Hertfordshire Community NHS Trust Board Meeting in Public
Thursday 26th September 2019
1.30-3.30
Stanborough Centre
Armstrong Room
609 St. Albans Road,
Watford,
Hertfordshire,
WD25 9JL
For map and directions please see: Directions to Stanborough Centre, Garston

Parking:

Parking at the Venue
AGENDA

Lead

(A)

For

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

(B)

Att.

To note for
assurance

(verbal)

Allocated
Time

Approx.
Timing

5 mins

1.30 – 1.35

5 mins
10 mins

Opening administration

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
 The organisational statement on Modern
Slavery and Human Trafficking Statement
used

To ratify

DO’F

5. To approve the Minutes of the meeting held on
25 July 2019
1

To approve

(B1)

1.35 – 1.45

Lead

(B)
DO’F
(C)
CEO
SB
ARy

For

Att.

Opening administration
6. Matters arising from the Minutes of the
meeting held on 25 July 2019 (Tracker).

To note

2. NHS Patient Safety Strategy
3. Workforce Race Equality Standard (WRES)
Action Plan

(D)

Clinical Services and Healthcare
Governance

SB

1. Clinical Quality and Medical Directorate
Report

SB

To note

(C1)

To discuss

(C2)

To note

(C3)

10 mins

1.45 – 1.55

45 mins

1.55 – 2.40

20 mins

2.40 – 3.00

To note

(D1)

5 mins

2. Quality Report Q1

To note for
assurance

(D2)

5 mins

SB

3. Community Hospital Safe Staffing Report Q1

To note for
assurance

(D3)

5 mins

AM

4. Chair of Healthcare Governance
Committee’s Assurance Report of meeting
held on 10 September 2019

To note for
assurance

(D4)

5 mins

(E)

Performance and Operations

DB

1. Executive Performance Review

SB

2. Herts Valleys Adult Community Service
transition update

MD

3. Emergency Planning Core Standards SelfAssessment

(F)

Board Governance and Leadership

JP

1. Audit Committee Chair’s Assurance Report
of the meeting held 10 September 2019

10 mins
To note for
assurance

(E1)

verbal
To note and
approve

2

3.00 – 3.10

5 mins
2 mins

(E2)

3 mins
5 mins

To note for
assurance

Approx.
Timing

(B2)

Strategy, Resources and Engagement
1. Chief Executive’s Report

Allocated
Time

verbal

3

3.10 – 3.15

Lead

(F)
ARy
(G)

For

Att.

Board Governance and Leadership
1. Update on Remuneration Committee Meeting
on 23 July 2019

To note

(F1)

Allocated
Time

Approx.
Timing

5mins

3.10-3.15

2

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

(H)

Risks Arising / Observations

SB

1. Summary of High Level Risk Register

To review

(H1)

SB

2. Summary Board Assurance Framework

To review

(H2)

3. Summary of Risks Arising

To discuss

(verbal)

DO’F
(J)
D2

Supporting Papers / Items for Receipt and Noting Only
i. Quality Report Q1

(J1)

ii. Clinical Services and Healthcare Governance

(J2)

Annual Reports
a.
b.
c.
d.
D4

e.
f.
g.
h.
i.
j.
k.

E1
E1

Safeguarding Adults
Complaints
Safeguarding Children
The Looked after Children and Care
Leavers Health Service
Patient Experience
Clinical Audit
Infection Prevention and Control
Medical Devices
Learning and Development
Emergency Preparedness, Resilience
and Response
Medicine Management
(J3)

iii. Finance Report (Month 5)
iv.

Integrated Board Performance Report

(K)

Date, Time & Venue of Next Meeting(s)

DO’F

28th November 2019, time tbc
Mill Green Golf Club, Gypsy Lane Welwyn
Garden City, Herts

(J4)

3

5 mins

3.15– 3.20

5 mins

3.20 – 3.25

Lead

(L)

For

Questions from the Public

Att.

Allocated
Time

Approx.
Timing

3.25-3.30

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

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.

