Hertfordshire Community NHS Trust Board Meeting in Public
Thursday 25 July 2019
10.45 am. to 13.00 pm.
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
Lead

(A)
EK/SB

For

Att.

Patient / Service Story
End of Life Herts & Essex Hospital

Allocated
Time

Approx.
Timing

20 mins

10.45-11.05

To note

(B)

Healthwatch

MC

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

(C)

Opening administration

To note for
assurance

DO’F

1. Welcomes, Introductions and Apologies for
Absence

To note

DO’F

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

To note

DO’F

3. Declarations of Interest (Members to declare
any interests material to items on the agenda)

To note

Board

4. Ratification of items of Chair’s and Chief
Executive’s Action taken since the last
meeting under Standing Order 5.2

To ratify

1

5 mins

11.05-11.10

10 mins

11.10-11.20

(verbal)

DO’F
(C)
DO’F
(D)

5. To approve the Minutes of the meeting held on
23rd May 2019

(C1)

To note

(C2)

Opening administration
6. Matters arising from the Minutes of the
meeting held on 23rd May 2019. (Tracker).
Strategy, Resources and Engagement
1. Chief Executive’s Report

40 mins

11.20-12.00

30 mins

12.00-12.20

8 mins

12.20-12.28

(D1)

2. Public Sector Equality Duty Report (PSED) &
CEO

To approve

Equality Delivery System2 (EDS2)

(E)

3. Workforce Disability Equality Standards
(WRES)
Clinical Services and Healthcare Governance

EK/SB

1. Clinical Quality and Medical Directorate Report

To note and
discuss

(D2)

(D3)

To note

(E1)

2. Annual Organisational Audit (AOA)

(E2)

EK

3. A Framework of Quality Assurance for
Responsible Officers and Revalidation report

(E3)

SB

4. CQC De-registration

EK

8. Learning from deaths Q1

(F)

Performance and Operations

DB

1. Executive Performance Review

To note for
assurance

(F1)

5

CH

2. Herts Valleys Adult Community Service
transition programme update and key risks

To note the
key risks

(F2)

3

(G)

Board Governance and Leadership

EK

JP

For
approval
To note for
assurance

(E4)

(E5)

10 mins

1. To note receipt of the Audit Committee Chair’s
(written) Assurance Report for the meeting
held on 18th June 2018

(G1)
To note
(G2)

2. Remuneration Committee
SB

3. Committee Governance Structure

To approve

(G3)

SB

4. Board Governance Annual Update

To approve

(G4)

2

12.28-12.38

CH

5. Board Register of Interests

To note

(G5)

To approve

(G6)

6. To re-subscribe to:

CH

(H)

i. The NHS Constitution
ii. The NHS Code of Conduct and Code of
Accountability
iii. The NHS Code of Openness
iv. The Nolan Principles of Public Life
v. The HCT Principles of Board Etiquette
vi. The Code of Conduct for NHS Managers
(This applies to Executive Directors only)
Urgent Business

2 mins

12.38-12.40

5 mins

12.40-12.45

2 mins

12.45-12.47

1 min

12.47-12.48

10 mins

12.48 - 12.58

(As notified under Item (B) 2 above)
(I)

Risks Arising / Observations

SB

1. Summary of High Level Risk Register

To review

(I1)

SB

2. Board Assurance Framework

To review

(I2)

3. Summary of Risks Arising

To discuss

(verbal)

DO’F
(J)
F1

Supporting Papers / Items for Receipt and Noting Only
i)
ii)

Integrated Board Performance Report
Finance Report M3

(J1)
(J2)

1. Board Governance & Leadership
i)
ii)
G4

iii)
iv)
v)
vi)

(L)

DO’F
(M)

The NHS Constitution
The NHS Code of Conduct and Code of
Accountability
Code of Practice on Openness in the
NHS
The Nolan Principles of Public Life
The HCT Principles of Board Etiquette
The Code of Conduct for NHS Managers
(This applies to Executive Directors only)

Date, Time & Venue of Next Meeting(s)

(J3)

Thursday 26th September 2019
Questions from the Public

3

The Chair will take questions from members of
the public.
DO’F

(N)

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.

5 mins

Informal Review of Meeting

12.58 - 13.00

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 Interim 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 23 May 2019
Mill Green Golf Club
Gypsy Lane
Welwyn Garden City
AL7 4TY

The Board ratified the Chair’s actions taken since the last meeting in respect of:
i)
ii)

Sign off of the Operational and Financial plan prior to final submission
Approval of The Gender Pay Gap report for publication

The Board approved:
i)
ii)
iii)
iv)
v)
vi)

The Plan on a Page, Vision, Values and Strategic Objectives subject to amendment when
branding agreed.
The Establishment Review proposal.
The Annual Accounts 2018/19
The Annual Report (& Governance statement) 2018/19
The Quality Account 2018/19
The NHS Provider Licence to self-certify for General Condition 6 and Licence Condition FT4

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)
(xiii)
(xiv)
(xv)

The Board noted the content of the Chief Executive’s Report.
The Board noted the content of the Finance Report (Month 1)
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
February/ March 2019
The Board noted the Herts Valleys CCG Adult Community Services transition update
The Board noted the Quality Report Q4 2018/19 report
The Board noted the Learning from Deaths Q4 2018/19
The Board noted the Freedom to Speak Up Guardian Q4 Report
The Board noted the Healthcare Governance Committee Chair’s report for the meeting
held on 14th May 2019.
The Board noted the content of the Executive Performance Report
The Board noted the External Auditor’s Report to Directors 2018/19
The Board noted the Head of Internal Audit Opinion
The Board noted the Audit Committee Chair’s verbal assurance report from the
meeting held on 23 May 2019
The Board noted changes to the summary HLRR during April 2019
The Board noted that the full Board Assurance Framework was reviewed and
discussed in the Trust Board meeting held in Private on 23rd May 2019 due to
commercially sensitive information.
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PRESENT

(* Voting Member of the Board)

Declan O’Farrell

(DOF)

Chair*

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)

Clare Hawkins

(CH)

Chief Executive Officer*

David Bacon

(DB)

Director of Finance *

Sarah Browne

(SB)

Director of Nursing & Quality*

Marion Dunstone

(MD)

Director of Operations (from 12.15)

Dr Elizabeth Kendrick

(EK)

Medical Director (Acting)

Antonia Robson

(ARo)

Director of Business Services

IN ATTENDANCE
Dr Ryan Kemp

(RK)

Christine Stock

(CS)

Marina Sweatman

(MS)

Director of Therapies
Central & North West London (CNWL) NHS Foundation
Trust
Head of Patient Safety
Freedom To Speak Up Guardian
Assistant Board Secretary (minutes)

Natalie Howard

(NH)

PA to CEO

Raj Bhamber

(RB)

Director of People and Organisational Development
(Interim)

Anne McPherson
Dr Hari
Pathmanathan
Maryrose Brennan

(AM)

Non-Executive Director*

(HP)

Board Special Advisor

(MC)

HealthWatch Observer

APOLOGIES

(A)
HealthWatch
46/19

Action

MB was unable to attend on this occasion. Further induction has been
discussed and will be organised.
(B)

Opening administration

47/19 Welcome, Introductions and apologies
The Chair welcomed the members of the Board and those in attendance
The apologies were noted.
DOF welcomed RK for CNWL as an observer. It was acknowledged that EK
and RK were attending the Nye Bevan training course that recommends
observing other Trust Boards and the processes involved. RK was invited to
give a brief overview of his role, background and his experiences in both mental
and physical health. RK reflected the differences and challenges experienced
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within Mental Health Services in relation to Community Health Services

48/19

Chair’s Announcements / Notice of Urgent Business
(to include confirmation of Board appointments and leavers)
UNICEF Baby Friendly Accreditation
LS provided an update on HCT’s existing UNICEF Baby Friendly Trust full
accreditation position. This was achieved in partnership with the acute trusts
and Hertfordshire County Council. As the Baby Friendly guardian and Board
advocate LS supports the team to achieve the reaccreditation which is due in
July. Health Visitors and Family Centre Service staff have been trained and will
be delivering the baby friendly antenatal infant feeding programme. A peer
support group has been developed and trained to provide support within the
community. The team have developed and maintained excellent support
resources including literature which are provided to new mothers.
The written re accreditation application has been submitted and interviews are
planned. If HCT are successful in this reaccreditation the plan is to “Go for
Gold” a higher accreditation in the future.
The board noted the current position.
Chair and Non-Executive Directors term of office extensions
DOF reported that his term of office had been extended from 30 June 2019 until
30 September 2019 to allow for the NHSI/E, recruitment process to be
undertaken for the new Chair, this will be made public shortly.

49/19

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

50/19

Ratification of items of Chair’s and Chief Executive’s Action taken since
the last meeting under Standing Order 5.2
i)
ii)

Sign off of the Operational and Financial plan prior to final submission
Approval of The Gender Pay Gap report for publication

51/19 Minutes of the meeting held in Public on 28th March 2019
The minutes of the meeting held in public on 28th March 2019 were agreed as a
correct record.

52/19

Matters arising from the Minutes of the meeting held on 28th March 2019
(Tracker)
The in progress actions were noted.
45/19 Risk Appetite – The risk appetite is being review in light of the new
strategy, the Board will received this in due course.
34/19 Children & Young People Mental Health work is underway; an update
on progress will be included in a patient experience story to the Board and will
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include the key areas of focus. Suitable review date to be agreed.

(C)

144/18 Workforce Race Equality Standards (WRES) report will be received
at the July Board.
Strategy, Resources and Engagement

53/19 Plan on a Page, Vision, Values and Strategic Objectives
The Plan on a Page, Vision, Values and Strategic Objectives was received and
discussed.
It was recognised that this is work in progress, some feedback has been
received and it will be presented to the Board as it develops.
Decision(s), Outcome(s) and Action(s)
1. The Plan on a Page, Vision, Values and Strategic Objectives was
approved with the caveat that it will be amended in line with the new
branding when agreed.
54/19 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:
•

•
•

•
•

Hertfordshire and West Essex Sustainability Transformation Partnership
(STP) have appointed Beverley Flowers CEO for ENHCCG and Iain
MacBeath, Director of Adult Care Services for Hertfordshire County
Council as the joint Interim Accountable Officer for the next 6-9 months.
CH has invited them to attend either a board meeting or board briefing
to discuss strategy and the further development of the STP.
NHS Improvement / NHS England confirmation of appointments to date.
HCT has been shortlisted for two HSJ value award nominations for
Adult Therapy Redesign in Herts Valleys and Positive behaviour,
Autism, Learning disability and Mental health Service (PALMs). The
award ceremony is the evening of 25th July 2019.
HCT will be seeking to access more external and internal accreditation
to help celebrate and promote innovation
CH advised that her honorary contract with NHSI/E may enable HCT to
offer support to Matthew Winn in his role as NHS England Community
Service Director leading on the “aging well” programme.

Chief Executives Report 4.0 Matters Internal and Local to the Trust
The Matters Internal and Local to the Trust included:
4.1

Key representatives from East & North Herts CCG met with HCT’s Board
to discuss the development of Primary Care Networks. This helped to
inform HCT’s priorities for the delivery plan for 2019/20.
4.2 Engagement sessions have been held to discuss and develop HCT’s new
vision, values and strategic objectives which are being presented to the
Board for approval.
4.3 Adults and Children & Young People business units have developed and
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set objectives aligned to the Trust strategy and delivery plan for 2019/20.
Chief Executive Report 5.0 Operational Services update
The Operational Services update included:
• Patient Flow
• Winter
• Adult & Children Service updates including
o East & North Integrated Team
o Skin Health
o Musculoskeletal (MSK)
o Community Paediatrics service
o Children & Young People Specialist Service Transformation
o Public Health Nursing service
o Early Emotion and Mental Wellbeing work
Chief Executive Report 6.00 Our People
The Our People report included:
• April workforce key performance indicators (KPIs)
• Staff Recognition
o HCT Superstars
o Leading Lights
o Leadership
Chief Executive Report 7.0 Finance, Performance and Information
The Finance, Performance and Information report included:
• Finance Department key areas of work
• Performance and Information main focus areas
• Estates including
o Facilities Management Contract
o Capital Program with bids for 2019/20 and live projects
• Information Governance
o Incident reporting
o Freedom of Information requests
o Requests for information ( Subject to access Requests)
Observations (O) Questions (Q) and Response (R) to Chief Executive’s
Report
Q. DOF asked CH to highlight the current risks.
R CH highlighted the following risks:
i) Workforce risk in relation to the Herts Valleys transition and the period
of uncertainty. It was noted that the FTSU is another available route for
staff to raise concerns during this time if they are concerned about
delivery of services during the transition period.
ii) There remains a strategic workforce risk in relation to recruiting adult
nursing staff. Work is underway with partners in Hertfordshire and the
University of Hertfordshire to attract a wider and more diverse field of
people whilst positioning Hertfordshire and HCT as the best employers
and best place to work. The age profile of staff in HCT will impact on
nursing numbers. HCT requires a strong plan to address this.
O

SB advised that in order to address the workforce and age profile risks
HCT will need to look at different ways of working and different roles
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going forward, this aligns to the proposal for an Establishment Review,
later on the agenda.
Decision(s), Outcome(s) and Action(s)
1.

The Board noted the content of the Chief Executive’s Report

55/19 Finance Report (Month 1)
The highlights were discussed:
i)

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

Plan
M1

Actual
M1

Variance
M1

1,105

192

192

0

1,174
6,965

198
603

198
443

0
(160)

ii)

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

iii)

Capital Expenditure:
• The Trust spent £65K for the year against a plan of £311K. The
current Capital Resource Limit (CRL) is £3,454K.

iv)

Cash plan:
•
Month 1: £23,295K against a planned level of target £24,600K

v)

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

vii)

DB advised that nationally the capital expenditure plans submitted
nationally exceeded the funds available. All organisations were asked
to resubmit their capital plans following review and refinement focussing
on Health & Safety, Fire Safety and backlog maintenance. HCT
reviewed and resubmitted the expenditure plan focussing on the
categories advised, however there was no change to the capital value.
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Observations (O) Questions (Q) and Response (R) to Finance Report
(Month 1)
Q
DOF asked for clarification on the plan to convert the CIP savings for
2019/20 from non-recurrent to recurrent earlier in the financial year.
R
DB agreed that this needs to be achieved earlier this year. However the
first half of the year will be challenging and it will be dependent on the
progress with the Herts Valleys Adult Community Service transition and
the Transformation of Corporate Services.
Decision(s), Outcome(s) and Action(s)
1.
(D)

The Board noted the content of the Finance Report (Month 1)

Clinical Services and Healthcare Governance

56/19 Clinical Quality and Medical Director Update
The Clinical Quality and Medical Director update included:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Ongoing support update for the new Clinical Strategy. A number of
external meetings have been held to work toward greater clinical
collaboration
Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) flow charts
for patients admitted to HCT wards
SystmOne templates for inpatient units updated and ready to launch
Frailty business case is being developed to take to ENHCCG, to expand
the frailty clinics across ENHCCG, and scoping delivering the STP frailty
pathway within HCT, which is a more agile way of working.
Sepsis. The Standard Operating Procedures for the management of
deteriorating patients and the use on NEWS2 tool have been updated
and essential training has been added for all clinical staff.
Sustainability and Transformation Partnerships (STP) Tissue Viability
update
Medicines Management & Safety
Safeguarding Adults
Safeguarding Children
Infection Prevention and Control, two further C.difficile cases were
downgraded therefore the final total for 2018/19 was 4 against a ceiling
of 5.
Learning From Death
Freedom To Speak Up (FTSU)
Care Quality Commission (CQC) update
Commissioning for Quality and Innovation (CQUIN)
Quality priorities
Peer review themes and Trends

Observations (O) Questions (Q) and Response (R) to Clinical Quality and
Medical Director Update
O SB advised that the pressure ulcer guidance terminology has changed and
the terms avoidable and unavoidable are no longer used until a root cause
analysis (RCA) has been completed. There is also a new way of reporting,
the 72 hour ruling has been removed which is likely to result in increased
reporting. Work is ongoing with the CCGs to confirm that pressure ulcer
prevention work is continuing and HCT are providing the CCGs with the
assurance required.
Q JP asked in light of the increase in children and young people suicides, is
Page 7 of 21

Action

Board in Public 25th July 2019

Attachment C1

HCT working with Hertfordshire County Council and the education
department to take this forward?
R SB advised that the whole safeguarding agenda is looking at child suicide
across the county which involves all organisations.
Q LS highlighted that the CQUIN for flu vaccinations in 2019/20 is 80% - this
appears unobtainable in light of the maximum obtained in previous years is
around 70%. LS asked for an update on the actions to achieve the alcohol
and tobacco advice CQUINs.
R SB advised that there are clinical quality leads for each CQUIN who are
clear on what is required and will be taking this forward. SB advised that the
falls CQUIN is an issue, the Quality Improvement champions will be
reviewing progress against these. Tools have been set up on SystmOne to
assist with recording achievement against these targets.
O BG asked for an explanation in respect of the apparent reduction in scoring
in the peer reviews.
R SB advised that as the peer reviewers are becoming more confident they
are challenging more. The metrics are being reviewed in line with the quality
wheel to ensure that they are clear and questions will be standardised going
forward.
Q AR asked for confirmation and reassurance that staff are confident in using
the SystmOne technology following the initial problems experienced when
the system was introduced. AR expressed that lack of keyboard skills was
an issue and asked if this has been resolved.
R EK confirm that there was a lot of resistance from the clinical staff on the
inpatient units when asked to move to an electronic system. The consultant
also found this challenging. The IT development team have worked closely
with the consultants to transfer their paper templates onto the system and
have consulted with consultants three times. EK provided assurance that
the SystmOne template now flow from a clinical perspective. However
keyboard skills remain an issue for consultants. HCT has provided voice
recognition software for consultants to enable them to dictate onto
SystmOne.
O DOF suggested maximising the use of technology to provide visual
reminders and prompts for staff to remind them of the targets that HCT are
required to achieve in the coming year.
Decision(s), Outcome(s) and Action(s)
1. The Board noted the content of the Clinical Quality and Medical Director’s
update
57/19

Community Hospital Safe Staffing Report (February 2019/ March 2019)
•
•
•
•

This was discussed in detail at the Healthcare Governance Committee
(HGC).
Vacancy levels across the inpatient units remains high despite a variety
of initiatives, recruiting remains a challenge, different ways of work are
being reviewed.
Mandatory training compliance has improved with overall compliance
for March 94%
Appraisal rate are below target with plans in place to achieve target by
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end of May
Patient safety issues, there were no unavoidable pressure ulcers
reported
Two serious incidents were declared in this period relating to patient
falls. The number of patients requiring additional 1;1 support to prevent
falls in March was significantly higher than previous months. National
learning in this area is being used to inform different ways of working.
Bank and Agency usage remains high due to enhanced care required
for patients with additional needs. Herts & Essex Hospital are not
meeting the registered staffing fill rate; the establishment review will
look to address this.

Observations (O) Questions (Q) and Response (R) to Community Hospital
Safe Staffing Report
O BG advised that HGC had discussed in detail the robustness of the
admission criteria for the patient admitted to HCT’s inpatient units and the
support to be given to staff to enable them to feel empowered to enforce
the admission criteria.
R CH agreed that the acute trusts need to be held to account for
inappropriate discharges, however seasonal pressures need to be taken
into account and HCT needs to be supportive of the system at these times,
staffing flexibilities maybe required to facilitate this. Further options and
opportunities are to be scoped for the coming year following the transfer of
the HV Adult Community Services.
R SB advised that the processes for assessing patients for discharge from
the acute trust to the community are changing. HCT staff are expected to
escalate issues relating to poor patient discharges, these are being
addressed with the acute trusts.
R AR provided insight from the acute trust perspective on the performance
targets and the financial penalties involved in delays when transferring
patients to alternative care provision.
Decision(s), Outcome(s) and Action(s)
1.

58/19

The Board noted the content of the Community Hospital Safe Staffing
Report for February / March 2019

Herts Valley Adult Community Services Transition – Progress Update
An update was provided on the progress made in preparation for the transition
of Herts Valleys Adult Community Services (HVACS) to Central London
Community Health (CLCH).
An overview of the key risks and issues associated with the transition were set
out along with HCT’s plans to manage the risk, both internally through HCT’s
governance arrangements as well as engagement with staff, patients and
service users.
CH provided key updates
• There was an issue regarding a decision made by CLCH and HVCCG
to proceed with evening events with HCT staff ahead of the proposed
HCT timescale for staff engagement events with CLCH. A substantial
number of staff attended these events and feedback received has been
utilised in the ongoing communication and engagement led by HCT to
help answer staff questions.
• CLCH have shared some information on the model and management
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structure which is being shared with staff via their line managers.
A tripartite approach had now been agreed where all parties will be
involved in staff events, these will be run and managed by HCT with
CLCH and HVCCG attending.

Observations (O) Questions (Q) and Response (R) to Herts Valley Adult
Services Transition – Progress Update
Q
R

JP asked if the events run by CLCH and HVCCG had worried staff.
CH advised that the response from staff was mixed. The CCG and CLCH
intention was to reassure staff, in reality it has resulted in inconsistent
messages being conveyed with staff wanting reassurance on areas that it
is not possible to provide at present. Some staff expressed concern about
some of the HVCCG representatives and the tone and language used
when talking about HCT. This has increased staff uncertainty and led staff
to believe that HCT is not being open and honest. CH has discussed this
in detail with the CEO at HVCCG and has agreed how this will be taken
forward in the future and how staff are to be supported. The workforce
group will convey this to the CLCH.

Q

DOF ask what the progress was in relation to agreeing the transitional
costs with the commissioners.
DB advised that the updated schedule of costs is being finalised and
would be submitted shortly to the CCG.

R

Q

R
R

O

BG asked if there was any indication that the costs would be recouped in
full or are there likely to be any risks involved and asked if there is a
communication plan in place to be open and transparent regarding the
costs involved to support this transition of services.
DB advised that the CCG recognised that there are costs involved but the
CCG will need to agree the level of costs.
AR advised that there are political pressures being placed on HCT from
NHSE/I which HCT need to be mindful of.
The task and finish group and the transition oversight group are meeting
regularly to support this transition.

Decision(s), Outcome(s) and Action(s)
1.
59/19

Herts Valley Adult Services Transition – Progress Update was noted.

Summary of Q4 Quality Report 2018/19
The summary Quality Report and dashboard for Q4 2018/19 (January -March
2019) was received.
It was noted that:
i)
The information in the quarterly report are combined in the Annual
Quality Report
ii)
The Achievements and Challenges were acknowledged.
iii)
The progress on “Always” events and end of life in particular is really
positive. At the last Board there was a patient story relating to end of life
and the relative from that story has been involved with supporting the
always event work. SB will be undertaking the wider system learning
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from the patient story in due course.
Two of the C.difficile cases previously reported have been downgraded
as a result of the RCA. The end of year total is therefore four cases.
There was one MRSA case reported, the investigation found that there
was some learning for HCT to take forward around documentation. SB
provided assurance that this is being taken forward.

Observations (O) Questions (Q) and Response (R) to Quality Report Q4
2018/19
O

CH advised that following discussion with MRB, MRB is keen to
support patient experience and patient user engagement in board sub
committees. CH suggested that when setting the strategy, delivery and
the new governance structure HCT might wish to look at ways of
strengthening the contribution and engagement of patients and users.

Decision(s), Outcome(s) and Action(s)
The Board noted the content of the Quality Q4 report 2018/19
60/19

Learning from Deaths Q4 201819
The Learning from Deaths Q4 2018/19 and associated metrics were received.
It was noted that:
i)

ii)

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 with ‘slight evidence of
avoidability’.
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. The findings of these two reviews supported the
development of the ‘Sepsis working group’ in December; the group is
chaired by the Acting Medical Director and has a programme to raise
awareness about sepsis. Assurance is provided to the Patient Safety
and Experience Group.

iii)

Plans for developing Learning from Deaths work during 2019/20 were
outlined, including a method that is being trialled to help identify
emerging patterns which are recorded and the panel review the action
taken to address the patterns.

iv)

EK reported that the Sepsis working group and the DNACPR for
inpatients have been developed in response to the learning from deaths
panel reviews.

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

BG advised that the panel works well and there is robust discussion
undertaken, this is a new system that will evolve over time.

Q

LS expressed that the actions being taken are in line with national
Page 11 of 21

Board in Public 25th July 2019

R

R

O

R

O
R

O
R

R

O

Attachment C1

requirements, however it would be good to understand how deaths are
handled and how the families are supported.
EK advised that it is recognised more could be done to support
bereaved families. A condolence letter is now being sent to the family
and a resource pack is being developed.
BG provided assurance that family interaction is discussed at the panel
as is ways of improving family support.
CH advised that there are some very good examples of resources
available for bereaved families. A budget will be identified to support
the procurement of some resources.
SB advised that she is able to access some resources prepared by a
national group and confirmed that the national learning especially from
Manchester will be utilised.
JP asked for clarification of the review and reporting of community
deaths.
EK advised that only unexpected deaths in the community are reviewed
unless the team specifically requested a review.
DB asked if the inappropriate referrals/ admissions are linked to the
deaths reviewed.
EK advised that there is a link and there is evidence that patients are
sometimes retained in HCT inpatient units rather than being transferred
back to the acute trusts in the final stages of life as this is felt to be in
the patient’s best interest, to provide good end of life care.
SB advised that there is very good evidence that HCT Children’s
service provide good support to families following bereavement, this
learning and knowledge needs to be share with the adult teams.
DOF suggested it would be useful to understand at a later date how
other organisations are involved in bereavement and family support.

Decision(s), Outcome(s) and Action(s)
i)
ii)
61/19

A budget to be allocated to support the procurement of resources to
support bereaved families.
The Board noted the Learning from Deaths Q4 report

Freedom to Speak up / Raising Concerns Q4 / end of year 2018/19 report
The Freedom to Speak up / Raising Concerns Q4/ end of year 2018/19 report.
The key points included:
i)

ii)
iii)

It has been a very positive year with more concerns 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
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management support is now in place for one team and one 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 safe raising concerns and knew who they could raise
concerns to.

Observations (O) Questions (Q) and Response (R) to Freedom to Speak
up / Raising Concerns Q4 / end of year 2018/19 report
Q

R

O

R

Q

R

SB expressed that it is very positive that there have been no anonymous
concerns raised internally or by the CQC. SB asked if HCT have enough
ambassadors and are they located in the appropriate areas of the
organisation.
CStk confirmed that seven ambassadors is right for this organisation and
further work will be undertaken in the autumn to ensure that all service
areas are covered and address any recruitment that may be needed.
LS congratulated CStk on producing a very informative report whilst
ensuring anonymity. LS suggested that HCT review Norfolk Community
Trust as they appear to have much higher reported numbers.
CStk advised that regional group has reviewed Norfolk. It is apparent that
organisations are taking different approaches to recorded FTSU which
ultimately leads to the difference in numbers.
AR thanked CStk for the report and the work undertaken which has
made a visible different. AR asked for clarification on the negligible
impact on patient safety.
CStk explained staff are now using the management route for concerns
and are feeling listened to and assured, this therefore has an an indirect
effect on patient safety. CStk advised that there is no evidence of
underlying concerns that are not being reported. SB advised that
underlying issues are usually reported via the anonymous route.

O

DOF suggested that in order to be proactive staff could be encouraged to
speak up in the known risk areas. He suggested that the new strategic
value of “agile working” may increase worry levels for staff, this could
impact on FTSU. CSTk advised that she is working closely with the
Learning & Development team to embed the cultural change.

O

JP asked why there are no ambassadors within the Children and Young
People’s teams.
CStk clarified that there had not been any volunteers from this area, but
this would be actioned with Katy Healy.

R

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

62/19

Freedom to Speak up / Raising Concerns Q4 / end of year 2018/19
report was noted.

Establishment Review Proposal
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The Establishment Review Proposal was received and discussed.
It was noted that:
i)
The Establishment Review proposal was fully discussed at the
Healthcare Governance Committee
ii)
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.
iii)
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).
iv)
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 Multidisciplinary 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 National
Quality Board (NQB) guidance, ensuring that the three components –
evidence-based tools, professional judgement and outcomes are used in
a triangulated approach.
v)
It was suggested that the review commences in Herts & Essex Hospital

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

63/19

The Board approved the Establishment Review proposal and agreed to
receive regular updates.

Healthcare Governance Committee Chair’s assurance report for the
meeting held on 14th May 2019
i)
ii)

iii)
iv)

The Risk / Assurance levels and the Chair’s observations against each
item were acknowledged.
HGC 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
HGC approved the proposal to undertake a review of the staffing
establishment for in-patient units
HGC supported the proposal to no longer have a Palliative and End of
Life Care Strategic Steering Group and make this part of normal
business.

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

(E)
64/19

The Board noted the content of the Chair’s assurance report for the
Healthcare Governance Committee meeting held on 14th May 2019.

Performance and Operations
Executive Performance Review
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The Executive Performance Review of the Trust wide data (for April 2019) was
received and discussed.
It was noted that:
i)
This is the first version of this Executive Performance report, work is
ongoing to bring together different components of performance related
information in connection with workforce, activity, quality and finance in
one place.
ii)

Workforce
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

iii)

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

iv)

Quality
Highlights
•
Zero C.difficile cases reported in April
•
Stroke and Non Stroke Length of stay (LoS) within rehab pathway
thresholds.
Areas for Board review
•
Five avoidable category 2 Pressure ulcers reported in March

v)

Finance
Highlights
•
Performance against the control total is as per plan.
•
The Trust’s single oversight risk rating remains at a 1.
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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
Observations (O) Questions (Q) and Response (R) to Executive
Performance Review
Q

R

O

SB asked if this is the chosen reporting mechanism going forward will the
quarterly quality report still be required as this will be duplication. It may
be possible to reduce the number of reports being presented to the
Board going forward.
DOF recognised that this is a work in progress which is in line with the
general strategic direction.
MD advised that Community Paediatrics is an area of key focus in terms
of the Referral to Treatment (RTT) and the Communication Disorder
Assessment Clinic (CDAC) waiting lists. The Musculoskeletal (MSK)
Physiotherapy performance is being monitored closely and the
performance in the bed based units has improved and his being
maintained.

Decision(s), Outcome(s) and Action(s)
i)
(F)
65/19

The Board noted the content of the Executive Performance Review

Board Governance and Leadership
(i)

Annual Report and Accounts 2018/19 and (ii) Quality Account
2018/19

The Board received the following which have been discussed in depth by the
Audit Committee and recommended to the Board for approval.
(i)
(ii)
(iii)
(iv)
(v)

External Auditor’s Report to Directors 2018/19
The Head of Internal Audit Opinion for 2018/19
Audited Annual Accounts for 2018/19
(Draft) Annual Report 2018/19 (including Annual Governance
Statement)
(Draft) Quality Account 2018/19 (Plus Summary and “Easy Read”
versions).

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

This is the eighth year in a row that HCT have received a “clean”
external audit with an unqualified opinion, this is to be commended.

O

The Head of Internal Audit has not identified any significant control
issues.

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

The External Auditor’s Report to Directors 2018/19 and The Head of
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Internal Audit Opinion for 2018/19 were noted.

66/19

ii)

On the advice and recommendation of the Audit Committee the Annual
Accounts and Annual Report (including the Annual Governance
Statement) for 2018/19 were approved for signing off and submission to
NHSI.

iii)

On the advice and recommendation of the Audit Committee and the
Healthcare Governance Committee, (i) the Quality Account for 2018/19
was approved for signing-off and posting on the NHS Choices website
and (ii) The summary and “easy read” versions were noted.

iv)

The Board thanked all those staff who had been instrumental in
compiling the 2018/19 Annual Accounts, Annual Report and Quality
Account and the excellent achievement.

Audit Committee verbal Chairs Assurance report and from the extra
ordinary meeting held on 23 May 2019
Audit Committee verbal Chair’s Assurance report from the Meeting held on 23
May 2019 was received.
It was noted that the following were discussed in detail and it was agreed that
they should be recommended to the Board for approval.
(i)
(ii)
(iii)
(iv)
(vi)
(vii)
(viii)

Q

R

External Auditor’s Report to Directors 2018/19
The Head of Internal Audit Opinion for 2018/19
Audited Annual Accounts for 2018/19
(Draft) Annual Report 2018/19 (including Annual Governance
Statement)
(Draft) Quality Account 2018/19 (Plus Summary and “Easy Read”
versions).
There were observations in respect of tendering responses which are
being dealt with in due course when the detailed report is available.
There were 21 outstanding internal audit recommendations, all of which
have been accepted by management and all have action plans to
address. As a consequence of the HV tender and the HCT strategy in
primary care a number of the recommendations have been moved on
by circumstance with the remainder being addressed.
DOF asked that the board receive a short summary of the internal audit
recommendations and the taken to either move on or progress, in view
of the high numbers and the change in circumstances to ensure that the
Board is fully sighted and can track and understand the changes.
JP advised that these will be discussed and reported after review by the
Executive Team and the Audit Committee.

The Board noted The Chairs Assurance report and minutes of the Audit
Committee meeting held on 12 March 2019.
67/19

NHS Provider Licence: Self-certification in respect of:
(i) General Condition 6 of the NHS Provider Licence.
(ii) Licence Condition FT4
The annual NHS Provider Licence proposed self-certifications in respect of (i)
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General Condition 6 and (ii) Licence Condition FT4 were received.
It was noted that:
(i)

The proposed self-certifications had been fully considered in detail by
SRC at its meeting held on 22nd May.

(ii)

Trust Self-Certification under general Condition G6 of the NHS Provider
Licence is published each year on the Trust’s website within one month
of the deadline for self-certification.

