance on behalf of the Board as to
actions to manage risks, controls and assurances.
Green (Significant Assurances):
The Committee has received significant assurance on behalf of the Board as to
actions, to manage risks, controls and assurances.
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Trust Board
Title:

Executive Performance Review

Meeting Date:

23 May 2019

Executive Lead:

David Bacon, Director of Finance

Author(s):

David Bacon, Director of Finance

For:

Assurance

Risk Rating:

Amber/Green

1.0

Purpose & Recommendations

1.1

To advise the Board Committee regarding Trust wide performance for
April 2019

1.2

To ask the Board to receive assurance on the Trust wide performance
for April 2019

2.0

Key Points for the Attention of the Strategy and Resources
Committee

2.1

Workforce (Appendix A)

Highlights
 New Starters exceeds Leavers in April (51 to 28 on Headcount)
 Agency Usage reduced from previous month
 Staff Mandatory training figures above target with 94% in April
 Absence rate on target at 3.7% in April
Areas for Board review
 Underlying Staff turnover over threshold with 14.5% recorded in April.
 Vacancy rate above threshold in April
 Exec team have instigated a review of the timeliness of Health Roster
approvals
2.2

Activity (Appendix B)

Contract Position Summary
 Contract Activity for ENHCCG 2.9% below plan overall at the end of
April

1

Board 23rd May 2019




Attachment E1

Contract Activity for HVCCG 3.6% below plan overall at the end of
April
Activity in some services was impacted by Easter holidays and
reduction in working days during April. Activity profiling in future
planning to be reviewed to reflect bank holidays

Highlights
 92.9% of patients waiting within 18 weeks for non-consultant led
services
Areas for Board review
 Waiting list for consultant led services below target at 87.9%
2.3 Quality (Appendix C)
Highlights
 Zero C.diff cases reported in April
 Stroke and Non Stroke LoS within rehab pathway thresholds.
Areas for Board review
 Five avoidable category 2 Pressure ulcers reported in March
2.4 Finance
Highlights
 Performance against the control total is as per plan.
 The Trust’s single oversight risk rating remains at a 1.
Areas for Board review
 The current confirmed Capital Resource Limit (CRL) is £3,454k.
Requested CRL of £5,196k is not yet approved. Significant pressures
on the NHS wide capital resources put this additional capital request at
risk in 2019/20.
3.0 Relevant Strategic Objective(s) / Strategies
3.1 This report links to the following Trust Strategic Objectives

1. We will support the people we serve to manage their own health and
wellbeing
2. We will improve clinical outcomes and enhance patient safety
3. We will support the substantial expansion of community services
through the delivery of excellent core services for adults and children
and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to improve
services
5. We will develop the organisational capacity to deliver our vision and
objectives

2
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4.0 Actions / Next Steps / Timelines
4.1

In developing the Executive Performance Review presented here, it is
recognised that more development work needs to be undertaken to
improve the information presented (e.g. timelines for key performance
indicators rather than just movement from previous month,
quantification of financial risks associated with activity under
performance, information on other key contracts with commissioners
HCC NHSE -Public Health England and Criminal Justice).

4.2

The core foundations of performance reporting already exist in the
structures and databases used to populate the Integrated Business
Performance Report (IBPR) provided in the supplementary papers to
today’s SRC and over the coming weeks/months this will be reviewed
and refined to reflect the performance information required by the Exec
team and Board to manage the Trust in today’s environment.

Author(s) of paper:
David Bacon
Director of Finance
Date May 2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Strategy & Resources Committee
May 2019
Issues arising from committee consideration

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

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

David Bacon, Director of
Finance

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Appendix A: Workforce Performance Data
1. Workforce By Business Unit
STP Average Community
Proposed
(Q3 18/19,
Services
Trust Target
excl CCGs) Benchmarking
2019/20

Workforce KPI Dashboard
April 2019

Trust

Adult Services

CYPS

Corporate

Establishment (FTE)

‐

‐

‐

2535.6

1566.8

776.5

192.3

Inpost (FTE)

‐

‐

‐

2230.8

1305.5

743.9

181.4

2725

1573

950

202

Inpost (Headcount)
11.4%

9.0%

11.0%

12.0%



16.7%



4.2%



5.7%



Agency FTE as % of Total Staffing FTE

‐

‐

5.0%

3.8%



4.9%



1.2%



4.9%



Bank Usage (FTE)

‐

‐

‐

134.5



124.1



9.1



1.3



Agency Usage (FTE)

‐

‐

‐

92.9



74.3



9.2



9.4



4.6%

3.0%

3.7%

3.7%



4.1%



3.4%



1.9%



Short Term

‐

‐

1.7%

1.7%



2.0%



1.4%



0.6%



Long Term

‐

‐

2.0%

2.0%



2.1%



1.9%



1.3%



Turnover (Underlying)

14.2%

14.0%

14.0%

14.5%



15.1%



12.8%



17.4%



Stability Rating

85.0%

‐

‐

82.3%



81.9%



84.4%



75.7%



Mandatory Training

90.0%

‐

90.0%

94.1%



93.6%



95.1%



92.6%



Appraisal Rate

85.0%

‐

90.0%

89.95%



89.2%



92.4%



82.6%



Friends and Family Test (Care/Treatment)

‐

‐

‐

Friends and Family Test (Place to Work)

‐

‐

‐

Flu Campaign

‐

‐

80.0%

Flu Campaign (Headcount of Staff Vaccinated)

‐

‐

‐

1432

897

535

‐

Starters (FTE)

‐

‐

‐

43.69

32.29

9.40

2.00

Starters (Headcount)

‐

‐

‐

51

38

11

2

Vacancy Rate

Sickness Absence

82.0%

83.0%

60.0%
70.0%

65.0%



69.0%

83.0%

81.0%

68.0%

53.0%



72.0%



‐

Leavers (FTE)

‐

‐

‐

21.61

13.09

7.91

0.60

Leavers (Headcount)

‐

‐

‐

28

17

10

1

Maternity Leave (Headcount)

‐

‐

‐

81

45

34

2

Maternity Leave (%)

‐

‐

‐

3.0%

2.9%

3.6%

1.0%

% of Rosters Approved on Time

‐

‐

100.0%

Time to Hire (rolling 3‐month average)

‐

‐

49 days

(point of creating vacancy request to unconditional offer being made)

31.1%



32.6%



0.0%



45.3



48.2



39.9



5

‐
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2. Workforce By Staff Group
STP Average
(Q3 18/19,
excl CCGs)

Community
Services
Benchmarking

Proposed
Trust Target
2019/20

Trust

Establishment (FTE)

‐

‐

‐

2535.6

915.1

Inpost (FTE)

‐

‐

‐

2230.8

787.4

Workforce KPI Dashboard
April 2019

Inpost (Headcount)

AHPs

Scientific &
Technical

Support Workers
inc Housekeepers

Admin & Snr Mgt

36.9

487.3

80.4

503.8

512.2

29.5

424.6

82.5

455.2

451.7

Nursing (Registered)
Medical & Dental
inc HV Students

‐

‐

‐

11.4%

9%

11.0%

12.0%



14.0%



20.1%



12.9%



‐2.6%



9.6%



11.8%



Agency FTE as % of Total Staffing FTE

‐

‐

5.0%

3.8%



3.8%



0.3%



4.8%



0.0%



5.3%



1.8%



Bank Usage (FTE)

‐

‐

‐

134.5



38.1



0.0



7.9



0.0



14.8



Agency Usage (FTE)

‐

‐

‐

92.9



33.0



0.1



21.9

8.7



4.6%

3%

3.7%

3.7%



3.5%



0.6%



4.0%



0.0%

Vacancy Rate

Sickness Absence

2725

946

38

559

96

536

550



73.7

0.0



29.3

2.0%




2.3%



6.5%



1.3%



1.8%



0.5%

3.7%




1.7%

0.7%




2.8%

2.3%




14.5%



13.5%



13.7%



15.1%



83.7%



82.3%



82.6%



78.2%




Short Term

‐

‐

1.70%

1.7%

‐

‐

2.00%

2.0%

1.6%




0.6%

Long Term




1.8%

Turnover (Underlying)

14.2%

14.0%

14.0%

14.5%



14.7%



15.0%




Stability Rating

85.0%

‐

‐

82.3%



83.6%



86.8%



Mandatory Training

90.0%

‐

90.0%

94.1%



‐

‐

‐

‐

‐

‐

Appraisal Rate

85.0%

‐

90.0%

89.95%



‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Friends and Family Test (Care/Treatment)

82.0%
60.0%

‐



Friends and Family Test (Place to Work)

‐

‐

‐

Flu Campaign

‐

‐

80.0%

Flu Campaign (Headcount of Staff Vaccinated)

‐

‐

‐

1432

564

28

397

67

376

‐

20.43

0.00

5.11

0.00

12.41

5.73

70.0%



‐



66.0%

76.0%



76.0%

‐

‐

‐



‐

‐



71.0%

‐

Starters (FTE)

‐

‐

‐

43.69

Starters (Headcount)

‐

‐

‐

51

23

0

8

0

13

7

Leavers (FTE)

‐

‐

‐

21.61

8.39

1.53

3.10

0.60

2.80

5.18

28

11

2

4

1

3

7

Leavers (Headcount)

‐

‐

‐

Maternity Leave (Headcount)

‐

‐

‐

81

27

0

34

3

12

5

3.0%

2.9%

0.0%

6.1%

3.1%

2.2%

0.9%

Maternity Leave (% of staff group)

‐

‐

‐

% of Rosters Approved on Time
Time to Hire (rolling 3‐month average)

‐

‐

100.0%

31.1%



‐

‐

‐

‐

‐

‐

(point of creating vacancy request to unconditional offer being made)

‐

‐

49 days

45.3



‐

‐

‐

‐

‐

‐
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3. Trust Wide Sickness Absence

Trust Sickness Absence Rates
5.0%

TOTAL 18/19 : 4.0%
TOTAL 17/18 : 3.8%
4.5%

4.0%

3.5%

3.0%

2.5%
April

May

June

July

Aug

2019/20

2019/20
2018/19
2017/18

April
3.7%
3.4%
3.8%

Sept

Oct

2018/19

Nov

Dec

Jan

Feb

Mar

2017/18

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

3.0%
3.9%

2.8%
3.8%

3.6%
3.7%

4.0%
3.0%

3.7%
3.6%

4.3%
3.9%

4.2%
4.5%

4.7%
4.3%

4.7%
4.5%

4.8%
3.9%

3.8%
3.2%
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4.Trust Wide Turnover Rates

Trust Underlying Turnover Rates
16.0%

15.0%

14.0%

13.0%

12.0%
April

May

June

July

Aug

2019/20

2019/20
2018/19
2017/18

April
14.5%
14.7%
14.5%

Sept

Oct

2018/19

Nov

Dec

Jan

Feb

Mar

2017/18

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

14.0%
14.9%

14.0%
14.5%

14.4%
14.4%

14.1%
14.8%

14.5%
14.6%

14.1%
14.6%

14.2%
14.4%

14.4%
14.3%

14.2%
14.5%

14.4%
14.6%

14.8%
14.7%
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Appendix B: CCG Commissioned Activity
1.NHS East and North Hertfordshire CCG 2019-20 (up to Apr-19)

Contract Activity Summary

Total Contacts

New Service

Referrals

Plan
2019-20

Plan
YTD

Actual
YTD

Var
YTD

Var
YTD %

YTD

FollowUp
Contacts per
Initial Contact

5,591

443

460

17

3.8%

286

0.9

Adult Bladder & Bowel Care
Adult Occupational Therapy Service E&N (Acute
Therapies)
Adult Physiotherapy Service E&N (Acute Therapies)

3,802

323

329

6

1.8%

209

0.8

13,406

1,147

524

(623)

-54.3%

234

1.6

Adult Speech & Language Therapy

3,949

304

322

18

6.0%

175

1.5

Cheshunt Community Nurses

3,666

299

268

(31)

-10.3%

10

52.6

Childrens Occupational Therapy

4,227

270

315

45

16.5%

52

9.2

Children's Physiotherapy

7,253

497

504

7

1.4%

75

13.8

Children's Speech & Language

17,678

1,294

1,067

(227)

-17.6%

223

4.4

Community Cardiology

894

93

83

(10)

-10.5%

23

2.8

Community Respiratory Service

10,151

691

722

31

4.5%

147

4.2

Diabetes

11,859

927

931

4

0.4%

216

6.3

Integrated Care Teams

401,065

32,763

32,569

(194)

-0.6%

2,946

13.1

6,938

532

739

207

38.9%

54

22.8

Leg Ulcer Service
Lymphoedema Services

2,693

239

175

(64)

-26.8%

25

10.7

MSK Physio E&N

49,590

4,312

3,537

(775)

-18.0%

1,122

1.9

MSK Triage E&N

3,272

250

335

85

33.9%

439

0.7

0

0

0

0

-

0

-

Neuro Rehab - Community

6,375

414

526

112

27.0%

149

3.3

Nutrition & Dietetics

9,466

811

920

109

13.5%

397

2.5

928

43

77

34

81.0%

27

5.4

Podiatry Service

30,852

2,573

2,153

(420)

-16.3%

208

12.9

Pulmonary Rehab

15,112

1,228

1,312

84

6.9%

134

8.6

372

41

69

28

68.7%

0

-

7,500

613

882

269

43.8%

370

1.3

Nascot Lawn

Pain Management & Chronic Fatigue

Sickle Cell
Skin Health Service
Specialist Palliative Care

5,394

398

265

(133)

-33.4%

108

3.0

Stroke - Early Supported Discharge

4,198

419

369

(50)

-12.0%

102

7.0

Transition

0
Total 626,231

0

3

3

-

0

-

50,923

49,456

(1,467)

-2.9%

7,731

6.9
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ENCCG registered Patients only (Note these w ill include all the discharges inclusive of Flexed, inappropriate, NWB)
DISCHARGES
Service

Apr

DANESBURY

15

Total
YTD
15

HERTFORDSHIRE & ESSEX HOSPITAL

33

33

HOLYWELL

0

0

LANGLEY HOUSE

0

0

POTTERS BAR COMMUNITY HOSPITAL

0

0

QUEEN VICTORIA MEMORIAL HOSPITAL

40

40

ST PETERS

0

Total

88

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0
0

0

0

0

0

0

0

0

0

0

0

Nov

Dec

Jan

Feb

Mar

88

OCCUPIED BED DAYS
Service

Apr

DANESBURY

470

Total
YTD
470

HERTFORDSHIRE & ESSEX HOSPITAL

May

Jun

Jul

Aug

Sep

Oct

701

701

HOLYWELL

0

0

LANGLEY HOUSE

0

0

POTTERS BAR COMMUNITY HOSPITAL

0

0

QUEEN VICTORIA MEMORIAL HOSPITAL

558

558

ST PETERS
Total

0
1,729

0
0

0

0

0

10

0

0

0

0

0

0

0

1,729
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Contract Activity Summary
Plan
2019-20

Plan
YTD

Actual
YTD

Adult Bladder & Bowel Care

2,873

224

337

113

50.6%

287

FollowUp
Contacts
per Initial
Contact
0.6

Adult Speech & Language Therapy

4,274

390

331

(59)

-15.1%

154

1.4

Children's Community Nurses

10,078

993

1,100

107

10.8%

116

7.0

Children's Eye Care

4,908

424

338

(86)

-20.2%

87

2.3

New Service

Total Contacts
Var
YTD

Var
YTD %

Referrals
YTD

Childrens Occupational Therapy

5,339

390

373

(17)

-4.4%

116

14.5

Children's Physiotherapy

7,754

668

663

(5)

-0.7%

87

10.8

Children's Speech & Language

14,956

1,033

975

(58)

-5.6%

217

3.6

Community Cardiology

13,470

1,099

1,241

142

12.9%

71

23.3

Community Paediatrics

6,872

539

557

18

3.3%

275

3.9

Heart Failure Service

4,105

354

350

(4)

-1.3%

73

7.3

Leg Ulcer Service

1,717

102

104

2

2.3%

23

4.2

Lymphoedema Services

1,494

152

179

27

18.0%

20

10.9

Neuro Rehab - Community

12,911

949

804

(145)

-15.3%

162

7.9

Paediatric Audiology

8,040

744

575

(169)