(M)

Informal Review of Meeting

Please note that Board papers and Trust papers referenced in Reports are available on the
Trust’s Website at:
https://www.hct.nhs.uk/about-us/our-board/meeting-papers/
Hard copies or copies in large size font or in translation can be provided on application to:
The 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 25th July 2019
Mill Green Golf Club
Gypsy Lane
Welwyn Garden City
AL7 4TY

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

The publication of the Public Sector Equality Duty (PSED)
The submission of the 2018/19 WDES data to NHS England by 1 August 2019
Care Quality Commission de-registration of three sites
Committee Governance Structure Option 3
Board Governance Annual update
The Annual Resubscription to the NHS Constitution And NHS / Trust Codes

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 that content of the Public Sector Equality Duty (PSED) and Equality
Delivery System 2 (EDS2) reports
The Board noted the content of the Workforce Disability Equality Standards (WDES)
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 Annual Organisational Audit (AOA)
The Board noted the content of the Framework of Quality Assurance for Responsible
Officers and Revalidation report
The Board noted the Learning from Deaths Q1 2019/20
The Board noted the content of the Executive Performance Report
The Board noted the Herts Valleys CCG Adult Community Services transition update
The Board noted the Audit Committee Chair’s Assurance report for the meeting held
on 18th June 2019
The Board noted the Remuneration Committee notes for the meeting held on 30th May
2019
The Board noted the content of the Board Register of Interest
The Board noted changes to the summary HLRR during June 2019
The Board noted that the full Board Assurance Framework was reviewed and
discussed in the Trust Board meeting held in Private on 25th July 2019 due to
commercially sensitive information.

PRESENT

(* Voting Member of the Board)

Declan O’Farrell

(DOF)

Chair*

Luke Edwards

(LE)

Non-Executive Director (Associate)

Anne McPherson

(AM)

Non-Executive Director*

Jeff Phillips

(JP)

Non-Executive Director*

Alan Russell

(AR)

Non-Executive Director (Vice Chair)*
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Dr Linda Sheridan

(LS)

Non-Executive Director*

Clare Hawkins

(CH)

Chief Executive Officer*

David Bacon

(DB)

Director of Finance *

Sarah Browne

(SB)

Director of Nursing & Quality*

Dr Elizabeth Kendrick

(EK)

Medical Director (Acting)

Antonia Robson

(ARo)

Director of Business Services

Sam Tappenden

(ST)

Director of Strategy (acting)

Mark Graver

(MG)

Head of Communications and Engagement

Monika Kalyan

(MK)

Equality & Diversity Manager (until 12.00)

Carol Maul

(CM)

Advanced Nurse Practitioner, HEH

Alpana Patel

(AP)

Clinical Effectiveness Manager

Liesa Seifert

(LSe)

Ward Manager, HEH

Christine Stock

(CStk)

Head of Patient Safety, Freedom To Speak Up Guardian

Emma Whiteford

(EW)

Deputy General Manager, Community Inpatient Services

Marina Sweatman

(MS)

Assistant Board Secretary (minutes)

Brenda Griffiths

(BG)

Non-Executive Director (Designate)

Raj Bhamber

(RB)

Director of Strategy, People and Organisational
Development (Interim)

Marion Dunstone
Dr Hari
Pathmanathan
Maryrose Brennan

(MD)

Director of Operations (from 12.15)

(HP)

Board Special Advisor

(MB)

HealthWatch Observer

IN ATTENDANCE

APOLOGIES

(A)