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

(G)

On the advice and recommendation of SRC it was agreed that (i) the
Chair and CEO sign-off as compliant against both Licence conditions
and (ii) certification of compliance with GC6 be published on the Trust’s
public website.

Urgent Business

68/19

The UNICEF baby friendly accreditation was reported at the beginning of the
meeting.

69/19

ICT & Early Intervention Vehicle six month evaluation to ENHCCG
MD provided an update on the presentation given this morning with partners to
the ENHCCG governing body meeting in connection with the six month
evaluation of the Integrated Care Teams and the Early Intervention Vehicle
(EIV). The feedback received was generally positive. Some issues were raised
in connection with the EIV and how this could be developed further. In relation
to HCT there were issues raised regarding the Hub and how the Hub works
with localities. The Board strongly supported the general direction of travel
towards the development of the ICTs and EIV in conjunction with the emerging
Primary Care Networks (PCNs). A further presentation at the end of the year
will be given to ENHCCG with the full year evaluation.

(H)
70/19

Q

ARob asked are there any opportunities for HCT to support the EIV and
if HCT has any contribution to improve things.

R

MD advised that HCT contribution is towards the learning and
proactive management to avoid the reactive response, in respect of the
ECP car that supports the care homes.

Risks Arising / Observations

Action

Summary of High Level Risk Register (HLRR)
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The HLRR reported the status of risks associated with activity and business
across all of the Trust’s Business Units as at 26 April 2019. The detailed report
has been reviewed and discussed by the Board in the private and at SRC.
It was noted that:
i)
Currently there are 11 risks on the HLRR compared with ten in March
ii)
One new risk (725) has been added and two risks have been escalated
and one risk de-escalated.
iii)
There are nine top risks which score 16 or above.
Observations (O) Questions (Q) and Response (R) to the Summary High
Level Risk Register
O
R

R

R

O
R

R

BG expressed disappointment that the Skin Health service is still on the
HLRR.
EK provided an update on the work underway to explore the possibility of
obtaining clinical leadership support from Milton Keynes, following the
inability of WHHT to assist in this matter despite assurances to the STP
that they would assist. It was agreed not to escalate this further to WHHT
at present.
MD clarified that clinical leadership is the only remaining element in
relation to the skin health risk to be addressed, all other issues have
been managed
ARob felt that it is important that the STP is made aware of the lack of
clinical support available within the Hertfordshire system.
JP asked for an update on the activity to reduce the risk related to risk
reference 713.
EK advised that as part of the PCN strategy, additional pharmacy
support is being scoped. There is a medicines management strategy
day planned to review and discuss the level of support required,
following this further assurance will be made available to the Board.
DB advised that some funding had been allocated for the additional
pharmacy support.

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

71/19

The Board noted changes to the HLRR during April and progress and
assurance on the management of risks.

Summary of Board Assurance Framework (BAF)
The Executive Team and the Healthcare Governance Committee have
reviewed the BAF risks.
It was noted that:
i)
The number of BAF risks have reduced from nine (9) to eight (8)
follows the March Executive Management meeting at which it was
agreed that corporate risk 07: could be incorporated into the rearticulated corporate risk-06 by adding a risk control.
ii)
One of the risks on the BAF, Corporate Ref I also features on the
HLRR – Ref 526 which is the risk relating to staffing.
iii)
There are no new risks on the BAF
Observations (O) Questions (Q) and Response (R) to Summary of the
Board Assurance Framework
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DOF asked if the HLRR and BAF fit with the new strategy and is it
consistent with the direction of travel to achieve the CQC “good” to
“outstanding”
SB explained that the management of the BAF and HLRR going forward
will be included in the governance review in order to ensure that they fit
with the innovative and agile ways of working. The risk appetite needs to
be reviewed potentially for discussion at the July Board.

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

72/19

(J)

The Board noted the full Board Assurance Framework was reviewed
and discussed in the Trust Board meeting held in Private on 23 May
2019 due to commercially sensitive information.

Summary of Risks Arising
i)
The key risks noted were:
• Pharmacy provision
• Community Paediatric
• Clinical Outcome Measures and the link to reputational risk – work is
ongoing to identify the clinical outcomes and ways of record these on
SystmOne
Supporting Papers / Items for Receipt and Noting Only
Members of the Board noted
•
The Quality Report Q4
•
Minutes of the Healthcare Governance Committee held on 19th
March 2019
•
Integrated Board Performance Report
•
Annual Accounts 2018/19 (audited)
•
Annual Report 2018/19 (& Annual Governance statement (audited)
•
Quality Account 2018/19 (Plus Summary and highlight
versions).

(K)

Date, time and Venue of the Next Meeting
The next Trust Board meeting in Public would be held on
Thursday 25 July 2019 at 10.45 pm to 13.00 pm at Mill Green Golf Club, Gypsy
Lane, Welwyn Garden City
(the changed venue is due to building works next to the published venue.)

(L)

Questions from the Public
No questions notified.

(M)

Informal review of the Meeting
RK observed that the HCT Board challenges were very similar to CNWL; he
felt that more learning from other Trusts would be beneficial. The board is a
well formed group, it ran to time and challenge made is with the patient at the
heart of things.
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RK advised that he would be confident dealing with HCT and felt the challenge
was with heart and the Board has a nice balance.
NH expressed that the Board was as expected and it was good to see that the
challenge was well made and with good intent.
SB referred to a previous observation from HealthWatch that it appeared that
there had been significant discussion prior to the Board meeting in public in
private session; SB asked if this was this apparent today? NH had attended
both sessions and noted that there was some duplication but this may be
required in order to be transparent and open.
EK would be grateful for feedback on her first board attendance that she could
reflect on and learn from.
Meeting closed at 12.50 pm
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23.5.19

Learning from Deaths
A budget to be allocated to support the
procurement of resources to support bereaved
families

DB/SB/
EK

July 19

SB/DB are in the process of
quantifying what a reasonable
budget would be

Action in
progress and
on target

July 19

Under review as strategy
refresh completes
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Nov 19

In order to provide meaningful
information a proposed date
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2019
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28.3.19

28.3.19

Summary of risks
Risk appetite for HLRR and BAF requires further
discussion and consideration
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

MD/KH
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Chief Executive’s Report
1.0

Executive Summary

1.1

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 (May 2019) that are not covered elsewhere on the
agenda for this meeting.

2.0

Recommendations

2.1

Board members are asked to note the contents of this report.

3.0

Matters pertaining to national/regional updates

3.1

The NHS Long Term Plan Implementation Framework was published earlier this
month and sets out the approach that systems (ICSs and STPs) are expected to take
to develop their 5 year system delivery operational plans which are due by November
2019. Appendix A and B comprise briefing papers from NHS providers on Integrating
healthcare and Integrating B

3.2

The NHS Patient Safety Strategy was also published earlier this month and outlines
the ambition to save almost 1,000 extra lives and £100m in costs a year. It
emphasises the importance of a safety culture and a new patient safety curriculum
for the NHS, as well as the role of digitisation in improving patient safety, outcomes
and experience.

3.3

Capital Spending Plans: Julian Kelly, Chief Finance Officer at NHS England and
NHS Improvement recently wrote to all provider and system leaders to ask them to
reduce capital spending plans by at least 20% which will enable emergency loan
funding to be released. This request is within the context of the aggregated building
and maintenance plans and projects which significantly exceed the limit set by the
Department of Health and Social Care. The voluntary request to defer projects and
scale back projects has only yielded a reduction of 3% in spending plans. In the
letter, Kelly points out that achieving the reductions quickly will mean that
"emergency loan funding, where agreed as a local priority, can be released to
providers without further delay". Emergency loan funding is relied upon by trusts
which have not been able to generate cash surpluses.

3.4

NHSX: Matthew Gould, Chief Executive of NHSX formally joined the NHS England
and NHS Improvement Board in July 2019. NHSX is a UK Government unit with
responsibility for setting national policy and developing best practice for NHS
technology, digital and data – including data sharing and transparency. The unit will
enable the delivery of the technological aspects of the NHS Long Term Plan and
driving forward the digital transformation of health and social care.
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3.5

Flu preparations: The NHS has been encouraged to prepare for a potential flu
epidemic following confirmation of nearly 94,000 confirmed flu cases and 147
resulting deaths in Australia since January 2019- compared with just 12,000 in total
last year. The NHS prepares for vaccinations based on what happens in the southern
hemisphere and the aim is now to maximise immunisation rates and implement
resilience plans well in advance of the winter.

4.0

Matters internal and local to the Trust

4.1

STP Leadership Update: on behalf of the Trust Board, I would like to record our
congratulations to Iain MacBeath, Hertfordshire County Council’s Director of Adult
Care Services and Beverley Flowers, Chief Executive Officer of East and North
Hertfordshire Clinical Commissioning Group (CCG), who were successful in their job
share application for the Interim appointment as STP lead chief officer following the
retirement of the previous post-holder Deborah Fielding (former West Essex CCG
Chief Executive) in April.

4.2

HCT leadership update: on 12th July 2019 I announced some plan changes to our
senior leadership team. We are doing to this to support our strategic aims of playing
a significant role in the emerging primary care networks and working even more
collaboratively within our Sustainability and Transformation Partnership (STP).
Changes within our non-executive directors
As you know, Declan O’Farrell is standing down as our Chair at the end of
September after nearly ten years in the role, in line with NHS England’s guidelines
and the maximum permitted terms of office for non-executive directors. NHS
England/Improvement are working with us to recruit a new Chair and interviews are
provisionally arranged to take place on 23rd July. I will update you once the
appointment is confirmed. Alongside this, we are announcing some new designations
within the non-executive director team as follows:




Linda Sheridan is now our Deputy Chair
Alan Russell will continue as our Senior Independent Director
We welcome Luke Edwards as our new Associate Non-Executive Director. Luke
is Director of Fire and Resilience in the Home Office and has many years’
experience in national government and within the NHS. He will bring us a wealth
of experience to complement our highly experienced non-executive director team

Changes within our executive team
Sam Tappenden has been appointed as our Acting Director of Strategy, having
previously been Associate Director of Strategy and Transformation. In his new role,
Sam will focus on our corporate strategy. He will continue to work with Dr Hari
Pathmanathan, our Board special adviser, to lead our work with the emerging local
primary care networks.
Raj Bhamber, our Interim Director of Strategy, People and Organisational
Development, is now working part time and will focus on our exciting organisational
development programme. Alison Ryder, Deputy Director of People, continues to lead
the implementation of our people strategy and plan for 2019/20.
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Recent changes in our senior leadership team
We announced last month that we have appointed Jane Lawson as our Deputy
Director of Nursing and Quality. Following Denis Enright’s departure last month, we
are interviewing next week for our new Associate Director of Operations for adult
services and we will update everyone on the appointment as soon as possible.
I hope you will join me in welcoming these leadership changes and congratulate
colleagues on their appointments. I am looking forward to continuing to work with you
to make sure HCT provides the necessary leadership across the health and care
system in Hertfordshire for the benefit of our communities.
4.2

Herts Valleys Adult Community Services Transition: We launched our staff
consultation on 10 July for 45 days with almost 750 colleagues who are proposed to
transfer to Central London Community Services Trust on 1 October. I have been
impressed with how professionally our leadership teams and staff across the Trust
have been planning for the safe transfer of services and staff in the autumn which
has involved a significant amount of additional work, including responding to a
significant due diligence request and short notice requests from a range of external
and internal stakeholders.

4.3

AGM and staff awards ceremony: I was delighted to welcome patients, members of
our communities and staff at our AGM on the 19th June where we celebrated another
amazing year in HCT’s history, including retaining our ‘good’ CQC rating and staff
satisfaction and engagement scores. The AGM was followed by an inspiring staff
awards ceremony, our ‘Leading Lights awards and celebration event’ with the
recognition of around 140 nominees, and individual and team winners in a wide
range of categories. Long serving staff and retirees were also recognised.
colleagues were presented with long service certificates and almost 60 HCT
Superstars were recognised for their amazing achievements.

5.0

Our People

5.1

Staff Health and Wellbeing – following the work of the Health and Wellbeing Task
and Finish group, plans are being put in place for Wellbeing Week in the second
week of September, focussing on staff wellbeing with activities, pledges and prize
draws. The enthusiasm of the staff Health and wellbeing champions is being
harnessed for this, with many of them leading activities in their local teams, which will
then be shared to inspire others.

5.2

Resourcing – HCT has led a recent recruitment campaign on behalf of the STP
Attraction, Recruitment and Retention workstream, culminating in an open day at
Watford FC on the 22nd June 2019. 62 potential candidates attended on the day and
4 offers of employment have now been made across the partner organisations with
other potential candidates still being followed up. In addition, the Trust has run a
Facebook live feed targeting Occupational therapists and Physiotherapists with a
total of 1219 views (approx half the views were from the subsequent paid boost
within Facebook). Of the 534 views during the live feed, 46% were not previously
following the Trust and the majority were women aged 25-34.

5.3

NHSI Retention Collaborative - following participation in the NHSI Nursing
Retention programme, the success of HCT’s work to reduce nursing turnover (by 6%
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reduction in first 12 months) has been recognised by Ruth May, Chief Nursing Officer
at NHSE/NHSI, in a letter stating ‘your fantastic work has not gone unnoticed – the
improvement that your trust has seen throughout the period is one of the largest and
most sustained performances that we have seen across all the trusts we have been
working with’. The new People Strategy and Plan 2019/20 contains interventions to
maintain this position.
5.4

Temporary Staffing – an audit has been carried out on the Trust’s approach to
temporary staffing, which largely found good controls in place, but with a few
governance issues to improve on. Work is being undertaken on the new agency
controls introduced by NHSE/NHSI to target administrative and HCA agency usage
in readiness for the September implementation date. In addition, it has been agreed
to pay mandatory training time for agency workers migrating to the bank and to put in
place training to equip committed general nurse bank workers to undertake work in
the community in order to build up the bank and reduce agency costs.

5.5

Learning and Development - The Trust appraisal paperwork has been reviewed to
reflect the new Trust values of Innovative, Caring and Agile. A greater emphasis has
been put on career aspirations as part of the Talent Management project. The
Career Conversation template issued by the NHS Leadership Academy has been
added as an option to enable a structured discussion for staff members who are
considering a career move now or in the future.
Clinical Supervision recording functionality has been added to My Learning Zone to
give staff a secure place to store supervision records and to enable managers to
monitor and report on supervision completion against the Trust Policy standard of at
least 3 monthly meetings. The focus of the development has been to make recording
and reporting more straightforward.

6.0

Operational Services

6.1

Patient Flow: Average Length of Stay (ALOS) in east and north Hertfordshire
demonstrates a continued decrease in both length of stay (LOS) and delayed
transfers in care (DTOCs). In East and North community inpatient beds in May 2019,
patients on the rehabilitation pathway (21days) had a LOS of 16.4 days.

6.2

Health DTOC also continues to decrease in the east and north of the county. For
May 2019, East and North Health DToC was 4.8%. There was an increase in Herts
Valleys DTOC, however this is being managed with increased scrutiny from HCT
senior management and by working with social care and CCG colleagues. The
removal of separately commissioned beds for non-weight bearing patients has
impacted on LOS in west Hertfordshire as these patients are now being admitted to
HCT’s community inpatient beds.

6.3

Phlebotomy : HCT have been requested to lead a phlebotomy service based at
Cheshunt Community Hospital commencing on the 1st August. HCT are working
collaboratively with ENHCCG to ensure the transition of this service is smooth and
safe and effective care is delivered.

6.4

East and North Integrated Care Teams: Key performance metrics in the Integrated
Care Teams continue to improve with a particular focus on accurate recording and
reporting. Three further KPIs have been agreed with the CCG and these will be
included in the next round of reporting in August.
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6.5

Skin Health: The service remains an escalated service; however there are positive
conversations with two acute hospitals regarding consultant support.

6.6

MSK: The service is being managed as an escalated service due to an increase in
waiting times. With greater oversight and improvement actions taken the waiting list
continues to significantly reduce. There is ongoing monitoring and oversight on a
fortnightly basis by the executive team.

6.7

Community paediatric Service : The community paediatric service has breached
the 18 week referral to treatment (RTT) target; we have implemented new processes
to manage those children who are long waiters. There remain a significant number of
children and young people waiting for Autism Spectrum Disorder (ASD)
assessments.





6.8

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.


6.9

The service has a programme of service improvement activity underway following
a detailed data diagnostic exercise. This includes implementing updated referral
forms and introduction of skill mixed multi-disciplinary teams.
A plan has been developed working with partners across the county to address
waiting lists and introduce an improved pathway for ASD assessments.
We have started to see the impact of these improvement activities with a clear
improvement in the waiting list and waiting times.
The transformation work is being monitored closely by the Executive Team.

We have tested the proposed activities with stakeholders including parent and
carer representatives. We were able to shape the detail of this activity based on
the helpful feedback we received. 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.

Public Health Nursing Service: Following the successful bid to retain the contract in
2018, the mobilisation and transformation phases for the Family Centre Service are
now complete. The Public Health Nursing Service (PHNS) is taking forward
continuous improvement of the service as part of the ongoing transformation. There
are a number of projects underway utilising the QI (quality improvement)
methodology.
The service has recently been assessed for re-accreditation for the UNICEF Breastfeeding Friendly Initiative. We look forward to hearing the outcome of this
assessment.

6.10

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. Work is underway to understand the demand
stakeholder on our services to help shape the future services. This will also be
informed by engagement. We look forward to continuing to work together with partners
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to improve access and needs-led emotional and mental wellbeing support for
children and young people.

7.0

Finance (including Performance & Information)
Capital Planning
 In response to the letter from Julian Kelly re: Capital Resources the Trust has
worked with STP Provider colleagues to bring the overall capital plan for 2019/20
within the revised STP wide capital control total. The impact on the Trust is that
the Capital Resource Limit for 2019/20 has reduced from £5.3m to £3.4m. All
previously identified Priority 1 schemes (Must Do’s this year) will continue as
previously planned with some of the Priority 2 schemes (Need to do but timing
flexible) deferred and added in to the 2020/21 indicative plan.
Provider Sustainability Funding
 Following a late audit adjustment at an NHS Trust elsewhere in England some
2018/19 Provider Sustainability Funding (PSF) became available for redistribution
after the completion of the 2018/19 audit process. Central adjustments have been
made to the NHS wide 2018/19 consolidated accounts to reflect this situation and
locally HCT has received an additional £488k of PSF relating to 2018/19 which it
will be accounting for in 2019/20.


The cash associated with the 2018/19 PSF (£2,871k including the additional
£488k) was received in to the Trust’s bank account on Monday 15th July 2019.

Performance & Information
General
 P&I Updates now available in Clinical systems fortnightly update.
 Data Quality priority focus with Operations and support with training to
commence with services.
 Ongoing work with Contracts and Adult Services to review the activity and plan
for ENHCCG services for 19/20.
Clinical Systems
 Work underway with CLCH to facilitate systems transfer as part of the HV
Transition
 Ongoing work to configure and facilitate cleanse of HV SystmOne units.
 Module for SystmOne training refresher to be finalised and published.
Business Intelligence
 Migration of all reports to our new servers rebuilding these in Tableau.
 Continuation of Tableau licences rollout to operational staff.
IM & T
 Capital projects for 2019/20 ongoing –: replacing old hardware, move to
Windows 10, ERS implementation and patient check in screens
 Over half of laptops need replacing - deploying Windows 10 now.

8.0

Estates Update
Strategic
 The principles and outline of the joint HCT/HPFT estate strategy are to be
presented to the Executive Team on 31st July. This strategy has been
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developed on a locality basis using Primary Care data and an improved
integrated forward plan with E&NHCCG.
Operational
 The current Facilities Management (FM) contract is coming to an end. It was
originally tendered with NHSPS and HPFT. It is a 5 year contract with
possible 2 year roll over. NHSPS have indicated that they do not wish to
continue with this FM arrangement. As part of the reprocurement work, the
length of a future contract needs to be reviewed together with the percentage
allocation of the contract and estate function between HPFT and HCT.
Capital Program
 Following the request to reduce the level of capital spend by NHSI the
program has been prioritised to reflect the current commitments.
 The two main projects for 19/20 are currently the Health facility development
at St Albans Civic Centre and the first phase of the refurbishment of Waltham
Cross Health Centre.

9.0

Business Development

9.1

Contract award for Children and Young People’s Integrated Therapies Service:
We are delighted that, following a recent tender, HCT has been awarded the contract
by Hertfordshire County Council (HCC) to provide Children and Young People’s
Integrated Therapy Services for the next five years. The tender specifically covered
support for children and young people with Education Health and Care Plans
(EHCPs) who require Occupational Therapy (OT) and Speech and Language
Therapy Services (SaLT). HCT submitted a response to provide a Hertfordshire-wide
Integrated Children and Young People’s Therapies, including its Physiotherapy
service which is already integrated with Occupational Therapy.
The partnership of HCC, East & North Herts CCG and Herts Valleys CCG in the
commissioning of OT and SaLT services means that the new integrated service
specification will be implemented for all children and families living in Hertfordshire.
We will build on our existing high quality of service and implement some exciting new
innovations, which include:




Delivery of a 3-Tier Service delivery model within OT (building on the 3-tier model
already implemented for SaLT)
Creating a comprehensive programme of parent and school training to enhance
self-management of children and young people’s needs
Piloting new integrated referral processes and initial assessment options

End of Report
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Designing integrated care
systems (ICSs) in England
An overview on the arrangements needed to build
strong health and care systems across the country

The NHS Long-Term Plan set the ambition that every part of the country should
be an integrated care system by 2021.
It encourages all organisations in each health and care system to join forces, so
they are better able to improve the health of their populations and offer wellcoordinated effcient services to those who need them.
This overview is for all the health and care leaders working to make that
ambition a reality, whether in NHS acute or primary care, physical or mental
health, local government or the voluntary sector.
It sets out the different levels of management that make up an integrated care
system, describing their core functions, the rationale behind them and how they
will work together.

June 2019

Introduction
Since 2016, health and care organisations have been working together in every part of
England in sustainability and transformation partnerships (STPs). These are a pragmatic way
to join up planning and service delivery across historical divides: primary and specialist care,
physical and mental health, health and social care. They are also helping to prioritise self-care
and prevention so that people can live healthier and more independent daily lives.
The partnerships have begun to agree shared priorities and to make practical improvements.
For example, ensuring that people can get a wider range of treatments closer to where they
live or work, at a time convenient for them. Or that those who regularly use different services
feel like they are dealing with just one team, who make time to understand their full health
or care needs and goals.
Integrated care systems (ICSs) accelerate this work. The frst 14 were confrmed in 2018,
including two areas with health devolution agreements (Greater Manchester and Surrey).
They cover a range of urban and rural geographies, with wide variation in population size
and system complexity.
The NHS Long-Term Plan confrmed that all STPs are expected to mature so that every
part of England is covered by an integrated care system by 2021. NHS England and NHS
Improvement have worked with local teams to develop a consistent approach to how systems
are designed, and the NHS Long-Term Plan set this out, highlighting three important levels at
which decisions are made:
• Neighbourhoods (populations circa 30,000 to 50,000 people) served by groups of GP practices working with NHS community services, social care and
other providers to deliver more coordinated and proactive services, including through
primary care networks.
• Places (populations circa 250,000 to 500,000 people) served by a set of health and care providers in a town or district, connecting primary
care networks to broader services including those provided by local councils, community
hospitals or voluntary organisations.

Each area is at a different stage in its journey, with even the earliest integrated care systems
refning their approach as relationships and infrastructure mature. While some features are
common to the most mature systems (such as behaviour that promotes collaboration at every
level), priorities and solution will rightly vary between areas in refection of different local
geographies and histories of collaboration.
Systems work most effectively where functions at different levels are designed to support
and complement each other – a truly interconnected approach. This overview is to help
local leaders think through where functions should sit in their system; maximising resources,
galvanising collective effort and systematically improving care for residents.

Overview of integrated care system and their priorities from
the NHS Long-Term Plan
Level

Neighbourhood
(c.30,000 to
50,000 people)

Place
(c.250,000 to
500,000 people)

• Systems (populations circa 1 million to 3 million people) in which the whole area’s health and care partners in different sectors come together to set
strategic direction and to develop economies of scale.
Precise numbers will vary from area to area. In the earliest ICSs, they range from
Gloucestershire, with a population of 528,000 and one recognised ‘place’, to the larger West
Yorkshire & Harrogate with a population of 2.7 million and six recognised ‘places’. The exact
shape of each system will depend on local factors such as demography and need, and refect
where effective local collaboration is already established.
This work follows years of partnership between NHS and council teams at different levels.
Many of the earliest ICSs, and other areas that are making great progress joining up services,
build on a long history of planning and providing person-centred care for residents, and on
councils’ strategic plans to improve health and wellbeing.
They also incorporate learning from initiatives such as the 50 ‘vanguards’ that tested and
refned new care models. In the most successful of these vanguards, NHS providers and
commissioners, councils, care homes and others developed more preventive approaches to
care and saw signifcant reductions in emergency admissions.
Effective, collaborative leadership – with clear, common purpose, drawing support from all parts
of the system including different professional teams – has consistently been shown to be essential
to developing the partnership culture needed to create and sustain systemwide improvement.
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Functions

Priorities from the NHS Long-Term Plan

• Integrated multi-disciplinary teams

• Integrate primary and community services

• Strengthened primary care through primary care
networks – working across practices and health
and social care

• Implement integrated care models

• Proactive role in population heath and
prevention

• Roll out primary care networks with expanded
neighbourhood teams

• Services (e.g. social prescribing) drawing on
resource across community, voluntary and
independent sector, as well as other public
services (e.g. housing teams).

• Embed primary care network contract and shared savings
scheme
• Appoint named accountable clinical director of each
network

• Typically council/borough level

• Closer working with local government and voluntary
sector partners on prevention and health inequalities

• Integration of hospital, council and primary care
teams / services

• Primary care network leadership to form part of provider
alliances or other collaborative arrangements

• Develop new provider models for ‘anticipatory’
care

• Implement integrated care models

• Models for out-of-hospital care around specialties
and for hospital discharge and admission
avoidance

• Deliver Long-Term Plan commitments on care delivery
and redesign

• Embed and use population health management
approaches

• Embed population health management approaches

• Implement Enhanced Health in Care Homes (EHCH) model

• System strategy and planning
• Develop governance and accountability
arrangements across system

System
(c.1 million to 3
million people

• Implement strategic change
• Manage performance and collective financial
resources
• Identify and share best practice across the system,
to reduce unwarranted variation in care and
outcomes

• Streamline commissioning arrangements, with CCGs to
become leaner, more strategic organisations (typically one
CCG for each system)
• Collaboration between acute providers and the
development of group models
• Appoint partnership board and independent chair
• Develop sufficient clinical and managerial capacity
• Increased autonomy to systems

NHS England
and NHS
Improvement
(regional)

NHS England
and NHS
Improvement
(national)

• Agree system objectives

• Revised oversight and assurance model

• Hold systems to account

• Regional directors to agree system-wide objectives with
systems

• Support system development
• Improvement and, where required, intervention

• Bespoke development plan for each STP to support
achievement of ICS status

• Continue to provide policy position and national strategy
• Develop and deliver practical support to systems, through regional teams
• Continue to drive national programmes e.g. Getting It Right First Time (GIRFT)
• Provide support to regions as they develop system transformation teams
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What do these look like in a local system?

Neighbourhoods

(populations circa 30,000 to 50,000 people)
‘Neighbourhoods’ are the cornerstone of integrated care. Based on natural geographies,
population distribution and need, and previous work across different professional teams,
these networks draw on a wide range of professional skills including: GPs, care homes and
home care, pharmacists, community and mental health teams, and the voluntary sector.

Doncaster

Barnsley

They will give community-based care through urgent community response and recovery support,
by helping residents to age well and by guaranteeing NHS support to those living in care homes.
By putting in place seamless care for both physical and mental health, they will allow the NHS
and its partners to give care (including secondary care) as close to people’s homes as possible.
Primary care networks, enabled by the new GP contract, are central to this. They will build
on the experience of local partnerships already in place, and initiatives such as ‘Primary
Care Home’, which have built locality-wide teams across organisational boundaries, often
expanding what is offered in GP practices and other community settings.

Sheffeld

Rotherham
Bassetlaw

South Yorkshire & Bassetlaw
integrated care system

36 neighbourhoods with population of 30 - 50k.
At this level, primary care will be strengthened by
working together in network.

Five places with populations between 250 - 500k.
At this town / city / council level, health and care
will work together more closely.

One system with a population of 1.5m. At this level,
strategic planning and improvements can take place
for the beneft of all as well as having an overview
of system fnance and performance.

We will now consider the three levels – neighbourhood, place and system – in more detail.
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As a minimum, primary care networks will consolidate this work to ensure extended hours
access to GPs and to reduce day-to-day pressures by allowing NHS and local government
services to share functions or staff. More mature networks will use increasingly sophisticated
data to identify and give more proactive care to those at risk of unnecessary hospital
admission and will use new technology and tools such as social prescribing to help people to
care for themselves where appropriate.

Joining up services from a
range of professionals
An integrated care ‘hub’ in Weymouth
brings together a GP, community
geriatrician, therapists, community
nurses, social workers and mental
health professionals to proactively
support those at risk of hospitalisation.
Early evaluation suggests a 10 per cent
reduction in acute bed days for those
treated, and improved staff experience.
The ICS has supported the model to
spread, with ten integrated care hubs
now covering the whole county.

Improving care quality and
experience with home visits
In West Berkshire, integrated paramedic
home visiting gives residents rapid, one-stop
care that takes account of their whole needs.
Thanks to closer collaboration between
primary care, social care and voluntary
services, more are now treated at home. This
has improved care quality, use of resources
and staff experience, reduced deterioration
and length of stay, and allowed the system to
manage demand more evenly throughout the
day. In the frst seven months, 96 attendances
were avoided, and 75 sessions of GP time
saved.

Population health in Lancashire
Lancashire neighbourhoods including Chorley and Skelmersdale are developing
‘population health management’ approaches, to improve local people’s health results,
reduce inequalities and address the broad range of individual, social and environmental
factors that affect these. To do this, GPs, councils, community organisations and others
are building shared information and understanding about how different groups of
residents live their lives. For example, bringing different data sources together to
identify how those with two or more long-term conditions can best be supported to
prevent complications and live independently.
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Places

Systems

This level may match local council boundaries or the natural geographies at which services
are delivered. It will include clusters of primary care networks, linking these to care providers
such as one or more acute hospital, care homes, mental health and community providers,
local government and voluntary or community organisations.

The ‘system’ level provides strategic leadership across the whole population of the ICS. This
will include overseeing a single plan covering both operational and long-term transformation
priorities (building on, and aligning place-level plans), and managing fnancial performance
against a system control total that encompasses CCGs and NHS providers.

Together, these will make a shared assessment of local need, plan how to use collective
resources and to join up what they offer – including beyond traditional health and care
services – to make best use of overall public and community resources.

It will take responsibility for delivering high quality services and access, reducing
unwarranted clinical variation and addressing health inequalities. Other functions that will
be undertaken at system-wide level include NHS workforce planning, agreeing how to make
the best use of capital, estates and digital infrastructure, and spreading good practice that
emerges at place level over a wider scale.

(populations circa 250,000 to 500,000 people)

Two crucial pieces of work are driven at ‘place’ level, both relying on collaboration and
joint decision-making. These are clinical care redesign (simplifying and standardising care
pathways across a whole area) and population health management (making better use of
data to improve how health and care services address wider health determinants such as
housing, environmental quality and access to good employment and training).
They may also be the level at which some local services are integrated and managed such as
rapid response teams to support people with learning disabilities.
In the absence of a legal basis for statutory (NHS and local council) commissioners to
form decision-making committees with statutory providers, the ‘board’ at place level will
normally operate according to an NHS alliance agreement or initially with a lighter touch
memorandum of understanding. ICSs will also be expected to work closely with health and
wellbeing boards, the established statutory forum that brings together local leaders from
different parts of the system, which will often coincide with place level.

Joining up health and care in line with local council areas
The six places in West Yorkshire & Harrogate (Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield) are developing integrated care services,
scaled up as appropriate for differing population needs. For instance, partners in
Wakefeld (including NHS organisations, the council, housing providers, fre service and
voluntary and community sector) are working together to keep residents safe and well
in their own homes via two ‘connecting care’ hubs.

Place-based commissioning in a combined authority
Ten areas in Greater Manchester are moving to place-based joint commissioning
between local government and CCGs, in line with local council/ health and wellbeing
board boundaries. Together, these will join up health and care services at scale, drawing
on relationships with Greater Manchester’s Mayor and Combined Authority, transport
authority, police, fre service, housing providers and the voluntary sector.

(populations circa 1 million to 3 million)

Clinical, managerial and support functions will be provided at system level when they can
most effciently and effectively be delivered once; for example, where analytical capacity or
business intelligence capability is in short supply.
System leaders will take collective responsibility for fnancial and operational performance,
typically through a systemwide board which includes all NHS partners. New governance
arrangements will support this, enabling timely action on system-wide challenges.

Sharing information and freeing staff to work across a county
Dorset ICS developed the ‘Dorset Care Record’, a single, confidential system allowing
health and care professionals across the whole county to see the same information
about patients. Joining up information in this way means that people no longer
need to repeat their story to different teams, and improves care by enabling a more
comprehensive and up-to-date understanding of their whole needs.
The ICS has also introduced workforce ‘passports’ so staff can move freely between
any organisation in the county. This allows people to develop different skills and
perspectives and encourages them to stay in the system by providing a wider pool of
career options.