-22.7%

257

1.4

793

96

36

(60)

-62.5%

38

0.0

8,341

678

687

9

1.3%

118

7.4

424

43

46

3

8.0%

0

45.0

Special School Nurses

10,820

645

605

(40)

-6.2%

0

-

Specialist Palliative Care

9,661

784

368

(416)

-53.1%

65

5.0

Stroke - Early Supported Discharge

6,452

596

410

(186)

-31.3%

109

7.5

Podiatry MSK Low Risk
Podiatry Service
Sickle Cell

Transition
West Herts Community Adult Health Service

0

0

2

2

-

0

-

332,899

27,265

26,695

(570)

-2.1%

3,665

8.9

Total 468,181

38,168

36,776

(1,392)

-3.6%

5,940

7.4
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DISCHARGES

Service

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

DANESBURY
HERTFORDSHIRE & ESSEX HOSPITAL
HOLYWELL
LANGLEY HOUSE
POTTERS BAR COMMUNITY HOSPITAL
QUEEN VICTORIA MEMORIAL HOSPITAL
ST PETERS
Total

0
0
16
18
30
0
18
82

0

0

0

0

0

0

0

0

0

0

0

Total
YTD
0
0
16
18
30
0
18
82

OCCUPIED BED DAYS
Service
DANESBURY
HERTFORDSHIRE & ESSEX HOSPITAL
HOLYWELL
LANGLEY HOUSE
POTTERS BAR COMMUNITY HOSPITAL
QUEEN VICTORIA MEMORIAL HOSPITAL
ST PETERS
Total

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0
0
467
888
774
0
565
2,694

0

0

0

0

0

0

0

0

0

0

0

12

Total
YTD
0
0
467
888
774
0
565
2,694
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Areas for Board Review
1. No of category 2, 3 or 4 pressure ulcers (PUs) acquired in HCT care
Pressure ulcers are reported one month in arrears. In March 2019 there were 13 avoidable pressure ulcers identified. 5 were category 2 PUs and 8 were category 34 (including unstageable).
There are seven incidents where avoidance has not been confirmed to date pending investigation by the service. PUs are spread across teams:
North Herts ICT
St Albans and Harpenden CAHS
QVM
Watford CAHS

1
1
1
4

Stevenage
Hertsmere CAHS
Dacorum CAHS
Upper Lea Valley ICT

2
1
2
1

2. Percentage of mortality case reviews completed within 13 working days of death being reported
Four completed reviews were due to be returned. Three were returned within 13 working days. One review was delayed due to difficulty identifying an available
reviewer; the review was completed one day late and retuned within 14 days
3. NHS Health Delayed Transfer of Care (DTOC)
HCT are working together with social care colleagues to ensure the UNIFY reporting going forward is robust and that we have identified areas of dispute, and that
we can jointly evidence these. There are further meetings planned to draft a Standard operating policy with commissioning colleagues included. We have already
put a process in place that allows weekly review of data to allow month end agreement of DTOCs to be managed in a timely and effective way.
4. Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in April. HCT recorded an ALOS of 25.0 days for non-stroke patients. This has improved from the
previous month. Four patients stayed 70 days or more. The longest stay was 117 days discharged in April. The overall length of stay improved to 16.8 days under
the rehab pathway and within threshold.
5. Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for advice intervention. This is being flagged to service managers and also monitored in the
CQUIN performance.
6. Patient waiting within 18 weeks (Consultant led services)
HCT recorded 87.9% patients waiting within 18 weeks for consultant led services. This is primarily driven by the increase in RTT waiting times in Community
Paediatrics. To address this, the clinical director has made changes to Job Plan Timetables which increase the number of first appointments completed.
7. % of staff who have undertaken level 1 / 2 safeguarding adults training every 3 years
Compliance is 88.9% for April and is below target. However, an internal trajectory has been put in place to ensure HCT reach the required compliance level (see
table below). According to the trajectory, HCT are on track to achieve this target.

14

Board 23rd May 2019

Attachment E1

15

Board 23rd May 2019

Attachment F1

TRUST BOARD
Title:

2018/19 Draft: (1) Annual Accounts, (2) Annual
Report (& Governance Statement), (3) Quality
Account; and Supporting Audit Documents.

Meeting Date:

23rd May 2019

Executive Lead(s):

Clare Hawkins
Sarah Browne

CEO (1 & 2)
Director of Nursing &
Quality (3)

Author(s):

Haffejee Knight

Head of Financial Services
and Strategy (1)
Assistant Board Secretary
(2)
Project Lead, Quality &
Governance (3)

Marina Sweatman
Andrea Horsler
For:

APPROVAL / NOTING

1.0

Purpose & Recommendations

1.1

The Board is requested:
1.1.1

On the advice and recommendation of the Audit Committee
(and Healthcare Governance Committee in respect of (3)
below) and subject to any observations to approve the
following for 2018/19 which are included in full as supporting
papers J4 – J6 :
(1)
(2)
(3)
(4)

Annual Accounts (Audited)
Annual Report (Audited) &
Annual Governance Statement (Audited)
Quality Account

and with:
(2)

being subject to final design amendments

(4)

being subject to inclusion of outstanding information.

and
1.1.2 To note that:
1
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Following approval and certification by the CEO and
Director of Finance as relevant:
(1) & (2) are submitted to NHSI by the Trust on 29th May
2019.
(3) has to be posted on the NHS Choices website by no
later than 30th June 2019.

1.1.3

All documents will be presented in published format in
public at the Trust’s Annual General Meeting and will be
posted on the Trust’s website.

and
1.1.3 To note receipt of the following in support of the above
documents:
(i)

External Audit Annual Results Summary 2018/19

(ii)

The Head of Internal Audit Opinion for 2018/19

2.0

Relevant Strategic Objective(s) / Strategies

2.1

Impacts on all Strategic Objectives

3.0

Quality / Service / Regulatory Impacts:

3.1

The preparation and publication of an annual report, annual accounts
and Quality Account are statutory requirements. All documents also
have to comply with mandatory guidance for their preparation and
submission.

4.0

Risks and Mitigation Plans: None

5.0

Resource Implications:

5.1

The Annual Report and Accounts and Quality Account for 2018/19 will
not be professionally designed and printed documents but will be
electronic documents subject to “print on demand”.

6.0

References, Appendices & Attachments
Appendices & Attachments:
Supporting Papers:



K5 – K7
F2 and F3

2
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Author of paper:
Marina Sweatman
Assistant Board Secretary
May 2019
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Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
HGC (Quality Account Only)
May 2019
Audit Committee (All Documents)
May 2019
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

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

√/x
√

√
√
√
√
√

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

Clare Hawkins,
CEO

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Independent auditor's report to the Directors of Hertfordshire
Community NHS Trust
Report on the Audit of the Financial Statements
Opinion
We have audited the financial statements of Hertfordshire Community NHS Trust (the ‘Trust’) for the
year ended 31 March 2019, which comprise the Statement of Comprehensive Income, the Statement of
Financial Position, the Statement of Changes in Equity, the Statement of Cash Flows and notes to the
financial statements, including a summary of significant accounting policies. The financial reporting
framework that has been applied in their preparation is applicable law and International Financial
Reporting Standards (IFRSs) as adopted by the European Union, and as interpreted and adapted by the
Department of Health and Social Care Group Accounting Manual 2018-19.
In our opinion the financial statements:
•

give a true and fair view of the financial position of the Trust as at 31 March 2019 and of its
expenditure and income for the year then ended; and

•

have been properly prepared in accordance with International Financial Reporting Standards
(IFRSs) as adopted by the European Union, as interpreted and adapted by the Department of Health
and Social Care Group Accounting Manual 2018-19; and

•

have been prepared in accordance with the requirements of the National Health Service Act 2006.

Basis for opinion
We conducted our audit in accordance with International Standards on Auditing (UK) (ISAs (UK)) and
applicable law. Our responsibilities under those standards are further described in the ‘Auditor’s
responsibilities for the audit of the financial statements’ section of our report. We are independent of the
Trust in accordance with the ethical requirements that are relevant to our audit of the financial
statements in the UK, including the FRC’s Ethical Standard, and we have fulfilled our other ethical
responsibilities in accordance with these requirements. We believe that the audit evidence we have
obtained is sufficient and appropriate to provide a basis for our opinion.
Conclusions relating to going concern
We have nothing to report in respect of the following matters in relation to which the ISAs (UK) require
us to report to you where:
•

the Directors’ use of the going concern basis of accounting in the preparation of the financial
statements is not appropriate; or

•

the Directors have not disclosed in the financial statements any identified material uncertainties that
may cast significant doubt about the Trust’s ability to continue to adopt the going concern basis of
accounting for a period of at least twelve months from the date when the financial statements are
authorised for issue.

Other information
The Directors are responsible for the other information. The other information comprises the information
included in the Annual Report, other than the financial statements and our auditor’s report thereon. Our
opinion on the financial statements does not cover the other information and, except to the extent
otherwise explicitly stated in our report, we do not express any form of assurance conclusion thereon.
In connection with our audit of the financial statements, our responsibility is to read the other information
and, in doing so, consider whether the other information is materially inconsistent with the financial
statements or our knowledge obtained in the audit or otherwise appears to be materially misstated. If we
identify such material inconsistencies or apparent material misstatements, we are required to determine
whether there is a material misstatement in the financial statements or a material misstatement of the
other information. If, based on the work we have performed, we conclude that there is a material
misstatement of the other information, we are required to report that fact.

Grant Thornton UK LLP.
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We have nothing to report in this regard.
Other information we are required to report on by exception under the Code of Audit Practice
Under the Code of Audit Practice published by the National Audit Office on behalf of the Comptroller
and Auditor General (the Code of Audit Practice) we are required to consider whether the Annual
Governance Statement does not comply with the guidance issued by NHS Improvement or is
misleading or inconsistent with the information of which we are aware from our audit. We are not
required to consider whether the Annual Governance Statement addresses all risks and controls or that
risks are satisfactorily addressed by internal controls.
We have nothing to report in this regard.
Opinion on other matters required by the Code of Audit Practice
In our opinion:
•

the parts of the Remuneration and Staff Report to be audited have been properly prepared in
accordance with IFRSs as adopted by the European Union, as interpreted and adapted by the
Department of Health and Social Care Group Accounting Manual 2018-19 and the requirements of
the National Health Service Act 2006; and

•

based on the work undertaken in the course of the audit of the financial statements and our
knowledge of the Trust gained through our work in relation to the Trust’s arrangements for securing
economy, efficiency and effectiveness in its use of resources, the other information published
together with the financial statements in the Annual Report for the financial year for which the
financial statements are prepared is consistent with the financial statements.

Matters on which we are required to report by exception
Under the Code of Audit Practice, we are required to report to you if:
•

we issue a report in the public interest under Section 24 of the Local Audit and Accountability Act
2014 in the course of, or at the conclusion of the audit; or

•

we refer a matter to the Secretary of State under Section 30 of the Local Audit and Accountability
Act 2014 because we have reason to believe that the Trust, or an officer of the Trust, is about to
make, or has made, a decision which involves or would involve the body incurring unlawful
expenditure, or is about to take, or has begun to take a course of action which, if followed to its
conclusion, would be unlawful and likely to cause a loss or deficiency; or

•

we make a written recommendation to the Trust under Section 24 of the Local Audit and
Accountability Act 2014 in the course of, or at the conclusion of the audit.

We have nothing to report in respect of the above matters.
Responsibilities of the Directors and Those Charged with Governance for the financial
statements
As explained more fully in the Statement of Director's Responsibilities, the Directors are responsible for
the preparation of the financial statements in the form and on the basis set out in the Accounts
Directions, for being satisfied that they give a true and fair view, and for such internal control as the
Directors determine is necessary to enable the preparation of financial statements that are free from
material misstatement, whether due to fraud or error.
In preparing the financial statements, the Directors are responsible for assessing the Trust’s ability to
continue as a going concern, disclosing, as applicable, matters related to going concern and using the
going concern basis of accounting unless they have been informed by the relevant national body of the
intention to dissolve the Trust without the transfer of its services to another public sector entity.
The Audit Committee is Those Charged with Governance. Those charged with governance are
responsible for overseeing the Trust’s financial reporting process.

Grant Thornton UK LLP.
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Auditor’s responsibilities for the audit of the financial statements
Our objectives are to obtain reasonable assurance about whether the financial statements as a whole
are free from material misstatement, whether due to fraud or error, and to issue an auditor’s report that
includes our opinion. Reasonable assurance is a high level of assurance, but is not a guarantee that an
audit conducted in accordance with ISAs (UK) will always detect a material misstatement when it exists.
Misstatements can arise from fraud or error and are considered material if, individually or in the
aggregate, they could reasonably be expected to influence the economic decisions of users taken on
the basis of these financial statements.
A further description of our responsibilities for the audit of the financial statements is located on the
Financial Reporting Council’s website at: www.frc.org.uk/auditorsresponsibilities. This description forms
part of our auditor’s report.

Report on other legal and regulatory requirements – Conclusion on the
Trust’s arrangements for securing economy, efficiency and
effectiveness in its use of resources
Matter on which we are required to report by exception - Trust’s arrangements for securing
economy, efficiency and effectiveness in its use of resources
Under the Code of Audit Practice, we are required to report to you if, in our opinion we have not been
able to satisfy ourselves that the Trust has made proper arrangements for securing economy, efficiency
and effectiveness in its use of resources for the year ended 31 March 2019.
We have nothing to report in respect of the above matter.
Responsibilities of the Accountable Officer
As explained in the Statement of the Chief Executive’s Responsibilities, as the Accountable Officer of
the Trust, the Accountable Officer is responsible for putting in place proper arrangements for securing
economy, efficiency and effectiveness in the use of the Trust's resources.
Auditor’s responsibilities for the review of the Trust’s arrangements for securing economy,
efficiency and effectiveness in its use of resources
We are required under Section 21(1)(c) and Schedule 13 paragraph 10(a) of the Local Audit and
Accountability Act 2014 to be satisfied that the Trust has made proper arrangements for securing
economy, efficiency and effectiveness in its use of resources and to report where we have not been
able to satisfy ourselves that it has done so. We are not required to consider, nor have we considered,
whether all aspects of the Trust's arrangements for securing economy, efficiency and effectiveness in its
use of resources are operating effectively.
We have undertaken our review in accordance with the Code of Audit Practice, having regard to the
guidance on the specified criterion issued by the Comptroller and Auditor General in November 2017, as
to whether in all significant respects, the Trust had proper arrangements to ensure it took properly
informed decisions and deployed resources to achieve planned and sustainable outcomes for taxpayers
and local people. The Comptroller and Auditor General determined this criterion as that necessary for us
to consider under the Code of Audit Practice in satisfying ourselves whether the Trust put in place
proper arrangements for securing economy, efficiency and effectiveness in its use of resources for the
year ended 31 March 2019, and to report by exception where we are not satisfied.
We planned our work in accordance with the Code of Audit Practice. Based on our risk assessment, we
undertook such work as we considered necessary to be satisfied that the Trust has put in place proper
arrangements for securing economy, efficiency and effectiveness in its use of resources.

Report on other legal and regulatory requirements – Certificate
We certify that we have completed the audit of the financial statements of Hertfordshire Community
NHS Trust in accordance with the requirements of the Local Audit and Accountability Act 2014 and the
Code of Audit Practice.

Grant Thornton UK LLP.

3

Use of our report
This report is made solely to the Directors of the Trust, as a body, in accordance with Part 5 of the Local
Audit and Accountability Act 2014. Our audit work has been undertaken so that we might state to the
Trust's Directors those matters we are required to state to them in an auditor’s report and for no other
purpose. To the fullest extent permitted by law, we do not accept or assume responsibility to anyone
other than the Trust and the Trust's Directors, as a body, for our audit work, for this report, or for the
opinions we have formed.

Signature
Paul Dossett
Key Audit Partner
for and on behalf of Grant Thornton UK LLP, Local Auditor

London
Date

Grant Thornton UK LLP.
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1 THE HEAD OF INTERNAL AUDIT OPINION
In accordance with Public Sector Internal Audit Standards, the head of internal audit is required to
provide an annual opinion, based upon and limited to the work performed, on the overall adequacy
and effectiveness of the organisation’s risk management, control and governance processes. The
opinion should contribute to the organisation's annual governance statement.