Patient / Service Story

73/19 End of Life story from Herts & Essex Hospital
DOF welcomed CM and LSe and invited EK to introduce the patient story.
EK advised that this story was identified by the Learning from Deaths panel.
The panel send out “Golden emails” to teams where the care has been
acknowledged as really good. This is the second golden email for Herts &
Essex Hospital.
SB wanted to express that HEH has been an escalated service for a while.
This story shows how the team has improved its effectiveness and the
differences they have made to the service for which they should be really
proud. The new leadership at HEH has been instrumental in this but well done
to everyone involved.
CM outlined the story of a patient that came to HEH for rehabilitation with
multiple morbidities. CM explained the relationships built with the patient and
family and the multidisciplinary team and the preparations agreed for end of life
(EOL) should that occur. The staff knew the patient very well and they were
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able to recognise deterioration in his condition despite the absence of a warning
on the NEWS assessment tools. The staff took the appropriate actions, called
the GP and put into place the EOL arrangements that had been previously
agreed and communicated. The GP stayed on after the patient had died to
support the family and the staff. The family expressed their thanks for the
wonderful care the patient had received and for the excellent communication
throughout.
In order to support staff afterwards there was a de brief session to allow staff to
discuss their concerns and to allow additional support to be provided. This was
felt by the staff to have been a supportive multi-disciplinary event.
CM expressed that despite HEH being an escalated service the quality and
care is now improving thanks to the new leadership from LSe which is now
more defined and the team is becoming much stronger.
EK explained the role of the Learning from Deaths Panel and the structured
reviews that are undertaken for deaths in the Community Hospitals and the
Community to identify if there were any shortcomings in the care given and if
there are any lessons to be learned. Sharing Lessons in Practice are
communicated to all clinical staff to facilitate best practice.
EK advised that the NEWS assessment tool is now on the ward template for
Sepsis recognition but she expressed how important it is to react to a patient’s
condition as it changes, even if a warning is not triggered.
The panel review the DNACPR and EOL recording and praise excellent
examples of care but also ensure that if a lesson needs to be learned this is
addressed via a multidisciplinary review.
CStk advised that care given can only be reviewed if documented correctly.
HEH have learned from a previous event which has resulted in an improvement
in clinical records documentation.
Observations (O) Questions (Q) and Response (R) to the Patient/Service Story
O
LS and JP undertook a keeping in touch visit to HEH recently and were
impressed with the quality of care being given. At the May board meeting
LS asked how the staff were supported when dealing with death and
bereaved families, this story has expressed this very clearly from a staff
perspective, thank you.
O

SB advised that the improvement at HEH was noted at Clinical
Governance Committee and the assurance will be provided onto the
Board committee, well done.

Q

AR thanked the staff and expressed how encouraging this story is.
Previously issues have been raised by staff regarding patients arriving for
admission to HCT units with incomplete discharge information, how often
does this happen and what further can HCT do to support staff and
address this.
CM responded saying that roughly 10% of admissions have incomplete
documentation/ information and this is a risk. SB advised that Jane
Lawson regularly meets with the Deputy Directors of Nursing at the acute
hospitals to take this and other datix issues forward. EW advised that
there are similar arrangements with the CCGs to address this; all staff are
encouraged to raise concerns via the datix reporting system.

R
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O

JP advised that discharge information is an issue that is also being faced
by the ICTs; they reported that some acute trusts are less than
enthusiastic when approached to improve this situation.

O

AM thanked the HEH team for coming to the Board to keep the Board up
to date with current events. As chair of Healthcare Governance Committee
AM is assured that the systems put into place are working.
AM highlighted that the information issue regarding discharge summaries
is much wider and links to the need for much better integrated computer
communication between all organisations and system and suggested that
this is taken forward at STP level.

O

CH advised that the patient story at the board is important and this story is
an excellent example of really good care. CH advised that there had also
been a quality assurance visit from the ENHCCG - feedback was
extremely positive. CH will be highlighting on her Glimpse of Brilliance
board.

Q

CH asked the HEH team how their learning could be used to support other
wards to help patients achieve a ‘good death’. CM advised that staff need
to be supported to understand that it is acceptable for a patient to die as
long as everything possible has been done to achieve a good death in line
with their wishes, the debrief made a difference and reassured staff.

O

R

SB advised that at the last Board there was a request to provide more
resources to support staff, patients and families during bereavement, what
do the team feel is needed.
CM advised that they have sufficient leaflets and booklets, and the length
of stay in HEH allows staff to get to know patient and families well which
helps to improve communication.

O

EW praised the service on their significant improvement and expressed
that she is very proud of their achievements. EW expressed that the face
to face debriefing sessions were very important to enable emotions to be
worked through and assurance to be given.

O

CH requested that this service story should be written up for a nursing
journal.