Moving to a single accountable offcer across commissioners
Five of the earliest ICSs (Dorset, Surrey Heartlands, North Cumbria, Gloucestershire
and Bedfordshire, Luton and Milton Keynes) have appointed joint accountable officers
across constituent CCGs. This has helped them to simplify commissioning arrangements,
enabling a single set of system-wide decisions in line with agreed local needs and
aspirations.

Improving productivity by better refecting patients’ needs
The ‘Better Together’ alliance in Mid Nottinghamshire, which includes the county council
alongside CCGs, NHS trusts and others, separates patients into different groups based
on their risk levels. This has helped to improve care and timeliness for patients, avoiding
unnecessary hospital admissions and bed days. Over time, it is expected to lead to all
NHS providers in the area working through a single contract alliance.
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NHS England and NHS Improvement –
national and regional support and oversight
NHS England and NHS Improvement’s seven regional teams are responsible for holding
systems to account, supporting their development and making interventions where necessary.
ICSs will agree system-wide objectives with their regional director and be accountable for
systemwide performance against these objectives.
National and regional teams will work together, steered by regional directors to encourage
and support all systems to take on greater collaborative responsibility for improving quality
of care, focusing on population health and improving their use of NHS resources.
Quality, safety and performance issues should be addressed as close to the system as possible.
The overall principles of this approach will be to:
• help to design the right support and intervention for local health systems, ensuring NHS
England and NHS Improvement create maximum value and avoid unnecessary burden;
• decide when and how to intervene in systems, providers or CCGs in their region, or –
where the seriousness of the intervention requires a national decision – make the relevant
recommendations to the decision-making group;

Maturity matrix for integrated care systems (ICSs)
The integrated care system maturity matrix has been developed to outline the core
characteristics of systems as they develop. These were developed from observing and talking
to the earliest ICSs, and from the objectives set out in the NHS Long-Term Plan.
It is based on similar tools used by the Local Government Association and others, who
have experience in supporting system development and change. It provides a consistent
framework for all regions and systems across the country.
The matrix outlines the core capabilities expected of emerging ICSs, developing ICSs,
maturing ICSs and thriving ICSs. For a system to be formally named an ICS, they will need to
meet the attributes of a maturing ICS.
It uses a progression model which shows a journey rather than a series of binary checklists,
recognising that systems will not develop all domains at the same pace and will therefore
have varying levels of maturity across each domain. By doing this, it seeks to support more
nuanced and refective discussions about system maturity.

System maturity matrix – fve domains, four stages
Maturing ICS

• be responsible for managing all interventions with – or seeking information or assurances
from – systems, providers or CCGs;

Emerging

• treat performance management and improvement as a continuum, rather than in terms of
fxed check points;
• help develop standardised national approaches to improvement and performance, but
have discretion to allow systems, providers or CCGs to depart from standardised approaches
where they are performing well.
The regions continue to have a role in managing system development and performance; with
this responsibility shifting to the system as it matures. Therefore, regional teams will need to
adopt different approaches to regulating systems based on their maturity.

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

• Leadership team that lacks
authority with no collectivelyowned local narrative or sense
of purpose.

System
leadership,
partnerships
and change
capability

Some functions, such as ambulance services, specialised commissioning or emergency
preparedness may be best arranged in line with scale of delivery or prevalence of need. This
may sometimes be at a geography that is sub-regional but wider than system-wide.

• All system leaders signed up to • Collaborative and inclusive
multi-professional system
working together with ability
leadership and governance;
to carry out decisions that are
including local government
made.
and the voluntary sector.
• Lack of transparency in ways
• An early shared vision and
• Clear shared vision and
of working.
objectives, starting to build
objectives, with steady
common purpose and a
• Little progress made to finalise
progress made visible to
collectively-owned narrative
system vision and objectives
stakeholders and staff.
among the broader leadership
or embed these across the
community
including
primary
•
Dedicated capacity and
system and within individual
care.
supporting infrastructure
organisations.
being developed to help drive
• Plans to increase the
• Minimal meaningful
change at system, place and
involvement of local
engagement with primary
neighbourhood level (through
government, voluntary and
care, local government,
PCNs).
community partners, service
voluntary and community
• Effective ongoing involvement
users and the public in
partners, service users and the
of voluntary and community
decision-making at system,
public.
partners, service users and
place and neighbourhood.
the public in decisionmaking at system, place and
neighbourhood levels.
• A culture of learning and
sharing with system leaders
solving problems together and
drawing in the experiences of
others.

In more mature systems, the regional role increasingly becomes that of a critical friend,
providing the system with further autonomy regarding regulation, avoiding engaging with
individual organisations without the knowledge of the system and reducing the number of
formal meetings.

• Limited understanding of
system architecture across the
footprint and limited plans
to organise delivery around
neighbourhood, place and
system.

Over time, we envisage that NHS regional teams and overall operation will become leaner
and more strategic, as systems take on more self-development and self-assurance as they
progress to becoming thriving ICSs.
NHS England and NHS Improvement’s national team will remain the overall centre for
policy and strategy development including overall health system strategy, the NHS provider
landscape and heath commissioning strategy.

System progression

System
architecture
and strong
fnancial
management
and planning

• Fragmented commissioning
landscape with few
agreed plans to streamline
arrangements.

• Clear plans to organise delivery • System is working with
regional teams to take on
around neighbourhood, place
increased responsibility for
and system.
oversight.
• Plans to streamline
commissioning, typically with
one CCG that is leaner and
more strategic.

• Good understanding of system
fnancial drivers and effciency
opportunities, with a shared
• System not in financial balance
plan to address issues.
and unable to collectively
• System wide plans being
agree recovery trajectory.
developed to address
• Lack of system wide plans on
workforce, estates and digital.

workforce, estates and digital
infrastructure.

• Plans to streamline
commissioning are underway.

• System has credible plans
for meeting system control
total and, where not already
achieved, for moving towards
system fnancial balance
• System wide plans for
workforce, estates and
digital infrastructure being
implemented.
• System is managing resources
collectively and signed up to
the ICS fnancial framework.

Thriving ICS
• Strong collaborative and
inclusive system leadership,
including local government
and the voluntary sector, with
a track record of delivery.
• Transparent and robust
governance, with multiprofessional leadership aligned
around the system and system
working closely with health
and wellbeing boards.
• A proactive approach to
the identifcation and
development of future system
leaders at all levels.
• Dedicated clinical and
management capacity and
infrastructure to execute
system-wide plans.
• A narrative that is well
understood and strongly
supported by the public and staff,
outlining how integrated care is
delivering on the ambitions of
communities, with demonstrable
impact on outcomes.
• System has progressed to
the most advanced stage of
oversight progression – i.e.
self-assurance, with clear
communication and relationships
with regional team.
• Streamlined commissioning
arrangements fully embedded
across all partners.
• System is in financial balance
and is sharing fnancial risk using
more sophisticated modelling of
current and future population
health and care needs.
• Incentives and payment
mechanisms support objectives
and maximises impact for the
local population.
• Improvements in workforce,
estates and digital infrastructure
being seen across the system.
• System is managing resources
collectively and signed up to the
ICS fnancial framework.
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System progression

Freedoms and Flexibilities for 2019-20
System progression

Maturing ICS
Emerging
• Limited use of national and
local data to understand
population health and care
needs.
• Limited thinking about how
to scale up primary care and
how to integrate services at
neighbourhood or place
• Minimal collaboration or
engagement across providers.

Integrated
care models

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

• Early development of the 5
service changes within the LTP,
and care models aiming to:

• PCNs implementing new
or redesigned care models
with partners to meet
population need – that is
- address unwarranted clinical
enabling integrated provision
variation;
of health and care within
- integrate services around the
neighbourhoods.
needs of the population in
• Integrated care teams
neighbourhoods;
operating at neighbourhood
- integrate services vertically
and place bringing together
at place;
PCNs, mental health, social
care and hospital services as
- collaborate horizontally
per the triple integration set
across providers at the
out in the LTP.
system and/or place level.
• Starting to implement plans
• PCNs developing clear vision
to:
for integrated care models
and transforming population
- address unwarranted clinical
health.
variation;
• Some understanding of current
- deliver the 5 service changes
and future population health
in the LTP;
and care needs using local and
- tackle the prevention
national data.
agenda and address health
• Plans in place to support
inequalities.
interoperable access to care
•
PHM
capability being
records across health and
implemented including
social care providers.
segmenting and stratifying
population using local and
national data to understand
needs of key groups and
resource use.

• Slow progress towards
• Evidence of progress towards
• Evidence of tangible progress
delivering national priorities
delivering national priorities
towards delivering national
especially the 5 service changes
especially the 5 service changes
priorities especially the 5
set out in the LTP.
set out in the LTP.
service changes set out in the
LTP.
• Lack of relative progress in
• Improved delivery of

Track record
of delivery

Coherent
and defned
population

delivering constitutional
standards without system
agreement to work together
to support improvements.

• Weak system operating plan
developed and system unable
to make collective decisions
around system funding.

constitutional standards.

• System operating plan in place
that demonstrates a shared
set of principles to start to
manage fnances collectively.

Thriving ICS

Maturing ICS
Emerging

• Integrated teams
demonstrating improvement
in outcomes.

• Systems can provide advice
and guidance on individual
organisations within
the system to support
conversations

• Fully mature PCNs across the
system delivering care with
partners that meets population
needs.
• Implementing priorities in
prevention and reducing
health inequalities as part
of care model design and
delivery.
• Full population health
management capability
embedded at neighbourhood,
place and system levels which
supports the ongoing design
and delivery of proactive care.

• NHSEI will use a single
performance, oversight and
assessment framework

Oversight

• Implementation of the 5
service changes set out
in the LTP demonstrating
improvement in health
outcomes.

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

Thriving ICS

• Systems will develop and
implement a plan to support
ICS development, which will
be reviewed and agreed with
NHSEI

• ICSs will agree and implement • ICSs will lead the assurance of
system-wide objectives
all individual organisations
agreed with regional teams,
• ICSs will agree and coordinate
covering care quality and
any trust or CCG intervention
health outcomes, reductions in
carried out by NHSEI,
inequalities,
implementation
• NHSEI will invite system
other than in exceptional
of
integrated
care
models
and
leadership to attend and
circumstances
improvements
in
fnancial
and
contribute to discussions
• ICSs will be able to lead and
operational
performance
relating to individual
shape how gathering any data
organisations within the
• ICSs will conduct and
from individual organisations
system
contribute to the assurance
is managed where required
and improvement of individual
• NHSEI will consult the system
• NHSEI will agree a minimum
organisations performance
position before any escalation
dataset with ICSs
action/ intervention is
• NHSEI will keep ad hoc data
approved and enacted through
requests and routine reporting • NHSEI will embed regional
resources within the ICS to
a single identifed lead
outside the performance
operate under the direction of
framework and agreed ICS
• NHSEI will align roles within
the ICS
objectives to a minimum,
the regions to support systems
and coordinate through an
• NHSEI will undertake the least
identifed lead
number of formal assurance
meetings possible with
• NHSEI will not engage with
individual organisations
individual Trusts or CCGs
without the knowledge of the
ICS
• NHSEI will co-locate regional
roles within the ICS to provide
bespoke support requested by
the ICS
• STPs will demonstrate strong
fnancial leadership and
governance for fnancial
decision-making.

• Evidence of delivering national
priorities especially the 5
service changes set out in the
LTP.

• Delivery of constitutional
• Consistently improving delivery
standards including working as
of constitutional standards
a system to mitigate risks.
with credible system plans to
• Demonstrating early impact on
address risks.
improving population health
• Robust system operating
outcomes.
plan and system fnancial
• Consistently delivering system
management in place, with
control total with resources
a collective commitment
being moved to address
to shared fnancial risk
priorities.
management.
• As issues emerge, leaders join
• Robust approach in place
forces to tackle them as a
to support challenged
system including when under
organisations and address
pressure.
systemic issues.

Finance

• ICSs will take up the 19/20 ICS
fnancial framework

• ICSs will commit to delivering
the objectives of the relevant
national programmes and
report progress against this.
Appropriate governance
arrangements to account for
use of funds will be in place
before any funds are released
• NHSEI will delegate
authority for the direction of
transformation funding from
national programmes to the
system, where possible

• Organisational financial
recovery plans will be
developed with the system
leaders to ensure consistency
with fve year system-level
strategic plans, with system
effciency plans overseen by a
system effciency board

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographic
footprint that respects patient
fows

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• NHSEI will lead review and
assurance of organisational
and system operating plans.

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Intense support, regionally led
and nationally coordinated

Planning

• NHSEI will work in partnership
with system leaders to review
organisational and system
operating plans

• Organisations that are in
• ICSs will lead assurance of
fnancial surplus will play an
organisational plans.
active role in the development • System operating plans will
and delivery of fnancial
have a light touch review by
recovery plans of organisations
the NHSEI
within their ICS
• NHSEI will support
system leaders to assure
organisational plans, and
will work in partnership with
system leaders to ensure
system operating plans are
suffciently robust.

• NHSEI will work with the
system to develop and
strengthen these plans

Support

Key

• ICSs will take up the 19/20 ICS
fnancial framework

• Based on needs identified in
development plan
• ICS Accelerator Programme
TBC

• ICS Development Programme

• ICS Development Programme
• Expectation to work alongside
regional and national teams to
support less developed systems

• Access to regional and national
subject-matter expertise where
required

LTP – Long Term Plan; PCNs – Primary Care Networks; UEC – Urgent and Emergency Care; PHM – Population Health Management
ICS will drive forward fve major practical service changes set out in the LTP – These are: (1) boost out-of-hospital care, and fnally dissolve
the historic divide between primary and community services; (2) re-design and reduce pressure on emergency hospital services; (3) give
people more control over their own health, and more personalised care when they need it; (4) implement digitally-enabled primary and
outpatient care; and (5) increasingly focus on population health and local partnerships with local authority-funded services.
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Find out more
Keep up to date on how health and care is changing:
www.england.nhs.uk/integratedcare
Subscribe to NHS England’s fortnightly bulletin, Future Health and Care:
www.england.nhs.uk/email-bulletins/future-health-and-care-update
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27 June 2019

NHS England and NHS Improvement board meetings
in common: Implementing the NHS long term plan in
primary and community services paper
This briefing provides a summary of four items in the paper entitled ‘Implementing the NHS long term
plan in primary and community services’ presented by Ian Dodge (NHS England and NHS Improvement
(NHSE/I) National Director of Strategy and Innovation) to the NHSE/I board meetings in common today. It
provides more detail on the expectations of primary care and community services set out in the long term
plan implementation framework, also published today. The four items within the paper are:
The new primary and community services funding guarantee
2 The initiation of the new community services programme
3 Progress with primary care network (PCN) formation
4 PCN development and delivery.
1

The board paper also provides an update on the implementation of the new GP contract, outlines a new
consultation of funding and commissioning rules for digital first primary care, and publishes the findings of
the GP premises policy review.

Key points
• The guaranteed £4.5 billion real terms increase in primary medical and community health services from
2019/20 to 2023/24 will be implemented through a minimum cash spending requirement (a) at the
level of every ICS in 2023/24, and (b) at the level of every region from 20/21
• To meet its required share of the regional guarantee from April 2020, each CCG and STP/ICS will need to
fully honour 100% of the GP contract entitlements each year; and spend at least their agreed share of
the remaining cash amount of the guarantee each year. This amount will include the baseline of preexisting 2018/19 planned spending levels on primary care, community health and continuing
healthcare services
• From 1 July 2019 there will be a new requirement in the NHS Standard Contract for community teams
to be configured in line with PCN footprints
• The new PCN service specification will describe the contribution from general practice and that from
community services; creating for the first time national service specifications for community services
within their NHS contracts. NHSE/I also plan to work with the sector to explore how national
community contract specifications might work for crisis response, reablement, and care homes support
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• By 1 July, NHSE/I expects there to be 1,264 PCNs across England in total and for 99.7% of all GP practices
to be covered by a PCN
• NHSE/I has committed to providing extra development funding of around £1m per STP/ICS on a
weighted capitation basis, on top of existing allocations and the money announced in January for the
GP contract. It comes out of the centrally held NHSE allocation for primary care. The funding will flow
through ICSs/STPs from the end of June 2019. The amount will also be higher than listed: rather than
support a small number of PCN accelerators (as previously announced), NHSE/I will increase the total by
a further £2.8million
• For PCNs in STPs that are only beginning to develop, NHSE has drafted a PCN development support
prospectus which it will publish later this summer. NHSE/I will also set out a development specification
for the development of PCN clinical directors.

1. The primary and community services funding guarantee
• The long term plan guaranteed a £4.5 billion real terms increase in primary medical and community
health services from 2019/20 to 2023/24. The guarantee will be implemented through a minimum cash
spending requirement (a) at the level of every ICS in 2023/24, and (b) at the level of every region from
20/21. This approach aims to avoid unrealistic back loading, whilst giving regions some flexibility in the
three years between 2020/21 and 2022/23. The £4.5 billion real terms increase equals £7.1 billion in
cash over 2018/19 planned levels of expenditure
• To meet its required share of the regional guarantee from April 2020, each CCG and STP/ICS will need to
fully honour 100% of the GP contract entitlements each year; and spend at least their agreed share of
the remaining cash amount of the guarantee each year. This amount will include the baseline of preexisting 2018/19 planned spending levels on primary care, community health and continuing
healthcare services
• All CCGs have been funded in allocations to deliver their share of this guarantee. This funding is a floor
and not a ceiling: systems will also want to consider what additional further investment beyond the
guarantee they may wish to make as part of wider local decisions.

2. The new community services programme
• The new community health services programme and group is being established, under the leadership
of Matthew Winn, the national director of community services and Chief Executive of Cambridgeshire
Community Health Services NHS Trust
• The programme will be co-designed with the sector and stakeholders, in particular the Community
Network (jointly hosted by NHS Providers and the NHS Confederation). The core focus is on ageing well,
with four main priorities:
• Improving the responsiveness of community health crisis services to within two hours of
referral, where clinically appropriate, and reablement care within two days of referral to those

NHS Providers | ON THE DAY BRIEFING | Page 2

patients who are judged to need it. The target is to achieve these access standards across the
country by 2023/24
• Guaranteeing NHS support to people living in care homes by implementing the enhanced
health in care homes vanguard model, with PCNs taking lead responsibility for delivery. The
intention is for the primary care elements to be delivered in full in 2020/21
• Implementing ‘anticipatory care’ for complex patients at risk of unwarranted health outcomes,
building on the work of the multi-speciality community provider (MCP) and primary and acute care
systems (PACS) new care models. Support will be targeted at severely frail elderly patients as well as
people of all ages living with multiple comorbidities. The new PCN service specification will describe
the contribution from general practice and that from community services; creating for the first time
national service specifications for community services within their NHS contracts. These will be
phased in line with the extra investment under the new guarantee. NHSE/I also plan to work with
the sector to explore how national community contract specifications might work for crisis response,
reablement, and care homes support
• Tackling the workforce challenges in community services. A big workforce expansion is needed
to achieve the goals above and the programme will work with the NHSE/I Chief People Officer and
other national leaders to contribute to the final NHS people plan. There are also opportunities for
implementing efficiency opportunities such as those identified in the Carter review, and developing
and adopting digital innovations.
• From 1 July 2019 there will be a new requirement in the NHS Standard Contract for community teams
to be configured in line with PCN footprints. NHSE/I state that without the full input of community
health services, primary care networks will not be able to deliver their forthcoming service requirements
- and vice versa.

3. Progress with primary care network (PCN) formation
• NHSE/I expects there to be 1,264 PCNs across England in total and 99.7% of all GP practices are
expected to be covered by a PCN from 1 July. The expected number of PCNs by region and minimum
size (population) is set out in the table below.

North East and Yorkshire
North West
Midlands
East of England
South West
South East
London
ENGLAND
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Total PCNs
185
164
229
147
208
129
203
1264

<30k
9
16
10
4
4
12
3
56

<27k
2
2
5
3
6
4
0
19

<20k
1
1
0
0
1
0
0
3

• NHSE/I reports ‘mass’ GP engagement in PCNs across the country and suggests a large number of
newer, younger, clinical leaders have come forward – some of whom are nurses and pharmacists rather
than GPs
• In most systems, PCN configuration has not been overly problematic, but the biggest issues have arisen
where relationships have historically been poor between existing practices and with CCGs and STPs.
The three main difficulties for PCN establishment are:
• PCNs that do not meet the 30,000 population minimum sustainable size rule or key exception
criteria of rurality, and cannot therefore be approved
• Practices who have wanted to form part of a network but do not form a natural alliance with other
emerging PCNs
• Practices who have had significant concerns about participating.
• The sum total of all PCNs in a CCG must include all willing practices, irrespective of natural ties. This is
why CCGs have not been approving any PCN in their area without approving all PCNs
• The numbers of GP practices that have opted out, and those that want to join a network but where
inclusion has not been confirmed, is set out in the table below. A further 10 current practices are not
participating because of a change of contract holder, but their successors will all be included in a PCN.
Alternative arrangements are being put in place for these practices’ patients during 2019/20

North East and
Yorkshire
North West
Midlands
East of England
South West
South East
London
ENGLAND

Opted
out

Wanting to participate
but not yet included

3

2

Of previous column,
expected to be
unresolved by 30 June
0

5
1
1
3
5
5
23

2
3
3
5
7
0
22

0
1
2
0
0
0
3

• As a temporary arrangement for nine months only, GP at Hand (whose patients are mainly distributed
outside of Hammersmith CCG in many different boroughs) will form a separate Hammersmith CCG PCN
network. NHSE/I is launching a consultation on proposals for digital first primary care which aim to help
solve this problem for April 2020 onwards
• All STPs/ICSs are encouraged to engage and communicate widely with their communities given the
strategic significance of PCNs. NHSE/I is working with one system where the CCG and the constituent
practices had agreed proposals in line with their interpretation of the rules, but where the ICS has
sought to reverse the decision because it did not match the previous neighbourhood boundaries
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• In response to suggestions that PCNs might assume CCG statutory functions, NHSE/I state clearly that
PCNs are not about commissioning but about collaborative provision. A PCN is not a new structure,
organisation or management tier; rather it is simply an extension of the existing independent GP
partnership model. While participation in the network contract is not mandatory, the architecture of the
deal makes opting out an unattractive proposition and NHSE/I aims for comprehensive voluntary
coverage by 1 July 2019.

4. PCN development and delivery
• NHSE/I’s ambition is for PCNs to have done five things by 2023/24:
• stabilised the GP partnership model. PCNs should now decide to take responsibility for securing a
new generation of partners, or by default (rather than choice) become salaried to other NHS
providers;
• helped solve the capacity gap and improved skill-mix by growing the wider workforce by over
20,000 wholly additional staff. NHSE/I will take a zero tolerance approach to any attempts to shunt
existing staff costs from CCGs or practices into the additional roles reimbursement funding
• become a proven platform for further local NHS investment, including in premises;
• dissolved the divide between primary and community; and
• having done aims 1-4 above first, achieved clear quantified impact for patients and the wider NHS.
This means delivering the seven new national service specifications and making progress against the
new PCN dashboard.
• NHSE/I has developed a support offer comprising: set up support; PCN development support, and PCN
clinical director leadership development support
• STPs/ICSs, supported by regional teams, have a core role in supporting PCNs. NHSE/I has committed to
providing extra development funding of around £1m per system on a weighted capitation basis, on top
of existing allocations and the money announced in January for the GP contract. It comes out of the
centrally held NHSE allocation for primary care. The funding will flow through ICSs/STPs from the end of
June 2019. The amount will also be higher than listed: NHSE/I will increase the total by a further
£2.8million, instead of supporting a small number of PCN accelerators
• For PCNs in STPs that are only beginning to develop, NHSE has drafted a PCN development support
prospectus which it will publish later this summer
• NHSE/I will also set out a development specification for the development of PCN clinical directors.

NHS Providers view
The additional clarity provided by this paper is particularly welcome, as is a national snapshot of progress
in implementing PCNs across the country. Supporting primary care to operate sustainably remains a core
priority for the health and care sector generally, and given the importance of the interface between
primary and secondary care, NHS Providers is therefore deepening its engagement with NHSE to
contribute to the development of PCN policy on members’ behalf. We will shortly be publishing a briefing
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in partnership with the Community Network (jointly led by NHS Providers and the NHS Confederation) to
share the different approaches community trusts are taking to supporting, and working with, PCNs.
Trusts which provide community services have long argued for fuller recognition of the value of the data
they can provide, and for greater coherence in national standards for community services. We particularly
welcome Matthew Winn’s appointment as the National Director for Community Services, alongside his
role as Chief Executive of Cambridgeshire Community Services NHS Trust.
While the development of PCNs raises opportunities for primary care colleagues to co-ordinate their
services across a larger population size, a number of challenges remain. These include a need to ensure
PCNs receive the support they need to develop effective local partnerships, a need to ensure the
development of PCNs does not destabilise existing, successful partnership working and that they can work
alongside other models of delivery (including GP Federations, super partnerships and integrated models of
care where trusts host, support or run GP practices), and a need to ensure that PCNs do not inadvertently
destabilise other local recruitment and retention initiatives.
We look forward to working with colleagues in trusts and primary care, and with NHSE as PCN policy
develops – and to continuing to support providers of community services to implement the agenda set
out today.

Contact: Ella Jackson, policy advisor, ella.jackson@nhsproviders.org
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1.0

2.0

Purpose & Recommendations
1.2

To advise the Board regarding the annual Public Sector Equality
Duty Report October 2017 ‐ September 2018 and outcomes of
the 2019 Equality Delivery System2 review.

1.3

To ask the Board to:
(1)

Approve publication of the annual Public Sector Equality
Duty Report October 2017 - September 2018

(2)

Receive assurance that the Trust has complied with the
duties outlined in the Equality Act 2010

(3)

Endorse the Equality Delivery System2 outcomes and
priorities recommended by JNC and community
stakeholders

Key Points for the Attention of Board
Background
2.1

This paper is presented to the Board as a summary of the
annual Public Sector Equality Duty (PSED) Report September
2017 – October 2018, which outlines the Trust’s performance
and compliance with our statutory requirements under the
Equality Act 2010.

1
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The Equality Act 2010 places an obligation (General Equality Duty) on
public authorities such as HCT to positively promote equality for the
nine protected characteristics. HCT is required by law to pay ‘due
regard’ to:
 Eliminate unlawful discrimination, harassment and victimisation
and other conduct prohibited by the Act.
 Advance equality of opportunity between people who share a
protected characteristic and those who do not.
 Foster good relations between people who share a protected
characteristic and those who do not.
In addition to the General Equality Duty, the Trust is subject to the
Public Sector Equality Duty (PSED) which requires the Trust to:
 Annually publish information to demonstrate its compliance with
the general equality duty
 Prepare and publish one or more objectives, at least every four
years thereafter.
2.2

This PSED report provides assurance to the Trust Board and all
stakeholders that we are compliant with our Equality Duties.

Remit of the PSED report
2.3

Our annual PSED report enables us to understand the impact of
our policies and practices on the people who use our services
and on our staff. This is important for our journey getting from
Good to Outstanding with the CQC; we want to ensure that
equality and diversity (ED) is firmly embedded in everything we
do.
We continue to the PSED process to measure our progress year
on year and we reflect on the commitments we set out to
achieve in the previous year’s PSED report.

Key achievements in 2018
2.4

The list below provides some notable areas of work we have
undertaken to support our general duty requirements. Summary
of achievements in 2018:





We continue to implement our policy for at least 1 interview
panel member to have been trained in recruitment and
selection (R&S). All those staff with R&S training are
recorded on Trac.
Interview Tips for candidates uploaded to our website.
The Trust achieved Level 2 Disability Confident Employer
status in 2018. We encourage applications from disabled
people and make commitments towards our disabled staff.
2
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Accessible job application form rolled out to encourage
people with learning disabilities to apply to
Work experience scheme set up specifically for the Gypsy
and Traveller community
We continue to proactively promote national leadership and
management programmes for BME staff run by NHS
Leadership Academy. Several staff have completed the
Ready Now and Stepping Up programme.
Mentoring opportunities promoted through targeted
communications.
Unconscious Bias masterclass and action learning set run
for managers
Publication of Workforce Race Equality Standard (WRES)
and Gender Pay Gap reporting

Our activity is not limited to the highlights above and further
information and outcomes of achievements are provided in the
full PSED.
Equality Analysis
.
2.5
We have a robust process and framework for carrying out
Equality Analysis for organisational policies and procedures, and
any projects or activity managed through our Project
Management Office. Further work will continue to ensure all new
corporate strategies undergo equality analysis as part of their
development
Workforce profile analysis
2.6

As at 30th September 2018 the Trust employed 2759 people. It
is encouraging that we continue to increase the representation of
colleagues from Black and Minority Ethnic (BME) communities.
The number of staff declaring a disability has increased and the
success rate of disabled applicants has increased every year for
the last 5 years and continues to be the same rate as applicants
who state they are not disabled.
Our 2017 to 2018 workforce profile figures indicates that:
 Our gender balance remains constant at 92.8% female and
7.2% male with the Trust employing 5 more male staff than it did
in 2016.
 The largest religious groups represented in our workforce are
Christian (57%), Atheist (10%).
 BME representation increased from 14.4% to 15.8%. 80.6% of
staff are from White ethnic groups.
3
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 82.3% of the workforce declared themselves as heterosexual.
The proportion of staff identifying as being Gay, Lesbian and
Bisexual (GLB) has remained has remained constant since
2013.The total number of declared GLB employees in the Trust
is 32.
 The age profile of the organisation has not significantly changed,
the 45-54 age group is our biggest group of staff. The average
age of our staff has remained at 45 years old for the last 6
years.
 79 staff have declared themselves to be disabled; the numbers
have increased each year.
 transgender applicants were appointed during the twelve
months ending September 2018.
 As at 30th September 2018 the Trust employed an almost exact
50:50 split of staff working either full-time or part-time, this is
consistent with the workforce structure since 2013.
2.7

Areas for improvement identified include:
 A higher proportion of White applicants being shortlisted
compared to BME (52.1% White v 39.1% BME).
 A higher proportion of disciplinary cases brought against staff
from BME groups
 Other NHS Community Trusts in the country employ
approximately 88% female staff and 12% male staff (Health &
Social Care Information Centre – September 2018 data).
The findings of the PSED report were discussed with the JNC in
February 2019. A dedicated session was held to review the data
and progress and determine priority areas for 2019 – 20 (Ref:
section 2.8)

Equality Delivery System2
2.8

The Equality Delivery System2 (EDS2) is intended to help NHS
organisations deliver better outcomes for their patients and
communities, as well as improving the working environment for
staff.

The EDS2 has four goals:
Goal 1

Better health outcomes for all

Goal 2

Improved patient access and experience

Goal 3

Empowered, engaged and included staff

Goal 4

Inclusive leadership

2.9

There are 18 outcomes; 9 for service & 9 for workforce, against
which we assess and grade our equality performance, with staff
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and external stakeholders. The EDS2 review is required every 3years.The results of which are fed into action plans.
2.10

The Trust has engaged with a panel of community
representatives at the Trust’s third EDS2 equality rating event
held in April 2019. The workforce related outcomes were
reviewed by the JNC in February 2019. The EDS2 rating results
as well as areas for improvement as recommended by the
panels are shown in Appendix 1.

2.11

ED priorities for 2019-20 will be informed by the EDS2 outcomes
(Ref: Appendix 1.) monitored by the People & OD group. A
project-based approach will enable strengthened collaborative
working.

Our future direction – the right culture (vision and strategic
framework)
2.12

To establish HCT as an employer of choice by becoming
‘effortlessly inclusive’ and creating a stable, team based working
environment for all. The national staff survey results and newly
established BME staff network will provide valuable data to
inform our future strategies and plans.

2.13

A number of other issues could play into the equality, diversity
and inclusion agenda:









Trust values and/ ways of bringing these to life.
Review of the Trust’s appraisal system presents the opportunity
to refresh the Trust’s behaviour standards and this will link with
the new competency framework for leaders and managers. All
staff with leadership roles, in every function must consistently
model positive behaviours. Staff will always notice and judge
whether leaders and managers live up to these.
A refreshed people and organisational development strategy
with a particularly big focus around culture and OD.
Embedding our new Talent Management strategy will be part of
strengthening leadership and management capability,
developing and securing future leaders, including our clinical
leaders.
There must be absolute focus upon creating the right culture,
then checking it and positively reinforcing it. Achieving upper
quartile engagement scores are predicated upon authentic
engagement - explicitly and repeatedly and acting upon
feedback.
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Conclusion and next steps
Over the last 12 months, the Trust has seen progress in embedding
equality, diversity and inclusion into core business activity. This report
provides key findings from our PSED report and outlines the steps we
have taken to ensure that we promote equality, diversity and inclusion
in our services and employment.
We are confident that this report provides assurance that we have
complied with our PSED duties as outlined in the Equality Act 2010.
We will continue to focus on the priorities arising from our EDS2 review
as well as any evidence from the 2018/19 Workforce Race Equality
Standard and Workforce Disability Equality Standard data.
3.0

Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives

6
3.2

Impacts on all Strategic Objectives

Links to:
People & OD plan

4.0

Risks and Mitigation Plans

Risk
The Trust has 0.5 WTE ED Manager,
less than many Trusts and this
means specialist resource is
stretched.
The work is predicated upon visible
commitment and sustained
participation of senior leaders,
managers and engagement with the
wider workforce. There is a risk
operational pressures will get in the
way of positive progress to address
required improvements.