1.1 The opinion
For the 12 months ended 31 March 2019, the head of internal audit opinion for Hertfordshire Community NHS Trust is
as follows:

Head of internal audit opinion 2018/19

Please see appendix A for the full range of annual opinions available to us in preparing this report and opinion.

1.2 Scope and limitations of our work
The formation of our opinion is achieved through a risk-based plan of work, agreed with management and approved by
the audit committee, our opinion is subject to inherent limitations, as detailed below:


the opinion does not imply that internal audit has reviewed all risks and assurances relating to the
organisation;



the opinion is substantially derived from the conduct of risk-based plans generated from a robust and
organisation-led assurance framework. As such, the assurance framework is one component that the board
takes into account in making its annual governance statement (AGS);



the opinion is based on the findings and conclusions from the work undertaken, the scope of which has been
agreed with management;



the opinion is based on the testing we have undertaken, which was limited to the area being audited, as
detailed in the agreed audit scope;



where strong levels of control have been identified, there are still instances where these may not always be
effective. This may be due to human error, incorrect management judgement, management override, controls
being by-passed or a reduction in compliance;

Hertfordshire Community NHS Trust Annual Internal Audit Report 2018/2019 l 2



due to the limited scope of our audits, there may be weaknesses in the control system which we are not aware
of, or which were not brought to attention; and



it remains management’s responsibility to develop and maintain a sound system of risk management, internal
control and governance, and for the prevention and detection of material errors, loss or fraud. The work of
internal audit should not be seen as a substitute for management responsibility around the design and
effective operation of these systems.

1.3 Factors and findings which have informed our opinion
We did not issue any ‘no assurance’ opinions in 2018/19.
We issued reasonable assurance opinions in the following areas:








E-Rostering
Data Quality
STP Governance and Assurance
Business Unit Quality and Governance
Estates
Business Unit Performance Reports (draft)
Key Financial Controls (draft)

We issued one partial assurance opinion as follows:
GP Engagement: Whilst we have noted that the Trust has developed a Partnership and Engagement Strategic
Framework to identify GP Engagement which aligns to the Trusts five strategic objectives, however we identified
several weaknesses during the review which resulted in four medium and one low priority management actions. Issues
related to poor GP attendance at Board meetings and records not being maintained to evidence the level of
engagement; a lack of mechanisms in place to encourage GP feedback; topics and specific areas of focus, in relation
to engagement not being formally identified by the Trust; and a lack of a formal framework or governance structure to
cascade information regarding engagement exercises.
The following advisory report should also be noted:
GDPR: This was an advisory review to assess the progress with embedding GDPR controls into business as usual.
With GDPR now in full force, it is imperative that the Trust can evidence compliance with the regulations, and where
this cannot be done, at a minimum, evidence should be put in place to support the action being undertaken to address
any gaps. Our review identified that, whilst work was being undertaken, a number of gaps remained. Specifically, the
completion of data flow mapping and information asset registers, the appointment of a Data Protection Officer and
development of robust incident and data breach reporting processes and frameworks.
Follow up
We have also undertaken Follow Up throughout the year. Two reviews were still to be finalised at the time of writing
this report and so these actions have yet to be added to the tracker maintained. Follow Up to date for 2018/19 reviews
is detailed below;
High

Medium

Low

Advisory

Total

Implemented

Overdue

Not yet
due

E-Rostering 1.18/19

0

5

1

0

6

4

0

2

Data Quality 2.18/19

0

3

0

0

3

1

2

0

Audit Title
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High

Medium

Low

Advisory

Total

Implemented

Overdue

Not yet
due

General Data
Protection
Regulation (GDPR)
Governance 3.18/19

0

0

0

8

8

0

7

1

STP Governance
and Assurance
4.18/19

0

2

2

0

4

0

4

0

Business Unit
Quality and
Governance 5.18/19

0

2

1

0

3

2

0

1

Estates 6.18/19

0

2

2

0

4

0

4

0

Data Security and
Protection
Toolkit 7.18/19

0

1

3

0

4

0

4

0

GP Engagement
9.18/19

0

4

1

0

5

0

0

5

Total

0

19

10

8

37

7

21

9

Audit Title

A summary of internal audit work undertaken, and the resulting conclusions, is provided at appendix B.

1.4 Topics judged relevant for consideration as part of the annual governance
statement
Based on the work we have undertaken on the Trust’s system on internal control, we do not consider that within these
areas there are any issues that need to be flagged as significant control issues within the Annual Governance
Statement (AGS). However, we would expect the Trust to consider in the formulation of the AGS the internal control
weaknesses identified within our partial assurance opinions summarised above, along with the actions being taken to
address the issues identified.
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2 THE BASIS OF OUR INTERNAL AUDIT OPINION
As well as those headlines discussed at paragraph 1.3, the following areas have helped to inform
our opinion. A summary of internal audit work undertaken, and the resulting conclusions, is
provided at appendix B.

2.1 Acceptance of internal audit management actions
Management have agreed actions to address all of the findings reported by the internal audit service during
2018/2019.

2.2 Working with other assurance providers
In forming our opinion we have not placed any direct reliance on other assurance providers.
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3 OUR PERFORMANCE
3.1 Wider value adding delivery

Area of work

How this has added value

Use of clinical consultants

We have utilised our clinical consultants within internal audit work to add value to the
overall findings and provide assurance with regards to clinical aspects of our work,
and actions that are achievable given the confines of the current health economy.

Health Matters publications We published our Health Matters reports. These included articles on:





Benchmarking Report

Post-implementation of GDPR in the healthcare sector;
Managing today’s challenges of modern workforce planning in the healthcare
sector;
Guide to making tax digital;
How to evaluate a preventative health programme; and
Insourcing, Outsourcing and Assurance

We published a benchmarking report compromising of the number of actions arising
at the Trust in comparison to other internal audit NHS clients. The Trust has had less
‘high’ priority actions in 17/18 and 16/17 than other NHS clients, however, we had
raised more ‘medium’ priority actions in the same period for the Trust that other NHS
clients.

Analysis of High Priority
We published a paper on high priority actions agreed with our internal audit NHS
Management Actions in the clients in 2016/17. Our analysis determined that the largest categories of ‘high’ priority
NHS
management actions related to HR and staffing, financial management and data
quality.
Client Briefings

As part of our client service commitment, during 2018/19 we issued news briefings to
each Audit Committee meeting.

Audit Committee

We contributed to the discussions at the audit committee on various items on the
agenda in order to ensure that the Trust benefits from wider input in further
developing its governance arrangements.

3.2 Conflicts of interest
RSM has not undertaken any work or activity during 2018/2019 that would lead us to declare any conflict of interest.

3.3 Conformance with internal auditing standards
RSM affirms that our internal audit services are designed to conform to the Public Sector Internal Audit Standards
(PSIAS).
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Under PSIAS, internal audit services are required to have an external quality assessment every five years. Our risk
assurance service line commissioned an external independent review of our internal audit services in 2016 to provide
assurance whether our approach meets the requirements of the International Professional Practices Framework
(IPPF) published by the Global Institute of Internal Auditors (IIA) on which PSIAS is based.
The external review concluded that ““there is a robust approach to the annual and assignment planning processes and
the documentation reviewed was thorough in both terms of reports provided to audit committee and the supporting
working papers.” RSM was found to have an excellent level of conformance with the IIA’s professional standards.
The risk assurance service line has in place a quality assurance and improvement programme to ensure continuous
improvement of our internal audit services. Resulting from the programme, there are no areas which we believe
warrant flagging to your attention as impacting on the quality of the service we provide to you.

3.4 Quality assurance and continual improvement
To ensure that RSM remains compliant with the PSIAS framework we have a dedicated internal Quality Assurance
Team who undertake a programme of reviews to ensure the quality of our audit assignments. This is applicable to all
Heads of Internal Audit, where a sample of their clients will be reviewed. Any findings from these reviews are used to
inform the training needs of our audit teams.
This is in addition to any feedback we receive from our post assignment surveys, client feedback, appraisal processes
and training needs assessments.
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APPENDIX A: ANNUAL OPINIONS
The following shows the full range of opinions available to us within our internal audit methodology to provide you with
context regarding your annual internal audit opinion.

Annual opinions

Factors influencing our
opinion
The factors which are
considered when influencing
our opinion are:


inherent risk in the
area being audited;



limitations in the
individual audit
assignments;



the adequacy and
effectiveness of the
risk management and
/ or governance
control framework;



the impact of
weakness identified;



the level of risk
exposure; and



the response to
management actions
raised and timeliness
of actions taken.
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APPENDIX B: SUMMARY OF INTERNAL AUDIT WORK
COMPLETED 2018/2019
Assignment

Executive lead

Assurance level

Actions agreed
H

M

L

E-Rostering 1.18/19

Debbie Eyitao, Interim
Director of Organisational
Development

0

5

1

Data Quality 2.18/19

Chief Financial Officer

0

3

0

General Data Protection
Regulation (GDPR)
Governance 3.18/19

Chief Financial Officer

STP Governance and
Assurance 4.18/19

Chief Financial Officer

0

2

2

Business Unit Quality and
Governance 5.18/19

Director of Quality &
Nursing (Acting)
Deputy Director of Quality
& Governance

0

2

1

Estates 6.18/19

Chief Financial Officer

0

2

2

Data Security and Protection
Toolkit 7.18/19

Chief Financial Officer

0

1

3

Business Unit Performance
Reports 8.18/19 (DRAFT)

Marion Dunstone, Director
of Operations

0

3

2

GP Engagement 9.18/19

Dr Hari Pathmanathan,
Medical Director & Deputy
Chief Executive

0

4

1

Key Financial Controls
10.18/19 (DRAFT)

Chief Financial Officer

0

5

4

Advisory

Advisory

9 Advisory Actions
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All of the assurance levels and outcomes provided above should be considered in the context of the scope, and the
limitation of scope, set out in the individual Assignment Report.
We use the following levels of opinion classification within our internal audit reports. Reflecting the level of assurance
the board can take:

Taking account of the issues identified, the board
cannot take assurance that the controls upon which the
organisation relies to manage this risk are suitably
designed, consistently applied or effective.
Urgent action is needed to strengthen the control
framework to manage the identified risk(s).

Taking account of the issues identified, the board can
take partial assurance that the controls to manage this
risk are suitably designed and consistently applied.
Action is needed to strengthen the control framework
to manage the identified risk(s).

Taking account of the issues identified, the board can
take reasonable assurance that the controls in place to
manage this risk are suitably designed and consistently
applied.
However, we have identified issues that need to be
addressed in order to ensure that the control framework
is effective in managing the identified risk(s).

Taking account of the issues identified, the board can
take substantial assurance that the controls upon which
the organisation relies to manage the identified risk(s)
are suitably designed, consistently applied and
operating effectively.
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FOR FURTHER INFORMATION CONTACT
Clive Makombera, Head of Internal Audit
T: +44 (0)20 3201 8524
M: +44 (0)7980 773852
Clive.Makombera@rsmuk.com

Sam Abbas, Client Manager
T: +44 (0)1908 687800
M: +44 (0)7972 004232
Samuel.Abbas@rsmuk.com

rsmuk.com
The matters raised in this report are only those which came to our attention during the course of our review and are
not necessarily a comprehensive statement of all the weaknesses that exist or all improvements that might be made.
Actions for improvements should be assessed by you for their full impact. This report, or our work, should not be
taken as a substitute for management’s responsibilities for the application of sound commercial practices. We
emphasise that the responsibility for a sound system of internal controls rests with management and our work should
not be relied upon to identify all strengths and weaknesses that may exist. Neither should our work be relied upon to
identify all circumstances of fraud and irregularity should there be any.
Our report is prepared solely for the confidential use of Hertfordshire Community NHS Trust, and solely for the
purposes set out herein. This report should not therefore be regarded as suitable to be used or relied on by any other
party wishing to acquire any rights from RSM Risk Assurance Services LLP for any purpose or in any context. Any
third party which obtains access to this report or a copy and chooses to rely on it (or any part of it) will do so at its own
risk. To the fullest extent permitted by law, RSM Risk Assurance Services LLP will accept no responsibility or liability in
respect of this report to any other party and shall not be liable for any loss, damage or expense of whatsoever nature
which is caused by any person’s reliance on representations in this report.
This report is released to you on the basis that it shall not be copied, referred to or disclosed, in whole or in part (save
as otherwise permitted by agreed written terms), without our prior written consent.
We have no responsibility to update this report for events and circumstances occurring after the date of this report.
RSM Risk Assurance Services LLP is a limited liability partnership registered in England and Wales no. OC389499 at
6th floor, 25 Farringdon Street, London EC4A 4AB.
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TRUST BOARD
Title:

NHS Provider Licence: Certification of Compliance with Licence
Conditions G6 and FT4

Meeting Date:

23rd May 2019

Executive Lead:

Clare Hawkins CEO

Author(s):

Raj Bhamber Interim Director of Strategy, People and OD

For:

APPROVAL

1.0

Purpose & Recommendations

1.1

To remind the Board of the requirement under the NHSI Single Oversight Framework
(SOF) for Boards to self-certify compliance with Conditions G6 and FT4 of the NHS
Provider Licence.

1.2

To ask the Board on the advice and recommendation of SRC to consider and
approve certification of compliance with Licence Conditions G6 and FT4.

2.0

Key Points for the Attention of the Board

2.1

Although NHS Trusts have never legally required a Monitor NHS Provider Licence,
under the Single Oversight Framework (SOF) issued by NHSI in September 2016
NHSI stated that trusts need to comply with the licence conditions.

2.2

In April 2017, NHSI issued details and guidance on a requirement for NHS trusts to
comply with Licence General Condition (G) 6 and Foundation Trust Condition (FT) 4.
Both require a self-certification of compliance.

2.3

The full text of the Licence Conditions can be found at
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachm
ent_data/file/285008/ToPublishLicenceDoc14February.pdf

2.4

Trusts are required to self-certify that they have taken all reasonable precautions
against the risk of failure to comply with the NHS Providers Licence, any
requirements imposed on it under the NHS Acts, and the requirement to have regard
to the NHS Constitution in providing health care services. The self-certification for G6
is at Appendix 1 and FT4 at Appendix 3.

2.5

Trusts must also have risk-based processes in place to review the effectiveness of
systems and risks and mitigations for non-compliance with the conditions. To enable

1
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self-certification the current state of compliance and risk for each condition is set out
in Appendix 2 for G6 and Appendix 4 for FT4.
2.6

No formal submission to NHSI is required for of the self-certifications. NHSI will
contact a select number of NHS trusts and foundation trusts to ask for evidence that
they have self-certified (e.g. Board minutes and/or copy of signed template).

3.0

Relevant Strategic Objective(s) / Strategies

3.1

This report links to the following Trust Strategic Objectives
6 Impacts on all Strategic Objectives

4.0

Quality / Service / Regulatory Impacts

4.1

Failure to comply with the requirements under Licence Conditions G6 and FT4 will
put the Trust in breach of the NHSI Single Oversight Framework.

5.0

Resource Implications:
None

6.0

Actions / Next Steps / Timelines

6.1

Self- Certification of G6 is published on the Trust’s website by 30 June 2019.

6.2

The Board adopts any further measures considered necessary to improve or
strengthen compliance with Licence Conditions G6 and FT4.

7.0

Recommendation

7.1

On the advice and recommendation of SRC, the Board is requested to approve
certification of compliance with G6 and FT4 of the NHS Provider Licence as
“confirmed”.

8.0

References, Appendices & Supporting Information
Appendices:
(1)

HCT Self Certification of Licence Condition G6

(2)

Assessment of compliance and risk for G6

(3)

HCT Self Certification of Licence Condition FT4

(4)

Assessment of compliance and risk for FT4
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Sign Off: To be completed as part of papers to Executive Team, Board Committees
and Board,
Committee Consideration
This report has approved by the following committee:
Strategy & Resources Committee
May 2019
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the
accountable executive director confirms that to the best of their knowledge, and subject to
any exceptions identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate

Relevant

Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Clare Hawkins CEO

√

Company Secretary Sign-Off (Board papers only)

This paper has been quality control checked and approved by the Director of Nursing
and Quality
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√

Worksheet "G6 & CoS7"

Financial Year to which self-certification relates

Please Respond

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider
licence
The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another
option). Explanatory information should be provided where required.