5.0

Mitigation / Action(s)
Mainstreaming ED as part of BAU will be
essential to pace & scale of improvements
and delivery of planned developments.
Engagement around the new values with
help embed ED and associated behaviours

Quality / Service / Regulatory Impacts
5.1

Equality, diversity and inclusion is integral to all of our decisions.
This is both in terms of proactively planning for ED
improvements through EDS2 and through protecting against
unintended negative consequences, via Equality Analysis.
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Resource Implications
6.1

7.0
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Potential cost in relation to EDS2 priority areas

Actions / Next Steps / Timelines
7.1 The Board is asked to:



8.0

Approve publication of the annual Public Sector Equality
Duty Report October 2017 ‐ September 2018
Endorse EDS2 priorities recommended by the JNC and
community stakeholders

References, Appendices & Supporting Information
References
https://www.gov.uk/government/publications/public-sector-quick-startguide-to-the-public-sector-equality-duty
https://www.england.nhs.uk/about/equality/equality-hub/eds/
Appendices & Supporting Information
(1) EDS2 outcomes, grades and areas for improvement, 2019
Appendix 1
(2) Public Sector Equality Duty Report September 2017 – October
2018

9.0

Glossary / Abbreviations
BME = Black and Minority Ethnic
EDS2 = Equality Delivery System2
Equality and Diversity = ED
OD = Organisational Development
PSED = Public Sector Equality Duty

Author(s) of paper:
Monika Kalyan
Equality & Diversity Manager
July 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):
Executive Team
17 July 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.

Raj Bhamber
Director of People & OD
(Interim)

√

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

Appendix 1
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EDS2 outcomes, grades and priority areas, 2019
Goal 1 Better health outcomes
Outcome
Grade
1.1 Services are commissioned,
Achieving
procured, designed and delivered
to meet the health needs of local
communities
1.2 Individual people’s health needs Achieving
are assessed and met in
appropriate and effective ways
1.3 Transitions from one service to
Developing
another, for people on care
pathways, are made smoothly with
everyone well-informed
1.4 When people use NHS services Achieving
their safety is prioritised and they
are free from mistakes,
mistreatment and abuse
1.5 Screening, vaccination and
Developing
other health promotion services
reach and benefit all local
communities
Goal 2 Improved patient access and experience
Outcome
Grade
2.1 People, carers and
Achieving
communities can readily access
hospital, community health or
primary care services and should
not be denied access on
unreasonable grounds
2.2 People are informed and
Achieving
supported to be as involved as they
wish to be in decisions about their
care
2.3 People report positive
Developing
experiences of the NHS

2.4 People’s complaints about
Achieving
services are handled respectfully
and efficiently
Goal 3 Empowered, engaged and included staff
Outcome
Grade
3.1 Fair NHS recruitment and
Achieving
selection processes lead to a more
representative workforce
at all levels

Priority areas
Promote different ways of contacting our
services including via email.
Share copy of Care Plan template with forum
members.
Provide clear advice to staff on arrangements
for managing aggression and violence from
patients over the weekend / bank holidays
Provide analysis by equality groups.

Priority areas

Increase awareness of religious and cultural
needs of patients and service users to better
meet patients' needs and make their
healthcare experience more pleasant
The Friends and Family Test (FFT) is an
important feedback tool for people who use
NHS services to provide feedback on their
experience. Responses should be monitored
by equality group to identify any differences in
experience.
Add text explaining why equality information is
being asked, and that all data will be held
securely.
Priority areas
Share what counts as a disability and the duty
to make reasonable adjustments with staff
Showcase achievements in religion to disability
including improved recruitment conversion rate
Explore what support is needed by BME
candidates applying for posts at HCT
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Consider rolling out ethnically mixed interview
panels for senior positions
3.2 The NHS is committed to equal
pay for work of equal value and
expects employers to use equal
pay audits to help fulfil their legal
obligations
3.3 Training and development
opportunities are taken up and
positively evaluated by all staff

Achieving

Developing

Provide interview feedback over the phone
Communicate bonus scheme to all doctors

Seek feedback on completion of training and
development opportunities from staff with
protected characteristics
Inclusion to be embedded in talent
management strategy

3.4 When at work, staff are free
from abuse, harassment, bullying
and violence from any source

Developing

Showcase positive role models and good
stories
Review Datix to identify any complaints related
to equality, abuse, harassment, bullying and
violence
Provide staff with tools, training, and support to
manage challenging situations

3.5 Flexible working options are
available to all staff consistent with
the needs of the service and the
way people lead their lives
3.6 Staff report positive
experiences of their membership of
the workforce

Achieving

Developing

Seek staff feedback on reporting process
Communicate what flexible working relates to
in terms of the time, location and pattern of
working.
This grade has been awarded on the basis that
we review the NHS staff survey results by
protected characteristic.
Race and disability staff experience is
considered as part of the annual national
workforce equality standard. Gender is
covered as part of the Gender Pay Gap
reporting.

Goal 4 Inclusive leadership
Outcome
4.1 Boards and senior leaders
routinely demonstrate their
commitment to promoting equality
within and beyond their
organisations
4.2 Papers that come before the
Board and other major Committees
identify equality-related impacts
including risks, and say how these
risks are to be managed
4.3 Middle managers and other line
managers support their staff to
work in culturally competent ways
within a work environment free from
discrimination

Grade
Developing

Priority areas

Developing

Capture equality considerations in board and
committee paper / report templates

Developing

Training for middle managers and other line
managers
Showcase good practice case studies drawn
from staff across the organisation and wider
NHS
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For each EDS2 outcome, there are four grades, and a RAG “plus” rating, to choose from
Excelling - Purple
Achieving - Green
Developing - Amber
Undeveloped - Red
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Public Sector Equality
Duty Report
October 2017 –
September 2018
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1. Introduction
Hertfordshire Community NHS Trust is committed to providing a workplace that is free from
discrimination and inclusive of all staff. Over the last 12 months we have continued to focus on
embedding equality, diversity and inclusion in everything we do.

We publish our workforce equality data annually, together with details of the actions taken to
address the gaps in equality. This is one of our responsibilities under the Equality Act 2010 and
supports the delivery of the general Public Sector Equality Duty.

This report sets out key information covering the period October 2017 to September 2018.

We believe that publishing relevant equality information will make us transparent about the
progress we are making on equality, and more accountable to our patients and local
communities.

The Values of Hertfordshire Community NHS Trust embody the principles of equality and
fairness.

2
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2. Equality legislation
Under the Public Sector Equality Duty (PSED), the Trust is subject to responsibilities set out in
the General Duty. We are required to have due regard to:


Eliminate discrimination, harassment and victimisation and any other conduct that is
prohibited by the Equality Act.



Advance equality of opportunity between people who share a relevant protected
characteristic and people who do not share it.



Foster good relations between people who share a relevant protected characteristic and
those who do not share it.

The Trust must demonstrate how it is considering barriers and disadvantage experienced by
different groups of people with the following protected characteristics: disability, gender
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief,
sex and sexual orientation.

In addition, Specific Duties have been put in place to help public authorities meet the General
Duty and encourage transparency and accountability. The Specific Duties require the publishing
of information about staff and patients from protected groups on an annual basis and the setting
of equality objectives at least every four years.
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3. Progress towards achieving equality

Hertfordshire Community NHS Trust is committed to ensuring that our patients and our staff are
treated fairly, and with respect for their human rights. This is regardless of their: sex; gender
identity; marital and civil partnership status; pregnancy and maternity; race; disability; sexual
orientation; age; religion or belief; and regardless of any other personal characteristic, such as
social background, working pattern, trade union activity or political opinion.

We recognise the value that equality, diversity and inclusion adds to the experience of those who
use our services and the people who work for us.

This section provides an update on the progress we have made in relation to equality, diversity
and inclusion for patients.

Interpreting support for patients
Hertforshire Community NHS Trust recognises its diverse patient population and is committed to
ensuring effective communication with non-English speakers, people for whom English is a
second language, and people with a sensory impairment who require communication support.
Staff who have patient contact are required to make every effort to understand the communication
needs of patients. We aim to ensure all patient information leaflets, booklets and posters signpost
to patient information in different languages, Braille, large print or an audio version.

Improving the care of people with learning disabilities
We are committed to achieving the best outcomes for people with learning disabilities by working
in partnership with individuals, their families and carers.

We train staff on meeting the diverse and complex needs of people with learning disabilities. All
staff working in our community inpatient units have received training to raise awareness of the
needs of patients with learning disabilities. We have also developed a resource pack which
includes information on how patients and staff can access specialist advice from the Hertfordshire
County Council’s (HCC) Learning Disability Team, to ensure that patients with learning disabilities
admitted to our community inpatient units receive the tailored care they need.
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Hertforshire Community NHS Trust is a key partner in the county-wide Purple Star strategy, which
promotes equitable health care for people with learning disabilities. This includes using the Purple
Folder; appointing Learning Disability Champions, working with the HCC’s Learning Disability
Team and providing accessible information.

Special Dental Care and Podiatry Services continue to promote Purple Star for high quality care
to learning disability patients. The Leg Ulcer Service was also proud to announce their success in
attaining Purple Star accreditation in March 2019.

Easy-read Friends and Family Test comment cards are available for use by all our services to
enable patients with learning disabilities to provide feedback about the care they have received.

Equality & Community Engagement Forum
The Trust’s Equality & Community Engagement Forum is where senior leaders meet and plan
service improvements with a wide range of representatives from Hertfordshire community
organisations. The principle of community engagement has been an essential component of our
patient experience approach and strategy.

Community Forum members include representatives from the Herts Interfaith Group, the Deaf
community, Gypsy and Traveller Empowerment Hertfordshire, Herts AID (a HIV & Sexual Health
Charity), Carers in Herts, HealthWatch Hertfordshire, Community Development Action, and
MIND. Forum meetings take place once every three months chaired by the Director of Nursing.
Partnership with grassroots organisations has been central to the success of the forum to date.

Gypsy and Traveller Empowerment Hertfordshire
We continue to work with Gypsy and Traveller Empowerment Hertfordshire on improving the
health of Gypsy and Traveller people. This programme of work with the Gypsy and Traveller
communities is focused on the implementation of practical steps to building community capacity,
supporting self-management, and helping people take control. Examples of the work to date
include a focus on:


End of Life



Training for Carers



Work experience



Participation in workshops for other health and social care



Participation in the first national conference with a launch in the Houses of Parliament

Equality Analysis
5
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The Trust continues to analyse the effect of any policy, service, function, on staff or patients from
the nine protected characteristics. A new template was developed for equality analysis (EA) in
2018 with new guidance for completing them in order to enable more consistent and better quality
EAs to take place. Our EA process allows us to establish whether there is a negative or positive
effect or impact on a particular protected group and take action to remedy any adverse impact.

4. Workforce information October 2017 – September
2018
As outlined in the Public Sector Equality Duty (PSED), the Trust is required to publish specific
information about staff from protected groups. This chapter sets out key statistical information
covering the period 1st October 2017 to 30th September 2018.
As at 30th September 2018 the Trust employed 2759 people.

This report will be used along with other workforce profile data to help monitor progress and
demonstrate the impact of our equality and diversity policies and procedures, particularly in terms
of:


setting equality and diversity priorities, and measuring progress



assessing how the trust’s policies and practices impact on equality



benchmarking our diversity profile with that of the sector or relevant parts of the sector



reporting annually, or as required, to stakeholders, staff patient groups and the wider
community.

These activities all support the strategic planning, monitoring and assessments required to
address workforce-related priorities and the monitoring and reporting requirements of the PSED

4.1 Composition of the workforce
Staffing by Staff Group
The Trust’s largest staff group is registered qualified nurses who make up nearly 34% of the
total employees followed by Allied Health Professionals who make up 21% of the workforce. Over
81% of all Trust employees are clinical staff providing treatment to our patients.

6
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Figure 1:

Trust Staff by Staff Group : 30th September 2018
0.8%

3.4%

20.9%
33.5%

Add Prof Scientific &
Technical
Additional Clinical
Services
Administrative & Clerical
Allied Health
Professionals
Estates & Ancillary
Medical & Dental

17.8%

1.4%
0.3%

Nursing & Midwifery
Registered
Students

21.8%

Age
The graph below represents Trust employees by age range over a 3 year period.
Over the last 3 years shown, there has been a decrease in staff aged 45-54 (who are our biggest
groups of staff) and a decrease in staff aged under 34.
remained at 45 years old for the last 6 years.
Figure 2:
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Age Range of Trust Staff : 3 Year Comparison

1000
800
Headcount

600
400
200
0
< 25

25 ‐ 34
35 ‐ 44
30th September 2016

45 ‐ 54
55 ‐ 64
65+
30th September 2017

Disability

The Trust is a ‘Disability Confident’ employer meaning we encourage applications from disabled
people and make commitments towards our disabled staff.

A comparison of employees’ recorded disability status is given in the graph below. It shows
that for the sixth year running the number of ‘Not Declared/Undefined’ has reduced. We
continue to actively encourage staff to declare their disability and with the introduction of ‘My ESR’ all
staff have the ability to access and alter their own personal data that is held within ESR (the
HR/Payroll system).
79 staff have declared themselves to be disabled; the numbers have increased each year.
Figure 3:
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Disability Status of Trust Staff : 3 Year Comparison
100.0%
90.0%

84.8%
81.5% 83.1%

80.0%
70.0%

Headcount

60.0%
50.0%
40.0%
30.0%

16.6%

20.0%

14.4%

12.4%

10.0%

1.8%

2.4%

2.9%

0.0%
Yes

No

30th September 2016

30th September 2017

Not Declared/Undefined

30th September 2018

Gender Reassignment
There is currently no data available on gender reassignment within the Trust’s workforce
information system Electronic Staff Record (ESR). This is because there is no field
in ESR to record this data. U n f o r t u n a t e l y , i t is not within the remit of the Trust to change
the fields on ESR as it is a national system. The field will be updated following the outcome of
scoping from NHS England.
Although we are unable to record the data on ESR, our recruitment system has identified that 3
transgender applicants were appointed during the twelve months ending September 2018.

Pregnancy and Maternity/Adoption
The Trust does not keep information on pregnancy however it does have records of those staff
who took maternity/adoption leave. As at the 30th September 2018 there were 88 Trust staff on
maternity/adoption leave, this equated to 3.2% of the substantive workforce which is a similar
proportion to previous years.
9
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Figure 4:
Number of Staff on
Maternity/Adoption
Leave

Total Staff

% of Staff on
Maternity/Adoption
Leave

30th September
2018

88

2759

3.2%

30th September
2017

88

2824

3.1%

30th September
2016

91

2981

3.1%

During the 3 months after 30th September 2018 the following was noted in relation to those who
were on maternity/adoption leave:
Figure 5:
Current Status of Staff who were on Maternity Leave as at 30th
September 2018*
Still on Maternity/Adoption Leave

57

Returned with Same Hours

21

Retuned with change in hours

8

Resigned at end of Maternity/Adoption Leave

2

TOTAL:

88

* checked as of 31st December 2018

Race
The graph below (Fig 6) shows the ethnic composition of Trust employees over the three year
period, 2016, 2017 and 2018. The Trust continues to hold ethnicity data for 96% of the workforce.
The remaining 4% chose not to disclose their ethnicity to us.

Overall 80.6% of staff are from White ethnic groups, 15.8% of staff are from a BME group and
3.6% are not disclosed. Year on year the number of staff we employ from BME backgrounds
continues to increase.
Across the whole of the NHS, 76% of staff are White with 18% from a BME background; 6% didn’t
wish to state their ethnicity (source NHS Digital iView – September 2018 data).
Figure 6:
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Ethnicity of Trust Staff : 3 Year Comparison
80.6%

80.0%

70.0%

60.0%

% of Staff Inpost

50.0%

40.0%

30.0%

20.0%

12.8% 14.4%

15.8%

10.0%

4.9% 4.4%
3.6%

0.0%

White

30th September 2016

BME

30th September 2017
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Not Disclosed

30th September 2018

A comparison of Trust employees to the local population has been made (Fig 7). The graph shows us that the Trust employs a similar proportion of
staff who are from BME backgrounds as is present in the local population and therefore shows we represent the population we serve.
Figure 7:

Trust Staff by Ethnicity v's Local Population
100.0%
87.6%

90.0%
80.6%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%

15.8%

20.0%

12.4%

10.0%

3.6%

0.0%
White
HCT Staff ‐ 30th September 2018

BME
Not Disclosed
Local Population : All Hertfordshire Boroughs*
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Religion or Belief
This section of the report details the religion or belief of our staff. For full details of staff’s religious belief please see figure 8 below.
Christianity still represents the largest number of staff with 5 7 % of the workforce, which is a similar value to that reported in previous equality
monitoring reports. This is followed by Atheists who make up just over 10% of the workforce.
Figure 8:

Relgious Belief of Trust Staff : 3 Year Comparison

60.0%
55.0%
50.0%
45.0%

% of Staff Inpost

40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%
Atheism

Buddhism

Christianity

30th September 2016

Hinduism

Islam

Jainism

30th September 2017
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Judaism

Other

Sikhism

30th September 2018

Not Disclosed

Gender
Our data shows that there has been a very small change in the proportion of male to female staff over the last 3 years, with the Trust employing 5
more male staff than it did in 2016. The male / female gender split continues to be 93% female to 7% male.
Other NHS Community Trusts in the country employ approximately 88% female staff and 12% male staff (Health & Social Care Information Centre –
September 2018 data). The data comes from iView run by the Health and Social Care Information Centre and can be accessed by Trusts for
comparison purposes.
Figure 9:

100.0%

Gender of Trust Staff : 3 Year Comparison
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93.0%

92.8%
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70.0%
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20.0%
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10.0%
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Female
30th September 2016

30th September 2017
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Male
30th September 2018

Sexual Orientation
Figure 10:

Sexual Orientation of Trust Staff : 3 Year Comparison
81.3%
79.1%

90%
80%

82.3%

70%

% of Staff Inpost

60%
50%
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20.1%

20%
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0.3%
Bisexual

0.4%

0.5%

0.7%

Gay
30th September 2016

0.8%
Heterosexual
Not Disclosed
30th September 2017
30th September 2018

The graph above shows the sexual orientation disclosed by Trust employees. There has been little or no change recorded in Gay, Lesbian and Bisexual
(GLB) categories, but the proportion of heterosexual staff has increased since 2013. This change is largely due to more staff declaring their sexual
orientation. The total number of declared GLB employees in the Trust is 32.
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Marriage and Civil Partnerships
The marital status of the Trust’s employees has been displayed in the graph below showing a comparison over the last three years. The proportions of
staff in each of the marital status categories changes very little from year to year and are broadly similar over the monitored 3 year period.
Figure 11:

Marital Status of Trust Staff : 3 Year Comparison
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61% 60% 61%
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% of Staff Inpost
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Single
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Full-time and Part-time Staff
As at 30th September 2018 the Trust employed an almost exact 50:50 split of staff working either full-time or part-time, this is consistent with the
workforce structure since 2013. This is a very positive statistic for the Trust indicating that we accommodate flexible working and promote a healthy
work-life balance.
Figure 12:

30th September
2018

Female

Male

Trust Total

Full-Time

1200

168

1368

Part-Time

1361

30

1391

Trust Total

2561

198

2759

4.2 Recruitment
Between October 2017 and September 2018 the Trust received a total of 4,678 applications for jobs it had advertised on the NHS Jobs website. 529
job offers were made as a result of this, an increase of 100 offers on the previous 12 month period.

The graphs below show the number of applicants, number shortlisted and number of those appointed by age, disability, ethnic origin, religious belief,
gender and sexual orientation. They also look at the success rates of the applicants by each of these protected characteristics. The overall
success rate of all applicants is 11.3% and 52% of those shortlisted dropped out before interview stage.

Applications by Age
From figure 13 below we can see there is some correlation between age and applicant success rate with the rate increasing as the age of the applicant
increases, with the exception of those aged over 65 which has the lowest success rate of all age groups; however this is also the group with the smallest
number of applicants.
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The ‘interview drop-out rate’ shows a direct correlation between age and attending interview with 59% of those aged under 25 not attending an interview
after being shortlisted compared to 43% of those aged 55 and over.
Figure 13:

Recruitment by Age Group
October 2017 ‐ September 2018
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Interview Drop‐Out Rate
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Success Rate %
(out of total applicants)
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10.7%
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18

0.0%

Applications by Disability
The success rate of disabled applicants has increased every year for the last 5 years and continues to be the same rate as applicants who state they
are not disabled.
Figure 14:
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Applicants by Ethnicity
Ethnicity data (Fig 15) shows a wide range of success rates from 0% (Mixed - White & Black African and Mixed – White & Asian) to 14.8% for White
British. Taken overall the success rate for White applicants is considerably higher than those from BME backgrounds (13.3% White v 5.9% BME), this
is a trend we have seen since 2013.
A higher proportion of White applicants are being shortlisted compared to BME (52.1% White v 39.1% BME).
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Applicants by Religion or Belief
The two most successfully appointed groups were Atheists (11.7%) and Christian applicants (11.2%). This is consistent with 2017 data.
Figure 16:
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Applicants by Transgender
For the first time the Trust is able to report on the Transgender status of our applicants.
The Trust had 9 Transgender applicants during the monitored period and 5 of these were invited to interview with 3 of the applicants being appointed.
Figure 17:
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Applicants by Gender
Gender analysis of applicants indicates that females are twice as likely to be employed as male applicants. Whilst this is a reduction on previous
analysis the success rates still are not equal.
Figure 18:
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Applicants by Sexual Orientation
The Trust received a total of 101 applications from those with Gay, Lesbian or Bisexual sexual orientation. The success rate for GLB applicants was
13.9% with 14 out of the 101 appointed; this is a higher proportion than in previous years and higher than the overall rate applicant success rate of 11.3%.
Figure 19:
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Marital Status
When looking at recruitment rates by marital status the analysis shows that those who are widowed, married, legally separated or divorced had the highest
success rates in being appointed. Those in Civil Partnerships had the lowest success rate at 6.8%.
Figure 20:
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4.3 Internal appointments to a higher band (promotions)
During the period monitored in this report there were a total of 174 internal appointments within
the Trust meaning 6.3% of the workforce were appointed to a higher grade.
Analysis of these employees shows that a higher proportion of women were promoted than
men, details are shown in the table below.
Figure 21:

Gender

Number of Trust
Staff
30th September
2018

Number of
Promotions

% of Gender
Promoted

Female

2561

165

6.4%

Male

198

9

4.5%

Trust Total

2759

174

6.3%

Breakdown by ethnic origin indicates the largest number of promotions were with White
British staff group (133 staff). However as the majority (2039 out of 2759) of our workforce
belongs to the White British ethnic group their promotion rate of 6.5% is in line with the
Trust’s overall promotion rate of 6.3%.
Figure 22:

Ethnic Origin

Number of Trust
Staff
30th September
2018

Number of
Promotions

% of Ethnic
Origin Promoted

White British

2039

133

6.5%

White Irish

54

5

9.3%

White Other

130

12

9.2%

Mixed - White & Black Caribbean

20

2

10.0%

Mixed - White & Black African

4

0

0.0%

Mixed - White & Asian

10

1

10.0%

Mixed - any other mixed background

26

1

3.8%

Indian

97

2

2.1%

Pakistani

23

1

4.3%

Bangladeshi

7

0

0.0%

Other Asian

54

2

3.7%

Black Caribbean

30

1

3.3%

Black African

106

6

5.7%

Black Other

12

1

8.3%

Chinese

11

1

9.1%

Other

37

3

8.1%

Not Known

99

3

3.0%

2759

174

6.3%

Total
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4.4 Sickness Absence
The graphs and tables below show the Trust’s sickness absence by month for the last 3 years. Sickness rates in the Trust were 3.8% for Financial
Year 2017/18 and the absence rate for the period of this report (Oct 17 to Sept 18) was 3.75%; this is a reduction on the previous 12 month period which
was 4.0%.
We are not able to report on disability related sickness through ESR as there is no mechanism for collecting this data through our rostering system and it’s
interface with ESR.
Figure 23:
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4.5 Leavers
During the period 1st October 2017 to 30th September 2018 a total of 571 staff left the Trust with
the following reasons giving the Trust an annual voluntary (underlying) turnover rate of 14.5%.
Figure 24:
Leaving Reason
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Employee Transfer

48
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26
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6

Other

2

Voluntary Resignation
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TRUST TOTAL

665

Figure 25:
Gender

Trust Staff

Number of Dismissals
for 12 months ending
Sept 18

Dismissals as % of
Trust Staff

Female

2561

6

0.2%

Male

198

0

0.0%

Total

2759

6

0.2%

Details of staff who were dismissed by gender is shown above

The highest number of dismissals was seen in those staff aged 55-64 this is consistent with the
2016 and 2017 data. The biggest proportion of dismissals was in the ‘under 25’ age group,
however this is a small group of staff with only 1 dismissal occurring.
Figure 26:
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Those with an ethnic origin of ‘White British’ had the highest number of dismissals, however
staff who have not stated declared their ethnic origin to us have the highest proportion at 2% (2
out of 99 staff)
Figure 27:

Ethnic Origin
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4.6 Disciplinary and grievances
This employee relations section relates to staff who were employed as at 30th of September
2018 and involved in a disciplinary or grievance procedure between October 2017 to
September 2018. There were 3 formal grievances and 8 staff disciplinaries.

The Trust encourages staff to raise any potential grievance matters with their manager at the
earliest opportunity so that these can be resolved to the individual’s satisfaction.

Disciplinary Outcomes
Overall 0.3% of staff were involved in disciplinary proceedings during the monitored period, this
is a reduction of 0.1% on last year.
Figure 28:
Outcomes of
Disciplinary Cases
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% of Cases

Case Not Proven

1
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Age Range
The table below shows the Trust’s disciplinaries by age range. A higher proportion of those
aged 25-34 had disciplinary action taken against them, this is consistent with the previous
year’s data. No disciplinaries took place with those aged under 25 or the over 65s, this is
consistent with the data from 2016 and 2017.
Figure 29:

Age Range

Number of Staff
Inpost as at
30th September
2018

% of Staff
Inpost

No of
Disciplinary
Cases

% of Staff with
Cases

<25

76

2.8%

0

0.0%

25 - 34

523

19.0%

3

0.6%

35 - 44

675

24.5%

2

0.3%

45 - 54

836

30.3%

2

0.2%

55 - 64

604
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1

0.2%

65+

45
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0

0.0%

TRUST TOTAL

2759

100.0%

8

0.3%

Disability
None of our disabled staff were involved in a disciplinary procedure between October 2017 and
September 2018, this mirrors the data from the 16/17 reporting period.
Figure 30:

Disability

Number of Staff
Inpost as at 30th
September 2018

% of Staff Inpost

No of
Disciplinary
Cases

% of Staff
with Cases

Yes

79

2.9%

0

0.0%

No

2339

84.8%

8

0.3%

Not Disclosed

341

12.4%

0

0.0%

TRUST TOTAL

2759

100.0%

8

0.3%
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Ethnicity
Disciplinary action was brought against 5 white members of staff and 3 staff from BME
backgrounds. The highest proportion of disciplinary cases were brought against staff from BME
backgrounds at 0.7%, this is consistent with the results from the previous reporting period.
Figure 31:

Ethnicity

Number of Staff
Inpost as at 30th
September 2018

Disciplinaries

Number

% of all
Disciplinaries

% of Staff
Inpost

White

2223

5

62.5%

0.2%

BME

437

3

37.5%

0.7%

Not Disclosed

99

0

0.0%

0.0%

2759

8

100.0%

0.3%

TRUST TOTAL

Religion or Belief
The table below shows the Trust’s disciplinaries by employees’ religious belief.
Muslim employees have the highest percentage of staff with disciplinaries (0.7%, 1 member of
staff); in actual numbers Christians have the highest number of disciplinaries.
Figure 32:

Religious Belief

Number of Staff
Inpost as at
30th September
2018

% of Staff Inpost

No of Disciplinary
Cases

% of Staff with
Cases

Atheism

299

10.8%

0

0.0%

Buddhism

10

0.4%

0

0.0%

Christianity

1574

57.0%

6

0.4%

Hinduism

62

2.2%

0

0.0%

Islam

46

1.7%

1

2.2%

Jainism

3

0.1%

0

0.0%

Judaism

26

0.9%

0

0.0%

Other

206

7.5%

1

0.5%

Sikhism

8

0.3%

0

0.0%

Not Disclosed

525

19.0%

0

0.0%

TRUST TOTAL

2759

100.0%

8

0.3%
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Gender
The analysis below shows that although the largest number of disciplinaries involve female
staff, however the data shows that male staff are more likely to be involved in disciplinary
procedures which is consistent with the 2014-2017 data.
Figure 33:

Gender

Number of Staff
Inpost as at 30th
September 2018

Disciplinaries

Number

% of all
Disciplinaries

% of Staff
Inpost

Female

2561

6

75.0%

0.2%

Male

198

2

25.0%

1.0%

2759

8

100.0%

0.3%

TRUST TOTAL

Sexual Orientation

Figure 34:

Sexual Orientation

Number of
Staff Inpost as
at 30th
September
2018

% of Staff
Inpost

No of
Disciplinary
Cases

% of Staff
with Cases

Bisexual

10

0.4%

0

0.0%

Gay or Lesbian

22

0.8%

1

4.5%

Heterosexual

2272

82.3%

7

0.3%

Not Disclosed

455

16.5%

0

0.0%

TRUST TOTAL

2759

100.0%

8

0.3%

There were no disciplinary cases involving bisexual members of staff and this is consistent with
the 2015-2017 data.
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Marital Status
Analysis of the Trust’s disciplinaries by marital status shows Married and Single staff have the
highest proportion of cases. This is consistent with the 2017 data.
Figure 35:

Marital Status

Number of Staff
Inpost as at 30th
September 2018

% of Staff Inpost

No of Disciplinary
Cases

% of Staff with
Cases

Civil Partnership

28

1.0%

0

0.0%

Divorced

199

7.2%

0

0.0%

Legally Separated

40

1.4%

0

0.0%

Married

1672

60.6%

4

0.2%

Single

751

27.2%

4

0.5%

Widowed

31

1.1%

0

0.0%

Not Disclosed

38

1.4%

0

0.0%

TRUST TOTAL

2759

100.0%

8

0.3%

Grievances
Due to the small number of grievances it would not be appropriate to undertake a full analysis
by the 9 protected characteristics and other types of analysis as individual members of staff
may be able to be identified. Between October 2017 and September 2018 there were 3 formal
grievances live within the Trust, 2 have been resolved and 1 is ongoing.

Conclusion
In this report, the Trust aims to demonstrate that it is monitoring, reporting and publishing
equality data in line with our statutory duties under the PSED. The Trust will continue to create
and embed a culture which values each person equally as a unique individual.

The data contained in this report will be reviewed as part of the EDS2 grading process with staff,
patients and members of the community enabling us to identify key elements to be included in
our Equality strategy for 2019-21 and subsequent plans.

34

Board in Public 25th July 2019

Attachment D3

TRUST BOARD
Title:

NHS Workforce Disability Equality Standard Report
2018/19

Meeting Date:

25 July 2019

Executive Lead:

Raj Bhamber, Interim Director of Strategy, People &
Organisational Development

Author(s):

Monika Kalyan, Equality & Diversity Manager

For:

APPROVAL

Risk Rating:

Amber/Green

1.0 Purpose & Recommendations

2.0

1.1

To present the Board with key findings of the Trust’s first NHS
Workforce Disability Equality Standard (WDES) report.

1.2

To ask the Board to:
 Note key findings of the Trust’s WDES report
 Approve submission of the 2018/19 WDES data to NHS
England
 Agree to receive a report in September 2019 on
proposed activity to address the gaps in experiences and
outcomes for disabled staff

Key Points for the attention of the Board
Background & context
2.1

The paper gives a brief overview of the NHS Workforce
Disability Equality Standard (WDES), which was introduced in
April 2019, and is mandated as part of the NHS Standard
Contract. It sets out the Trust’s performance against the ten
national WDES metrics.

2.2

As set out in the NHS Long Term Plan, respect, equality and
diversity are central to changing culture and will be at the heart
of our workforce implementation plan. The NHS draws on a
remarkably rich diversity of people to provide care to our
patients. HCT is committed to tackling discrimination and
creating an organisation where the talents of all staff are valued
1
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and developed – not least for the sake of our patients and the
delivery of high quality healthcare.
2.3

The WDES is designed to improve workplace experience and
career opportunities for disabled people working, or seeking
employment, in the NHS. The WDES follows the NHS
Workforce Race Equality Standard (WRES) as a tool and an
enabler of change.

2.4

The WDES is a set of ten specific measures (metrics) that will
enable NHS organisations to compare the experiences of
disabled and non-disabled staff. We expected to then use this
information to develop an action plan, to enable progress
against the indicators of disability equality.

2.5

The WDES is mandated through the NHS Standard Contract
and as of the 1st April 2019, and it is highly likely to form part of
future CQC inspections under the ‘well led’ domain. It is
restricted to NHS Trusts and Foundation Trusts for the first two
years of implementation.

2.6

The implementation of the WDES will enable us to better
understand the experiences of disabled staff. It will support
positive change for existing employees and enable a more
inclusive environment for our disabled staff.

2.7

The WDES data from the 2018/19 financial year must be
submitted to NHS England via SDCS by 1 August 2019. We are
required to publish an annual report for WDES with planned
action to address the gaps by 30 September 2019.

2.9

Key findings for 2018/19

HCT’s performance against the ten NHS Workforce Disability Equality
Standard metrics:
Workforce metric
Metric 1
Percentage of staff in AfC paybands or
medical and dental subgroups and very
senior managers (including Executive
Board members) compared with the
percentage of staff in the overall workforce.
Metric 2 Relative likelihood of Disabled staff
compared to non-disabled staff being
appointed from shortlisting across all posts.
Metric 3 Relative likelihood of Disabled staff
compared to non-disabled staff entering the
formal capability process, as measured by
entry into the formal capability
procedure.