1&2
1

General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)
Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee Confirmed
are satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the
NHS Acts and have had regard to the NHS Constitution.

3

Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will
have the Required Resources available to it after taking account distributions which might reasonably be
expected to be declared or paid for the period of 12 months referred to in this certificate.

OK

EITHER:

Please Respond

OR
3b

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is
explained below, that the Licensee will have the Required Resources available to it after taking into account
in particular (but without limitation) any distribution which might reasonably be expected to be declared or
paid for the period of 12 months referred to in this certificate. However, they would like to draw attention to
the following factors (as described in the text box below) which may cast doubt on the ability of the
Licensee to provide Commissioner Requested Services.

Please Respond

OR
3c

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available
to it for the period of 12 months referred to in this certificate.
Statement of main factors taken into account in making the above declaration
In making the above declaration, the main factors which have been taken into account by the Board of
Directors are as follows:
[e.g. key risks to delivery of CRS, assets or subcontractors required to deliver CRS, etc.]

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Signature

Name

Name

Capacity [job title here]
Date

Capacity [job title here]
Date

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

Please Respond

Declaration Required by General Condition 6 of the NHS Provider Licence
Compliance with NHS Acts

(1)

The Acts for this purpose are currently deemed to be:


The National Health Service Act 2006, The Health and Social Care Act 2008, The Health Act 2009, The Health and Social Care Act 2012

Assurance / Precaution Process:
The Company Secretary monitors compliance with existing legislation, and requirements associated for any forthcoming
legislation.
Checks include reference to bills, original legislation, case precedents and published guidance. (Including but not
exclusively: briefings from solicitors, (including the Trust’s own legal advisers), briefings from NHS Providers (and sessions at
NHS Providers Company Secretaries Network meetings) and Houses of Parliament Briefing Papers.
Specific advice is taken from the Trust’s legal advisors if necessary.
Individual Directors and Managers lead on compliance with legislation (or sections thereof) which are specific to their role.
Risks to Non-Compliance:
Lack of clarity, ambiguity or misinterpretation of legislation. (Minimal risk, as professional advice obtained if necessary).
Non-compliance could potentially give rise to (i) applications for judicial review (ii) incurring any penalties prescribed or (iii)
harm to reputation.

Current Assurance(s):
In 2018/19 the Trust has not been subject to (i) any allegations of breach of statutory duty or (ii) any applications for judicial
review or (iii) any statutory penalties under the relevant NHS Acts.
Proposed Amendments to Assurance Process:
None

(2)

Compliance with the NHS Constitution:

Assurance / Precaution Process:
The NHS Constitution (as per current version) is presented to the Board annually and is re-subscribed to.
Risks to Non-Compliance:
Risks are variable in relation to specific rights, pledges and responsibilities.
Associated risks may be included in Business Unit risk registers, High Level Risk Register. (HLRR) or BAF.
Current Assurance(s):
In 2018/19 the Trust has not been subject to any complaints or other allegations or suggestions of breach of the NHS
Constitution.
Proposed Amendments to Assurance Process:
None

(3)

Con
Ref.

Compliance with Licence Conditions
Licence Condition

General Conditions
G1
Provision of information

G2

Publication of information

Details

Licence
Condition
Lead(s)

Risks to NonCompliance

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

This condition
contains an
obligation for all
licensees to
provide Monitor
with any
information we
require for our
licensing
functions.

Company
Secretary

Requested information not
available or not provided in
timely fashion for any
reason.

Yes

This licence condition
obliges licensees to
publish such
information as Monitor
may require.

Company
Secretary

Information not available or
not published within
prescribed timescales for
any reason.

Yes

Not technically
applicable as HCT
is not a FT, but the
Trust provides
equivalent
information as
required by NHS
Improvement
(NHSI) on account
of alignment under
the Single
Oversight
Framework (SOF).
Not technically
applicable as HCT
is not a FT, but the
Trust publishes
such information as
required by NHSI
on account of
alignment under the
SOF.

G3

G4

Payment of fees to Monitor

Fit and proper persons as
Governors and Directors (also
applies to those performing
equivalent or similar functions).

The Act gives
Monitor the ability to
charge fees and this
condition obliges
licence holders to
pay fees
to Monitor if requested.
This condition
requires that
licensees do not
allow unfit persons
to become or
continue as
Governors or
Directors.
“Unfit persons” are:
un-discharged
bankrupts,
individuals who
haveserved a prison
sentence of three
months or longer
during the previous
five years, and
disqualified
Directors. A
company may also
be an unfit person.

N/A

Dir of
Strategy,
People &
OD

N/A

N/A

N/A

An unfit person may “slip
the net” despite best efforts
of due-diligence checks.

Yes

Self-Declarations
obtained from
existing directors
and due diligence
checks undertaken
in respect of new
appointments.
Appointment Letters
(NEDS) / Contracts
(Executives) include
the provisions.

Con
Ref.

G5

Licence Condition

Having regard to Monitor
Guidance

Details

This condition
requires licensees to
have regard to any
guidance that Monitor
issues.

Licence
Condition
Lead(s)

CEO

Risks to NonCompliance

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

Lack of clarity, ambiguity,
contradiction in, or
misinterpretation of,
guidance.
(Minimal risk, as advice
would be sought).

Yes

Not technically
applicable as HCT
is not a FT, but the
Trust has regard to
any guidance that
NHSI issues as
equivalent and as
required by NHSI
on account of
alignment under
the SOF.
In addition, the Trust
does have regard to
Monitor Guidance as
being either preemptive of FT status
or possibly
extending to NHS
Trusts if relevant.
Pertinent
Guidance is
reported
through Trust
committees.

Con
Ref.

G6

Licence Condition

Systems for
compliance with licence conditions
and
related obligations

G7

Registration with the Care Quality
Commission

Details

This licence
condition requires
providers to take all
reasonable
precautions against
the risk of failure to
comply with the
licence and other
important
requirements
This condition
reflects the
obligation in the
H&SC Act 2012, for
licensees to be
registered with the
CQC. This condition
allows Monitor to
withdraw the licence
from providers
whose CQC
registration is
cancelled who
therefore cannot
continue to
lawfully provide
services.

Licence
Condition
Lead(s)

Risks to NonCompliance

Company
Secretary

Although not licenced, risk of
censure / sanctions from
NHSI

Dir of
Quality

Licence itself not applicable,
but cancellation of CQC
registration by CQC would
mean that the Trust could
not lawfully provide health
services.

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

Yes

Yes

Self-Referencing.
See this document
which relates to
requirement G6

HCT is registered
with CQC

.

G8

Patient eligibility and selection
criteria

G9
Application of Section 5 (Continuity
of Services)

The condition
requires licensees to
set and publish
transparent patient
eligibility and
selection criteria and
to apply these in a
transparent manner.
This includes criteria
for determining
patient eligibility for
particular services,
for accepting or
rejecting referrals, or
determining the
manner in which
services are provided
to that person.
This condition
applies to all licence
holders. It sets out
the conditions under
which a service will
be designated as a
Commissioner
Requested Service. If
a licensee provides
any Commissioner
Requested Services,
all the Continuity of
Services Conditions
apply to the licence
holder.

Dir of Ops

Risk of breaching NHS
contract requirements and
NHS Constitution if
condition not met.

Yes

Risk of reputational harm.

N/A

N/A

N/A

Patient eligibility is
included for all
services and is
available on
HCT’s public
facing website.

Not currently
applicable to HCT.
No commissioner
requested services
within the definition.

Con
Ref.

Licence Condition

Details

Licence
Condition
Lead(s)

Risks to NonCompliance

Dir of
Finance

Risks of:
 System supplier not
meeting data
requirements.
 Possibility of no
availability or means of
data capture in case of
some requests.

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

Pricing
Conditions
P1

Recording of information.

Under this licence
condition, Monitor
may require licensees
to record information,
particularly
information on their
costs, U in line with
approved guidance
Monitor will publish.
The licence condition
is worded in a way
that any costs and
other information that
may be required can
be collected from
both licensees and
their sub-contractors.
This licence condition
may also require
licensees to record
other information,
such as Uquality and
outcome dataU, in
line with Monitor
guidance and for the
purpose of carrying
out Monitor’s pricing
functions.

Yes

HCT completes
Reference Cost
returns. SLR
evolving and
embedding.
HCT developing
outcome metrics
Due to lack of
community
currencies, it is
difficult to state
currently that
financial information
is collected in the
right form for future
pricing. HCT
involved in currency
development with
commissioners.

P2

P3

Provision of information

Under this
condition, once the
information has
been recorded in
line with P1,
Monitor can then
require licensees to
submit this
information.

Dir of
Finance

Information submitted is
inaccurate, incomplete or
not submitted within any
prescribed timescale.

Assurance report on submissions
to Monitor.

Under this
condition Monitor
may require
licensees to submit
an assurance
report confirming
the accuracy of the
data they have
provided under P2.

Dir of
Finance

Accuracy of data may be
difficult to validate in some
cases.

Yes

Yes

HCT meets its
responsibility
regarding all
statutory returns.

HCT populating an
evidence library re
HCT’s assumptions
and data. Evidence
assessed by
committees.

Con
Ref.

Licence Condition

Details

Licence
Condition
Lead(s)

Risks to NonCompliance

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

P4

P5

Compliance with the National
Tariff

Constructive engagement
concerning local tariff
modifications

This licence condition
imposes the
obligation to charge
for NHS health care
services in line with
the National Tariff.
The Health and Social
Care Act 2012,
defines the National
Tariff as a document
published by Monitor.
This licence
condition requires
licensees to engage
constructively with
Commissioners and
to try and reach a
local agreement
before applying to
Monitor for a local
modification.

Dir of
Finance

No obvious risks.

Yes

Very few tariffs
currently e.g. MIU.
HCT currently
compliant.

Dir of
Finance

No obvious risks.

Yes

HCT involved in
development of
currencies
and
tariffs with
Commissioners

Choice and Competition Conditions
C1

The right of patients to make
choices.

This condition:
 Requires
licensees to tell
patients when
they have a
choice of
provider and to
tell them where
they can find
information
about the
choices they
have – must be
done in a way
that is not
misleading
 Requires
information and
advice licensees
provide to patients
about their choice
of provider does not
unfairly favour one
provider and is
presented in a way
that helps patients
make well-informed
choices
 Prohibits licensees
from offering gifts
and benefits in kind
for patient referrals
or for the
commissioning of
services.

Dir of Ops

Risk of breaching NHS
contract requirements and
NHS Constitution if
condition not met.
Risk of reputational harm.

Partial

Patient Choice
Policy in place,
but currently lack
of evidence
regarding
how choice is
informed at
individual
service level.

Con
Ref.

C2

Licence Condition

Competition over-sight

Details

This condition
prohibits the licensee
from entering into or
maintaining
agreements that
have the object or
effect of preventing,
restricting or
distorting
competition to the
extent it is against
the interests of
health care users.
It also prohibits the
licensee from
engaging in other
conduct which has
the effect of
preventing,
restricting or
distorting
competition to the
extent it is against
the interests of
health care users.

Licence
Condition
Lead(s)

Dir of
Finance

Risks to NonCompliance

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

Risk of entering into a non–
compliant agreement and
costs / reputational impacts
of extrication.

Yes

HCT has not
entered into
agreements
which may
prevent
competition.

Integrated Care Condition
IC1

Provision of integrated care

This condition
requires the licensee
to not do anything
that could be
reasonably be
regarded as
detrimental to
enabling integrated
care.
The purpose of
this licence
condition is to
enable Monitor to
step in where
integrated care is
not being
delivered, in spite
of decisions and
efforts

Dir of
Service
Developme
nt and
Partnership
s

No obvious risks.
Yes

HCT is promoting
and encouraging
integrated care both
as a strategy aim for
the Trust and as
part of the STP.
There are a
number of projects
for which
integrated care is
at the heart and
any actions
detrimental to
enabling integrated
care would be
counter to he
Trust’s strategy.

Con
Ref.

CoS
FT
FT4

Licence Condition

Continuity of Service Conditions
Foundation Trust Conditions
NHS foundation trust governance
arrangements

Details

Not applicable

Licence
Condition
Lead(s)

N/A

Risks to NonCompliance

Current Compliance
/ RAG

Status /
Assurance

Yes /No / Partial

N/A

N/A

N/A

Yes

Report on
checklist against
FT4 to come to
the Board in May
2019 for selfdeclaration.

Not applicable except:
This condition will
enable Monitor to
continue oversight
of governance of
NHS foundation
trusts.

Proposed Amendments to Assurance Processes:
No amendments to assurance processes proposed.

Company
Secretary

Risk of impacts on SOF
rating and on CQC
determination of “Well-Led”

Worksheet "FT4 declaration"

Please Respond

Financial Year to which self-certification relates

Corporate Governance Statement (FTs and NHS trusts)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

1

Corporate Governance Statement

Response

Risks and Mitigating actions

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to the
NHS.

Confirmed

See FT4 Evidence document

FALSE

The Board has regard to such guidance on good corporate governance as may be issued by NHS Improvement Confirmed
from time to time

2

See FT4 Evidence document

FALSE

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

3

Confirmed

The Board is satisfied that the Licensee has established and effectively implements systems and/or processes: Confirmed

4

See FT4 Evidence document

FALSE

See FT4 Evidence document

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board
and statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but Confirmed
not be restricted to systems and/or processes to ensure:

5

FALSE

See FT4 Evidence document

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the
quality of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality
of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to
systems and/or processes for escalating and resolving quality issues including escalating them to the Board
where appropriate.

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the Board, Confirmed
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately
qualified to ensure compliance with the conditions of its NHS provider licence.

6

FALSE

See FT4 Evidence document

FALSE

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Signature

Name

Name

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.
A

Please Respond

NHS Provider Licence Corporate Governance Declaration under Licence Condition FT 4 2018/19
(*) For the avoidance of doubt the Risks and Mitigating Actions columns depict risks which may arise in the event of not complying with the
Licence Condition and they do not reflect the current position of the Trust.
Ref.

1

1

Corporate
Governance
Statement
The Board is
satisfied that
the Licensee
applies those
principles,
systems and
standards of
good
corporate
governance
which
reasonably
would be
regarded as
appropriate
for a supplier
of health care
services to

Assurance / Evidence

Confirmed /
Unconfirmed

 External Audit Annual Report and
Audit Letter
 HOIA Opinion
 Annual Governance Statement
 (Mandatory) Annual Internal Audit
on BAF and Risk Management
 CQC “Good”
 Single Oversight Framework Level 1
(No NHSI intervention).
 Annual Re‐subscription by the Board
to NHS Codes.

Confirmed

Risks (*)

Mitigating Actions (*)

A significant
adverse
governance issue
“slips the net”
regardless of the
robustness of
assurance systems
and processes.

Keep processes under
constant review and
investigate / adjust if issues
don’t appear on the radar in
a timely manner.
Entry on BAF or High Level
Risk Register as appropriate.

Ref.

Corporate
Governance
Statement
the NHS.

2

The Board
 Guidance on good corporate
has regard to
governance is circulated,
such
disseminated through committees
guidance on
and put into practice.
good
 Annual Re‐subscription by the Board
corporate
to NHS Codes.
governance
as may be
issued by
NHS
Improvement
from time to
time.
The Board is satisfied
that the Licensee has
established and
implements:
Effective
 Committee Structure reviewed
board and
annually by the Audit Committee
committee
and the Board
structures;

3

3(a)

3(b)

2

Clear
responsibilitie
s for its
Board, for

Assurance / Evidence

 Scheme of Reservation & Delegation
 Terms of Reference for all
Committees
 Committee Chair’s Assurance

Confirmed /
Unconfirmed

Risks (*)

Mitigating Actions (*)

Confirmed

Ignoring or
deviating guidance
risks
compromising
effective Board
assurance and may
result in additional
scrutiny and
challenge from
regulator.

In the event of deviation, to
adopt approach on a “comply
or explain” basis.

Ineffectiveness
contributes to
failure in achieving
the Trust’s
objectives or being
weak with respect
to assurance.
Lack of clarity
results in
confusion,
duplication, gaps

Keep Board and Committee
structure under review and
periodically test effectiveness

Confirmed

Confirmed

Entry on BAF or High Level
Risk Register as appropriate.

Entry on BAF or High Level
Risk Register as appropriate.
Review Committee Terms of
Reference if evident that
responsibilities are not clear.

Ref.

3(c)

4

4(a)

3

Corporate
Assurance / Evidence
Governance
Statement
committees
Reports to Board
reporting to
 Standing Orders
the Board
 Standing Financial Instructions
and for staff
 Trust Policies
reporting to
the Board
and those
committees;
and
Clear
 Job Descriptions
reporting
 Scheme of Reservation and
lines and
Delegation
accountabiliti  Operational Scheme of Delegation
es
 Trust Policies
throughout
 Structure Charts
its
organisation.
The Board is satisfied
that the Licensee has
established and
effectively implements
systems and/or
processes:
To ensure
 External Audit Annual Report and
compliance
Audit Letter
with the
 External Audit Value For Money
Licensee’s
Conclusion
duty to
 Internal Audit Reports
operate
 SRC ToR and meeting papers
efficiently,
 CQC “Good”

Confirmed /
Unconfirmed

Confirmed

Confirmed

Risks (*)

Mitigating Actions (*)

and lack of clear
accountability.

Entry on BAF or High Level
Risk Register as appropriate.

Lack of clarity
results in
confusion,
duplication, gaps
and lack of clear
accountability.

Review and amend evidence
documents as necessary.

Not meeting
financial targets
Not achieving
value for money

In the event of risks
materialising, enhanced
oversight and monitoring by
SRC. (Plus likelihood of NHSI
supportive intervention).

Having high

Entry on BAF or High Level

Entry on BAF or High Level
Risk Register as appropriate.

Ref.

4(b)

4(c )

4

Corporate
Governance
Statement
economically
and
effectively;

For timely
and effective
scrutiny and
oversight by
the Board of
the Licensee’s
operations;

To ensure
compliance
with health
care
standards
binding on

Assurance / Evidence

Confirmed /
Unconfirmed

 Single Oversight Framework Level 1
(No NHSI intervention).
 Review of Provider Licence
Conditions GC 6 and FT 4

Risks (*)

Mitigating Actions (*)

operating and
overhead costs

Risk Register as appropriate.

Weak systems and
processes

 Part 1 and Part 2 Board Meetings
every other month.
 Board Escalation Reports
 IBPR
 Miscellaneous standing reports to
Board. (e.g. Quarterly Quality
Report, safe staffing, serious
incidents, complaints, mortality
review, finance, business
opportunities, contracting, etc.)
 Board Committee papers
 Committee Chair’s Assurance
Reports

Confirmed

 CQC “Good”
 HGC ToR and meeting papers
 Issues shared on 'Noticeboard' and
in 'SLiPs'
 Compliance against NICE guidance
reviewed.

Confirmed

Weak service
delivery and poor
outcomes.
Information
required for
effective scrutiny
and oversight is of
poor quality, isn’t
timely or, doesn’t
reach the Board.

Poor regulatory
outcomes or
punitive measures
and poor
standards of
service delivery

Board and Committee review
after each meeting of agenda
and quality and timeliness of
papers
Increased reporting
frequency to Executive
Team/Committees/Board as
required. Ability to call
additional meetings if
required for specific issues or
concerns
Entry on BAF or High Level
Risk Register as appropriate.
Increased reporting
frequency to Executive
Team/Committees/Board as
required.
Entry on BAF or High Level

Ref.

4(d)

5

Corporate
Governance
Statement
the Licensee
including but
not restricted
to standards
specified by
the Secretary
of State, the
Care Quality
Commission,
the NHS
Commissionin
g Board and
statutory
regulators of
health care
professions;
For effective
financial
decision‐
making,
management
and control
(including but
not restricted
to
appropriate
systems
and/or
processes to
ensure the

Assurance / Evidence

 SRC Terms of Reference and meeting
papers
 Audit Committee ToR and meeting
papers.
 External Audit Report and Audit
Letter
 HoIA Opinion and Report
 Individual internal audit reports
 CIPs

Confirmed /
Unconfirmed

Confirmed

Risks (*)

Mitigating Actions (*)

with detrimental
impact on clinical
outcome,
reputation and
sustainability.

Risk Register as appropriate.

Financial
information
required for
effective scrutiny
and oversight is of
poor quality, isn’t
timely or, doesn’t
reach the Board.

Entry on BAF or High Level
Risk Register as appropriate.

Inherent risk of
ceasing to be a
going concern.
Entering financially

Ref.

4(e)

4(f)

6

Confirmed /
Unconfirmed

Corporate
Governance
Statement
Licensee’s
ability to
continue as a
going
concern);

Assurance / Evidence

To obtain and
disseminate
accurate,
comprehensiv
e, timely and
up to date
information
for Board and
Committee
decision‐
making;

 Timing of distribution for Board and
Committee papers
 Data quality statements on Board
papers

Confirmed

To identify
and manage
(including but
not restricted
to manage
through
forward
plans)
material risks
to compliance
with the
Conditions of

 BAF
 High Level Risk Register
 Risks identified in Directors standing
reports to the Board.
 BUPRS
 Condition G6 compliance process
and self‐certification
 Annual Governance Statement
 Internal Audit Reports and HoIA
opinion

Confirmed

Risks (*)

Mitigating Actions (*)

detrimental
contracts or
procurements.

Information
required for
effective scrutiny
and oversight is of
poor quality, isn’t
timely or, doesn’t
reach the Board.

In‐depth analysis of quality of
reports and information.

Failure to manage
risks resulting in
significant non‐
compliance with
the Licence could
result in incurring
a high level of
regulator
intervention.

Increased reporting
frequency to Executive
Team/Committees/Board as
required.

Entry on BAF or High Level
Risk Register as appropriate.

Entry on BAF or High Level
Risk Register as appropriate.

Ref.

Corporate
Governance
Statement
its Licence;

Assurance / Evidence

Confirmed /
Unconfirmed

Risks (*)

Mitigating Actions (*)

4(g)

To generate
and monitor
delivery of
business
plans
(including any
changes to
such plans)
and to
receive
internal and
where
appropriate
external
assurance on
such plans
and their
delivery; and
To ensure
compliance
with all
applicable
legal
requirements
.






Confirmed

Delivery Plan /
Operating Plan not
met resulting in
failure to deliver
Trust objectives.

Increased reporting
frequency to Executive
Team/Committees/Board as
required.

4(h)

7

SRC ToR and meeting papers
Delivery Plan
PMO
Internal Audit Reports

Entry on BAF or High Level
Risk Register as appropriate.

As per GC 6 self‐certification:
 The Company Secretary monitors
compliance with existing legislation,
and requirements associated for any
forthcoming legislation.
 Checks include reference to bills,
original legislation, case precedents
and published guidance. (Including
but not exclusively: briefings from

Confirmed

Lack of clarity,
ambiguity or
misinterpretation
of legislation.
Non‐compliance
could potentially
give rise to (i)
applications for
judicial review (ii)

Professional legal advice
obtained as necessary.
Entry on BAF or High Level
Risk Register as appropriate.

Ref.

Corporate
Governance
Statement

Assurance / Evidence

Confirmed /
Unconfirmed

solicitors, (including the Trust’s own
legal advisers), briefings from NHS
Providers (and sessions at NHS
Providers Company Secretaries
Network meetings) and Houses of
Parliament Briefing Papers.
 Specific advice is taken from the
Trust’s legal advisors if necessary.
 Individual Directors and Managers
lead on compliance with legislation
(or sections thereof) which are
specific to their role.
 In 2018/19 the Trust has not been
subject to (i) any allegations of
breach of statutory duty or (ii) any
applications for judicial review or (iii)
any statutory penalties under the
relevant NHS Acts.
5

5(a)

8

The Board is satisfied
that the systems
and/or processes
referred to in
paragraph 4 (above)
should include but not
be restricted to
systems and/or
processes to ensure:
That there is
 Reviews of Board effectiveness and
sufficient
maturity

Risks (*)

Mitigating Actions (*)

incurring any
penalties
prescribed or (iii)
harm to
reputation.

Confirmed

Lack of capability
(and/or capacity)

Enhanced development to
ensure capability in any areas

Ref.

5(b)

5(c)

5(d)

9

Corporate
Assurance / Evidence
Governance
Statement
capability at
 Appraisal process (NEDs and
Board level to
Executive Directors)
provide
effective
organisational
leadership on
the quality of
care provided;
That the
 HGC ToR and meeting papers
Board’s
 Board papers
planning and
 “Cross‐membership” of NEDs on
decision‐
Board Committees
making
 IBPR and Quality Reports
processes
 QIA process
take timely
and
appropriate
account of
quality of care
considerations
;
The collection  Monitored by HGC
of accurate,
(Various standing quality reports).
comprehensiv
e, timely and
up to date
information
on quality of
care;
That the
 Reports to Board:

Confirmed /
Unconfirmed

Confirmed

Confirmed

Risks (*)

Mitigating Actions (*)

results in
ineffective
leadership and
direction.

identified as weak.
(Collective or individual).

Not taking into
account quality of
care
considerations
could result in
poor service
delivery, patient
harm, reputational
damage and risk of
claims and / or
regulatory /
punitive action
against the Trust.
Poor information
gives an
inaccurate or zero
picture of the
quality of care.

Monitoring and analysis of
multiple quality information
sources and immediate
action to be taken if quality
of care seen to be adversely
affected by Trust decisions.

Entry on BAF or High Level
Risk Register as appropriate.

Entry on BAF or High Level
Risk Register as appropriate.

Increased reporting
frequency to Executive
Team/HGC/Board as required
plus analysis of reasons
underlying poor information.
Entry on BAF or High Level
Risk Register as appropriate.

Confirmed

Poor information

Increased reporting

Ref.

5(e)

5(f)

10

Corporate
Assurance / Evidence
Governance
Statement
Board
 Quarterly Quality Reports
receives and
 Complaints
takes into
 Serious Incidents
account
 Safe Staffing
accurate,
 HGC Chair’s Assurance Report
comprehensiv
e, timely and
up to date
information
on quality of
care;
That the
 Engagement Strategy
Licensee,
 Engagement events.
including its
 KIT visits
Board,
 Friends and Family Test (FFT)
actively
 Board meetings (opportunity for
engages on
public questions / comments)
quality of care  Healthwatch Observer on the Board
with patients,
 CEC ToR and meeting papers
staff and
 Professional Clinical Leaders Forum
other relevant
(and sub‐forums).
stakeholders
and takes into
account as
appropriate
views and
information
from these
sources; and
That there is
 Job descriptions and Trust structure

Confirmed /
Unconfirmed

Risks (*)

Mitigating Actions (*)

gives an
inaccurate or zero
picture of the
quality of care.

frequency to Executive
Team/HGC/Board as required
plus analysis of reasons
underlying poor information.
Entry on BAF or High Level
Risk Register as appropriate.

Confirmed

Confirmed

Lack of
engagement
creates a
“disconnect”
between the Trust
and Stakeholders
and inability to
appreciate and
address
stakeholder
concerns on
quality of care.

Robust review of
engagement strategy, plan
and priorities.

Unclear

Clarification of accountability

Entry on BAF or High Level
Risk Register as appropriate.

Ref.

6

11

Corporate
Assurance / Evidence
Governance
Statement
clear
 HGC ToR and meeting papers
accountability  Board escalation reports
for quality of
care
throughout
the Licensee
including but
not restricted
to systems
and/or
processes for
escalating and
resolving
quality issues
including
escalating
them to the
Board where
appropriate.
The Board is
 Fit and Proper Persons Test
satisfied that
 BUPRs
there are
 Staffing metrics (including IBPR and
systems to
Dir of Strategy, People and OD’s
ensure that
reports to Board).
the Licensee
 BAF, HLRR and BU Risk Registers
has in place
 Recruitment Process and checks.
personnel on
 Appraisals and PDPs
the Board,
 Carter Review initiatives
reporting to
the Board and

Confirmed /
Unconfirmed

Risks (*)

accountability for
quality of care
creates gaps and
lack of escalation
to the Board
means lack of
Board visibility and
ability to address.

Confirmed

Failure to comply
risks regulator
intervention /
“marking down” as
well as possibly by
implication, poor
service delivery
and failure to
meet strategic
objectives.
Difficulty

Mitigating Actions (*)

Enhanced escalation
reporting.
Entry on BAF or High Level
Risk Register as appropriate.

Focused / targeted
recruitment.
Entry on BAF or High Level
Risk Register as appropriate.
Board succession plans

Ref.

12

Corporate
Assurance / Evidence
Governance
Statement
within the rest
of the
organisation
who are
sufficient in
number and
appropriately
qualified to
ensure
compliance
with the
conditions of
its NHS
provider
licence.

Confirmed /
Unconfirmed

Risks (*)

recruiting /
retaining
appropriately
trained staff or
required numbers
of staff.

Mitigating Actions (*)

Ref.

6

11

Corporate
Assurance / Evidence
Governance
Statement
clear
• HGC ToR and meeting papers
accountability • Board escalation reports
for quality of
care
throughout
the Licensee
including but
not restricted
to systems
and/or
processes for
escalating and
resolving
quality issues
including
escalating
them to the
Board where
appropriate.
The Board is
• Fit and Proper Persons Test
satisfied that
• BUPRs
there are
• Staffing metrics (including IBPR and
systems to
Dir of Strategy, People and OD’s
ensure that
reports to Board).
the Licensee
• BAF, HLRR and BU Risk Registers
has in place
• Recruitment Process and checks.
personnel on
• Appraisals and PDPs
the Board,
• Carter Review initiatives
reporting to
the Board and

Confirmed /
Unconfirmed

Risks (*)
accountability for
quality of care
creates gaps and
lack of escalation
to the Board
means lack of
Board visibility and
ability to address.

Confirmed

Failure to comply
risks regulator
intervention /
“marking down” as
well as possibly by
implication, poor
service delivery
and failure to
meet strategic
objectives.
Difficulty

Mitigating Actions (*)

Enhanced escalation
reporting.
Entry on BAF or High Level
Risk Register as appropriate.

Focused / targeted
recruitment.
Entry on BAF or High Level
Risk Register as appropriate.
Board succession plans
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1.0

Purpose and Recommendations
1.1 To inform Trust Board of the current status of Risks associated with activity
and business across all Hertfordshire Community NHS Trust (HCT) Business
Units as of 26th April 2019.
1.2 To provide assurance that the High-Level Risk Register (HLRR) reflects the
Trust’s current ‘high level’ risks. The Risk Team continues to work with our
Operational and Corporate services to deliver timeliness of reviews and
improved understanding of managing risk registers.

2.0

Executive Summary
The number of high level risks is currently 11 (eleven) compared with 10 (ten) in
March 2019. There are currently 2 (two) corporate risks and 9 (nine) operational
risks.
Of the ten in March 2019, 1 (one) new risk was added and 1 (one) risk was deescalated. In April, 2 (two) risks were escalated and 1 (one) risk was deescalated.
This paper outlines changes to the HLRR during March and April 2019 and
provides progress and assurance on the management of these risks.
All risk scores have been reviewed in collaboration with the risk leads and
updated accordingly. This summary reflects risks scoring sixteen or more. The
scores are defined as consequences of risk multiplied by the likelihood of risk
materialising. The risk Model 5x5 Matrix has been attached as an appendix to
provide rationalisation as to how risks are scored, noting consequence x
likelihood = score.

The top nine risks on the HLRR scoring 16 or above are:
1. Ref 526 Workforce (HR) - Insufficient availability of workforce with the skills
to fill Trust vacancies and meet future requirements, may lead to difficulties
in delivering current services. (Risk score: 4x4=16)
1
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2. Ref 634 Community Paediatrics – Increasing demand for consultant
community paediatric assessment, review and treatment for Autism
Spectrum Disorder and a lack of clarity for referral and access between
providers has led to referral to treatment breaches, increased follow-up
waiting lists resulting in an increase in first to follow up appointments and
support for families, increased scrutiny within the Trust and from
commissioners with potential increase in reputational risk and increase of
stress within the team (Risk score: 4x4=16)
3.

4.