2

HCT performance based on 2018/19 data
The percentage of disabled staff in both the
non-medical and medical workforce is low. A
significant percentage of the workforce
which record as either unknown or a null
response.
The likelihood of disabled staff and nondisabled staff being appointed from short
listing is very similar for both groups.
Disabled staff are more likely to enter the
formal capability process.
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Metric 4
Staff
Survey
Q13

Metric 5
Staff
Survey
Q14
Metric 6
Staff
Survey
Q11
Metric 7
Staff
Survey
Q5
Metric 8
Staff
Survey
Q28b
Metric 9

Attachment D3

a) Percentage of Disabled staff compared
to non-disabled staff experiencing
harassment, bullying or abuse from:
i. Patients/service users, their relatives or
other members of the public
ii. Managers
iii. Other colleagues
b) Percentage of Disabled staff compared
to non-disabled staff saying that the
last time they experienced harassment,
bullying or abuse at work, they or a
colleague reported it.
Percentage of Disabled staff compared to
non-disabled staff believing that the
Trust provides equal opportunities for
career progression or promotion.
Percentage of Disabled staff compared to
non-disabled staff saying that they have
felt pressure from their manager to come to
work, despite not feeling well enough
to perform their duties.
Percentage of Disabled staff compared to
non-disabled staff saying that they are
satisfied with the extent to which their
organisation values their work.
Percentage of Disabled staff saying that
their employer has made adequate
adjustment(s) to enable them to carry out
their work.
a) The staff engagement score for Disabled
staff, compared to non-disabled staff and
the overall engagement score for the
organisation.

Disabled staff have a worse experience at
work than that of non-disabled staff as
reported in the NHS staff survey. The
engagement score for disabled staff is 0.3
less than that of non-disabled staff.

Disabled 6.8 (199)
Non- disabled: 7.1 (1149)
Overall staff: 7.1
No.

b) Has your Trust taken action to facilitate
the voices of Disabled staff in your
organisation to be heard? (Yes) or (No)

Metric
10

Percentage difference between the
organisation’s Board voting membership
and its
organisation’s overall workforce,
disaggregated:
• By voting membership of the Board.
• By Executive membership of the Board.

Key priorities and actions required to make
improvements against the WDES. Action
plan to be developed staff and JNC input.
The Trust already has in place a mental
health and wellbeing action plan. In addition,
we expect our work on moving towards
achieving level 3 Leader status (highest
possible level) of the Disability Confident
scheme will help close the disability gap.
Board voting membership % disability: 0%
Executive membership of the Board %
disability: 0%
0verall workforce % disability: 3%
Difference -3%

2.10 Going forward the Trust will agree key priorities of focus and
WDES actions with JNC, and offer any support as identified in
the staff survey. A key component to making progress against
this standard is staff engagement and involvement.
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Relevant Strategic Objective(s) / Strategies
3.1

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

3.2

Links to:
Public Sector Equality Duty Report 2018

4.0

Risks and Mitigation Plans

Risk
If the Trust does not take action to
address disability inequities in the
workplace then the position could
worsen and have a negative impact
on staff morale.
5.0

Quality / Service / Regulatory Impacts
5.1

6.0

Mitigation / Action(s)
Prepare and publish an action plan to
address gap in outcome and experience
for disabled staff by September 2019.

Equality, diversity and inclusion is integral to all of our decisions.
This is both in terms of proactively planning for ED
improvements through the WDES and through protecting
against unintended negative consequences, via Equality Impact
Assessments (EIA).

Resource Implications
6.1
Publication of WDES data may lead to disability discrimination
claims.

7.0

Actions / Next Steps / Timelines
7.1

It is recommended that the Board:
 Note the WDES figures
 Approve submission of the 2018/19 WDES data to NHS
England by the national deadline 1 August 2019
 Agree to receive a report on proposed activity to address the
gaps in September 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:
Executive Team
17 July 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.

Raj Bhamber
Director of People & OD
(Interim)

√/x

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Workforce Disability Equality
Standard
1 April 2018 – 31 March 2019

1. Background & Context
Hertfordshire Community NHS Trust welcomes the opportunity to publish our first Workforce
Disability Equality Standard (WDES) Report 2018/19.
The WDES is a set of ten specific measures (metrics) that enables NHS organisations to compare
the experiences of disabled and non‐disabled staff. This information will be used to develop our
action plan, and enable us to demonstrate progress against the indicators of disability equality.
The WDES is mandated through the NHS Standard Contract and is restricted to NHS Trusts and
Foundation Trusts for the first two years of implementation.
The implementation of the WDES will enable us to better understand the experiences of our
disabled staff. It will support positive change for existing employees, and enable a more
inclusive environment for disabled people working in the NHS.
Information in this report is based on the data from the 2018/19 financial year.
2. Data Analysis – Metrics
Metric 1 shows the percentage of HCT staff who have classified themselves as having a
disability compared to those staff who do not have a disability using agenda for change (AfC)
pay bands or medical and dental subgroups and very senior managers (including Executive
Board members). The percentages are clustered into 4 groups for non‐clinical staff and 7
groups for clinical staff. This is due the small numbers of staff in each pay band.
1a) Non Clinical Staff

Cluster 1
(Bands 1 ‐ 4)
Cluster 2
(Band 5 ‐ 7)
Cluster 3
(Bands 8a ‐
8b)
Cluster 4
(Bands 8c ‐ 9
& VSM)

Disabled

Non‐disabled

90% (326)

Disability
unknown or
null
7% (26)

3% (12)

Overall staff

364

4% (5)

94% (122)

2% (3)

130

2% (1)

85% (35)

12% (5)

41

0% (0)

81% (22)

19% (5)

27

1

1b) Clinical Staff
Disabled

Non‐
disabled
82% (459)

Disability
unknown or
null
16%(90)

Cluster 1 (Bands 1 ‐ 4)

2% (14)

Cluster 2 (Band 5 ‐ 7)

Overall staff

563

3% (44)

87% (1299)

11% (158)

1501

Cluster 3 (Bands 8a ‐ 8b)

3% (3)

83% (90)

14% (15)

108

Cluster 4 (Bands 8c ‐ 9 & VSM)

0% (0)

79% (11)

21% (3)

14

Cluster 5 (Medical & Dental
Staff, Consultants)
Cluster 6 (Medical & Dental
Staff, Non‐Consultants career
grade)
Cluster 7 (Medical & Dental
Staff, Medical and dental
trainee grades)

0% (0)

100% (10)

0% (0)

10

10% (3)

86% (25)

3% (1)

29

0% (0)

0% (0)

0% (0)

0

The above tables, metric 1a and metric 1b clearly show that the percentage of disabled staff in
both the non‐medical and medical workforce is low. It also highlights in both tables that there is
a significant percentage of the workforce that record as either unknown or a null response.
Metric 2 ‐ Relative likelihood of Disabled staff compared to non‐disabled staff being
appointed from shortlisting across all posts.
The table below shows the relative likelihood of disabled staff compared to non‐disabled staff
being appointed from shortlisting across all posts.
Number of shortlisted applicants

Disabled
132

Non‐disabled
2655

Number appointed from shortlisting

28

603

Relative likelihood of
shortlisting/appointed
Relative likelihood of Disabled staff
being appointed from shortlisting
compared to Non‐Disabled staff

0.21

0.23

1.07

A figure below 1:00 indicates that Disabled staff are more likely than Non‐Disabled staff to be appointed from
shortlisting.

The table above, metric 2, shows that the likelihood of disabled staff and non‐disabled staff
being appointed from short listing is very similar for both groups.
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Metric 3 explores the relative likelihood of disabled staff compared to non‐disabled staff
entering the formal capability process, as measured by entry into the formal capability
procedure
Number of staff in workforce
Number of staff entering the formal
capability process
Likelihood of staff entering the formal
capability process
Relative likelihood of Disabled staff
entering the formal capability process
compared to Non‐Disabled staff

Disabled
82

Non‐disabled
2399

1

10

0.01

0.00

2.93

A figure above 1:00 indicates that disabled staff are more likely than Non‐Disabled staff to enter the formal
capability process.

Disabled staff are more likely to enter the formal capability process.
National NHS Staff Survey Metrics 4 – 9a
Metric 4
Staff
Survey
Q13

Metric 5
Staff
Survey
Q14
Metric 6
Staff
Survey
Q11
Metric 7
Staff
Survey
Q5
Metric 8
Staff
Survey
Q28b

Disabled
29.3% (198)

Non‐disabled
25.5% (1152)

14.6% (198)

9.0% (1129)

18.9% (196)

11.5% (1126)

64.0% (75)

59.7% (330)

83.1% (130)

90.6%(786)

% of staff saying that they have felt pressure from their
manager to come to work, despite not feeling well
enough to perform their duties.

29.2% (137)

18.9% (581)

% staff saying that they are satisfied with the extent to
which their organisation values their work.

42.6% (197)

51.8% (1144)

% of disabled staff saying that their employer has made
adequate adjustment(s) to enable them to carry out their
work.

75.2% (121)

N/A

% of staff experiencing harassment, bullying or abuse
from patients/service users, their relatives or other
members of the public in the last 12 months
% of staff experiencing harassment, bullying or abuse
from managers in the last 12 months
% of staff experiencing harassment, bullying or abuse
from other colleagues in the last 12 months
% of staff saying that the last time they experienced
harassment, bullying or abuse at work, they or a
colleague reported it in the last 12 months
% of staff believing that the Trust provides equal
opportunities for career progression or promotion.
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Metric
9a.
The staff engagement score for
Disabled staff, compared to non‐
disabled staff and the overall
engagement score for the
organisation.

Disabled

Non‐disabled

Overall staff

6.8 (199)

7.1 (1149)

7.1

Disabled staff have a worse experience at work than that of non‐disabled staff as reported in the NHS
staff survey. The engagement score for disabled staff is 0.3 less than that of non‐disabled staff.

Metric 9b ‐ Has your Trust taken action to facilitate the voices of Disabled staff in your
organisation to be heard? (Yes) or (No)
If no, what actions are planned?
No

As part of the Trust’s action
plan for health and
wellbeing, we plan to
develop a disability network
to give disabled staff a voice.
In addition, we anticipate
that our planned work for
getting from Disability
Confident Scheme level 2 to
level 3 [Leader status] will
help close the disability
equality gap in experience
and outcomes.

Metric 10 ‐ Percentage difference between the Board voting membership and our overall
workforce.

Total Board
members
of which: Voting
Board members
: Non Voting Board
members
Total Board
members
of which: Exec
Board members

Disabled

Non‐disabled

8

Disability
unknown or
null
4

0

Overall staff

12

0

7

2

9

0

1

2

3

0

8

4

12

0

5

1

6
4

: Non Executive
Board members
Number of staff in
overall workforce
Total Board
members ‐ % by
Disability
Voting Board
Member ‐ % by
Disability
Non Voting Board
Member ‐ % by
Disability
Executive Board
Member ‐ % by
Disability
Non Executive
Board Member ‐ %
by Disability
Overall workforce ‐
% by Disability
Difference (Total
Board ‐ Overall
workforce )
Difference (Voting
membership ‐
Overall Workforce)
Difference
(Executive
membership ‐
Overall Workforce)

0

3

3

6

82

2399

306

2787

0%

67%

33%

0%

78%

22%

0%

33%

67%

0%

83%

17%

0%

50%

50%

3%

86%

11%

‐3%

‐19%

22%

‐3%

‐8%

11%

‐3%

‐3%

6%

3. Next steps
Going forward the Trust will agree key priorities of focus and WDES actions with staff and JNC, and
offer any support as identified in the NHS staff survey. A key component to making progress against
this standard is staff engagement and involvement.
The data contained in this report will be submitted to NHS England via SDCS by 1 August and
published on our website along with an action plan by 30 September 2019.
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Clinical Quality and Medical Directorate Report
1.0

Executive Summary

1.1

This report is to update the Board on certain key areas of clinical quality work streams
and the medical directorate’s portfolio since the last Board meeting. The aim of this
report is to ensure that there is clear alignment between the Medical Director’s portfolio
of work and that of the Director of Nursing and Quality which feed into the Trust’s
overarching clinical quality framework.

1.2

This is supplementary to the Assurance Report from the Chair of the Healthcare
Governance Committee and to the quality data contained in the Integrated Board
Performance Report (IBPR) and the Quarterly Quality Report Q2.

2.0
2.1

Recommendations
The Board members are asked:
a) to note the content of this report; and
b) to review and discuss the issues identified in this report.

3.0
3.1

Safety & Clinical Quality
Frailty: A specific ‘Clinical Matters’ publication on Frailty has been distributed to all
staff across Adult services which includes details of the frailty quality priority, the
Rockwood clinical frailty score and the proposed changes to the falls screening tool to
raise awareness and to pull together highlights and key contacts for the STP frailty
work streams. We are already using the Rockwood Frailty Index in a number
community and inpatient teams across the organisation for clinicians to screen for
frailty to support their assessment, decision making and onward referral and this is to
be implemented more widely across all Specialist Services in the coming months. To
practically support delivery, a guidance poster has been developed so all staff know
what potential action to take having scored a patient, and a separate version has been
requested for GPs which has been completed and will be distributed shortly. The
proposed changes to the falls screening tool (FRAT) will mean that all patients over the
age of 65 referred to adult community services will be screened for their falls risk. We
have benchmarked numbers in the usage of these screening tools to provide a
baseline, hence monitor the intended increase in staff take up to monitor impact.
Following the train the trainer Fusion 48 STP wide training, we have a group of Frailty
Training Champions who have started to deliver bite sized (3 hour) Frailty Awareness
sessions to all clinical adult staff and to date have trained 130 staff so far. As part of
this training there a specific section dedicated to falls prevention and screening. To
compliment this programme digital resources have been developed to practically
support implementation on SystmOne.
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Over the last quarter a bespoke training package was commissioned for therapy staff,
with 90 staff attending a workshop on ‘falls exercise prevention’ with the latest
research, with a national expert. This course was hosted by HCT and offered to
colleagues across the Acute, Social Care and Voluntary Sector to support partnership
working across organisations.
Patient reported outcome measure workshops are going, attended by clinical
champions in both Specialist and Core Community and Bed based teams across
Adults in the rollout of the patient functional scale. As part of this initiative an outcome
measure dashboard is in development with the Performance and Information team to
collect this data on the BI portal. This will provide real time feedback to clinical teams
working across the organisation on patient reported outcome measures, which is key to
person centred integrated care.
3.2

Special Care Dental Update: We had our biannual study day on 5th July. This was a
fantastic day and we focused on MCA update, a talk on dysphagia as well as suicide
prevention. We also had a workshop looking at how we can ensure even greater focus
on diversity within our service as well as a discussion on just culture and evidencing
that lessons learned from mistakes result in genuine change.
There has inevitably been a focus on our upcoming tendering bid over the last 3-4
months. Morale remains very high and the service is very determined to do everything
possible to win our contract.
We found out this week that there is now an anticipated delay in the contract which
should allow us more time to finalise plans. Given that there will be a restructuring of
NHSE we may be working with a new dental commissioning team and will have to
ensure that we use very opportunity to network and build relationships prior to the bid.
We are aware that we will need to ensure that we continue with our exemplary record
of no complaints with compliance for waiting list times and achieving targets. This is
going to be a genuine challenge this year. Due to the introduction of the new online
referral system in April 2018 there has been a general month on month increase in
referrals with more patients now on waiting lists and staff working flat out to try and
ensure everyone is seen in a timely fashion.
We have not been helped with ongoing problems with installation of our dental
software R4+. This was delayed from July 2018 until April 29th 2019 but since it has
been installed it is taking staff 2 or 3 times a long to complete notes. When we are so
busy this is causing he stress. Barry Walker is aware of this and is working with IT to
ensure these issues are resolved but it is frustratingly slow.
We have one other concern on the risk register regarding waste collection. We have
used a company called PHS. There has been a problem negotiating a new contract
and there has been limited collection of waste. WE are working to resolve this issue.
We very successfully recruited 4 new part time dental officers in April and are now
nearly at full capacity.
We were very successful in our recent peer review achieving 98% score overall.
We are continuing with lots of engagement and partnership working including
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 Work with health visitors to create an eLearning package which will be used as
mandatory training for all HCT health visitors.
 We attended the first oral health alliance in Hertfordshire which aims to link up all
health professionals and especially targets very young children
 We continue to work on a shared care pathway with local Herts dentists and attend
the regular local dental committee meetings
 We met with Herts health watch in April- they are very positive about the work we
are doing for Learning disability patients
 The dental team was invited to attend an improving patients outcomes meeting at
Robertson House. There was a focus on reducing hospital admissions for
vulnerable patients ( referencing the long term plan) but no inclusion of poor oral
health being linked to aspiration pneumonia. As a consequence of the meeting we
have been included now in the work this team are doing and should be able to link
in with the acute trust to look at data around hospital admissions and fatality for
this patient group. I am using a QI approach to set up this piece of research.
 We have also had a meeting with the adult eating disorder team in HPFT looking
at ways we can create a pathway for patients with eating disorders.

4.0

Medical Revalidation
Please see papers on AOA and Medical revalidation report
Dr Elizabeth Kendrick became the responsible officer for the Trust on the 21st June and
has now completed training relating to the role
 Medical Job Planning
The medical job planning policy has now been approved through the JNC.

5.0
5.1

Medicines Management & Safety:
We successfully recruited to 1.0 WTE for a 12 month fixed term contract for our
Primary Care Network (PCN) Pharmacy offering. This is short of the 3.0 WTE that we
wanted. One of the factors for failing to recruit to all posts is that the 12 month contract
was deemed too short and therefore unattractive to candidates. 12 months is
incongruent with the minimum 18 month training period designated for these pharmacy
roles under the Network Contract Directed Enhanced Service for PCNs. As such, we
are now extending the contract period to 18 months and going out for a second wave
of recruitment. There is potential interest from 3 PCNs for the HCT pharmacy offering,
therefore, we will recruit to two more positions. The recruited pharmacist will start in
August 2019. This contract will be extended to 18 months to ensure stability.

5.2

HCT had previously engaged in a collaborative Care Home project with the Welwyn
and Hatfield GPs through the East and North Herts delivery Board. HCT was to supply
a nursing, pharmacy and a prescribing function to the Care homes in this locality. A
previous recruitment campaign failed to recruit a Band 8a prescribing pharmacist and
the project was abandoned. HCT has now found a prescribing Matron and we have reengaged with the project. We are now recruiting to either a Band 7 pharmacist or a
Band 8a prescribing pharmacist.

5.3

In July, the Pharmacy Department, Chief Pharmacist and the Acting Medical Director
held a “blue-sky” Pharmacy Vison and Strategy event. Topics explored include 1) how

3

Board in Public 25th July 2019

Attachment E1

to manage the currently identified Medicines Management risk on the Trust High Level
Risk Register, b) how to fill the service, safety and governance gaps identified currently
by the Chief Pharmacist and the CQC, c) our ambitions into new patient-facing
services such PCNs, Frailty, Community services, Care Homes and how they align
with the Trust’s new strategy, d) how we will achieve our ambitions and e) staff
development, retention and recruitment. This was an extremely positive and useful
event, although many challenges were highlighted. Work is now underway to develop
the new pharmacy plan for the September 2019 Board meeting, focusing on how we
can support the Trust’s new ambitions. The planning horizon is 3 years.

6.0

Infection Prevention and Control - Healthcare Associated Infections (HCAI)
 Bacterial taxonomy/name change - Clostridium difficile has changed name to
Clostridioides difficile
 C.difficile objectives 2019/20 – change in case definition for hospital onset
associated cases, from 3 days to 2 days; that is cases that are detected in the
hospital two or more days after admission.
 CDI case 1 reported at Langley House in May 2019. A preliminary local RCA has
been held and learning has been identified. The STP RCA meeting is pending. A
further 2 cases (Case 2 and 3) have been reported at Holywell and Simpson, the
RCA process has commenced.
 QVM is participating in a 90 day Quality Improvement programme on Hydration
facilitated by the Infection Prevention and Control team. This project is part of a
wider STP improvement programme launched on 4th July 2019 and due to finish
in October 2019.

7.0
7.1

SafeguardinG
Adults:
 The team have been involved in five Safeguarding Adult Reviews and one
Domestic Homicide Review, responding to information requests, attending panel
meetings, reviewing documentation and completing one Independent
Management Review.
 Learning Disability Awareness training completed to final ward- Herts and
Essex.
 Review of Safeguarding Adults training for level 1 completed and ahead of
planned schedule for training.
 Managing behaviour on inpatient wards flowchart introduced.
 HCT are a potential pilot for digital Lasting Power of Attorney Checking with the
Office of the Public Guardian, awaiting start date.
 Review of Safeguarding Adults training for level 3 being undertaken based on
the Safeguarding Adults Intercollegiate document as training and supervision
rates for Champions are lower than required. A review of the cohort is also being
undertaken with training department.
 Safeguarding cases (111) and queries (80) that the team are involved in is high
but the queries are those which the team can deal with through strategy
discussions with HCC Safeguarding Adults team. These do not impact on the
Operational teams as they do not require further investigation or meetings.
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Children:
 Safeguarding Children training compliance: for professionals requiring
undertaking annual level 3 Safeguarding Children training remains lower than
the contractual requirements, despite managers getting lists of their staff and
requesting they oversee the booking of this mandatory training. A further plan
will be to escalate to service managers in the attempt to improve compliance.
 MASH funding: It has come to Named Nurse attention from the finance team
that the funding for the 1/3 of the MASH nurses for 2019/20 from Public Health
had been rejected. Despite e-mails to finance and Public Health, it is unclear
whether this funding stream has been resolved. There is a need to ensure that
this is a substantive funding stream year on year, rather than an annual
arrangement together with any national pay increments. This issue is being
taken to the MASH executive meeting on 18/7/2019.
 Named Dr Looked After Children: Currently scoping for this role with
consideration of employing LAC GP.
 Proposal paper for Safeguarding Family approach: the development of a
proposal to bring Safeguarding Adults, Children and Looked After Children into
one integrated team, and the development of an admin hub.

CQUIN/ Quality Priorities Update: Four national CQUINs are applicable to HCT and
being taken forward with one locally negotiated for CYP in Herts Valley:
 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
 CQUIN HV CYP: The child’s record shows that the CYP and / or family have
been [engaged and] empowered to manage their own health condition/s
CQUIN 7 has not met full requirements for quarter 1, but actions are in place to take
work forward to ensure trajectories are achieved going forward.
Quality Priorities: The three quality priorities for 2019/20 are on track and being
progressed: QP1: Frailty
 QP2: Sepsis and NEWS2 tool
 QP3: Identification and support of carers

9

CQC: From 1st July 2019, the responsibility in CQC for community health services will
be moving from the acute inspection teams to the mental health inspection teams.
CQC are in the process of aligning working areas with NHSI and their seven regions.
This will mean that there will be changes in HCT’s relationship officer.
CQC Improvement Plan: Progress is continuing with the CQC Improvement Plan and a
new group is being set up to monitor and take forward the quality improvement work to
support the journey from good to outstanding, including peer reviews and quality
wheels.
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10
10.1

National Nursing Workforce Initiatives:
Clinical Placement Rapid Expansion: Across the STP we have been successful in
gaining funding to support increasing clinical placement capacity for student nurses
from September 2019. This has been taken forward as a collaborative and our
proposed expansion is for an additional 11 adult nursing placements.

10.2

International Nurses Day Conference: A conference is being planned by the
DONs/DDONs across the STP to celebrate International Nurses Day and the Year of
the Nurse.

Dr Elizabeth Kendrick - Acting Medical Director
Sarah Browne Director -of Nursing & Quality
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1

Introduction

The Annual Organisational Audit (AOA) is an element of the Framework of Quality
Assurance (FQA) and is a standardised template for all responsible officers to complete and
return to their higher level responsible officer. AOAs from all designated bodies will be
collated to provide an overarching status report of the responsible officer function across
England. Where small designated bodies are concerned, or where types of organisation are
small, these will be appropriately grouped to ensure that data is not identifiable to the level
of the individual.
As the first cycle of medical revalidation is now complete, it is the right time to update the
FQA and its underpinning annexes. The update started by reviewing the AOA and taking
account of the feedback received at the beginning of this work, we have produced a
slimmed down questionnaire for responsible officers to compete for the 2018/19 exercise.
In response to feedback from designated bodies, we have simplified the categories of
appraisals in the 2018/19 AOA to:

•

Category 1 - a single figure of completed medical appraisals

•

Category 1a – fully compliant appraisal figure (optional)

•

Category 2 – no change (‘approved missed’ e.g. maternity, sickness)

•

Category 3 – no change (‘unapproved missed)

This slimmed down AOA concentrates primarily on the quantitative measures of previous AOAs, the
numbers of doctors with a prescribed connection and their appraisal rates. As the systems and
processes that support medical revalidation are established, the emphasis has moved to reporting
on how these should be developed year on year through the newly revised Board report instead.
The Board report is also a component of the FQA. In time, we expect to introduce suitable
quantitative measures about the remaining components of the responsible officer function, for
example responding to concerns, monitoring of performance and identity checks.
The AOA 2018/19 questionnaire is divided into four sections:
Section 1: The designated body and the responsible officer
Section 2: Appraisal
Section 3: Annual Board report and Statement of Compliance
Section 4: Additional Comments
The questionnaire is to be completed by the responsible officer on behalf of the designated body for
the year ending 31 March 2019. Inputting the information can be appropriately delegated. The
completed questionnaire should be submitted before or by the deadline
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The final date for submission will be detailed in an email containing the link to the
electronic version of the form, which will be sent after 31 March 2019.
Whilst NHS England is a single designated body, for this audit, the national, regional
and local offices of NHS England should answer as a ‘designated body’ in their own
right..
Following completion of this AOA exercise, designated bodies should:
•
•

Consider using the information gathered to produce a status report and to conduct a
review of their organisations’ appraisal developmental needs.
Complete their Board report and submit it to NHS England by 27 September 2019.
The Board report template has also been revised as described above and now
includes the annual statement of compliance. The new version will enable
designated bodies to review and develop their systems and processes. It will also
enable them to provide assurance that they are supporting patient care by fulfilling
their statutory obligations in respect of the responsible officer function.

For further information, references and resources can be found at page
16 www.england.nhs.uk/revalidation

6
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2 Guidance for submission
Guidance for submission:

•
•
•
•
•

•
•
•
•
•

A small number of questions require a ‘Yes’ or ‘No’ answer. To answer ‘Yes’, you
must be able to answer ‘Yes’ to all the statements listed under ‘to answer ‘Yes’’
Please do not use this version of the questionnaire to submit your designated body’s
response.
You will receive an email with an electronic link to a unique version of this form for
your designated body.
You should only use the link received from NHS England by email, as it is unique to
your organisation.
Once the link is opened, you will be presented with two buttons; one to download a
blank copy of the AOA for reference, the second button will take you to the electronic
form for submission.
Submissions can only be received electronically via the link. Do not complete
hardcopies or email copies of the document.
The form must be completed in its entirety prior to submission; it cannot be partcompleted and saved for later submission.
Once the ‘submit’ button has been pressed, the information will be sent to a central
database collated by NHS England.
A copy of the completed submission will be automatically sent to the responsible
officer.
Please be advised that Questions 1.1-1.3 may have been automatically populated
with information previously held on record by NHS England. The submitter is
responsible for checking the information is correct and should update the information
if and where required before submitting the form.
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3 Section 1 – The Designated Body and the Responsible Officer
SSection 1
1.1

The Designated Body and the Responsible Officer
Name of designated body: Hertfordshire Community NHS Trust
Head Office or Registered Office Address if applicable line 1 Unit 1A
Address line 2 Howard Court
Address line 3 14 Tewin Road
Address line 4
City Welwyn Garden City
CountyHertfordshire
Postcode AL7 1BW
Responsible officer:
Title *****
GMC registered last name *****
GMC registered first name *****
Phone *****
GMC reference number *****
Email *****
Medical Director:
No Medical Director
Title *****
GMC registered first name *****
GMC registered last name *****
GMC reference number *****
Phone *****
Email *****
Clinical Appraisal Lead:
No Clinical Appraisal Lead
Title *****
GMC registered first name *****
GMC registered last name *****
GMC reference number *****
Phone *****
Email *****
Chief executive (or equivalent):
Title *****
First name *****
Last name *****
GMC reference number (if applicable)
Phone *****
Email *****
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1.2

Acute hospital/secondary care foundation trust

Type/sector of
designated
body:
(tick one)

Acute hospital/secondary care non-foundation trust
Mental health foundation trust
NHS

Mental health non-foundation trust
Other NHS foundation trust (care trust, ambulance trust, etc)
Other NHS non-foundation trust (care trust, ambulance trust, etc)

✔

Special health authorities – NHS Litigation Authority, now NHS
Resolution, NHS Improvement, NHS Blood and Transplant, etc)
NHS England (Local office)
NHS England

NHS England (regional office)
NHS England (national office)
Independent healthcare provider
Locum agency
Faculty/professional body (FPH, FOM, FPM, IDF, etc)

Independent / non-NHS
sector
(tick one)

Academic or research organisation
Government department, non-departmental public body or
executive agency
Armed Forces
Hospice
Charity/voluntary sector organisation
Other non-NHS (please enter type)
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1.3

The responsible officer’s higher level
responsible officer is based at:
[tick one]

NHS England North
NHS England Midlands and East

✔

NHS England London
NHS England South East
NHS England South West
NHS England (National)
Department of Health
Faculty of Medical Leadership and Management - for NHS England
(national office) only
Other (Is a suitable person)

1.4

A responsible officer has been nominated/appointed in compliance with the regulations.
✔

To answer ‘Yes’:
• The responsible officer has been a medical practitioner fully registered under the Medical Act 1983
throughout the previous five years and continues to be fully registered whilst undertaking the role of
responsible officer.
• The responsible officer has been formally nominated/appointed by the board or executive of the
organisation.

Yes
No
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4

Section 2 – Appraisal

Section 2

2.1.4

2.1.5

2.1.6

2.1.7

Staff grade, associate specialist, specialty doctor (permanent employed staff
12
including hospital practitioners, clinical assistants who do not have a prescribed
connection elsewhere, NHS, hospices, and government/other public body staff).
Doctors on Performers Lists (for NHS England and the Armed Forces only; doctors
0
on a medical or ophthalmic performers list. This includes all general practitioners
(GPs) including principals, salaried and locum GPs).
Doctors with practising privileges (this is usually for independent healthcare
providers, however practising privileges may also rarely be awarded by NHS
0
organisations. All doctors with practising privileges who have a prescribed connection
should be included in this section, irrespective of their grade).
Temporary or short-term contract holders (temporary employed staff including
locums who are directly employed, trust doctors, locums for service, clinical research
0
fellows, trainees not on national training schemes, doctors with fixed-term employment
contracts, etc).
Other doctors with a prescribed connection to this designated body (depending
on the type of designated body, this category may include responsible officers, locum
0
doctors, and members of the faculties/professional bodies. It may also include some
non-clinical management/leadership roles, research, civil service, doctors in wholly
independent practice, other employed or contracted doctors not falling into the above
categories, etc).
TOTAL (this cell will sum automatically 2.1.1 – 2.1.6).

21

3

7

0

0

2

9

11

0

1

0

12

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

18

0

1

2

21
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Total

2.1.3

9

2

Unapproved
incomplete or
missed appraisal
(3)

2.1.2

Consultants (permanent employed consultant medical staff including honorary
contract holders, NHS, hospices, and government /other public body staff. Academics
with honorary clinical contracts will usually have their responsible officer in the NHS
trust where they perform their clinical work).

1a

Approved
incomplete or
missed appraisal
(2)

2.1.1

1

(Optional)
Completed
Appraisal (1a)

See guidance notes on pages 12-14 for assistance completing this table

Number of
Prescribed
Connections

IMPORTANT: Only doctors with whom the designated body
has a prescribed connection at 31 March 2019 should be
included. Where the answer is ‘nil’ please enter ‘0’.

Completed
Appraisal (1)

2.1

Appraisal
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2.1

Column - Number of Prescribed Connections:
Number of doctors with whom the designated body has a prescribed connection as at 31 March 2019
The responsible officer should keep an accurate record of all doctors with whom the designated body has a prescribed
connection and must be satisfied that the doctors have correctly identified their prescribed connection. Detailed
advice on prescribed connections is contained in the responsible officer regulations and guidance and further advice
can be obtained from the GMC and the higher level responsible officer. The categories of doctor relate to current roles
and job titles rather than qualifications or previous roles. The number of individual doctors in each category should be
entered in this column. Where a doctor has more than one role in the same designated body a decision should be
made about which category they belong to, based on the amount of work they do in each role. Each doctor should be
included in only one category. For a doctor who has recently completed training, if they have attained CCT, then they
should be counted as a prescribed connection. If CCT has not yet been awarded, they should be counted as a
prescribed connection within the LETB AOA return.
Column - Measure 1 Completed medical appraisal:
A completed annual medical appraisal is one where either:
a) All of the following three standards are met:
i.
the appraisal meeting has taken place in the three months preceding the agreed appraisal due date*,
ii.
the outputs of appraisal have been agreed and signed-off by the appraiser and the doctor within 28
days of the appraisal meeting,
iii.
the entire process occurred between 1 April and 31 March.
Or
b) the appraisal meeting took place in the appraisal year between 1 April and 31 March, and the outputs of
appraisal have been agreed and signed-off by the appraiser and the doctor, but one or more of the three
standards in a) has been missed. However, the judgement of the responsible officer is that the appraisal has
been satisfactorily completed to the standard required to support an effective revalidation recommendation.
For doctors who have recently completed training, it should be noted that their final ACRP equates to an appraisal in
this context.
Column - Measure 1a (Optional) Completed medical appraisal:
For designated bodies who wish to and can report this figure, this is the number of completed medical appraisals that
meet all three standards defined in Measure 1 a) above. This figure is not reported nationally and is intended to inform
the internal quality processes of the designated body.
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Column - Measure 2: Approved incomplete or missed appraisal:
An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of a Category 1 completed annual medical appraisal, but the responsible officer has given
approval to the postponement or cancellation of the appraisal. The designated body must be able to produce
documentation in support of the decision to approve the postponement or cancellation of the appraisal for it to be
counted as an Approved incomplete or missed annual medical appraisal.
Column - Measure 3: Unapproved incomplete or missed appraisal:
An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of a Category 1 completed annual medical appraisal, and the responsible officer has not
given approval to the postponement or cancellation of the appraisal.
Where the organisational information systems of the designated body do not retain documentation in support of a
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an
Unapproved incomplete or missed annual medical appraisal.
Column Total:
Total of columns 1+2+3. The total should be equal to that in the first column (Number of Prescribed Connections), the
number of doctors with a prescribed connection to the designated body at 31 March 2019.
* Appraisal due date:
A doctor should have a set date by which their appraisal should normally take place every year (the ‘appraisal due
date’). The appraisal due date should remain the same each year unless changed by agreement with the doctor’s
responsible officer. Where a doctor does not have a clearly established appraisal due date, the next appraisal should
take place by the last day of the twelfth month after the preceding appraisal. This should then by default become their
appraisal due date from that point on. For a designated body which uses an ‘appraisal month’ for appraisal scheduling,
a doctor’s appraisal due date is the last day of their appraisal month.
For more detail on setting a doctor’s appraisal due date see the Medical Appraisal Logistics Handbook: (NHS England
2015).