Ref 670 Herts & Essex Inpatient Unit - High Nursing vacancy rates, sickness
absence and reliance on use of bank and Agency staff may lead to an
inability to maintain safe staffing levels for nursing resulting in potential for
reduced quality and continuity of care, increase in patient harm, poor patient
experience, reduced staff morale, reputational damage and increased
scrutiny by commissioners and regulators. (Risk score: 4x4=16)
Ref 600 Public Health Nursing
Successful Public Health Nursing bid within Family Centre Service (FSC)
provision commissioned by HCC, leading to the need to mobilise the new
service model as described in HCT's bid; and align and integrate with
Family Support Services to form FSC. Potentially resulting in an inability to
deliver the services as expected and within agreed timescales, possible
quality impact on children, young people (CYP) and families, possible
negative impact on staffing, loss of reputation and financial penalties. (Risk
score: 4x4=16)

5.

Ref 567 Herts Wide : Skin Health - Failure to address the current increase
in service demand and to commission a fully integrated pathway for
Dermatology across East and North Hertfordshire, may lead to loss of
income and reputation for HCT. (Now 4x4=16)

6. Risk 713 - Pharmacy - A lack of funding for Pharmacy provision within the
Trust is leading to:
1. Insufficient capacity in the team to meet and respond adequately and in
an appropriate timeframe to the Department's statutory, regulatory and
service (clinical good practice, operational, financial) demands and
2. A breach of Regulation 12 (1) & (2) (g) Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 with regards to the proper and
safe management of medicines,
Resulting in:
Increased regulatory scrutiny; inability to deliver a safe and high-quality
service within the remit of medicines use; increased medicines related
patient safety incidents; damaged NHS reputation; increased 'avoidable'
spend on medicines; increased medicines waste, and limited assurance of
effective medicines management. (Risk score: 4x5=20)

2
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7. Ref 725 – Corporate - The outcome of the Herts Valleys CCG tender for
adult services and the award to another provider may, subject to due
diligence and contact for services, lead to a transfer of services and staff,
resulting in a loss of talent, deterioration in the quality of services and
performance, increase in avoidable expenditure (transitional costs) and an
adverse impact on our long term strategy. (Risk score: 4x4=16)
2.1

Escalated Risks:
8. Ref 681 Children’s Specialist Services - Potential lack of delivery of the
agreed Specialist Services Transformation programme leading to the
possibility of all CYP Specialist Services being put out to tender by HVCCG,
resulting in loss of services and income into HCT, reputational risk and
impact on staff morale and retention. (4x4=16, was 3x4=12)
9. Ref 602 Hertsmere CAHS – Ongoing nursing staff vacancies and absence:
leading to an over reliance on bank and agency staff resulting in gaps in
senior knowledge and experience, service delivery and impact on the
response times. (4x4=16; was 3x4=12)

2.2

The diagrams (below) illustrate the number of risks on the risk register for the
past four months and their current risk status.

Risks by Status
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3
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Risks by Type
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2
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2

Risks in HLRR Total
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Monitoring of HLRR
Risks are reviewed monthly at Operational Senior Management Team (OSMT)
and with The Head of Risk and Clinical Effectiveness. Regular face-to-face
meetings continue between the Risk Team and Senior Managers to improve
communication, support for staff and embed a culture of risk management and
the delivery of safe care.

4.0

Controls & Assurance
Evaluation of controls and assurances are monitored through the use of
associated Key Performance Indicators and other metrics to evidence their
robustness and effectiveness to address gaps and mitigate risks and are
included within the Datix Risk Management System. These are reviewed at
monthly BUPRs and by the Executive team. This provides assurance of the
effectiveness of controls to mitigate and manage the risk to the desired
outcome and supports the risk rating score reported within this summary paper.

4

Board 23rd May 2019

Attachment H1

Current risks for May 2019
ID

Service

Executive Lead

Cause (X)

Rating

567

Skin Health Service

Director of
Operations

Failure to address the current increase
in service demand and to commission
a fully integrated pathway for
Dermatology across East and North
Hertfordshire, may lead to loss of
income and reputation for HCT.

16

526

Workforce

Director of HR

Insufficient availability of workforce with
the skills to fill Trust vacancies and
meet future requirements, may lead to
difficulties in delivering current
services.

16

634

Community
Paediatrics

Director of
Operations

Increasing demand for consultant
community paediatric assessment,
review and treatment for Autism
Spectrum Disorder and a lack of clarity
for referral and access between
providers has led to referral to
treatment breaches, increased followup waiting lists resulting in an increase
in first to follow up appointments and
support for families, increased scrutiny
within the Trust and from
commissioners with potential increase
in reputational risk and increase of
stress within the team

16

670

Herts & Essex
Inpatient Unit

Director of
Operations

High Nursing vacancy rates, sickness
absence and reliance on use of bank
and Agency staff may lead to an
inability to maintain safe staffing levels
for nursing resulting in potential for
reduced quality and continuity of care,
increase in patient harm, poor patient
experience, reduced staff morale,
reputational damage and increased
scrutiny by commissioners and
regulators.

16

600

Public Health Nursing

Director of
Operations

Successful Public Health Nursing bid
within Family Centre Service (FSC)
provision commissioned by HCC,
leading to the need to mobilise the new
service model as described in HCT's
bid; and align and integrate with Family
Support Services to form FSC.
Potentially resulting in an inability to
deliver the services as expected and
within agreed timescales, possible
quality impact on children, young
people (CYP) and families, possible
negative impact on staffing, loss of
reputation and financial penalties.

16

5
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703

Children’s Continuing
Care Team

Director of
Operations

Reduced capacity at Team Leader
level, due to sickness and an
outstanding vacancy, coupled with ongoing investigations within the service
potentially leading to limited assurance
about the ability to provide high quality
care to children, young people and
families.

15

713

Pharmacy

Medical Director

A lack of funding for Pharmacy
provision within the Trust is leading to:
3. Insufficient capacity in
the team to meet and
respond adequately
and in an appropriate
timeframe to the
Department's
statutory, regulatory
and service (clinical
good practice,
operational, financial)
demands and
4. A breach of Regulation
12 (1) & (2) (g) Health
and Social Care Act
2008 (Regulated
Activities) Regulations
2014 with regards to
the proper and safe
management of
medicines,
Resulting in:
Increased regulatory scrutiny;
inability to deliver a safe and highquality service within the remit of
medicines use; increased
medicines related patient safety
incidents; damaged NHS
reputation; increased 'avoidable'
spend on medicines; increased
medicines waste, and limited
assurance of effective medicines
management.

20

725

Corporate

Director of People &
Organisational
Development

The outcome of the Herts Valleys CCG
tender for adult services and the award
to another provider may, subject to due
diligence and contact for services, lead
to a transfer of services and staff,
resulting in a loss of talent,
deterioration in the quality of services
and performance, increase in
avoidable expenditure (transitional
costs) and an adverse impact on our
long term strategy.

16

6
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682

Children’s Specialist
Services Admin and
Facilities

Director of
Operations

681

Childrens Specialist
Services

Director of
Operations

602

Hertsmere CAHS

Director of
Operations

Author: Gerry Phee
Risk and Assurance Manager
Nico Kamera
Head of Risk & Clinical Effectiveness.
26th April 2019

7

Children’s Specialist Services' Clinical
Support Team is under a period of
prolonged stretch through vacancies,
increased demand, and facing a new
period of mobilisation as part of the
CST, leading to increased individual
workload and stress, and a backlog of
typing and tasks resulting in increased
turnover, absence, stress symptoms,
and less ability to respond to work
demands in a timely fashion.
Potential lack of delivery of the agreed
Specialist Services Transformation
programme leading to the possibility of
all CYP Specialist Services being put
out to tender by HVCCG, resulting in
loss of services and income into HCT,
reputational risk and impact on staff
morale and retention.

15

Ongoing nursing staff vacancies and
absence: leading to an over reliance on
bank and agency staff resulting in gaps
in senior knowledge and experience,
service delivery and impact on the
response times.

16

16
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Committee Consideration
This Report has previously been considered by the following committees:
Committee: OSMT, Exec, HCG
Date (Month / Year): 05/2019
Issues arising from committee consideration: No matters arising

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

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

√
√
√
√
√
√
√

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

Sarah Brown: Director of
Nursing & Quality

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary.
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Risk Model matrix
The scoring of risk at HCT is based on the adapted Australian/New Zealand risk management
standard AS/NZS 4360:2004.
Table 1 - Consequence score (C)
1. Choose the most appropriate domain for the identified risk from the left hand side of the table.
2. Then work along the columns in same row to assess the severity of the risk on the grade scale of 1
to 5 to determine the consequence score, which is the number given at the top of the column.
3. If a risk impacts falls into more than one domain, select the domain with the most significant score
as the basis for grading the risk (e.g. if the risk would score a 3 for Patient care but a 4 for Financial, it
should be scored as a 4).
Domain

Grade 1
Insignificant
Informal
complaint
resolved within
ward/department
Any assessment,
inspection or audit
that highlights
minor non
compliances

Grade 2
Minor
Complaint
peripheral to
clinical care

Grade 3
Moderate
Complaint involving
lack of appropriate
care. Claim £10,000 £99,999
Any assessment,
inspection or audit that
indicates reduced
rating. Report with
challenging
recommendations.
Partial compliance or
insufficient assurance
for more than one
element of CQC
registration standard

Grade 4
Major
Multiple complaints.
Claim £100,000 to
£999,999

Grade 5
Catastrophic
Multiple claims or
single major claim
- £1M+

Any assessment,
inspection or audit that
indicates enforcement
action. Critical report
with multiple
challenging
recommendations.
Partial compliance or
insufficient assurance
for more than one
CQC registration
standard

Potentially serious
breach. Less than
20 people affected
or risk assessed
as low, e.g. files
were encrypted.
Minor injury or
illness. First aid or
short-term medical
treatment needed.

Serious breach of
confidentiality & risk
assessed as high, e.g.
unencrypted clinical
records. Up to 100
people affected.
Injuries reportable to
external agencies /
statutory bodies (e.g.
RIDDOR (7 day
injury), MHRA etc.)

Serious breach with
either particular
sensitivity, e.g. sexual
health details or up to
1000 people affected.

Any assessment
with a Zero rating.
Significant lapse
or non-compliance
with statutory
requirements (e.g.
Major noncompliance with
CQC registration
standard).
Severely critical
reports. Risk of
prosecution
Serious breach
with potential for
ID theft or over
1000 people
affected

Confidentiality

Minor breach of
confidentiality.
Only a single
individual
involved.

Injury/Harm

Minor injury not
requiring first aid
or treatment

Financial
(insured/uninsured
loss)
Objectives and
projects

Less than £1,000

£1,000 to £9,999

Barely noticeable
reduction in scope
or quality. Less
than £1,000 cost
increase /
schedule
slippage.
Unsatisfactory
patient
experience readily resolvable

Reputation

Service

Patient
Experience /
Complaints /
Claims (Quality)
Compliance
(Statutory
breaches)

Patient Care

Any assessment,
inspection or audit
recommendation
that indicates
partial compliance
or insufficient
assurance with an
element of a CQC
registration
standard

Death or major
permanent
incapacity. “Never
event”

£10,000 - £99,999

Major injuries or long
term incapacity /
disability (fracture or
dislocation of major
limb e.g. leg / arm,
amputation)
£100,000 to £999,999

Minor reduction in
quality/scope.
£1,000 to £9,999
budget / schedule
slippage.

Reduction in scope or
quality requiring client
approval. £10,000 £99,999 budget /
schedule slippage.

Does not meet
secondary
objective(s). £100,000
to £999,999 budget /
schedule slippage.

Does not meet
primary objectives.
£1M+ budget /
schedule slippage.

Unsatisfactory
patient experience
– not readily
resolvable

Mismanagement of
patient care / minor
breach of working
practices

No significant
reflection on any
individual or body.
Media interest
very unlikely

Damage to
individual
reputation.
Possible local
media interest.

Minor effect on staff
morale. Damage to
team/service
reputation. Local
media interest likely to
go public.

Serious
mismanagement of
patient care /
significant breach of
working practices
Significant effect on
staff morale. Damage
to organisation
reputation. Adverse
local /national media
coverage lasting up to
3 days. Local MP
concern.

Totally
unsatisfactory
patient care /
serious breach of
working practices
Damage to NHS
reputation.
Adverse National
Media coverage
lasting more than
3 days. MP
concern. DOH
concern.

Loss/interruption

Loss/interruption

Loss/interruption of

Loss/interruption of

Loss/interruption

£1M+
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of service or
business of less
than 1 hour
Staffing

Short term low
staffing level
temporarily
reduces service
quality (less
than 1 day)

Stress

Stress symptoms
(work related) are
mild or temporary.
Staff quickly
recover

of service or
business greater
than 1 hour and
less than 8 hours
Ongoing low
staffing level
minimal impact on
service quality

Stress symptoms
can be selfmanaged and are
one off response
to unexpected
stressful situation.

service or business
greater than 8 hours
and less than 24 hours

service or business
greater than 24 hours
and less than 1 week

of service or
business greater
than 1 week

Late delivery of key
objective/service due
to lack of staff
(recruitment, retention
or sickness). Minor
error due to
insufficient training.
Ongoing unsafe
staffing level(s)
Stress symptoms are
more frequent and
show a pattern. Can
be dealt with by
workplace
adjustments

Uncertain delivery of
key objective/service
due to lack of staff
(recruitment, retention
or sickness). Serious
error due to
insufficient staff
training

Non delivery of
key
objective/service
due to lack of staff.
Very high
turnover. Critical
error due to
insufficient staff
training.
Staff on long term
sick leave with
stress (work
related) or
physical illness
associated with
chronic stress.
Suicide risk

Stress symptoms are
frequently apparent
and in danger of
becoming chronic.
Increasing staff
sickness

Table 2 - Likelihood score (L)
What is the likelihood of the consequence occurring?
The frequency-based score is appropriate in most circumstances and is easier to identify. It should be
used whenever it is possible to identify a frequency based on the controls currently in place:
Likelihood score

1

2

3

4

5

Descriptor

Rare

Unlikely

Possible

Likely

Almost certain

This will probably
never
happen/recur

Do not expect it to
happen/recur but it
is possible it may
do so

Might happen or recur
occasionally

Will probably
happen/recur but it is
not a persisting issue

Frequency
How often might
it/does it happen

Will undoubtedly
happen/recur,
possibly frequently

Table 3 - Risk scoring = Consequence x Likelihood (C x L)
Likelihood score
1

2

3

4

5

Consequence score

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

For grading a risk the scores obtained from the risk matrix are assigned grades as follows:
1-3

Negligible Risk

4-6

Low Risk

8-12

Moderate (Medium) Risk

15-25

High Risk
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Instructions for use
1. Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk.
2. Use table 1 to determine the consequence score(s) (C) for the potential adverse outcome(s)
relevant to the risk being evaluated.
3. Use table 2 (to determine the likelihood score(s) (L) for those adverse outcomes. If possible, score
the likelihood by assigning a predicted frequency of occurrence of the adverse outcome. If this is
not possible, assign a probability to the adverse outcome occurring within a given time frame, such
as the lifetime of a project or a patient care episode.
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Trust Board
Title:

Board Assurance Framework (Summary)
23rd May 2019

Date:
Executive Lead:
Author(s):

Sarah Browne, Director of Nursing & Quality & Chief Nurse
Jane Lawson, Deputy Director of Nursing and Quality
Nico Kamera, Interim Head of Risk and Assurance

For:

Discussion & Assurance

1.0

Purpose & Recommendations

1.1

To inform the Board of the current status of Board Assurance Framework (BAF).

1.2

To provide assurance that the BAF reflects the Trust’s current principal risks that may
compromise the achievement of HCT’s Strategic Objectives and that the risks are
robustly and timely managed.

1.3

The Risk Team continues to work with the Executive members who are BAF risk leads
to deliver timeliness of reviews and improved understanding of managing BAF risk
register.

1.4

The Board members are asked to:
 Receive the BAF as per due diligence,
 Note it has been approved by the Executive Team and Healthcare Governance
Committee,
 Note that number of BAF risks have reduced from nine (9) to eight (8).This follows
the agreement made at the March Executive Management meeting that : Corporate
Risk 07: “Inadequate strategy for managing business continuity and contingency
planning may compromise service delivery thereby impacting on Trust meeting its
contractual obligations” can be incorporated into the re-articulated Corporate risk-

06 by adding a risk control; “A financial mitigation plan to address potential tender
income loss and the need for associated expenditure reduction to be developed for
each retention of business tender”.
2.0

Executive Summary

2.1

The BAF currently has eight (8) risks, of these one (1) of the risks feature on the HLRR:
Corporate risk-01(HLRR-526), a risk relating to staffing.

2.2

Executive Directors (BAF risk leads) and their respective deputies continue to review the
BAF risks, as per the Risk Management Strategy, taking into consideration BAF
discussions and feedback from Executive, Healthcare Governance and Board meetings.

1

Board 23rd May 2019

Attachment H2

2.3

The BAF has been presented to and approved by the Executive Management
and Healthcare Governance Committees.

2.4

The BAF incorporates recommendations from Trust internal Auditors and its
scoring is aligned with the HLRR in accordance with the (5x5) Risk Matrix.

3.0

Criteria defining Board Assurance Framework Risks

3.1

A risk featuring on the BAF has the potential to severely impact on the Trust achieving
its Strategic Objectives irrespective of the likelihood of occurrence. A risk on the BAF
may also compromise the Trust from achieving more than one or all of its Strategic
Objectives. Therefore, BAF risks have been mapped and aligned to the most
appropriate Strategic Objective in order that there is clear accountability at Executive
Level in both ownership and management of risks which facilitates the achievement of
the Strategic Objectives.

3.2

The impact determines whether or not the risk is critical and therefore, has severe
consequences for the Trust in terms of level of harm (severe/fatality), patient safety,
financial sustainability, reputational damage, shut down of a particular service
impacting on service delivery and patient outcomes, breach of contractual obligations
and severe non-compliance with regulatory framework.
The (5x5) Risk Matrix is attached as a point reference to facilitate the discussion.

4.0

Risks on Board Assurance Framework

4.1

There are eight (8) risks on the Board Assurance Framework as follows:
1. Financial-01: Real terms cuts in financial resources available to the Trust and
increasing number of contracts with financially linked KPIs may lead to;
a) Trust’s inability to transform and implement productivity improvement at
sufficient scale or pace to mitigate financial pressures
b) financial penalties if KPIs are not met leading to:
i) pressure to deliver financial targets set by NHSI
ii) Trust developing a poor reputation
iii) Inability to acquire new business due to poor reputation &
iv) difficulties to renew the current contracts.
2. Corporate-01(HLRR-526): Insufficient supply of workforce with the right skills may
lead to difficulties in meeting current and future service needs impacting on the
ability to transform services provide quality of care and financial sustainability.
3. Corporate-02: There is a risk that the current climate of external and internal
pressure will have a negative impact on staff satisfaction, wellness and turnover.
4. Quality & Regulatory-01:Inability to maintain the current CQC standards or achieve
a higher CQC compliance following a formal inspection may adversely impact on
the Trust’s reputation, in delivering safe and quality services, loss in confidence by
key stakeholders such as commissioners, local population and partner
organisations and also, impacting on staff morale.
5. Corporate-03: Insufficient consistent reporting of clinical measure intervention and
outcomes may lead to difficulties in demonstrating evidence based clinical
interventions potentially leading queries about clinical effectiveness.

2
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6. Corporate-04: Misalignment or changing delivery priorities for those with whom the
Trust partners may potentially lead to HCT being unable to deliver its services
within its defined timelines potentially impacting on; patient’s experience,
performance monitoring , HCT’s reputation and patient flow through HCT services.
7. Corporate-05: Underdeveloped / ineffective use of technology and Cyber Security
Risks may result in having outdated, or vulnerable technical systems and /or
working practices thereby (1) hindering delivery of modern, effective healthcare and
(ii) presenting barriers to (a) efficiency or (b) operational viability / vulnerability or
(c) market competitive advantages leading to Trust’s information being at risk and
Trust’s services’ functions being compromised and impact healthcare delivery.
8. Corporate-06: Failure of HCT to succeed in the tendering of services will lead to a
reduction in financial income leading to the Trust’s in ability to financially sustain
the delivery of some services, reputational loss, loss in confidence by key
stakeholders as well as partner organisations, impacting on staff morale,
recruitment and retention.
5.0

Monitoring of risks on Board Assurance Framework

5.1

Evaluation of controls, actions and assurances are monitored through the use of
associated Key Performance Indicators and other metrics to evidence their robustness,
including internal and external management reports and effectiveness to address gaps
and mitigate risks and are included within the Datix Risk Management System. These
are reviewed by the Executive Team and the respective Committees. The role of the
Audit Committee is to challenge the rationale and decision making of the Executive and
the responsible Committees in the mitigation of all risks including those featuring on the
BAF.

5.2

The Audit Committee will provide assurance of the effectiveness of controls and
actions to mitigate and manage the risk to the desired outcome and supports the risk
rating score reported within this summary paper.

5.3

In addition Executive and Risk Management team will seek to review additional
external or internal reports that also demonstrate controls are effective. If the risk score
and output of the controls and additional assurance reports therefore identifies the
score is within the expected risk appetite the controls will be seen as effective. This will
therefore, provide the required level of assurance to the Board. Should the converse be
presented as part of either KPIs or assurance management reports the controls should
be reviewed as actions and controls are not providing adequate assurance and
therefore, indicate that there are gaps in the system of internal controls which require
constant review and oversight.
Appendix A – Risk Matrix
End of Report
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Sign Off: To be completed as part of papers to Executive Team, Board Committees and
Board,
Committee Consideration
This report has approved by the following committee:
Healthcare Governance Committee on
The recommendation is CQC action plan and its
14/05/2019
relevance and importance be reflected.
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the
accountable executive director confirms that to the best of their knowledge, and subject to any
exceptions identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Sarah Browne, Director of
Nursing and Quality

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Director of Nursing
and Quality
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Revised Board Assurance Framework – Part One
The board assurance framework is a structured means of identifying and mapping the principal risks that may
compromise the achievement of HCT’s Strategic Objectives. It provides the board with key assurances that
there are adequate systems in place to monitor the effectiveness of controls and actions in the mitigation of
principal risks.

1
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3.We will support the substantial expansion of community services through the delivery of excellent core
services for adults and children and the development of ambulatory services.
4.We will use resources efficiently to enhance our ability to improve services.
5.We will develop the organisational capacity to deliver our vision and objectives.
Director Lead: D Bacon, Director of Finance.

Risk description: Financial-01

Responsible Committee:

Real terms cuts in financial resources available to the Trust and increasing
number of contracts with financially linked KPIs may lead to ,

Strategy Resource Committee (SRC)

1. Trust’s inability to transform and implement productivity improvement at
sufficient scale or pace to mitigate financial pressures
2. financial penalties if KPI’s are not met
leading to:
1. Pressure to deliver financial targets set by NHSI
2.Trust developing a poor reputation and
3. Inability to acquire new business due to poor reputation &
4. Difficulties to renew the current contracts.

Risk Rating:
(consequence x likelihood)

Initial Risk Before Mitigation:
4 x 4=16
Current risk score: 4x3=12

Executive Management Committee (EMC)
Date Last Reviewed:
Executive Management Committee: 01-May-19
Healthcare Governance Committee(HGC):14-May-19
Board: 29-March-19.
Name/ Date last reviewed by Author: David Bacon, Director of Finance
and James Thirgood Deputy Director of Finance: 26-Apr-19.
Rationale for Score:

Risk History:
Date of entry: March 2016

(Explain any impact new control(s) have on current risk score, any change in risk score
between iterations)

April 2019: Risk re-articulated to
incorporate: Corporate risk-07 which has
been archived.

Financial Plan for 2019/20 reflects negotiated contracts and achievement of
a break even control total.
Comment on Current Risk:
Risk currently stable.

Tolerance: Risk related to wider
financial operating environment, no
update for April.
Target date: N/A
Main Controls in place:
(New controls highlighted).

Internal assurances/ management reports received / frequency:

1. Standing Financial Instructions and Delegation of Powers provide a financial

Key Financial Controls. 5 March 2018/RSM-Internal Auditors.

(How do we know if the things we are doing are having an impact?)

2
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control structure that budget holders operate within.

April 2019 update:
2018/19 draft accounts report achievement of 2018/19 control totals.

2. HCT has Transformation programmes which are:
 Reviewing Patient Pathways
 Reviewing flow of patients
 Relocating services to more strategic locations.

External Assurances/ management reports received/ frequency:
(How do we know if the things we are doing are having an impact?)

April 2019 update:

3. Trust’s Cost Improvement Programmes and Wider engagement across the
STP

Annual Audit Letter 2017/18. June 2018 / Grant Thornton –External
Auditors.

4. Delivering services as per Service Level Agreement.
5. Local negotiations with commissioners with regards to level of funding
values through demonstrating sufficient increase in demand.

Gaps in Assurances and Controls:

Actions to address Gaps in Assurances and Controls:

(Re-assess, leading to removal, or amendment in next iteration)

April 2019 update:
None
No gaps in Assurance and Controls.
Additional comments:
(With these actions taken, how serious is the problem?)

None.
Changes in Actions and Controls:
Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is being
managed)

None.
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Trust’s Strategic
5. We will develop the organisational capacity to deliver our vision and objectives.
Objectives
Director Lead: Raj Bhamber, Director of Strategy, People and OD
Risk Description: Corporate-01
Insufficient supply of workforce with the right skills and culture may
lead to difficulties in meeting current and future service needs
impacting on the ability to deliver our vision and objectives.

Responsible Committee:
Strategy Resource Committee (SRC).

Date last reviewed :
Executive Management Committee: 01-May-19
Healthcare Governance Committee (HGC):14-May-19
Board: 29-Mar-19.
Name/ Date last reviewed by risk owner:
Raj Bhamber , Director of Strategy, People and OD
and Alison Ryder Deputy Director of People: 25-Apr-19.
Risk Rating:
(consequence x likelihood)

Rationale for current score:
Risk History:
Date of entry: November 2018

Initial risk before
mitigation: 4 x 4=16
Current:

4 x 4 =16

(Explain any impact new controls(s) have on current risk score, any change in risk score between
iterations)

Current controls are maintaining vacancy rates at a level that benchmarks well with
other Trusts, although risk remains a high level risk due to on-going global clinical
labour shortages.
Comment on direction of Risk:
Currently improving, but may deteriorate with worsening national labour
market (including due to Brexit), along with challenging local environment.

Tolerance rating: 4 x 3 =12
Target Date: 31/03/2020
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Main Controls in place:

Internal assurances/ management reports received / frequency:

(What are we currently doing about the risk?) (New controls highlighted)

(How do we know if the things we are doing are having an impact?)

1. Resourcing Plan in place and progress monitored
2. E-recruitment system/reporting

• HCT Workforce Strategy delivery plan progress – six monthly
• Recruitment, retention and temporary staff action plan progress updates – bi
monthly
• HCT workforce KPI dashboard.

3. WF&OD Group to drive activities
4. IBPR and BUPR KPI Reporting
5. Safer staffing processes

External Assurances/ management reports received/frequency:

6. Competency frameworks for range of bands/roles

(How do we know if the things we are doing are having an impact?)

7. Apprenticeship scheme and levy plans in place

•National and STP Benchmark Reports.

8. Extended roles for HCAs piloted
9. STP meeting structure in place

Gaps in Assurances and Controls:

Actions to address Gaps in Assurances and Controls:

(Re-assess, leading to removal, or amendment in next iteration)

Uncertainties in direction of national labour market, e.g., impact of
Brexit, University bursaries etc

1. Implement Trust resourcing and Retention Plan.

Additional comments: (With these actions taken, how serious is the problem?)
None.
Changes in Actions and Controls: (Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including
cause and how risk is being managed)

None.
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Risk description Corporate-02
Director Lead: Raj Bhamber, Director of Strategy, People and OD
There is a risk that the current climate of external and internal
pressure will have a negative impact on staff satisfaction,
wellness and turnover.

Responsible Committee:
Strategy Resource Committee (SRC).

Date last reviewed:
Executive Management Committee: 01-May-19.
Healthcare Governance Committee(HGC):14-May-19
Board: 29-March-19.

Risk Rating: (consequence x
likelihood)

Risk History
Date of entry: November
2018

Name/ Date last reviewed by Risk owner:
Raj Bhamber , Director of Strategy, People and OD and
Alison Ryder Deputy Director of People: 25-Apr-19.
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score between
iterations)

Turnover rates relatively stable although above target.
Annual staff survey and pulse survey results plateauing.
High level of organizational change remains.

Initial risk before mitigation:
3x4=12

Comment on direction of Risk:

Current: 3 x4 =12

Stable.

Tolerance rating: 3 x2=6
Target tolerance date:
31/03/2020.
Main controls in place:
(New controls highlighted)
1.Trust retention plan activities
2. Engaging, consulting and involving colleagues in change

Internal assurances/ management reports received:
(How do we know if the things we are doing are having an impact?)

•Recruitment and Retention Monitoring Report – bi monthly
•Recruitment, retention and temporary staff action plan progress updates – bi monthly
•Hertfordshire Trust’s monthly workforce KPI Dashboard.
6
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programmes.
External Assurances/ management reports received:
(How do we know if the things we are doing are having an impact?)

•National NHS Staff Survey (benchmark against average of Community Trusts) – annual
•National and STP Benchmark Reports – turnover.
Gaps in Assurances and Controls:

Actions to address Gaps in Assurances and Controls:

(Re-assess, leading to removal, or amendment in next iteration)

(What more should we do?)

•Externally driven service change reduce the control of HCT, e.g.
demographic increases in demand.
Additional comments:
(With these actions taken, how serious is the problem?)

None
Changes in Actions and Controls:
(Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is being managed)

None
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1.We will support the people we serve to manage their own health and wellbeing
2.We will improve clinical outcomes and enhance patient safety
3.We will support the substantial expansion of community services through the delivery of excellent core services for
adults and children and the development of ambulatory services
5. We will develop the organisational capacity to deliver our vision and objectives.

Risk Description: Quality & Regulatory-01

Director Lead: Sarah Browne Director of Nursing & Quality

Inability to maintain current good CQC rating following the formal
inspection in 2018 may adversely impact on the Trusts reputation for
delivering safe, effective, well led care resulting in a potential loss of
confidence by key stakeholders including the local population,
commissioners and partner organisations and a potential reduction in
staff morale.

Responsible Committee(s):
Executive Management Team (EMT).
Healthcare Governance Committee (HGC)

Date last reviewed:
Executive Management Committee: 01-May-19
Healthcare Governance Committee(HGC):14-May-19
Board: 29-March-19.
Name/ Date last reviewed by risk owner:

Risk Rating:
(consequence x likelihood)

Risk History:
Date of entry: January 2018.

Initial risk before mitigation:
(5x3) = 15

Jane Lawson , Deputy Director of Nursing and Quality: 25-Apr-19
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score between
iterations)

Controls in place effective to address risk.
Comment on direction of Risk:
Risk is stable.

Current:( 4x3=12)
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Tolerance rating: 2 x 3= 6
Target Date: December 2019
Main controls in place:

Internal assurances/ management reports received / Type and frequency:

(What are we currently doing about the risk?) (New controls highlighted)

(How do we know if the things we are doing are having an impact?)

Controls/Mitigation

April 2019 updates:
 Trust Business Unit Performance Reports (BUPR) and Integrated
Business Unit Performance Reports (IBUPR).
External Assurances/ management reports received:

1. Current CQC rating is good since last formal inspection in 2018.
2. Regular/quarterly CQC/ Quality Assurance visits are undertaken by
the Trust Board members and Quality Directorate which includes
Infection Prevention and Control Team.
3. Unannounced Quality Assurance visits based on the CQC’s KLOEs
are undertaken by the commissioners.
4. PLACE visits take place on an annual basis.
5. Maintenance via a Quality Improvement programme, including quality
wheel review overseen by Executive team and reported to Board.

(How do we know if the things we are doing are having an impact?)

April 2019 updates:
 Quality assurance visits by commissioners
 Quarterly quality review meetings with CCG’s on-going
 New HVCCG quality review meeting for CYP commences May 19
 Monthly contract review meetings with the CCG’s on-going
 Regular meetings with CQC Compliance Inspector (Last meeting on 30th
April 19).
 Implementation of actions of the CQC improvement plan on target.