13
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2.2

Every doctor with a prescribed connection to the designated body with a missed or incomplete medical
appraisal has an explanation recorded

Yes
✔

No

If all appraisals are in Categories 1, please answer N/A.
To answer Yes:

N/A

•

The responsible officer ensures accurate records are kept of all relevant actions and decisions relating to the
responsible officer role.
• The designated body’s annual report contains an audit of all missed or incomplete appraisals (approved and
unapproved) for the appraisal year 2018/19 including the explanations and agreed postponements.
• Recommendations and improvements from the audit are enacted.
Additional guidance:
A missed or incomplete appraisal, whether approved or unapproved, is an important occurrence which could indicate a
problem with the designated body’s appraisal system or non-engagement with appraisal by an individual doctor which
will need to be followed up.
Measure 2: Approved incomplete or missed appraisal:
An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of a Category 1 completed annual medical appraisal, but the responsible officer has given
approval to the postponement or cancellation of the appraisal. The designated body must be able to produce
documentation in support of the decision to approve the postponement or cancellation of the appraisal for it to be
counted as an Approved incomplete or missed annual medical appraisal.
Measure 3: Unapproved incomplete or missed appraisal:
An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of a Category 1 completed annual medical appraisal, and the responsible
officer has not given approval to the postponement or cancellation of the appraisal.
Where the organisational information systems of the designated body do not retain documentation in support of a
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an
Unapproved incomplete or missed annual medical appraisal.
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5 Section 3 – Annual Board Report and Statement of Compliance
Section 3

3.
The last Annual Board Report was signed off on: 24/05/2019
The last Statement of Compliance was signed off on: 04/09/2019
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6 Section 4 – Comments
Section 4

4

Comments
Section 2.2 - We have answered no, as the annual report template has not been made available yet. RO has accurate records
of all relevant actions and decisions relating to the RO role.
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1. The Medical Profession (Responsible Officers) Regulations 2010 (Her Majesty’s
Stationery Office, 2013)
2. The Medical Profession (Responsible Officers) (Amendment) Regulations 2013 (Her
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3. The Medical Act 1983 (Her Majesty’s Stationery Office, 1983)
4. The National Health Service (Performers Lists) (England) Regulations 2013
5. Revalidation: A Statement of Intent (GMC and others, 2010)
6. Guidance on Colleague and Patient Questionnaires (GMC, 2012)
7. Effective clinical governance for the medical profession: A handbook for organisations
employing, contracting or overseeing the practice of doctors (GMC 2018)
8. The GMC protocol for making revalidation recommendations: Guidance for responsible
officers and suitable persons (GMC, 2012, updated in 2014)
9. Providing a Professional Appraisal (NHS Revalidation Support Team, 2012)
10. Appraisal in the Independent Health Sector (British Medical Association and
Independent Healthcare Advisory Services, 2012)
11. Joint University and NHS Appraisal Scheme for Clinical Academic Staff (Universities
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Introduction:
The Framework of Quality Assurance (FQA) for Responsible Officers and
Revalidation was first published in April 2014 and comprised of the main FQA
document and annexes A – G. Included in the seven annexes is the Annual
Organisational Audit (annex C), Board Report (annex D) and Statement of
Compliance (annex E), which although are listed separately, are linked together
through the annual audit process. To ensure the FQA continues to support future
progress in organisations and provides the required level of assurance both within
designated bodies and to the higher-level responsible officer, a review of the main
document and its underpinning annexes has been undertaken with the priority
redesign of the three annexes below:


Annual Organisational Audit (AOA):
The AOA has been simplified, with the removal of most non-numerical items. The
intention is for the AOA to be the exercise that captures relevant numerical data
necessary for regional and national assurance. The numerical data on appraisal
rates is included as before, with minor simplification in response to feedback from
designated bodies.



Board Report template:
The Board Report template now includes the qualitative questions previously
contained in the AOA. There were set out as simple Yes/No responses in the
AOA but in the revised Board Report template they are presented to support the
designated body in reviewing their progress in these areas over time.

Whereas the previous version of the Board Report template addressed the
designated body’s compliance with the responsible officer regulations, the
revised version now contains items to help designated bodies assess their
effectiveness in supporting medical governance in keeping with the General
Medical Council (GMC) handbook on medical governance1. This publication
describes a four-point checklist for organisations in respect of good medical
governance, signed up to by the national UK systems regulators including the
Care Quality Commission (CQC). Some of these points are already addressed by
the existing questions in the Board Report template but with the aim of ensuring
the checklist is fully covered, additional questions have been included. The
intention is to help designated bodies meet the requirements of the system
regulator as well as those of the professional regulator. In this way the two
regulatory processes become complementary, with the practical benefit of
avoiding duplication of recording.
1

Effective clinical governance for the medical profession: a handbook for organisations employing,
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org//media/documents/governance-handbook-2018_pdf-76395284.pdf]
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The over-riding intention is to create a Board Report template that guides
organisations by setting out the key requirements for compliance with regulations
and key national guidance, and provides a format to review these requirements,
so that the designated body can demonstrate not only basic compliance but
continued improvement over time. Completion of the template will therefore:

a) help the designated body in its pursuit of quality improvement,
b) provide the necessary assurance to the higher-level responsible officer, and
c) act as evidence for CQC inspections.



Statement of Compliance:
The Statement Compliance (in Section 8) has been combined with the Board
Report for efficiency and simplicity.
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Designated Body Annual Board Report
Section 1 – General:
The board of Herts Community NHS Trust can confirm that:

1. The Annual Organisational Audit (AOA) for this year has been submitted.
Date of AOA submission: 24/05/2019
Action from last year:
Automated process for appraisal reminder now in place
Embedding of Trust induction complete
Medical directorate structure completed
Appraisers meeting established 3xyear
New appraisal system L2P implemented
Monitoring complaints
System in place to monitor low level concerns via complaints
Medical Appraisal Policy updated
Comments:
Action for next year:
Process to check complaints disclosed as part of appraisal process via new
form.
Update recruitment process on appointing a doctor
Implement new process to check designated body doctors with GMC
Connect
Request our current non-designated body doctors to share appraisal output
forms
Automate process of requesting appraisal output forms for all new starters
designated and non-designated
Form to be completed by doctors at appraisal to ensure wide practice has
been covered at appraisal.
2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.
Action from last year: New RO in place since 21/06/19. This doctor has 5
years practice and has received appropriate RO training.
Comments: Yes.
Action for next year:
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3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.
No
Action from last year: Work to be done to get database up to date and to
automate embed new process to streamline work.
Comments: Gap in resource from November 2018.
Action for next year: to be addressed via corporate services review.
4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.
Action from last year:
Comments: Yes, RO has maintained this list since November 2018.
Action for next year: admin resource to maintain the list April 2019 onwards.
5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.
Action from last year:
Comments: Yes
Action for next year:
Update revalidation policy to include new Responsible Officer Advisory
Group and include new governance structure.
6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.
Action from last year:
Comments: No.
Action for next year: Request peer review.
7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.
Action from last year:
Comments: Locum doctors who work in the Trust for more than 6
months are given SPA time for development, appraisal and
governance.
Action for next year: Locum doctors even on a short term contract are
encouraged to attend training provided by the Trust and to partake in
educational meetings such as the doctor’s forum.
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Section 2 – Effective Appraisal
1. All doctors in this organisation have an annual appraisal that covers a doctor’s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.
Action from last year:
Comments: Yes
Action for next year: New form to be introduced to ensure the doctors for
who we are the designated body have disclosed whole practice at appraisal.

2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.
Action from last year:
Comments: yes
Action for next year: change from centrally uploaded information to each Dr
being issued complaints information a few months before their annual
appraisal.

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).
Action from last year:
Comments: Yes – Ratified 2018
Action for next year:

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.
Action from last year:
Comments: Yes
Action for next year:
5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
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events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers2 or equivalent).
Action from last year:
Comments: Yes
Action for next year:
6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.
Action from last year:
Comments: Appraisal ASPAT mean score increased to 34.8 from 34.5
Action for next year: Report to go to new Clinical Governance Sub Committee.

Section 3 – Recommendations to the GMC
1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.
Action from last year:
Comments: Yes
Action for next year:
2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.
Action from last year:
Comments: Discussed same day.
Action for next year:

Section 4 – Medical governance
1. This organisation creates an environment which delivers effective clinical
governance for doctors.
Action from last year:
Comments: the organisation provides:
Learning from Deaths Forum; Robust Complaints Information; Doctors
Forum; Job Planning Policy updated to ensure fair SPA allocation
2
2

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of reporting.
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Action for next year: complaints discusses at appraisal. Job plans being
completed with designated body doctors.

2. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.
Action from last year:
Comments: Only high level concerns reach Responsible Officer, smaller
concerns don’t usually.
Action for next year: Via complaints procedures and via appraisal quality
assurance
3. There is a process established for responding to concerns about any licensed
medical practitioner’s1 fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.
Action from last year:
Comments: Yes
Action for next year:

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors3.
Action from last year:
Comments: This used to done by the RO annual board report.
Action for next year: To be discussed at the Responsible Officer Advisory
Group (ROAG) and fed upwards using Trust’s governance structure.
5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation4.
4

This question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.
4
The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Action from last year:
Comments: Yes, standard MPIT form used.
Action for next year:
6. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).
Action from last year:
Comments: Yes
Action for next year:

Section 5 – Employment Checks
1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.
Action from last year:
Comments: Human Resources undertake references and DBS checks on all
directly employed and contracted employees. The employment checks,
qualifications and skills are reviewed and signed off by the HCT Responsible
Officer before any person has their appointment agreed. This includes
directly employed, contracted, service level agreement, agency locum and
honorary contracts. This ensures compliance with this element of
Responsible Officer Regulations 2010 (amended 2013).
Action for next year: Update recruitment flowchart to include L2P automated
process and to include GMC connect.

Section 6 – Summary of comments, and overall conclusion
Please use the Comments Box to detail the following:
-

General review of last year’s actions

-

Actions still outstanding

-

Current Issues

-

New Actions:

Overall conclusion:
The previous responsible officer has been unable to hold any Medical
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Revalidation Decision Making Groups (MDMG) Since September 2018 due to
lack of a supporting officer. These will now be known as Revalidation Officer
Advisory Groups (ROAG) and will take place every 2 months starting
September 2019. The meeting will review the Terms of Reference and all
policies and procedures relating to revalidation and concerns about doctors.
The board is asked to support extra administration to ensure that all databases
and processes are fit for purpose.

Section 7 – Statement of Compliance:
The Board of Hertfordshire Community NHS Trust has reviewed the content of this
report and can confirm the organisation is compliant with The Medical Profession
(Responsible Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body
[(Chief executive or chairman (or executive if no board exists)]

Official name of designated body: Hertfordshire Community NHS Trust

Name: Clare Hawkins

Signed:

Role: Chief Executive
Date: 17/07/2019
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Executive Lead:

Sarah Browne Director of Nursing & Quality/Chief Nurse

Author(s):

Mary Lazarus: Head of Compliance & Clinical Quality
Improvement

For:

Approval and Assurance

Risk rating:

Amber/Green

1.0

Purpose and Recommendations

1.1

To inform and seek approval for the de-registration of regulated CQC Sites &
services as part of the CLcH Transfer of Care.

2.0

Executive Summary

2.1

As part of the CLcH Transfer of Care process, HCT is required to de-register
the sites and services which are located within Herts Valley. This will enable
CLcH to proceed with their registration of these services. CQC identify that this
process can take between 6-10 weeks for them to process. Planned joint
submission of de-registration for HCT and registration for CLcH is to be
undertaken on 29th July 2019.

2.2

There are three sites for de-registration:
Langley House: Including
Langley House Inpatient Unit (Midway)
Holywell Neurological Rehabilitation Unit Inpatient Unit
Potters Bar Community Hospital Inpatient Unit
St Peters Ward Hemel Hempstead General Hospital: Including
St Peters Ward
Simpson Ward
Whilst Simpson ward is not part of the CLcH Transfer of Care from the 1st
October 2019 HCT will cease to retain ownership of care delivery. At this point
in time it remains unconfirmed as to who will provide this service in the future.
1
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Sites that will remain registered with CQC for HCT are:
Danesbury Neurological Service
Endoscopy & Day Surgical Centre for Herts Special Care Dental Service
Herts and Essex Hospital including Minor Injuries Unit (MIU)
HMP The Mount
Queen Victoria Memorial Hospital
Hertfordshire Community NHS Trust - Headquarters
2.3

Howard Court requires a new Statement of Purpose to include the changes of
services which were previously listed as Hertfordshire wide and are now
delivered to East and North Herts.
A new ‘Statement of Purpose’ is enclosed as Appendix 1.

3.0

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

4.0

Impact upon Corporate Risk Register
The Trust is legally required to register all clinical activity with CQC and to notify
CQC of any changes that arise.

5.0

Appendices and Attachments
(1)

HCT CQC Statement of Purpose – October 2019

Author: Mary Lazarus
Head of Assurance & Clinical Quality Improvement
11th July 2019

2
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Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description
Information is as comprehensive as possible to inform
the board / 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.

Jane Lawson Deputy Director
of Nursing (Acting)

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary.
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HCT CQC Statement of Purpose - October 2019
Adult Community Services (County-wide)
Diabetes Community Service

Nutrition & Dietetics Service
Adult Community Services (Herts Valleys)

Diabetic Retinopathy Service (NHSE commissioned to stay)
Adult Community Services (East & North Hertfordshire)
Acute Therapies Service (East & North Herts
Hospitals Trust) Outpatients only
Bladder & Bowel Care Service

Cardiac Rehabilitation Nurse (Stevenage)
Community Neurological, including Early Supported
Discharge
COPD
Discharge Home to Assess
End of Life and Specialist Palliative Care
Foot Health Services (Podiatry)
Integrated Community Teams (ICT)
Integrated Discharge Team (East & North Herts
Hospitals Trust)

Lymphoedema Service
Minor Injuries Unit (Cheshunt Community
Hospital)
(in partnership with Hertfordshire Urgent Care
and Lea Valley Health Federation)
Musculoskeletal Services
Pain Management & Chronic Fatigue Service
Phlebotomy Service (Cheshunt Community
Hospital)
Pulmonary Rehabilitation
Respiratory Service
Skin Health Services
Speech & Language Service
Tissue Viability & Leg Ulcer Service

Children & Young People’s (CYP) Services (County-wide)
Child Health Information Service (Herts, Luton,
Milton Keynes and Bedfordshire)
CYP Occupational Therapy Service
CYP Physiotherapy Service

CYP Speech & Language Therapy Service
Positive Behaviour, Autism, Learning Disability and
Mental Health Service (PALMS)

Public Health Nursing Services
School Aged Immunisations Service
Specialist Community Dental Services including
Domiciliary Care (Surgical Site, Day Service Unit,
(East & North Herts Hospitals Trust)
Specialist Nurse Co-ordinators (Transition and
Sickle Cell)
Step2 Service

Children & Young People’s Services (Herts Valleys)
CYP Community Medical Service
CYP Community Nursing
CYP Continuing Care Service

CYP Eye Services
CYP Hearing Service (Audiology)
Special School Nursing Service

Nursing Services – Quality & Governance Team (County-wide)
Infection Prevention & Control Team
Looked After Children/Care Leaver’s Team
Rapid Response to Unexpected Child Death Team

Safeguarding Adults Team
Safeguarding Children Team
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TRUST BOARD
Title:

2019/2020 Q1 Learning from deaths report

Meeting Date:

25 July 2019

Executive Lead:

Dr Elizabeth Kendrick, Acting Medical Director

Author(s):

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

For:

Information

Risk Rating:

Not Applicable

1.0

Purpose & Recommendations
1.1

To advise the Board regarding:



2.0

Key Points
2.1
2.2

2.3

2.4

3.0

An overview of deaths occurring
Learning identified

16 inpatient and 5 community deaths were reported during Q1 meeting
criteria for review;
11 reviews were assessed at Learning from Deaths panel;
- 10 deaths were assessed as ‘definitely not avoidable’;
- One death was assessed as ‘slight evidence of avoidable’ as some
aspects of care were not delivered to expected standards;
The Panel assessed that HEH team had delivered excellent care to a
patient prior to the patient’s death. Excellent documentation evidenced
good communication with the patient and their family, good MDT
discussion and care, and that staff acted promptly in response to the
patient’s sudden deterioration.
End of life care remains an area where good practice needs to be
consistently evidenced. In addition, incidental learning for one death
identified that falls prevention for hospital inpatients is not as robust as
it must be.

Relevant Strategic Objective(s) / Strategies
3.1

This report links to the following Trust Strategic Objectives

2
4

We will improve clinical outcomes and enhance patient safety
We will use resources efficiently to enhance our ability to improve
services
1

Board in Public 25th July 2019

5

6.0

Attachment E5

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

Resource Implications

None
8.0

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
15/07/2019
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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 not previously been considered by a trust committee:
Committee:
Date (Month / Year):
Healthcare Governance Committee
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.

Dr Elizabeth Kendrick
Acting Medical Director

√

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

3

√

Board in Public 25th July 2019

Attachment E5

LEARNING FROM DEATHS REPORT
2019/20 Quarter 1
The Learning from Deaths quarterly report summarises information and learning from the review of deaths. This report provides:
1.
2.
3.
4.

An overview of deaths occurring meeting the criteria for completing case note review;
An overview of mortality reviews undertaken;
Learning identified;
Key points of note and next steps.

1. Overview of deaths within scope for review
Inpatient unit deaths

Danesbury Neurology Service
Herts & Essex Hospital
Holywell Neurology Service
Langley House
Potters Bar Community Hospital
Queen Victoria Memorial Hospital
St Peters Ward HHGH
Simpson Ward HHGH
Total




2017/18
End of
year total

2018/19
End of
year total

Q1

0
2
0
0
5
2
5
11(part yr)
25

0
2
1
0
6
2
3
13
27

1
1
0
0
3
1
0
10
16

Q2

2019/20
Q3

Q4

Total

1
1
0
0
3
1
0
10
16

16 inpatient deaths were reported in Q1.
13 inpatient deaths were expected and 3 were unexpected; unexpected deaths are those patients who were admitted and who died whilst on a
rehabilitation pathway.
2 of the unexpected deaths have been reviewed at Panel and one will be reviewed at the next Panel.
1
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A profile of inpatients who died during Q1, including ages and known causes of death, is included below:
Age
65-69
70-74
75-79
80-84
85-89
90+

No. of patients
1
1
1
1
4
8

Causes of death - 1a on death certificate (number of patients)
 Metastatic Cancer (3)
- Chronic Obstructive Pulmonary Disease (2)
- Pneumonia (1)
 Advanced vascular dementia (2)
 Sepsis (1)
- Frailty of old age (2)

Congestive heart failure (1)
- To be confirmed (4)
Community deaths

Specialist Palliative Care
Dacorum CAHS
Hertsmere CAHS
Lower Lea Valley ICT
North Herts ICT
St Albans CAHS
WelHat ICT
Stevenage ICT
Watford CAHS
Herts Valleys discharge unit
E&N Neuro rehab
Total


2017/18
End of year
total

2018/19
End of year
total

2
1
2
1
1
1
1
0
0
0
0
9 (part year)

2
2
3
1
2
2
5
1
1
0
0
19

Q1

Q2

2018/19
Q3

Q4

Total

1

1

1

1

1
1
1
5

1
1
1
5

5 community patient deaths were reported in Q1 meeting the criteria for undertaking case record review.
2
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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.
The revised Learning from Deaths policy was issued in May 2019 and the criteria for undertaking case record review has changed. An overview of
the new criteria compared to the previous criteria is summarised in Appendix 1.

A profile of community patients who died during Q1, including ages and known causes of death, is included below:
Age
70 - 74
75 – 79
80 - 84
90+

No. of patients
1
1
2
1

Causes of death - 1a on death certificate (number of patients)
 Acute cardiac failure (1)
- Pneumonia (1)
 Pulmonary Sarcoidosis (1)
- To be confirmed (2)

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 Q1 no such deaths were 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 and the Improving Health Outcomes Group.
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. The LeDeR
2018/19 Hertfordshire Annual report will be summarised and discussed at the July Learning from Deaths Panel.

2. Overview of structured judgement reviews undertaken
The following dashboard has been developed taking into consideration:
3
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The ‘assessment of avoidability’ scoring used by NHSI and which HCT has adopted;
Trusts are expected to “provide estimates of how many deaths were judged more likely than not to have been due to problems in care”
(National Guidance on Learning from Deaths) and those deaths assessed as scoring 1,2,3 fall into this category;
Where the deaths of patients with learning disability have been reviewed these will be included and separate commentary will be provided as
this supports the Learning Disability Mortality Review (LeDeR) programme.
Mortality reviews
completed and
assessed at
Panel
(community and
inpatient)

Q1

Attachment E5

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

Definitely not
avoidable

1

2

3

4

5

6

1

10

11

Q2
Q3
Q4





During Q1 one Learning from Deaths panel took place; 11 deaths were reviewed at panel.
The panel assessed that 10 deaths were not due to problems in care and judged the 10 deaths to be ‘definitely not avoidable’, score 6.
The panel assessed that for one of the 11 deaths in Q1 there was ‘slight evidence of avoidability’, score 5 (reference ID49400). The patient was 86
years old and was an inpatient whilst waiting assessment for a nursing home placement. Cause of death is recorded as chronic obstructive
pulmonary disease. Review assessed that some aspects of care were not a good as they should have been, for example communication between
night/day staff was poor, concerns were not escalated to the out of hours GP when they should have been and systems in place to support ‘at risk
feeding’ were not robust.

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, allied health professionals 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. Learning from the
Panel held in Q1 has been summarised and shared with all staff (05/07/190).
4
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A system to identify emerging patterns is now in place (Appendix 2) and was updated following the May Panel.
Points of note from the May panel:
The Acting Medical Director is writing to services where review has identified that excellent care was provided. Acknowledgment of good care and
positive feedback from the Medical Director has been well received by teams. The Medical Director will be writing to the team at Herts and Essex
Hospital as review identified that a patient there had received excellent care prior to their death (reference ID50259).
End of life care is still an area where consistent good practice needs to be evidenced, specifically Advance Care Planning and recognising when a
patient is nearing the end of life. The Professional Clinical Lead for Specialist Palliative Care and End of Life attends the panel and points of learning
and discussion is used to inform their work plan.
Review of one patient identified that the falls assessment framework had not been completed. Whilst this learning is incidental to the death of the
patient, falls prevention for inpatients is important and information from the review will be shared with the 2019/20 CQUIN lead for preventing hospital
falls.

4. Conclusions and next steps
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 was issued May 2019.
The structured judgement review forms are now embedded within the Datix incident reporting system which helps support all relevant information
being filed centrally and more easily accessed.

Christine Stock,
Head of Patient Safety,
July 2019

5
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Appendix 1
Learning from Deaths Policy (previously called ‘Mortality Review Policy’)




The Learning from Deaths policy has been re-written and was re-issued in May 2019; it replaces the previous ‘Mortality Review Policy’.
One important change concerns those deaths which will be subject to review (section 6 in the new policy).
Changes mostly affect community inpatients and adults in the community and an overview of the previous scope, compared to the new scope is
included below to help people see where changes have been made.
NEW/CURRENT POLICY May 2019

OLD/PREVIOUS POLICY
Deaths subject to mortality review include:

Deaths subject to mortality review include:





All inpatient deaths



Community deaths where:
 The bereaved or staff raise significant concerns about the
care.
 The learning will inform quality improvement work.
 The patient has died within 30 days of being discharged from
a HCT community hospital.
 An alarm has been raised concerning a particular speciality,
diagnosis or treatment group
 The death is unexpected and HCT has had recent contact
within seven days.

All community inpatients, including those whose death may have been
expected, for example those patients receiving end of life care.
People who die within 24 hours of being transferred from a community
hospital to an acute or general hospital.

Patients living in the community where:
 People who die within 3 days of discharge from an HCT community
hospital, unless discharge home is in response to the patient’s request
that they die at home.
 People whose death is unexpected, who have been seen by HCT
within seven days and where cause of death is unknown.
 If any neglect or acts of omission in care delivered by HCT have been
identified or reported in relation to a person’s death.

6
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Learning from deaths - emerging patterns

Appendix 2

After each Learning from Death panel, key points of note are considered and included in this table.
The table is not an action plan, as actions will be addressed through the Panel and recorded in Panel notes/action tracker.
The table is intended to support the identification of emerging patterns and provides a summary that can be shared with operational teams.

1

End of life

AREA

ISSUE

REF.NO.

DATE
ADDED

CQC DOMAIN

2

3

4

5

6

DNACPR
Advance care
planning
Recognising
patient nearing
EoL

Admission /
discharge

EoL template
Medication /
prescriptions

Diabetes care

Catheter
management
Discharge
summary
Risk feeding
Late d/c from
acute
Appropriateness
Low blood sugar

Core

Insulin
administration
Baseline clinical






















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
No provisions put in place for family
EoL template not used/recorded correctly
Patients admitted to ward from acute with no or
incorrect medication chart
Poor medical clerking/HCT drug chart not used
Patient with surgical drains accepted in absence of
acute hospital having plan in place to manage drains
Patient admitted to ward from acute with no discharge
summary
Poor t/f of information re risk feeding
Patient d/c from acute to HCT ward 23:00
Patient for rehab when unlikely would benefit
Not checking blood sugars after food/drink given in
response to low BS
Team custom to alter units of insulin given depending
on blood reading
Not taken on admission to service (community)
7

ID45726

Nov’18

Effective

ID45590
ID47251
ID46705
ID46440

Nov’18
Mar’19
Jan’19
Jan’19

Responsive

ID48386

Mar’19

ID49800

May’19

ID46384
ID46203

May’19
Jan’19

Caring
Safety

ID49800
ID48346

May’19
Mar’19

Safety

ID48345

May’19

Safety

ID49800
ID46384

May’19
May’19

Safety
Caring

ID49226
ID44806

May’19
Jan’19

Responsive
Safety

ID47548

Mar’19

Safety

ID47009

Jan’19

Safety

Caring
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observations
MUST
Assessing pain





Completed late
Not accurately recorded
Pain assessment template not completed

Managing pain



Wound
management

Assessment

Core delivery of
care

MDT /
Communication

assessment
Pain
management

JIC in place but not written up so couldn’t be given

ID48507
ID46384
ID47251
ID46384
ID47251

May’19
May’19
Mar’19
May’19
Mar’19




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

ID45028
ID47360

Mar’19
Mar’19

Effective

Fluid/nutrition
charts



Fluid/nutrition charts showed gaps, not fully completed

ID48345

May’19

Safety

OOH GP



OOH GP not requested

ID49800

May’19

Safety



Inaccurate NEWS score

ID49800

May’19

Safety



Locums, including Drs, have no easy access to SI

ID49800

May’19

Safety

Recognising
NEWS
sepsis /
deterioration
Locums/Agency Access to
SystmOne

Updated 28/05/19

8

Safety
Effective
Effective
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TRUST BOARD
Title:

Executive Performance Review

Meeting Date:

25th July 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 Trust Board regarding the Trust wide performance for June
2019

1.2

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

2.0

Key Points for the Attention of the Trust Board

2.1

Workforce (Appendix A)

Highlights
 Staff mandatory training figures above target with 94.5% in June (94.7% in
May)
 Absence rate within the 3.7% Trust target at 3.6% in June (3.4% in May)
 Agency usage reduced to 104.3 FTE (117.9FTE in May)
 Starters exceed leavers for June (50 starters v 39 leavers – headcount)
Areas for Board review
 Underlying Staff turnover over threshold and increased to 15.5% in June
(14.9% in May). Starting to see the impact of the imminent service transfer in
the staff turnover rates.
 Vacancy rate above threshold at 12.2% in June (fractionally reduced from
12.3% in May)
Areas for Board to note:
 The process for recording completion of Appraisals has been amended with
effect from 1st April 2019. Further work on the transition to this new recording
arrangement needs to be completed before an accurate position against this
KPI can be reported. Work is underway to communicate the changes
required.

1
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 The Trust has reviewed the cohort of 38 services making up the baseline for
the e-roster KPI to ensure that it only includes shift based services with a
requirement to approve their rosters. The Adult Services weekly meeting will
be used to address the non-compliant areas, with a focus on the impact on
staff of not giving adequate notice of their shift patterns. The CYP BU only
includes two shift based services.
Activity (Appendix B)

2.2

Contract Position Summary
 Overall Contract Activity for ENHCCG was 2.7% below plan at the end of
June (1.8% under at end of May), with a pronounced difference between first
contacts 13.3% over plan and follow ups 4.7% under plan. Across all
ENHCCG services there is a first to follow up ratio of 6.7 and for the ICT the
average contact per patient is 12.5.


Overall Contract Activity for HVCCG is 3.9% below plan at the end of June
(5% under at end of May). First contacts are 7.1% over and Follow Ups 5.2%
under plan. Across all HVCCG services there is a first to follow up ratio of 7.4
and for the ICT the average contact per patient is 8.5.

Highlights
 Waiting list for consultant led services in Skin Health and Paediatric Audiology
was performing above the national 92.0% 18 week target at 99.9% and
99.8% respectively.


For non-consultant led services the waiting list shows 95.1% of patients in
ENHCCG and 95.4 in HVCCG waiting less than 18 weeks.



MSK in ENHCCG shows clear improvement in waiting time performance with
62.9% of patients waiting less than six weeks for a first appointment versus
49.4% in May and 82.23% waiting less than 12 weeks (75.51% in May).



A programme of service-level activity reviews in now underway for services in
ENHCCG with the aim of achieving accurate contractual activity plans and
pricing.

Areas for Board review


Waiting list for consultant led services in Community Paediatrics at 72.3% is
below the 92.0% national target. Percentage performance is slightly lower
than in May but there is evidence of improvement in the data; with less young
people waiting overall in June 669 (735 in May) and less young people
waiting over 18 weeks in June 185 (200 May).



There are other services with 18 week waiting time issues (local target is
92%), the majority are provided in the ENHCCG area:
o
o
o
o
o

Neuro Rehab – ENHCCG - 77.8% (81.7% May)
Diabetes - ENHCCG - 81.7% (85.9% May)
Children’s Occupational Therapy – ENHCCG 82.3% (82.6% May) and
HVCCG 82.1% (80.2% May)
Community Cardiology – ENHCCG - 85.7% (83.3% May)
Adult Occupational Therapy Service - Acute Therapies – ENHCCG 90.5% (89.3% May)
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o Adult Physiotherapy Service - Acute Therapies – ENHCCG - 90.1%
(91.1% May).


Length of waiting list for over 18 week waiters still has patients waiting long
periods of time. Work continues on a case by case basis to improve this
position



There has been an increase in DTOC in the HV area. The CCG is aware of
the issue and actions are being taken to address this situation
Quality (Appendix C and Supporting Paper J1

2.3

Highlights
 Stroke and Non Stroke LoS within rehab pathway thresholds.
 Zero C.diff cases reported in June and on target with present trajectory
 Achieved 97.8% Harm Free Care
 CQUIN 7 – Falls prevention did not meet trajectory for quarter 1. An action
plan is in place including production of dashboard for monitoring.
Areas for Board review
 See Appendix C Page 18
Areas for the Board to note
 Changes to the national categorisation of pressure ulcers is, as expected,
resulting in all providers reporting an increased number of cases and means
that comparison with previous years is not meaningful.
Finance (Details in Supporting Paper J2

2.4

Highlights
 Income and Expenditure position:
The Trust performance against the control total is on plan year to date and
£17K ahead of plan in month. The Trust's single oversight risk rating is still
maintained at a 1, despite continued pressure around agency usage. The
Trust is forecasting to achieve the control total of £1,213K as per the 19/20
Operating Plan Submission.