6. CQC Improvement plan, developed in response 2018 inspection

findings, in place and implementation of actions on target.
Gaps in Assurances and Controls:
(Re-assess, leading to removal, or amendment in next iteration)

1. Inadequate local monitoring and checks- Quality Checklist
2. Inadequate implementation of clinical policies such as
DNACPR/MCAs.

Actions to address Gaps in Assurances and Controls:
(What more should we do?)
April 2019 updates:
 Continued roll out of continuous quality improvement framework across
operational services
 Regular reporting against CQC improvement plan continues and
monitored via HCG.

Additional comments:
(With these actions taken, how serious is the problem?)

None.
Changes in Actions and Controls:
(Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is being managed)

None.
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2. We will improve clinical outcomes and enhance patient safety
3.We will support the substantial expansion of community services through the delivery of excellent core services
for adults and children and the development of ambulatory services
4.We will use resources efficiently to enhance our ability to improve services

Risk description: Corporate-03

Director Lead: Dr E Kendrick, Acting Medical Director.

Insufficient consistent reporting of clinical measure intervention and outcomes
may lead to difficulties in demonstrating evidence based clinical interventions
potentially leading queries about clinical effectiveness.

Responsible Committee:
Healthcare Governance Committee (HGC).
Executive Management Team (EMT).
Date last reviewed:
Executive Management Committee: 01-May-19
Healthcare Governance Committee(HGC):14-May-19
Board: 29-Mar-19.
Name/ Date last reviewed by risk owner:
Dr E Kendrick, Acting Medical Director: 26-Apr-19.

Risk Rating:
(consequence x likelihood)

Rationale for current score:

Risk History:
Date of entry: July 2016.

(Explain any impact new controls(s) have on current risk score, any change in risk score
between iterations)

Clinical outcome measures not in use in all HCT services.
Initial risk before mitigation:
4x4=16
Current: 4x4=16

Comment on direction of Risk:
Starting to reduce.

Tolerance rating: 4 x 2 = 8
Target Date: 31st October 2019
Main controls in place:

Internal assurances/ management reports received/ frequency:

(What are we currently doing about the risk?) (New controls highlighted)

(How do we know if the things we are doing are having an impact?)

1. A project in place to review the use and implement use of patient reported

None at present.
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outcome measures and clinical outcome measures
2. Clinical outcome measures are currently in use in various teams in the Trust
however their use and outcomes are not currently reported to Trust
committees.
Gaps in Assurances and Controls:

External Assurances/ management reports received/ frequency

(Re-assess, leading to removal, or amendment in next iteration)

(What more should we do?)

•Clinical outcome measures not currently reported to Trust committees and
plans in place for these to be formally reported.
•Outcomes measures to be reported formally as part of the BUPR and through
Clinical Effectiveness Group which both feed into the Health Care Governance
Committee.
Additional comments: (With these actions taken, how serious is the problem?)

(How do we know if the things we are doing are having an impact?)

None at present.
Further actions required/ Actions to address gaps:
April 2019 update:
1. Clinical Effectiveness Group (CEG) held bi-monthly.

None.
Changes in Actions and Controls:
(Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is being managed)

None.
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1.We will support the people we serve to manage their own health and wellbeing
2.We will improve clinical outcomes and enhance patient safety

3.We will support the substantial expansion of community services through the delivery of excellent core services for
adults and children and the development of ambulatory services
4.We will use resources efficiently to enhance our ability to improve services
5.We will develop the organisational capacity to deliver our vision and objectives.

Director Lead: Raj Bhamber, Director of HR & OD

Risk description:Corporate-04
Misalignment or changing delivery priorities for those with whom the Trust
partners may potentially lead to HCT being unable to deliver its services within its
defined timelines potentially impacting on; patient’s experience , performance
monitoring, HCT’s reputation and patient flow through HCT services, and delivery
of HCT’s strategy.

Responsible Committee:
Strategy Resource Committee (SRC). Executive Management Committee
(EMC).
Date last reviewed:
Executive Management Committee: 01-May-19
Healthcare Governance Committee(HGC):14-May-19
Board: 29-Mar-19.
Name/Date last reviewed by Risk owner:
Sam Tappenden-Acting Associate Director of Strategy and Transformation

Risk Rating:
(consequence x likelihood)

Risk History:
Date of entry: March 2016.

Last update by previous owner: 26-April-19.
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score between
iterations)

Competing priorities and resource constraints impact on the performance of
the system which in turn impacts on the effectiveness of HCT to deliver its
commissioned services.
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Comment on direction of Risk:
Risk reduction through effective joint working on the management of patient
flow across the system with social care and CCG. Resulting in changes to
commissioned service capacity.

Tolerance rating: 4 x 2 =8
Target Date: To be reviewed in line
with new NHS Plan.
Main controls in place:

Internal assurances/ management reports received/frequency:

(What are we currently doing about the risk?) (New controls highlighted)

(How do we know if the things we are doing are having an impact?)

1. The Trust has developed new values, a new strategy, and new strategic
objectives, to ensure that the organization is focused on system needs.
2. This includes delivery of a new primary care strategy to integrate with
Primary Care Networks (PCNs), the delivery of the Trust’s Quality
Improvement approach, and the transformation of the Trust’s corporate
services.
3. The Executive Team has signed-up to the prioritization of the Trust’s
strategy, and now the organization must re-orientate its efforts towards
delivery.
4. The Trust is in attendance at a range of high-level meetings (e.g. CEO
oversight group, STP meetings, and national fora), to ensure strategic
alignment.
Gaps in Assurances and Controls:
(Re-assess, leading to removal, or amendment in next iteration)
1.

2.

The Trust must ensure that all staff are aware, aligned to, and are
prioritising the delivery of the strategy. This means providing appropriate
communications, engagement, and awareness of the new strategy.
The Trust must also ensure that staff has the necessary behaviours,
competence, and skills to deliver the strategy.

April 2019 updates:
In March 2019 the Board agreed the strategy for the Trust which includes:
maximizing opportunities to integrate with Primary Care in East and North
Hertfordshire, embracing Quality Improvement and aim to be outstanding
through transforming corporate services and system leadership in CYP.
External Assurances/ management reports received/frequency:
(How do we know if the things we are doing are having an impact?)



STP Monthly programme report.

Actions to address Gaps in Assurances and Controls :
(What more should we do?)

April updates:
 Continued attendance at appropriate meetings.
 Summary of strategy into high-level one page document.
 Development of engagement materials for staff.
 ‘Strategy road show’ by Executive Team for staff.
 Embedding of the strategy (e.g. in performance management).

Additional comments:
(With these actions taken, how serious is the problem?)

None.
Changes in Actions and Controls:
(Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is being managed)

None.
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Trust’s Strategic Objectives.
1. We will support the people we serve to manage their own health and wellbeing
2. We will improve clinical outcomes and enhance patient safety
3. We will support the substantial expansion of community services through the delivery of excellent core services for
adults and children and the development of ambulatory services
4. We will use resources efficiently to enhance our ability to improve services
5. We will develop the organizational capacity to deliver our vision and objectives.
Director Lead: D Bacon, Director of Finance

Risk description: Corporate-05
Underdeveloped / ineffective use of technology and Cyber Security Risks may
result in having outdated, or vulnerable technical systems and /or working
practices thereby
(i)
hindering delivery of modern, effective healthcare and
(ii)
presenting barriers to
(a) efficiency or
(b) operational viability / vulnerability or
market/competitive advantages
leading to Trust’s information being at risk and Trust’s services’ functions being
compromised and impact healthcare delivery.

Risk Rating:
(consequence x likelihood)

Risk History:
Date of entry: March 2016.

Responsible Committee:
Strategy Resource Committee (SRC).
Date last reviewed :
Executive Management Committee: 01-May-19
Healthcare Governance Committee(HGC):14-May-19
Board: 29-Mar-19.
Name/ Date last reviewed by risk owner:
David Bacon, Director of Finance and James Thirgood ,Deputy Director of
Finance 26_Apr-19
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score
between iterations)

Initial risk before mitigation:
4= 20

5x

Risk currently stable as current strategy is effective.
Comment on direction of Risk:
Risk rating stable, no change

Current: 5 x 3 =15
Tolerance rating: 5x2=10
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Target Date:31st March 2020
Main controls in place :

Internal assurances/ management reports received/ frequency:

(What are we currently doing about the risk?) (New controls highlighted)

(How do we know if the things we are doing are having an impact?)

Controls for Effective use of technology:

April 2019 update:

1. There is a live lack of Effective Technology use risk: P&I risk ID-709 .
2.Robust system availability through HBL Infrastructure agreements and
planned (minimal) downtime
3.Licensing agreements with clinical system suppliers maintained
4.Development of WiFi coverage including completion of the NHS Digital ‘NHS
Wi-Fi Secondary Care Implementation’ project to increase coverage and
mobile working accessibility
5.Rollout of Smartphones to front line staff
6. Programme of upgrading of Operating system to Windows 10 during
2019/20.

Cyber Security:

Controls for Cyber Security:
1. The risk is on Hertfordshire Bedfordshire and Luton (HBL) ICT shared
Services High Level Risk Registers ref; ICT 231:Loss of Environment due
to Cyber Attack – caused by Tech due to Cyber Attack – caused by Tech)
2. The risk is on Hertfordshire Bedfordshire and Luton (HBL) ICT shared
Services High Level Risk Registers ref: ICT 015: Risk of Inadequate
Disaster Recovery capability of IT services leading to lack of critical
services to partners.
3. The risk is on Hertfordshire Bedfordshire and Luton (HBL) ICT shared
Services High Level Risk Registers ref: ICT-198: Unplanned cost for
additional Licensing for Primary Care.
4. Disaster Recovery plan in place:
 Backups in place for key systems
 Automatic failover between DataCentres
 System checks carried 24x7 with alerting in place
 Solarwinds identify issues by severity
 DR/BC testing in place
 ARK Data Centre provides full resilience inc. Zerto

1. Cyber Security Update to SRC July 2018
2. Yearly external cyber security review (penetration test) )-latest test
completed October 2018

External Assurances/ management reports received/ frequency:
(How do we know if the things we are doing are having an impact?)

April 2019 update:
Cyber Security:
Information Management and Information Technology Maturity Review completed
November 2018.
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 Note all services used by HBL ICT do automatically failover
 Antivirus on all end points and Intercept X in place across end points.
Gaps in Assurances and Controls:
(Re-assess, leading to removal, or amendment in next iteration)
Effective Technology use:

Actions to address Gaps in Assurances and Controls:

The Information Management and Information Technology Maturity Review
identifies areas where user uptake of the technology available could be
strengthened and improved (Nov 2018).

Effective Technology use:

Cyber Security:
Trust is now compliant with DHSC Cyber security standards (the 2017/18 Data
security protection requirements). Cyber security will be further strengthened
by moving with HBLICT towards the Cyber Essential Plus security standard
(scheduled to be achieved by 2020)

(What more should we do?)

April 2019 update:

Action plan in place and being implemented across HCT.
Cyber Security:
Cyber security risks are environmental risks. The Trust is continuing to work with
its partners to strengthen its cyber security defences to mitigate this risk.

Appropriate policies are in place but the Trust remains reliant on end users
fully complying with Trust and HBL advice and guidance on
managing/responding to cyber security threats.

Additional comments:

(With these actions taken, how serious is the problem?)

None.
Changes in Actions and Controls: (Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and
how risk is being managed)

None.
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Trust’s Strategic Objectives
1.
2.
3.
4.
5.

We will support the people we serve to manage their own health and wellbeing
We will improve clinical outcomes and enhance patient safety
We will support the substantial expansion of community services through the delivery of excellent core services
for Adults and children and the development of ambulatory services
We will use resources efficiently to enhance our ability to improve services
We will develop the organizational capacity to deliver our vision and objectives.

Risk Description: Corporate-06

Director Lead: A Robson , Director of Business Services

Failure of HCT to succeed in the tendering of services will lead to a reduction in financial
income leading to the Trust’s inability to financially sustain the delivery of some services,
reputational loss, and loss in confidence by key stakeholders as well as partner
organizations, impacting on staff morale, recruitment and retention.

Responsible Committee:
Strategy Resource Committee (SRC).
Date last reviewed:
Executive Management Committee: 01-May-19
Healthcare Governance Committee (HGC):14-May-19
Board-29-Mar-19.
Name/ Date last reviewed by Author/risk owner:
A Robson , Director of Business Services:07-May-19

Risk Rating:
(consequence x likelihood)

Risk History:
Date of entry: December 2017.

Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in
risk score between iterations)

Initial risk before mitigation:

Comment on direction of Risk:

5 x 4 =20

April 2019 update:
Current:

5 x 3 =15

In January 2019, the outcome of the HVCCG Adults Community
Services tender was announced, with HCT being unsuccessful.
Therefore an element of this risk has crystalised into an issue, which is
being managed through our Transition Programme and future strategy
to mitigate the impact on the Trust’s wider services and finances as far
as possible.

Tolerance rating: N/A
Target Date: N/A
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With the publication of the NHS Long Term Plan, it is expected that the
risk will now reduce, due to the stated intent within this plan to
emphasise collaboration rather than competition. This includes the
intent to allow NHS commissioners to decide the circumstances in
which they should use procurement processes, subject to a ‘best value’
test, and removing the wholesale NHS’ inclusion in the Public Contract
Regulations.
Internal assurances/ management reports received/frequency:

Main controls in place:

(How do we know if the things we are doing are having an impact?)

(What are we currently doing about the risk?) (New controls highlighted)

1.An Executive Owner for each tender is identified to lead the work required to succeed in
the tender
2. Project management and team in place for live tender(s),
3.Project plan in place for live tender(s),
4.Plan is developed for key stakeholders relevant to live tender(s),
5 Two weekly assurance reporting from steering group to executive team for live tender(s),
6.Monthly reporting to strategy and resources committee on Business Development
activity, including live and upcoming tender(s),
7. Transition Programme in place for transition of HVCCG Adults Community Services,
which will mitigate the impact on the Trust’s wider services and finances as far as possible,
8 Business Development working with Communications and Engagement to develop a
branding strategy to reflect the current position of HCT,
9. Demobilization Risk in place-Executive Lead: Director of HR and OD.
10. A financial mitigation plan to address potential tender income loss and the need for
associated expenditure reduction will be developed for each ‘retention of business’ tender.

April 2019 update:
 The Tender Governance Manual sets out HCT’s approach to
governance of tender processes.
 Contracts which are nearing the end of their term are identified
and reported to the Planning, Contracting and Business
Development (PCBD) monthly meeting, with key points
reported to SRC monthly.
 Potential opportunities are subject to go/no go evaluation,
which is discussed at PCBD meetings, with recommendation
to Executive Team and from Executive to SRC.
 Tender Steering Group will be established to oversee the
development of tender bids, with reporting to the Executive
Team and SRC.
 At the end of tenders a ‘lessons learned’ exercise is
undertaken to inform the approach taken to future tenders to
maximise success.
External Assurances/ management reports received/frequency:
(How do we know if the things we are doing are having an impact?)

April 2019 update:
 The publication of the NHS Long Term Plan, provides some
assurance that this risk will reduce over time, due to the stated
intent within this plan to emphasise collaboration rather than
competition. This includes the intent to allow NHS
commissioners to decide the circumstances in which they
should use procurement processes, subject to a ‘best value’
test, and removing the wholesale NHS’ inclusion in the Public
Contract Regulations.
 The publication of Commissioning Intentions annually gives
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some assurance that commissioners’ intentions with regards to
tendering for the forthcoming period are known and
understood.

Gaps in Assurances and Controls:

Actions to address Gaps in Assurances and Controls:

(Re-assess, leading to removal, or amendment in next iteration)

(What more should we do?)

April 2019 update:
1. Completion of full financial analysis of impact of loss of HVCCG Adults Community
Services




The current understanding of the impact of the loss of HVCCG
Adults Community Services is reflected in the 2019/20
Operational and Financial Plan.
Further work is required to fully understand how Corporate
Services will be redesigned to appropriately scale back
overheads to the new income levels. This is being progressed
by the Transformation of Corporate Services project.

Additional comments:
(With these actions taken, how serious is the problem?)
None.
Changes in Actions and Controls:
(Closed actions that have been reflected in new controls; narrative to explain delay in actions or closed actions not leading to new control, including cause and how risk is
being managed)

None.

END of BAF
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