Agency Expenditure:
M3 £499K actual, target £580K
Year to date £1,612K actual, target £1,741K



Cost Improvement Programme:
M3 £202K actual, target £202K
Year to date: £606K delivered, target £606K



Capital Expenditure:
Year to date: £432K delivered, target £432K



Cash Plan:
Month 3: £21,716K delivered, target £23,990K

Areas for Board review
 In response to the letter from Julian Kelly re Capital Resources the Trust has
worked with STP Provider colleagues to bring the overall capital plan for
2019/20 within the revised STP wide capital control total. The impact on the

3
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Trust is that the Capital Resource Limit for 2019/20 has reduced from £5.3m
to £3.4m. All previously identified Priority 1 schemes (Must Do’s this year) will
continue as previously planned with some of the Priority 2 schemes (Need to
do but timing flexible) deferred and added in to the 2020/21 indicative plan.


Following a late audit adjustment at an NHS Trust elsewhere in England
some 2018/19 Provider Sustainability Funding (PSF) became available for
redistribution after the completion of the 2018/19 audit process. Central
adjustments have been made to the NHS wide 2018/19 consolidated account
to reflect this situation and locally HCT has received an additional £488k of
PSF relating to 2018/19 which it will be accounting for in 2019/20.
The cash associated with the 2018/19 PSF (£2,871k including the additional
£488k) was received in to the Trusts bank account on Monday 15th July
2019.

3.0

Relevant Strategic Objective(s) / Strategies

3.1

This report links to the following Trust Strategic Objectives
1.
2.
3.
4.
5.

4.0

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

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 July 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):
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

√/
x

Comments /
Exceptions

Description

√

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

√
√
√
√
√

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

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
(Q4 18/19,
excl CCGs)

Community
Services
Benchmarking

Proposed
Trust Target
2019/20

Trust

Adult Services

CYPS

Corporate

Establishment (FTE)

‐

‐

‐

2536.5

1567.8

776.4

192.3

Inpost (FTE)

‐

‐

‐

2227.0

1295.7

746.6

184.7

2729

1567

956

206

Workforce KPI Dashboard
June 2019

Inpost (Headcount)
11.3%

9.0%

11.0%

12.2%



17.4%



3.8%



4.0%



Agency FTE as % of Total Staffing FTE

‐

‐

5.0%

4.2%



5.8%



1.3%



3.7%



Bank Usage (FTE)

‐

‐

‐

139.8



126.2



13.2



0.3



Agency Usage (FTE)

‐

‐

‐

104.3



87.5



9.7



7.2



3.9%

3.0%

3.7%

3.6%



4.0%



3.3%



2.05%



Short Term

‐

‐

1.7%

1.7%



1.9%

1.5%



0.8%



Long Term

‐

‐

2.0%

1.9%



2.1%




1.8%



1.2%



Turnover (Underlying)

14.4%

14.0%

14.0%

15.5%



16.6%



13.9%



14.2%



Stability Rating

85.0%

‐

‐

81.7%



81.7%



82.8%



75.7%



Mandatory Training

90.0%

‐

90.0%

94.5%



93.8%



95.9%



97.7%



Friends and Family Test (Care/Treatment)

‐

‐

‐

80.0%



81.0%



79.0%



82.0%



Friends and Family Test (Place to Work)

‐

‐

‐

55.0%



57.0%

54.0%



51.0%



Flu Campaign

‐

‐

80.0%

70.0%



69.0%

72.0%



‐

Vacancy Rate

Sickness Absence




Flu Campaign (Headcount of Staff Vaccinated)

‐

‐

‐

1432

897

535

‐

Starters (FTE)

‐

‐

‐

36.0

18.2

16.6

1.2

Starters (Headcount)

‐

‐

‐

50

24

24

2

Leavers (FTE)

‐

‐

‐

32.2

18.7

11.1

2.4

Leavers (Headcount)

‐

‐

‐

39

22

14

3

Maternity Leave (Headcount)

‐

‐

‐

79

43

33

3

Maternity Leave (%)

‐

‐

‐

2.9%

2.7%

3.5%

1.5%

% 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)

28.9%



30.6%



0.0%



45.8



47.8



43.4



indicates change against the previous month
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2. Workforce By Staff Group
STP Average
(Q4 18/19,
excl CCGs)

Community
Services
Benchmarking

Proposed
Trust Target
2019/20

Trust

Establishment (FTE)

‐

‐

‐

2536.5

917.6

Inpost (FTE)

‐

‐

‐

2227.0

‐

‐

2729

9%

11.0%

Agency FTE as % of Total Staffing FTE

‐

‐

Bank Usage (FTE)

‐

‐

Agency Usage (FTE)

‐
3.9%

Workforce KPI Dashboard
June 2019

Inpost (Headcount)
11.3%

Vacancy Rate

Sickness Absence

Nursing (Registered)
Medical & Dental
inc HV Students

AHPs

Scientific &
Technical

Support Workers
inc Housekeepers

Admin & Snr Mgt

36.8

484.1

80.4

504.8

512.9

774.8

29.6

431.2

79.9

456.2

455.3

934

39

566

94

539

557

12.2%



15.6%



19.6%



10.9%



0.6%



9.6%



11.2%



5.0%

4.2%



4.6%



12.6%



5.9%



0.0%



4.5%



1.7%



‐

139.8



43.6



0.2



6.7



1.4



68.1



19.8



‐

‐

104.3



39.7



4.3



27.2



0.0



24.7



8.4



3%

3.7%

3.6%



4.8%



0.4%



2.1%



1.2%



4.8%



2.5%




Short Term

‐

‐

1.70%

1.7%



2.8%



0.4%



1.0%



1.2%



1.9%



1.4%

Long Term

‐

‐

2.00%

1.9%



2.0%



0.0%



1.1%



0.0%



2.9%



1.2%





17.7%



15.0%



15.6%



15.6%



15.0%





84.6%



83.6%



83.0%



80.9%



77.4%

Turnover (Underlying)

14.4%

14.0%

14.0%

15.5%



14.9%

Stability Rating

85.0%

‐

‐

81.7%



83.3%

Mandatory Training

90.0%

‐

90.0%

94.5%



‐

‐

‐

‐

‐

‐

Friends and Family Test (Care/Treatment)

‐

‐

‐

80.0%



‐

‐

‐

‐

‐

‐

Friends and Family Test (Place to Work)

‐

‐

‐

55.0%



‐

‐

‐

‐

‐

‐

Flu Campaign

‐

‐

80.0%

70.0%



Flu Campaign (Headcount of Staff Vaccinated)

‐

‐

‐

1432

564

28

397

67

376

‐

Starters (FTE)

‐

‐

‐

36.0

8.9

0.4

4.5

0.0

13.8

8.4

Starters (Headcount)

‐

‐

‐

50

12

1

6

0

18

13

Leavers (FTE)

‐

‐

‐

32.2

12.5

0.0

1.8

1.3

9.6

7.1

Leavers (Headcount)

‐

‐

‐

39

14

0

3

2

12

8

Maternity Leave (Headcount)

‐

‐

‐

79

27

0

31

4

10

7

Maternity Leave (% of staff group)

‐

‐

‐

2.9%

2.9%

0.0%

5.5%

4.3%

1.9%

1.3%

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

‐

‐

100.0%

28.9%



‐

‐

‐

‐

‐

‐

‐

49 days

45.8



‐

‐

‐

‐

‐

‐

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

‐

indicates change against the previous month
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66.0%

76.0%





76.0%

‐



71.0%



‐
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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%

May
3.4%
3.0%
3.9%

June
3.6%
2.8%
3.8%

Sept

Oct

2018/19

Nov

Dec

Jan

Feb

Mar

2017/18

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

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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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%

May
14.9%
14.0%
14.9%

June
15.5%
14.0%
14.5%

Sept

Oct

2018/19

Nov

Dec

Jan

Feb

Mar

2017/18

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

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 June 19)
Total Contacts
Contract Activity Summary

Referrals

FollowUp
Contacts per
Initial Contact

Plan
2019-20
5,591

Plan
YTD
1,222

Actual
YTD
1,503

Var
YTD
281

Var
YTD %
23.0%

Plan
2019-20
4,075

Plan
YTD
874

Actual
YTD
1,016

Var
YTD
142

Var
YTD %
16.2%

Adult Occupational Therapy Service E&N (Acute Therapies)

3,802

1,015

1,002

(13)

-1.3%

2,477

627

647

20

3.2%

0.7

Adult Physiotherapy Service E&N (Acute Therapies)

13,406

3,284

2,059

(1,225)

-37.3%

4,607

1,295

815

(480)

-37.1%

1.8

Adult Speech & Language Therapy

3,949

931

971

40

4.3%

2,021

476

523

47

9.9%

1.6

Cheshunt Community Nurses

3,666

797

764

(33)

-4.1%

113

24

26

2

8.3%

49.9

New Service
Adult Bladder & Bowel Care

1.0

Childrens Occupational Therapy

4,227

1,057

1,065

8

0.8%

787

184

206

22

12.0%

9.0

Children's Physiotherapy

7,253

1,745

1,811

66

3.8%

884

246

197

(49)

-19.9%

15.6

Children's Speech & Language

17,678

4,219

3,657

(562)

-13.3%

2,594

593

682

89

15.0%

5.3

894

235

225

(10)

-4.5%

256

56

74

18

32.1%

2.8

Community Respiratory Service

10,151

2,191

2,138

(53)

-2.4%

1,774

397

453

56

14.1%

4.1

Diabetes

11,859

2,856

2,662

(194)

-6.8%

2,866

790

558

(232)

-29.4%

7.0

Integrated Care Teams

Community Cardiology

401,065

100,907

99,799

(1,108)

-1.1%

33,254

7,906

9,324

1,418

17.9%

12.5

Leg Ulcer Service

6,938

1,665

1,963

298

17.9%

554

102

171

69

67.6%

15.4

Lymphoedema Services

2,693

704

665

(39)

-5.5%

221

49

149

100

204.1%

6.2

MSK Physio E&N

49,590

13,301

10,979

(2,322)

-17.5%

19,886

4,904

4,481

(423)

-8.6%

1.9

MSK Triage E&N

3,272

825

1,347

522

63.2%

6,736

1,747

1,087

(660)

-37.8%

0.6

Neuro Rehab - Community

6,375

1,443

1,624

181

12.5%

1,687

357

494

137

38.4%

3.4

Nutrition & Dietetics

9,466

2,474

2,773

299

12.1%

5,306

1,491

1,202

(289)

-19.4%

2.1

Pain Management & Chronic Fatigue

928

179

418

239

133.5%

257

42

107

65

154.8%

7.5

Podiatry Service

30,852

7,920

6,793

(1,127)

-14.2%

2,945

763

632

(131)

-17.2%

13.0

Pulmonary Rehab

15,112

3,968

3,938

(30)

-0.7%

1,853

441

449

8

1.8%

9.7

372

125

158

33

26.1%

18

7

1

(6)

-85.7%

157.0

Skin Health Service

7,500

1,815

2,360

545

30.0%

7,371

1,884

1,661

(223)

-11.8%

1.3

Specialist Palliative Care

5,394

975

780

(195)

-20.0%

901

211

335

124

58.8%

2.5

Stroke - Early Supported Discharge

4,198

1,134

1,304

170

15.0%

1,022

269

290

21

7.8%

7.9

0

0

60

60

-

0

0

0

0

-

-

-2.7%

104,465

25,735

25,580

(155)

-0.6%

6.7

Sickle Cell

Transition

Total 626,231 156,988 152,818 (4,170)
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NHS East and North Hertfordshire CCG Patients – Discharges and Occupied Bed Days by site
DISCHARGES
Service

Apr

May

Jun

DANESBURY

15

14

11

Total
YTD
40

HERTFORDSHIRE & ESSEX HOSPITAL

33

17

19

69

POTTERS BAR COMMUNITY HOSPITAL

0

1

0

1

QUEEN VICTORIA MEMORIAL HOSPITAL

40

31

27

98

Total

88

63

57

Jul

0

Aug

0

Sep

0

Oct

0

Nov

0

Dec

Jan

Feb

Mar

0

0

0

0

Dec

Jan

Feb

Mar

208

OCCUPIED BED DAYS
Service

Apr

May

Jun

DANESBURY

470

463

492

Total
YTD
1,425

HERTFORDSHIRE & ESSEX HOSPITAL

701

754

783

2,238

POTTERS BAR COMMUNITY HOSPITAL

0

30

0

30

QUEEN VICTORIA MEMORIAL HOSPITAL

558

545

578

1,681

1,729

1,792

1,853

Total

Jul

0

11

Aug

0

Sep

0

Oct

0

Nov

0

0

0

0

0

5,374
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2. NHS Herts Valleys CCG 2019‐20 (up to June 19)
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Contract Activity Summary
New Service

Total Contacts
Plan
2019-20

Plan
YTD

Actual
YTD

Var
YTD

Var
YTD %

Referrals
YTD

FollowUp
Contacts per
Initial Contact

Adult Bladder & Bowel Care

2,873

655

1,118

463

70.7%

993

0.8

Adult Speech & Language Therapy

4,274

1,140

942

(198)

-17.4%

489

1.5

Children's Community Nurses

10,078

2,729

2,929

200

7.3%

373

7.6

Children's Eye Care

4,908

1,370

1,106

(264)

-19.2%

234

3.3

Childrens Occupational Therapy

5,339

1,304

1,342

38

2.9%

338

9.0

Children's Physiotherapy

7,754

1,936

1,999

63

3.2%

285

11.0

Children's Speech & Language

14,956

3,852

3,183

(669)

-17.4%

644

4.8

Community Cardiology

13,470

3,541

3,679

138

3.9%

241

17.4
3.2

Community Paediatrics

6,872

1,686

1,651

(35)

-2.1%

832

Heart Failure Service

4,105

1,154

1,282

128

11.1%

220

7.5

Leg Ulcer Service

1,717

331

341

10

3.2%

72

6.6
9.1

Lymphoedema Services

1,494

421

477

56

13.2%

56

Neuro Rehab - Community

12,900

2,886

2,445

(441)

-15.3%

438

6.7

Paediatric Audiology

8,040

2,278

1,617

(661)

-29.0%

691

1.5

Sickle Cell
Special School Nurses

424

112

131

19

17.0%

1

130.0

10,820

2,690

2,570

(120)

-4.5%

34

284.6

Specialist Palliative Care

9,661

2,636

1,026

(1,610)

-61.1%

238

4.3

Stroke - Early Supported Discharge

6,452

1,679

1,422

(257)

-15.3%

256

9.1

0

0

23

23

-

0

-

332,899

83,225

81,877

(1,348)

-1.6%

11,842

8.5

Total 459,036 115,625 111,160 (4,465)

-3.9%

18,277

7.4

Transition
West Herts Community Adult Health Service

Podiatry MSK Low Risk
Podiatry Service

793

225

81

(144)

-63.9%

111

0.1

8,341

2,089

2,151

62

3.0%

375

8.5
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NHS Herts Valley CCG Patients – Discharges and Occupied Bed Days by site

DISCHARGES
Service

Apr

May

Jun

Jul

Aug

Sep

Oct

HERTFORDSHIRE & ESSEX HOSPITAL
HOLYWELL
LANGLEY HOUSE
POTTERS BAR COMMUNITY HOSPITAL
ST PETERS
Total

0
16
18
30
18
82

0
7
32
29
19
87

2
8
24
29
15
78

0

0

0

0

Nov Dec

0

0

Jan

Feb

Mar

0

0

0

Jan

Feb

Mar

0

0

0

Total
YTD
2
31
74
88
52
247

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

Apr

May

Jun

Jul

Aug

Sep

Oct

0
467
888
774
565
2,694

0
397
914
707
542
2,560

15
467
893
821
563
2,759

0

0

0

0

13

Nov Dec

0

0

Total
YTD
15
1,331
2,695
2,302
1,670
8,013
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Attachment F1
NHS East and North NHS Herts Valleys
Hertfordshire CCG
CCG

Trust Wide Summary

Service

TOTAL

% Within
18 Weeks

1,102

99.9%

TOTAL

% Within
18 Weeks

HCT Total

TOTAL

% Within
18 Weeks

72.3%
99.8%
83.3%

1,102
669
444
2,215

99.9%
72.3%
99.8%
91.6%

96.2%

1150

96.1%
90.5%
90.1%
99.7%
100.0%
82.2%
100.0%
99.7%
97.2%
81.7%
100.0%
100.0%
95.5%
96.7%
97.9%
93.5%
77.8%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
95.16%

94.5%

Consultant Led
Skin Health Service
Community Paediatrics
Paediatric Audiology
Consultant Led Total

1,102

99.9%

669
444
1113

569

96.0%

581

105
283
159

90.5%
90.1%
99.4%

147
104
184
7
312

82.3%
100.0%
99.5%
85.7%
81.7%

46
56
3,416
864

100.0%
98.2%
96.7%
97.9%

400
382
50
242
174

77.8%
100.0%
100.0%
100.0%
100.0%

Non Consultant Led
Adult Bladder & Bowel Care
Adult Occupational Therapy Service E&N (Acute Therapies)
Adult Physiotherapy Service E&N (Acute Therapies)
Adult Speech & Language Therapy
Children's Eye Care
Childrens Occupational Therapy
Children's Physiotherapy
Children's Speech & Language
Community Cardiology
Diabetes
Heart Failure Service
Leg Ulcer Service
Lymphoedema Services
MSK Physio E&N
MSK Triage E&N
Neuro Rehab Service - Community
East & North Herts Neuro Rehab Service - Community
Nutrition & Dietetics
Pain Management & Chronic Fatigue
Podiatry Service
Pulmonary Rehab
Podiatry MSK Low Risk
Sickle Cell

151
110
273
122
176
29

100.0%
100.0%
82.1%
100.0%
100.0%
100.0%

12
10
11

100.0%
100.0%
81.8%

279

93.5%

146

100.0%
100.0%
0
100.0%
95.4%

105
283
310
110
420
226
360
36
312
12
56
67
3416
864
279
400
382
50
388
174
84
0
6
9,490

91.1%

11,705

Specialist Palliative Care
Non Consultant Led Total

1
7,501

100.0%
95.1%

84
0
5
1989

Grand Total

8,603

95.7%

3102
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Quality Areas for Board Review
(Q16) Percentage of moderate/severe harm incidents where appropriate actions were taken within expected timescales (Quarterly)
Two out of fourteen incidents breached the expected timescale. One occurred in Simpson ward and one occurred in Welwyn and Hatfield ICT.
These have both now been completed and agreement from Clinical Governance Subcommittee that these incidents will be reviewed and
monitored for actions through the SI review panel.
(Q21) Proportion of complaints resolved within timescale agreed with complainant
A plan of action has been agreed with the Deputy Director of Nursing to improve timescales and support operational services in meeting
timescales.
(P5) 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.
(P7) All Stroke ALOS
HCT were over the ALOS thresholds for all stroke patients in June. HCT recorded an ALOS of 44.3 days for stroke patients, and increase of six
days from the previous month. Three patients stayed 40 days or more, with the longest stay being 67 days discharged in June. Two patients
had agreed extensions to the pathway by the CCG. There were seven DTOCs in total, five were social care delays and two were health
delays.The stroke ALOS under the rehab pathway is within threshold.
(P9) Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in June. HCT recorded an ALOS of 28.6 days for non-stroke patients. Three
patients stayed 70 days or more and the longest stay was 114 days discharged in June. There was a closure of five non-weight bearing (NWB)
beds by the CCG in May 2019. Ten NWB patients are in intermediate care beds with a mean LOS of 48.3 days, with one patient with a LOS
over 100 days. There are ten patients in a complex pathway with a mean LOS of 38.6 days. Daily assurance has increased to five times per
week and there is increased visibility of senior management team to red to green meetings. Escalation and pro-active working with social
colleagues continues to progress social care DTOCs. The overall length of stay improved to 17.5 days under the rehab pathway and is within
threshold.
(P13) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for advice intervention. This has been discussed with the CQUIN lead
and flagged to service managers with an action plan being taken forward.
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(P16) Patient waiting within 18 weeks (Consultant led services)
HCT recorded 91.6% patients waiting within 18 weeks for consultant led services. This is primarily driven by RTT waiting times in Community
Paediatrics. The Executive Team is receiving fortnightly reports from the service to gain assurance around progress in delivering the
transformation actions designed to reduce the waiting list and RTT waits and impact on performance.
(P44) EoLC patients have or have been offered, completed and refused an ACP (Quarterly)
HCT recorded 69% this quarter, which has improved from last quarter. Figures will be monitored monthly on the palliative care dashboard by all
services as part of their end of life care locality action plans.
(P45) Patients dying in their preferred place (Quarterly)
HCT are seeing a continued increase of patients achieving their preferred place of death (PPD). There has been an increase of 9% compared
to last quarter. HCT are continuing to monitor all localities via the End Of Life dashboard weekly.
Safe Staffing Exception Report
Staffing Levels
Average staffing levels on all units were above the NHSE and HCT threshold of 80%. Some units have a high unregistered fill rate. This is due
to the number of additional health care assistants (HCAs) required to provide enhanced care for patients special needs on the units and to
provide 'escorts' for patients attending appointments. Requests for additional staffing are monitored, logged and approved by the SMT and are
reported on the daily staffing ratio.
Vacancy Rates
All units apart from St Peter's have vacancy rates which are above the Trust target. Active recruitment is ongoing and the Ward Managers are
working with the Recruitment Team, attending fairs etc. to encourage applicants. The 'Golden Hello', Facebook and Twitter Campaign and
requests to agencies have had limited success. Adverts are now out in local papers and various recruitment fairs are being attended.
Sickness Rates
Sickness levels are improving across all units, with only three units now being above the Trust target. All sickness is being managed by the
Ward Managers, in line with Trust Policy and Procedures, with support from HR where necessary.
Bank and Agency Use
The high levels of bank and agency staff required on the units were to cover vacancies and to provide extra HCA support for enhanced care
patients.
CQUINS
CQUIN 7 – Falls prevention did not meet trajectory for quarter 1. An action plan is in place including production of dashboard for monitoring.
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TRUST BOARD
Title:

Herts Valley Adult Services Transition – Progress
Update

Meeting Date:

25 July 2019

Executive Lead:

Raj Bhamber, Interim Director of Strategy, People and
Organisational Development

Author(s):

Victoria Hart-Dale, Programme Director - Transition

For:

ASSURANCE and DISCUSSION AND CHALLENGE

1.0

Purpose & Recommendations

1.1

This paper provides a formal update on the progress made with the
transition of Herts Valleys adult community services to Central London
Community Health (CLCH) and associated communications with Herts
Valley CCG (HVCCG).

1.2

The paper identifies those issues and/or risks which are being
escalated by the Transition Steering Group and the Programme Office,
along with proposed mitigations to address and manage these risks to
ensure progress with the proposed transition.

2.0

Actions taken to date

2.1.

The Transition Steering Group continues to meet on a bi-weekly basis
identifying progress to date for the seven workstreams, priorities for the
forthcoming 4-6 weeks and key risks and mitigating actions to address
these risks. This complements the work taking place with CLCH
counterparts to plan the transition and discuss operational risks and
plans for a seamless transition.

2.2.

The most significant milestone has been the launch of our TUPE staff
consultation on the 10th July, with a series of launch events led by our
Chief Executive, Director of Operations and supported by Operational
leads, HR business partners, the programme office, communications
and staff representatives. Whilst the key measures and staff changes
proposed by CLCH were included in the consultation information
sessions and documentation with affected staff, at the time of preparing
this report we are still not in receipt of proposals from CLCH on when
1
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or how they intend to formally consulting with staff in the changes they
are proposing. The Board will be aware of the delay in providing the
measures letter which resulted in a corresponding delay to the start of
consultation by one week. Notwithstanding the above, the issues and
queries arising from the consultation have been shared with the people
leads of CLCH and a further request has been made to confirm their
plans to consult with staff and respond to their queries which they have
agreed to advise us of by Friday 19 July.
2.3.

The Department of Health have agreed to the transfer of some of the
estate to CLCH, and NHS Property Services for one site. As such
extensive work has been carried out by the estates team to furnish
CLCH with due diligence information. This has resulted in additional
legal services and associated costs to agree Heads of Terms for the
transfer of estates and related advice with respect to future leasing and
licensing agreements including situations where property will be
shared.

2.4.

In addition to the estates due diligence being provided, significant work
has taken place to provide any outstanding due diligence items for the
other workstreams. A concerted effort has been made to resolve the
67 outstanding Priority One items (and lower priority information
requested) with no further due diligence submissions planned.

2.5.

As the programme is now two months away from the transition date,
detailed operational and transitional planning is beginning with CLCH
counterparts and the Steering Group is serving to identify and address
interdependencies between estates, operations, quality and IM&T.
This detailed planning will be the primary focus during August and
September and will be supported by the staff engagement and patient
communications plans.

2.6.

The request for funding to support the transition remains under
discussion with the CCG and presents a significant risk to the delivery
of the transition. We continue to seek support and clarity from NHSI/E
regarding ongoing matters of representation and for maintaining the
relationship with the CCG.

3.0

Next Steps

3.1.

Key priorities for the next 4-6 weeks are shown in the following
schematic:

2
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These are summarised as follows:









Commercial services and estates transfer agreements.
Capsticks have been commissioned to advise on the due
process and for representation in tripartite discussions with
CLCH and the CCG, as overseen by our Director of Finance.
TUPE consultation. Staff consultation launched on 10th July for
a 45 day period, supported by operational and HR staff and with
the engagement of the staff unions. Work is taking place to
confirm with CLCH their process and timescale for consulting on
the proposed changes contained within their measures letter.
Detailed operational and logistical planning, supported by
impact assessments for retained services. As the focus of
much of the work of the Steering Group and workstream leads
up until 1st October, an information request for CLCH has now
been prepared. Clarity regarding the Post Transaction
Integration Plan (PTIP) remains an outstanding information
request for CLCH and the CCG and at the time of writing this
report, CLCH are not prepared to share relevant aspects of the
PTIP.
Agreement of funding for transitional and ‘stranded’ costs.
This continues to be discussed with the CCG Director of
Finance.
Patient communications. Work with CLCH to agree and
deliver a shared communications plan continues alongside the
internal TUPE staff consultation engagement events. A small
working group has been identified to determine the most
effective way to communicate the change to patients and
services users, but most specifically to request permission to
transfer data to CLCH. Information Governance leads from both
organisations are leading on due process for this request.

3.2

Risk and mitigations for the transition are being developed and
managed by the workstreams and Task and Finish Groups, with
escalation to Steering Group levels (and Strategy and Resource
Committee as appropriate). The key risks and mitigations shared with
the Board week commencing 8 July remain unchanged.

3.3

These key risks are being actively managed and monitored by the
Executive Team.

Author(s) of paper:
Victoria Hart-Dale
18th July 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:
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.

Raj Bhamber
Director of People & OD
(Interim)

√/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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Board Committee Chair’s Assurance Report
Audit Committee

Date of Board Meeting:

25th July 2019

Committee Chair:

Jeff Phillips

Date of Committee Meeting: 18th June 2018
Date of Report:

18th July 2019

Dates of Committee Meetings Held Since Last Board Meeting: None
Date of Next meeting: 10th September 2019

Item Ref

Subject

Director’s
Risk
Assessment
(H/M/L)
(R/A/G)

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

Committee Chair’s
Observations

Risks Arising From Minutes / Tracker Updates:
85/18

Health & Safety
Annual Report

76/18

N/A

Draft H&S report for 18/19 to
be developed and circulated for
comment as a precursor to a
full report being written for
19/20.

N/A

This item was noted as
complete, but no reported
response. CH confirmed that
this was an item for SRC to
take forward

N/A

Two reports from 18/19 are
awaiting management sign off
 Business Unit performance
 Key Financial controls
Drafts were discussed.

GP Engagement

Assurance:
Internal Audit
B1

Internal Audit
progress report
and action tracker

It was agreed to add a CQC to
the plan for 19/20
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Progress on
outstanding
Internal Audit
Requirements

External Audit
C1
Final External
Audit Findings
Report

Attachment G1
N/A

19 outstanding actions, with 9
overdue between 3 and 6
months and 1 overdue after 6
months. A new process is
being implemented to ensure
audit actions are reported to
the monthly via the Executive
Performance Review

N/A

The report was largely as seen
on 23rd May, with one change
relating to testing of a small
sample of income and
expenditure invoices. No
adjustment was deemed
necessary.
The report on Tendering for
Significant contracts was
discussed and is due to be
reviewed by the Executive and
presented to SRC.
The audit opinion was issued
on 24th May and all documents
were submitted on 29th May
2019

Quality, Clinical Governance and Risk& Assurance
D1
High Level Risk
Register

N/A

HLRR had been reviewed by
the Executive, with 11 risks in
total, 2 corporate and 9
operational.
Risk 713 re-funding for
pharmacy provision was
discussed. It was agreed that
the risk score be reassessed.
It was agreed that risks needed
to be reviewed in respect of
progress and risk ratings
adjusted accordingly.

D2

Clinical
effectiveness Audit
Programme
2019/20

N/A

The Clinical Audit programme
for 19/20 had been fully
discussed at Healthcare
Governance, and the report
was duly noted
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Local Security
Management
Specialist report
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N/A

Reporting of security incidents
continues to improve, and there
had been significant work done
to upgrade physical security of
buildings in the last 12 months.
Verbal abuse continues to be
one of the Trust’s top issues
from both patients and
carers/family.
Criminal activity against the
Trust remains very low.
It was observed that as regards
security incidents, staff appear
to be more confident in
reporting such events.
The LSMS role is now joint with
HPFT

Financial & Procurement
E1
Review of Tender
Waivers

N/A

2 tender waivers value £99k
were approved, relating to the
CHIS and PALM services.
In 2018/19 there were 21
waivers approved
No SFI breaches were reported

E2

Review of Losses
and Compensation
2018/19

Counter Fraud
F1
Local Counter
Fraud Annual
report 2018/19

F2

Local Counter
Fraud Progress
Report

N/A

No bad debts written off, and
four payments made to patients
for losses, totalling under £2k

N/A

Overall rating remains GREEN.
But standard 1.4 was RED.
This is a new standard (Jan
19), and a policy needs to be
fully applied to any perceived
fraud risk.

N/A

10 referrals in the year, with 1
criminal investigation actioned.
The result of the criminal case
will be communicated to all
staff
Salary theft was discussed and
HR reported to have provided
assurance that controls are in
place.
The Counter Fraud Agency is
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undertaking a national exercise
on procurement fraud, and
phase 1 is in progress. The
exercise is expected to be
complete by April 2020

Audit Committee Governance
G1
Review of
Committee Terms
of Reference

N/A

The suggested minor
amendments were agreed

H1 Any Other Urgent Business

None
Summary of Committee Governance issues and any other points for the Board’s Attention

Definitions and Key:

Green

(A)

Amber/ Green

Amber/ Red

Red

Executive Director’s Risk Assessment

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

Include high scoring risks (15+) which have been recorded on the appropriate risk register (ie
HLRR (Operational) or BAF (strategic)) or
Will be recorded on the appropriate risk register following committee / Board / Executive Team
deliberation.
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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 (ie
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):
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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Remuneration Committee
Thursday 30 May 2019
09.00 – 10. 00
Main Items of Discussion

Present:

Anne McPherson (AMcP) Chair of Remuneration Committee
Declan O’Farrell (DO’F) Trust Chair
Jeff Phillips (JP) Chair of Audit Committee

In attendance:

Raj Bhamber (RB) Interim Director of People & OD

Apologies:

Clare Hawkins (CH) CEO

1.

Welcome & apologies
The Chair of the Remuneration Committee welcomed everyone to the meeting. The
committee noted apologies from the Chief Executive due to annual leave.

2.

Notes of meeting held virtually in April 2019 were circulated after the meeting by email
and agreed as an accurate record.

3.

Matters Arising
There were no matters arising that were not already agenda items for the meeting.

4.

Chair succession planning, proposed process and timetable
The committee noted the forthcoming expiry of the term of office of the Trust Chair in
September 2019, after nine years of outstanding public service.
The proposed process and timetable for appointing a successor was noted and will follow a
nationally prescribed process led by NHSE/I. The Trust has secured professional executive
search services from Gatenby Sanderson who will work closely with the Trust and NHSE/I to
ensure a high quality search and selection process for this critical appointment.
Action: It was agreed that the Chair will liaise with the Head of Communications to issue a
personal internal announcement prior to the national advertisement going live.

5.

Appointment of Deputy Chair Designate
The Trust Chair informed the committee that following discussions with the existing Deputy
Chair/Senior Independent Director, NHSE/I and Non-Executive Directors, it is proposed to
appoint Linda Sheridan as the Deputy Chair Designate, initially until 31 March 2020. It was
also proposed that Alan Russell will continue as the Senior Independent Director, also
initially until 31 March 2020. The committee approved the proposals.
Action: It was agreed that the Interim Director of Strategy, People and OD will take the
necessary actions to formalise the arrangements (including change of circumstances and
drafting an email from the Trust Chair to the Non-Executive Director team to advise them of
1
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the arrangements).

6.

Extension of Associate Non-Executive Director
The Trust Chair proposed the extension of tenure for the existing Associate Non-Executive
Director until 31 March 2020 which is consistent with all other NED tenures. The committee
approved the proposal.
Action: It was agreed that the Interim Director of Strategy, People and OD will take the
necessary actions to formalise the arrangements (including drafting correspondence from
the Chair to the post holder).

7.

Appointment of new Associate Non-Executive Director (unremunerated)
The Trust Chair informed the committee that Luke Edwards has been appointed as an
Associate Non-Executive Director on an unremunerated basis, subject to the approval of
the committee. The committee approved the proposal.
Action: It was agreed that the Interim Director of Strategy, People and OD will ensure that
the formalities associated with the appointment are in place.

8.

Former Acting Chief Nurse
The Interim Director of Strategy, People and OD advised the committee that during her
recent absence, a legal adviser acting on behalf of the former Acting Director of Nursing had
been in contact with the Trust.
Action: It was agreed that the Interim Director of Strategy, People and OD would ask the
Deputy Director of People to kindly forward a briefing note to the committee to inform them
of this matter.

9.

Appraisals
The committee noted the schedule of appraisals for the Executive Directors which will be
completed by June 2019 and the NED appraisal cycle which will be completed by
September 2019.
Action: An update from the Chief Executive and Trust Chair will be provided at the next
meeting.

10.

Board Development Plan
Action: It was agreed that a draft board development plan through to March 2020 would
be discussed at the next meeting and include consideration of the current board
governance arrangements and membership of sub committees.

11.

Any other business
There was no other business.

12.

Date of next meeting: Insert date July 2019, time venue,

2
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TRUST BOARD
Title:

Board Governance Structure Review

Meeting Date:

25th July 2019

Executive Lead:

Sarah Browne Director – Director of Nursing & Quality

For:

Approval

Risk rating:

Amber/Green

1.0
1.1

Executive Summary
Review has been undertaken of the Board Governance and Committee
Structure. It is proposed for a new Board and Committee Structure to be taken
forward to support the new Trust Strategy.

2.0
2.1

Recommendations
The Board members are asked:
a) to note the content of this report; and
b) approve new Board Governance Structure

3.0 Relevant Strategic Objective(s) / Strategies
This report impacts on all strategic objectives and links to all Trust strategies
4.0 Appendices and Attachments
See supporting paper
Author of paper:
Sarah Browne
Date:

Director of Nursing and Quality
July 2019

1

Board in Public 25th July 2019

Attachment G3

Committee Consideration
This Report has previously been considered by the following committees:
Committee: Board Development
Date (Month / Year): June 2019
Issues arising from committee consideration: Review frequency and memberships

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 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.
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Board Governance Structure Review
1.0

PURPOSE OF REPORT

The purpose of this report is to update the Board on the review undertaken in regards to
Board and Committee Structure. The report outlines the present position and recommends
the Board of Directors to approve a new Committee and Subcommittee Structure to align
with the new Trust Strategy.

2.0

BACKGROUND

The Board is responsible for the governance of the organisation in delivering safe, effective
services that is responsive the changing needs of patients and services users. Effective
NHS boards demonstrate leadership by undertaking three key roles: Formulating strategy for the organisation
 Ensuring accountability - Holding the organisation to account for the delivery of the
strategy and seeking assurance that the systems of control are robust and reliable.
 Shaping a positive culture for the board and the organisation

3.0

PRESENT SITUATION

Whilst the present governance structure adheres to good practice standards, there are
numerous meetings with repetition which is resulting in repetition, some areas of unclear
reporting as well as poor attendance at times.

1
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A review has been undertaken of the committees and meetings aligned to the new strategy
and values and 3 options were considered:Option 1 - Stay as is


Option 2 - Review subcommittee structure

Option 3 - Review full committee and subcommittee structure
In undertaking the review, good practice guidance was considered as well as examining
Trust’s rated as ‘Outstanding’ by CQC.

4.0

PROPOSAL

It is proposed that Option 3 is taken forward. This adheres to good practice guidance and the
proposal is set out below.

Board of Directors

Charitable
Funds
Committee
Quarterly

Audit
Committee
Quarterly

HCG / Quality
Committee
Quarterly

‐ CGSC
‐ Health and
Safety
‐ CQC/QI
‐ Responsible
Officer Advisory
Group

Assurance Committee – delegated
authority from the Board

People,
Performance
& Finance
Committee
Monthly

-Executive
Operational SC
‐Executive
Performance
Review meeting
‐ People and OD
SC

Strategy,
Planning &
Engagement
Committee
2 monthly

Remuneration
Committee
As required

-Service
Transformation
SC
‐Prof Clinical
Leaders Forum
‐IT strategy SC
‐Estates Strategy

Sub ‐ Committees – decision
making /doing – with subgroups

2
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Within the proposal, there is a new Committee recommended. This is to ensure clear focus
and attention to the new strategy whilst maintaining performance. In taking the new strategy
forward, partnership and engagement is a vital component and therefore will be part of the
terms of reference for the new strategy, planning and engagement committee.

4.0

NEXT STEPS

If option 3 and new Committee structure is approved, further work will be taken including: Reviewing Terms of reference including membership to all committees
 Agreeing Chair of committees and subcommittees aligned to strategy, corporate
services reviews and Board members Portfolios.
 Reviewing Business Cycles
 Agreeing an assurance report from groups and subcommittees to support timely
reporting
 Review of groups reporting to subcommittee

Sarah Browne
Director of Nursing and Quality
29 July 2019
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TRUST BOARD
Title:

BOARD GOVERNANCE ANNUAL UPDATE

Meeting Date:

25 July 2019

Executive Lead(s):

Clare Hawkins

Author(s):

Marina Sweatman Assistant Board Secrtary

For:

To note

CEO

1.0 Purpose & Recommendations
1.1 For the Board to note the register of Board Membership, Lead Roles and Board
Committees.
2.0 Executive Summary
2.1 As part of the Boards’ annual business cycle the Trust has undertaken a review
of Board Membership in relation to voting members, non-voting members and
Board vacancies as at 10 July 2019.
2.2 Due to the appointment of a new Trust Chair, the development of the new
Strategy, the Corporate Services and Governance Structure review the roles,
responsibilities and portfolios are also under review. Confirmation of roles,
responsibilities and portfolios will be reported to the Board in January 2020.
3.0 Relevant Strategic Objective(s) / Strategies
This report impacts on all strategic objectives and links to all Trust strategies
4.0 Appendices and Attachments
See supporting paper
Author of paper:
Marin Sweatman
Date:

Assistant Board Secretary
July 2019
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Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
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
Date

To

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 Company Secretary
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HERTFORDSHIRE COMMUNITY NHS TRUST
Board Governance
Register of Board Membership, Lead Roles and Board Committees
July 2019
(1)

Membership of the Board
Under the Trust’s Establishment Order (SI 2010 No. 2464) the Trust has, in addition
to the Chairman, four non-executive directors and four executive directors. These full
voting members of the Board are as follows:

(a)

Voting Members

Title

Name

Qualifications

Period of
Appointment

Notes

Chair

Declan O’Farrell

FCCA

01/11/10 - 30/09/19

(*)

Non-Executive
Director:
Senior Independent
Director
Non-Executive
Director:
Non-Executive
Director:
Non-Executive
Director:
Deputy Chair
(Designate)

Alan Russell

HND

01/11/10 - 31/03/20

(**)

Anne McPherson

RFN, RN, RM,
DipN, MA
BSc, ACMA, FCT

01/11/10 - 31/03/20

(**)

01/09/11 – 31/03/20

(**)

Dr Linda Sheridan

FFPH, MRCGP,
MSc

01/06/13 – 31/03/20

(***)

Chief Executive
Officer:

Clare Hawkins

BSc, RN, NDN,
Dip Nurse
Practitioner

N/A (substantive)

Director of Nursing &
Quality

Sarah Browne

RN, BA (Hons),
MSc

N/A (substantive)

Medical Director
(Acting):

Dr Elizabeth
Kendrick

01/04/2019 -31/10/19

Director of Finance:

David Bacon

BMBS (HONs)
BMed Sci, MSc,
RCGP, DGM,
DRCOG, DCH,
PGD PC
FCA,BA, MBA
(Open)

(*)

(**)

Jeff Phillips

N/A (substantive)

Appointment extended by the TDA in 2013 to 31/03/15; further extended in 2015 to
31/03/17,further extended in 2017 to 31/03/19. In 2019 the term was extended by NHSI to
extended to 30/6/19 and further extended to 30/09/19 .
Appointment extended by the TDA in 2015 to 13/09/17 and further extended to 13/09/19
and further extended by NHSI to 31/03/2020

1

Board 25th July 2019

Attachment G4

(***) Appointment extended by the TDA in 2017 to 30/05/19 and post-election ‘purdah period’
reappointed until 30/05/19 and further extended by NHSI to 31/03/20

(b)

Non-Voting Members

In addition to the voting members, the Board also includes the following non-voting
members:
Title

Name

Qualifications

NED Designate:
NED Associate

Brenda Griffiths
Luke Edwards

MA, BA Hons

Board Adviser
(Clinical Strategy)
Director of Operations

Dr Hari
Pathmanathan
Marion Dunstone

Director of Strategy
(Acting)

Sam Tappenden

(Interim) Director of,
People & OD
Director of Business
Services

(*)

(c)

Period of
Appointment
01/06/13 - 31.03.20
25/06/19- 25/06/20

Notes
(*)

01/04/19- ongoing
BSc (Hons)
Dietetics,
DMS
Director of
Strategy (acting)
MSc, BA (hons),
CIPFA (cert).

N/A (substantive)

Raj Bhamber

Chartered
MCIPD, PGDip
HRM

Jan 2020 (interim)

Antonia Robson

MBA, DipM, BSc

N/A (substantive)

01/07/19 – 01/01/20

Appointment further extended by the Trust in 2015 to 31/05/17 and extended in May 2017 to
30/11/2017 Further extended until 31/5/19 and further extended to 31/03/19

Due to the appointment of a new Trust Chair, the development of the new Strategy,
the Corporate Services and Governance Structure review the roles, responsibilities
and portfolios are also under review. Confirmation of roles, responsibilities and
portfolios will be reported to the Board in January 2020.
Marina Sweatman
Assistant Board Secretary
July 2019
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TRUST BOARD
Title:

BOARD REGISTER OF INTERESTS

Meeting Date:

25 July 2019

Executive Lead(s):

Clare Hawkins

Author(s):

Marina Sweatman Assistant Board Secretary

For:

NOTING AND RATIFICATION

Chief Executive

1.0 Purpose & Recommendations
1.1

To put into the public domain and for the Board to affirm the Register of Board
Members’ interests as at 10th July 2019.

1.1

The Board is requested to note the Register of Interests and to affirm individual
interests declared.

2.0 Executive Summary
2.1

Section 8 of the Trust’s Standing Orders requires members of the Board of
Directors to declare:
8.1

any pecuniary interest in any contract, proposed contract or other matter
which is under consideration or is to be considered by the Board of
Directors; and

8.2

any interests including but not limited to any personal or family interests
which are relevant and material to the business of the Trust,
irrespective of whether those interests are direct or indirect, actual or
potential.

2.2 S.8 of the Trust’s Standing Orders also gives wider definition on the nature of
interests including clarification on what is deemed to be “relevant and material”.
2.3 The Register of interests is a publically accessible document which is (i) posted
on the Trust’s website (ii) presented to a meeting on the Board in public once
per annum and (iii) (For the previous year) published in the Trust’s Annual
Report.
2.4 In addition to the general register, and also as prescribed under Standing
Orders, all Board and Board committee meetings have as a standing agenda
item, declarations of interest which may be specific to the agenda of the
meeting in question.
1
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3.0

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

4.0

Appendices and Attachments
Attachment 1 Register of Interests as at 10 July 2019.

Author(s) of paper:
Marina Sweatman Assistant Board Secretary
Date:
10 July 2019
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Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√

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

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

√/x

√
√
√
√
√

Clare Hawkins
Chief Executive

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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The Board Register of Interests
The table shows the Board Members and their interests declared as at 10th July 2019
Name
Declan O’Farrell (*)

Position
Chair

Interests Declared
Director:
Castletown Corporation Ltd
Beatselecta Limited
Director and Chairman of Catena Publications
Limited

Alan Russell (*)

Non- Executive
Director

(Prospective FT) Member of West Herts
Hospitals NHS Trust
Member of Herts Urgent Care

Anne McPherson (*)

Non- Executive
Director

Friend of Parkwood Surgery, Hemel
Hempstead, Herts
Specialist Adviser for the Care Quality
Commission (CQC)

Jeff Phillips (*)

Non -Executive
Director

School Governor, Manland School,
Harpenden
Lay Member HCC Schools Admissions
Appeals Panel
Member of Davenport House Patient Group,
Harpenden
Treasurer of the St. Albans and Harpenden
Patient Group

Dr Linda Sheridan (*)

Non- Executive
Director
Deputy Chair
(Designate)

Team leader and peer reviewer for External
Quality Assurance reviews of non-cancer
screening services for the National Screening
Programmes, Public Health England
(Occasional role)
Daughter Employed in Operations Directorate,
NHS Midlands and East

Brenda Griffiths

Non- Executive
Director
(Designate)

Member East and North Herts NHS Trust
Member Red House (Radlett) Patient
Reference Group
Husband employed by UCL on Royal Free
Campus
Foundation Master of The Guild of Nurses in
the City of London
Member of the Royal Free London NHS
Foundation Trust
Member of the Executive Committee of the
Royal British Nurses Association
Chair of the Board of Trustees of the

Name

Position

Interests Declared
Company of Nurses Charitable Trust
Governor Trustee on the Voluntary Board of St
Bartholomew’s Hospital

Luke Edwards

Non- Executive
Director
(Associate)

Director of Fire and Resilience, Home
Office - primary employment

Dr Hariharan
Pathmanathan

Board Special
Advisory

Partner, Bridge Cottage Surgery
Ephedra Ltd (GP Federation)
Director Bridge Cottage Pharmacy Ltd
Director Vision Medicare Ltd

Clare Hawkins (*)

Chief Executive

Community Services adviser, NHSI Nursing
Directorate

David Bacon (*)

Director of Finance

Director and Owner of DB Interim
Management Ltd a Personal Services
Company providing consultancy and
management services predominantly in the
NHS
Chief Assessor, HFMA Academy providing
assessor services on a sessional basis to the
HFMA Academy’s Qualification Awarding
Organisation

Marion Dunstone

Director of
Operations

None

Rajwant Bhamber

Interim Director of
People and
Organisational
Development

Bhamber Estates Ltd
Trustee of Scott’s Learning Disability
Trustee of The Staff College
OD & People Lead with NHSx

Sarah Browne (*)

Director of Nursing
& Quality

None

Elizabeth Kendrick(*)

Medical Director
(Acting)

Salaried GP Buntingford Medical Centre

Antonia Robson

Director of
Business Services

None

Sam Tappenden

Director of
Strategy (acting)

Non-Executive Board Member of partner
organisation. NED for Hertfordshire

Medical Advisory to Birdie App

Independent Living Service (HILS) who is
a partner of HCT.

Notes:
(*)

= Voting Board members
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TRUST BOARD
Title:

ANNUAL RESUBSCRIPTION TO THE NHS
CONSITUTION AND NHS / TRUST CODES

Meeting Date:

25 July 2019

Executive Lead(s):

Clare Hawkins

Author(s):

Marina Sweatman, Assistant Board Secretary

For:

To approve

CEO

1.0 Purpose & Recommendations
1.1 The Board is requested to re-subscribe collectively and individually to the NHS
Constitution and governance codes identified below.
2.0 Executive Summary
The documents as listed below support good governance practice and were first
subscribed to as a Board when HCT became a Trust in November 2010, and
they are re-subscribed to annually.
(1) The NHS Constitution
First issued in 2009, the NHS Constitution was revised and re-issued in 2012 and
again in 2013, to reflect issues arising from the Francis Report. The NHS
Constitution for England is a formal constitution, which lays down in one
document the objectives of the NHS, the rights and responsibilities of the various
parties involved in healthcare in England and the guiding principles that govern
the service. The Constitution is based on seven key principles, which guide the
NHS in all it does. They are underpinned by core NHS values that have been
derived from extensive discussions with staff, patients and the public.
(2)

The NHS Code of Conduct and Accountability

The NHS Code of Conduct and Accountability (third revision, April 2013) is quite
clear in that NHS Boards should act in a way that protects the interest of the NHS
in the way they undertake their business.
 Accountability: Everything done by those who work in the NHS must be able to
stand the test of parliamentary scrutiny, public judgements on propriety and
professional codes of conduct.
 Probity: There should be an absolute standard of honesty in dealing with the
assets of the NHS; integrity should be the hallmark of al personal conduct in
decisions affecting patients, staff, and suppliers, and in the use of information
acquired in the course of NHS duties.
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 Openness: There should be sufficient transparency about NHS activities to
promote confidence between NHS organisations and its staff, patients and the
public.
(3) The NHS Code of Openness
Published in 2004, the provisions of this code are to be considered in conjunction
with the Freedom of Information Act 2000 and the Data Protection Act 1998.
(4)

The “Nolan” principles of governance.

The Committee on Standards in Public Life (the Nolan Committee)
recommended seven principles of conduct that should underpin the work of
public authorities and the Board is asked to adopt these principles as the basis
for working practices within HCT.
(5)

Principles of Board Etiquette

These define ways of working for Board members and are derived from the NHS
Integrated Governance Handbook (DoH Feb 2006)
(6)

Code of Conduct for NHS Managers.
Directors)

(Only applicable to Executive

The Code sets out the core standards of conduct expected of NHS managers.
The Code serves to guide NHS managers and employing health bodies in the
work they do and the decisions and choices they have to make and to reassure
the public that these important decisions are being made against a background
of professional standards and accountability.
3.0

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

4.0

Appendices and Attachments
See supporting paper J3
The NHS Constitution
The NHS Code of Conduct and Accountability
The NHS Code of Openness
The “Nolan” principles of governance.
HCT Principles of Board Etiquette
The Code of Conduct for NHS Managers (Only applicable to Executive Directors)

Author of paper:
Marina Sweatman Assistant Board Secretary
Date:
July 2019

2

Board: 25th July 2019

Attachment G6

Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
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
Date

To

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 Company Secretary

3

√

Board in Public 25th July 2019

Attachment I1

TRUST BOARD
Title:

High-Level Risk Register- 25th

Meeting Date:

July 2019

Executive Lead:

Sarah Brown: Director of Nursing & Quality

Author(s):

Nico Kamera: Head of Risk & Clinical Effectiveness
Gerry Phee: Risk & Assurance Manager

For:

Assurance

1.0

Purpose and Recommendations
1.1 To inform Board Committee of the current status of Risks associated with
activity and business across all Hertfordshire Community NHS Trust (HCT)
Business Units as of 26th June 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 the Risk
leads to deliver timeliness of reviews and improved understanding of managing
risk registers.

2.0

Executive Summary
The number of high-level risks is currently seventeen compared with eleven in
May 2019. There are currently three corporate risks and fourteen operational
risks. Risk 589, a BAF risk, relating to tendering of services in HCT, has been
re-instated on the HLRR as it has retained a score of 15.
The Board committee is requested to:

2.1



2.2

Receive the HLRR as per due diligence,
Note the HLRR has been approved by the Executive Team Committee.

New Risks
There are two new risks which were added to HLRR:
Risk 738 – Adult Services East & North , Queen Victorian Memorial HospitalEnvironmental limitations that may impact on the care of bariatric patients
(5x3=15).
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Risk 741 - Adult Services Herts Valley – Lack of a robust system and process
to provide assurance that blood Glucose Meters are being managed. Progress
of actions to be provided at next revision of HLRR (5x4=20).
2.3

Escalated risks
There were four escalated risks:
Risk 641 - Adult Services East & North – Lack of staffing capacity in the MSK
service has led to higher waiting lists (3x5=15).
Risk 699 - Adult Services Herts Valleys - On-going nursing vacancies in St
Albans CAHS (3x5=15).
Risk 715 – Children Speech and Language Therapy, West Herts – High level of
maternity leave and Vacancy/retirement in the whole Community Speech and
Language Therapists team (3x5=15).
Risk 726 - Children Universal/Public Health Nursing - Locum Consultant for
Child & Adolescent has given intention to leave the PALMS service (3x5=15).

2.4

De-escalated risks
There is one de-escalated risk:
Risk 681 – Children Specialist Services - HVCCG Commissioning Executive
Board are not assured that HCT can deliver the agreed Specialist Services
Transformation programme (was 5x3=15, now 5x2=10).

3.0

Monitoring of HLRR
Risks are reviewed monthly by the Risk Team and Senior Managers to ; check
and challenge controls and assurances, monitor progress made against actions
to address gaps, to embed a culture of risk management and ensure the
delivery of safe care.

4.0

Controls & Assurance
Evaluation of controls and assurances are monitored through the use of
associated Key Performance Indicators. Evidence of their robustness and
effectiveness to address gaps and mitigate risks are included within the Datix
Risk Management System. This provides assurance of the effectiveness of
controls to mitigate and manage the risk to the desired outcome.
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Relevant Strategic Objective(s) / Strategies
The Statement impacts on all strategic objectives and links to all Trust
strategies.
Appendices and Attachments
(1)
(2)

High Level Risk Register
Risk Model Matrix.

Author:
Gerry Phee
Risk and Assurance Manager
Nico Kamera
Head of Risk & Assurance.
25th July 2019
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High Level Risk Register for June 2019
ID

Service

Executive Lead

Cause (X)

Rating

567

Skin Health Service

Director of
Operations

16

526

Workforce

Director of HR

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

634

Community
Paediatrics

Director of
Operations

16

670

Herts & Essex
Inpatient Unit

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 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.
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.

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

4

16
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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 on-going
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

20

725

Corporate

Director of People &
Organisational
Development

A lack of funding for Pharmacy provision
within the Trust is leading to:
Insufficient capacity in the team
1.
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.
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.
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682

Children’s Specialist
Services Admin and
Facilities

Director of Operations

602

Hertsmere CAHS

Director of Operations

738

Adult Services East & North

Director of Operations

741

Adult Services Herts Valley

Director of Operations

641

Adult Services East & North

699

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.
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.

15

Environmental limitations that may
impact on the care of bariatric patients
(5x3=15).
Lack of a robust system and process to
provide assurance that blood Glucose
Meters are being managed.

15

Director of Operations

Lack of staffing capacity in the MSK
service leading to increase of waiting
lists.

15

Adult Services Herts Valleys

Director of Operations

On-going nursing vacancies in St Albans
Community Adult Health Service.

15

715

Children Speech and
Language Therapy

Director of Operations

High level of maternity leave and
Vacancy/retirement in the whole
Community Speech and Language
Therapists team.

15

726

Children Universal/Public
Health Nursing

Director of Operations

Potential Consulatnt vacancy in PALMS
service due to staff member’s intention to
move on.

15

589

Corporate

Director of Director of
Business Services

A risk relating to tendering of services in
HCT.

15

Author: Gerry Phee
Risk and Assurance Manager
Nico Kamera
Head of Risk & Assurance.
26th June 2019
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Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year): 07/2019
Issues arising from committee consideration: No comments for amendement made.

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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Board Committee
Title:

Board Assurance Framework Summary

Date:

25th July 2019

Executive Lead:

Sarah Browne, Director of Nursing & Quality & Chief
Nurse

Author(s):

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 Committee 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
registers.

1.4

The Board Committee Team members are asked to:
 Receive the BAF as per due diligence,
 Note it has been approved by the Executive Team Committee,
 Note that number of BAF risks are eight (8) , the same risks that were presented to
the May Board Committee Meeting.

2.0

Executive Summary

2.1

The BAF currently has eight (8) risks, two (2) of these risks feature on the HLRR and they
are:
 Corporate risk-01(HLRR-526); a risk relating to staffing,
 Corporate risk-06 (HLRR-589);a risk relating to the tendering of services.

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.

2.2
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2.3

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

4.0

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),
such as 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.

3.3

The (5x5) Risk Matrix is attached as a point reference to facilitate the
discussion.

Risks on Board Assurance Framework
4.1 There were 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.
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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:
Executive Committee Meeting
Date: 03/07/2019
Comments/Feedback from Executive
No amendments or suggestions for
Committee
improvements made.

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

Accurate

Relevant
Up To
Date
Valid

Clearly
Defined

Comments / Exceptions

Description

√

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

√
√
√
√
√

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

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:
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.
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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)

Executive Management Committee (EMC)
Date Last Reviewed:
Executive Management Committee: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by Author: David Bacon, Director of Finance:
01 July 2019.
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. Underlying position is a small recurrent surplus.
Growing element of income is secured as a result of KPI delivery.
Comment on Current Risk:

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

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:
(How do we know if the things we are doing are having an impact?)
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1. Standing Financial Instructions and Delegation of Powers provide a financial
control structure that budget holders operate within.

Key Financial Controls RSM Internal Auditors

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

May/June 2019 updates:

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

External Assurances/ management reports received/ frequency:

Internal Audits review confirmed that the Board can take reasonable
assurance that the controls upon which the organisation relies are suitably
designed and consistently applied.
(How do we know if the things we are doing are having an impact?)

4. Delivering services as per Service Level Agreement.

May/June 2019 updates:

5. Local negotiations with commissioners with regards to level of funding
values through demonstrating sufficient increase in demand.

Unqualified audit opinion given on the 2018/19 accounts.

6. The introduction of a monthly Executive Performance review meeting
ensure that performance gaps or weaknesses are identified earlier and
remedial action can be taken more promptly.

Gaps in Assurances and Controls:

Actions to address Gaps in Assurances and Controls:

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

May/June 2019 updates:
None
None

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: 03-July-19
Healthcare Governance Committee (HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:
Raj Bhamber , Director of Strategy, People and OD
and Alison Ryder Deputy Director of People: 18-June-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 – monthly.

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

Attachment I2

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: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-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: 27-June-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
•Trust Pulse Surveys – quarterly.
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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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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
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: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:

Risk Rating:
(consequence x likelihood)

Jane Lawson , Deputy Director of Nursing and Quality: 21-June-19
Rationale for current score:

Risk History:

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

Date of entry: January 2018.

In view of the controls in place, it is anticipated that the current Risk Grading
is adequate.
Initial risk before mitigation: (5x3) = 15

Comment on direction of Risk:

Current:( 4x3=12)

Risk is stable.

Tolerance rating: 2 x 3= 6
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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

May/June 2019 updates:

1. Regular/quarterly CQC/ Quality Assurance visits are undertaken by the Trust Board
members and Quality Directorate which includes Infection Prevention and Control Team.



2. Regular programme of CQC relationship visits. May visit focussed on children’s
services completed. Pharmacy visit arranged for June 2019

Trust Business Unit Performance Reports (BUPR) and Integrated
Business Unit Performance Reports (IBUPR).
External Assurances/ management reports received:
(How do we know if the things we are doing are having an impact?)

3. Unannounced Quality Assurance visits based on the CQC’s KLOEs are undertaken by
the commissioners

May/June 2019 updates:

4. PLACE visits take place on an annual basis



Positive feedback received from 25th April 2019 announced Quality
Assurance visit to Danesbury

5. Continuous Quality Improvement programme, including service assessment via the
quality wheel review methodology



Positive feedback from the CQC following May 19 relationship visit to
HCT.

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?)
May/June 2019 updates:
 Continued roll out of continuous quality improvement framework
across operational services
 Regular reporting against CQC improvement plan commenced 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: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:
Dr E Kendrick, Acting Medical Director: 18-June-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)

There is partial usage of Clinical outcome measures in HCT services
however they are not formally reported.
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?)
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1. A project in place to review the use and implement use of patient reported outcome
measures and spread wider in the Trust.

None at present.
External Assurances/ management reports received/ frequency
(How do we know if the things we are doing are having an impact?)

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.

None at present.

3. A project has been set up with key pilot teams for clinicians to identify clinical
outcomes which are evidence based and then to work with IT about the best way to
record these in pilot sites .
Gaps in Assurances and Controls:

Further actions required/ Actions to address gaps:

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

(What more should we do?)

•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.

May/June 2019 updates:
1.Transformation programme will be using Outcome Based Health care to
coordinate Data evaluation to inform effectiveness on interventions.(Agreed
at the January 2019 Executive committee meeting)

•Outcomes measures to be reported formally as part of the BUPR and through
Clinical Governance Sub Committee which both feed into the Health Care
Governance Committee

2. The risk will be managed through the Quality Improvement programme
led by Acting Deputy Medical Director as part of the Trust wide Quality
Improvement Programme.

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
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: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-19.

Name/Date last reviewed by Risk owner:
Sam Tappenden-Director of Strategy (acting)

Risk Rating:
(consequence x likelihood)

Last update by previous owner: 16-July-19.
Rationale for current score:

Risk History:
Date of entry: March 2016.

(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
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performance of the system which in turn impacts on the effectiveness
of HCT to deliver its commissioned services.
Comment on direction of Risk:

Initial risk before mitigation: 5 x 3 =
15
Current:

Risk being actively mitigated against through on-going development
and delivery of the Trust’s strategy.

4 x 3 = 12

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?)

•The Trust has developed new values, a new strategy, and new strategic objectives, to
ensure that the organization is focused on system needs.
•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.
•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.
• 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.

May/June 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.

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?)

May/June 2019 updates:
•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 have the necessary behaviours, competence, and
skills to deliver the strategy.
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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
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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: 03-July-19
Healthcare Governance Committee(HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:
David Bacon, Director of Finance: 01-July-2019.
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score
between iterations)

Risk currently stable as current strategy is effective.
Initial risk before mitigation:
4= 20

5x

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:
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 WiFi 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
has commenced.
Controls for Cyber Security:
1. There are already identified IT risk on the P & I risks register: ID numbers: 506
2. 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)
3. 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.
4. 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.
5. 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

May/June 2019 updates:
Cyber Security:
Hertfordshire Community Trust remain fully compliant with the 10 cyber
security standards set out jointly by the Department of Health and Social Care,
NHS England and NHS Improvement (Reported to SRC July 2018).
An external cyber security review (penetration ‘pen’ testing) is carried out every
year– 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?)

May/June 2019 updates:
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:
The Information Management and Information Technology Maturity Review
identifies areas where user uptake of the technology available could be
strengthened and improved (Nov 2018).
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)

Attachment I2

Actions to address Gaps in Assurances and Controls:
(What more should we do?)

May/June 2019 updates:
Effective Technology use:
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: 03-July-19
Healthcare Governance Committee (HGC):14-May-19
Board: 23-May-19.
Name/ Date last reviewed by Author/risk owner:
A Robson , Director of Business Services:01-July-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

Current:

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.

5 x 3 =15

Tolerance rating: N/A
Target Date: N/A

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
18
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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:
(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.An Executive Owner for each tender is identified to lead the work required to succeed in the
tender
2.Project management and team put in place for live tenders
3.Project plan put in place for live tenders
4.Plan is developed for key stakeholders relevant to live tender(s)
5 Regular assurance reporting from steering group to executive team for live tender
6.Monthly reporting to strategy and resources committee on Business Development activity,
including live and upcoming tenders
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
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May/June 2019 updates:
 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.
 June 2019 HCT successful in Hertfordshire Children and
Young People’s (CYP) Integrated Therapies bid to HCC
thereby protecting income from our CYP therapy services.
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External Assurances/ management reports
received/frequency:
(How do we know if the things we are doing are having an impact?)

May/June 2019 updates:




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 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?)

1. Completion of full financial analysis of impact of loss of HVCCG Adults Community
Services

May/June 2019 updates:



Additional comments:
(With these actions taken, how serious is the problem?)
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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.
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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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Risk Assessment guidance sheet
Consequence Scoring Matrix:
Grade 1
Insignificant

Grade 2
Minor

Grade 3
Moderate

Grade 4
Major

Grade 5
Catastrophic

Informal
complaint
resolved within
ward/department

Complaint peripheral
to clinical care

Complaint involving
lack of appropriate
care. Claim £10,000 £99,999

Multiple complaints.
Claim £100,000 to
£999,999

Multiple claims or
single major claim £1M+

Any assessment,
inspection or audit
that highlights
minor non
compliances

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

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

Any assessment with a
Zero rating. Significant
lapse or noncompliance with
statutory requirements
(e.g. Major noncompliance with CQC
registration standard).
Severely critical
reports. Risk of
prosecution

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.)

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

Confidentiality

Minor breach of
confidentiality.
Only a single
individual
involved.

Injury/Harm

Minor injury not
requiring first aid
or treatment

Death or major
permanent incapacity.
“Never event”

Less than £1,000

£1,000 to £9,999

£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

Financial

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

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

Totally unsatisfactory
patient care / serious
breach of working
practices

Reputation

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.

Service

Loss/interruption
of service or
business of less
than 1 hour

Loss/interruption of
service or business
greater than 1 hour
and less than 8 hours

Loss/interruption of
service or business
greater than 24 hours
and less than 1 week

Loss/interruption of
service or business
greater than 1 week

Staffing

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

Ongoing low staffing
level minimal impact
on service quality

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

Stress symptoms can
be self-managed and
are one off response
to unexpected
stressful situation.

Uncertain delivery of
key objective/service
due to lack of staff
(recruitment,
retention or
sickness). Serious
error due to
insufficient staff
training
Stress symptoms are
frequently apparent
and in danger of
becoming chronic.
Increasing staff
sickness

Non delivery of key
objective/service due to
lack of staff. Very high
turnover. Critical error
due to insufficient staff
training.

Stress

Loss/interruption of
service or business
greater than 8 hours
and less than 24
hours
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

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

Serious breach with
potential for ID theft or
over 1000 people
affected

£1M+

(insured/uninsured loss)

Objectives and
projects

Patient Care

Damage to NHS
reputation. Adverse
National Media
coverage lasting more
than 3 days. MP
concern. DOH concern.

Staff on long term sick
leave with stress (work
related) or physical
illness associated with
chronic stress. Suicide
risk

Table 2 Likelihood score matrix (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.
Likelihood
score

1

2

3

4

5

Descriptor

Rare

Unlikely

Possible

Likely

Almost certain

Frequency
How often
might it/does it
happen

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

Will undoubtedly
happen/recur, possibly
frequently

Note: the above table can be tailored to meet the needs of the individual organisation.

Table 3 Overall 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

Note: the above table can to be adapted to meet the needs of the individual trust.

For grading risk, the scores obtained from the risk matrix are assigned grades as follows

1-3
4-6
8-12
15-25

Negligible
Low Risk
Moderate(Medium) Risk
High Risk (Major & Catastrophic)

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.