Decisions and Actions
1. Better interoperability and communication between computer systems to
be raised and addressed at STP level to reduce risk as integration moves
forward.
2. DOF thank the team for the excellent service story and congratulated
them on their progress, well done.
(B)
HealthWatch
74/19

Action

MB was unable to attend on this occasion no headlines have been provided to
share.
(C)

CH

Opening administration
Page 4 of 20

Board in Public 26th September 2019

Attachment B1

75/19 Welcome, Introductions and apologies
The Chair welcomed members of the Board and those in attendance to the
meeting. Apologies were received from BG HP, RB and MD

76/19

Chair’s Announcements / Notice of Urgent Business
(to include confirmation of Board appointments and leavers)
The chair acknowledged and welcomed to their first Board meeting in public Dr
Linda Sheridan in her new role as Trust Deputy Chair and Luke Edwards as
Non-Executive Director (Associate) and Sam Tappenden as Director of
Strategy (Acting).

77/19

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

78/19

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

79/19 Minutes of the meeting held in Public on 23rd May 2019
The minutes of the Board meeting in Public held on 23rd May 2019 were agreed
as a correct record subject to a minor amendment to the attendee list.

80/19

Matters arising from the Minutes of the meeting held on 23rd May 2019
2019 (Tracker)

Action

The in progress actions were noted.
60/19 Learning from Deaths – work is ongoing to ascertain the resources that
are currently in place and what extra is required to support staff and bereaved
families. It was suggested that Charitable funds could potential support the
procurement of resources. Action to be closed for the Board. Healthcare
Governance Committee (HGC) will follow up in September.
45/19 Risk Appetite will be reviewed in line with new strategy and subject to
new Chair appointment. It was proposed that the risk appetite be reviewed at
Board development day in October and formally reported back to the Board in
November 2019.

(D)

MS/
SB/EK

SB

34/19 Update on Children and Young Peoples Mental Health to be
presented as patient/service story in November, external partners will be invited
to support the system wide approach.

KH/MD

61/19 Children & Young People’s Business Unit Freedom to Speak up
Ambassadors discussion to be had with FTSU lead and Head of CYP services
to ensure appropriate representation.

SB

Strategy, Resources and Engagement
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81/19 Chief Executive’s Report
CH asked the Board to note a number of areas referred to in the Chief
Executive’s Report, thanks were given to Raj Bhamber, Director of People &
OD for collating the report.
CH advised that Matt Hancock had retained his governmental position following
the recent changes to the Prime Minister, this is positive as it represents
continuity for the NHS 10 year Plan.
CH reported highlights in the following areas:
 Winning the HCC tender for Children and Young Peoples Integrated
Therapies
 A business case was successfully submission for additional funding to
support the Autistic spectrum disorders (ASD) pathway, a fuller update
will be provide at a future Board in respect of the transformation of this
pathway.
Chief Executives Report 3.0 The National/ Regional updates
The National and Regional update included:
3.1
3.2
3.3
3.4
3.5

The NHS Long Term Plan Implementation Framework
The NHS Patient Safety Strategy
Capital Spending Plans
NHSX
Flu preparations

3.3 Capital Spending Plans.
DB advised that national capital programme was oversubscribed; a letter was
received from NHSI/E asking all Sustainability and Transformation Partnerships
(STPs) to reduce their expenditure by 20%. Each STP was given a specific
control total; HCT worked with the other providers in the Hertfordshire & West
Essex STP to prioritise the capital expenditure which resulted in HCT having
their capital expenditure reduced from the aspirational level of £5.3m to the
core level of £3.2m.
Chief Executives Report 4.0 Matters Internal and Local to the Trust
The Matters Internal and Local to the Trust included:
4.1 STP Leadership update
4.2 HCT leadership update
4.3 Herts Valleys Adult Community Services Transition
4.4 AGM and staff awards ceremony
Chief Executive Report 5.0 Our People
The Our People update included:
5.1
5.2
5.3
5.4
5.5

Staff Health and Wellbeing
Resourcing
NHSI Retention Collaborative
Temporary Staffing
Learning and Development
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Chief Executive Report 6.00 Operational Services
The Operational Services report included:
6.1
6.2
6.4
6.5
6.5
6.6
6.7
6.8
6.9
6.10

Patient Flow
Health Delayed Transfers of Care (DToC)
Phlebotomy
East & North Herts Integrated Care Teams (ICTS)
Skin Health
Musculoskeletal (MSK)
Community Paediatrics service
Children & Young People Specialist Service Transformation
Public Health Nursing service
Early Emotional & Mental Wellbeing Work

6.1/6.2 Delayed Transfer of Care (DTOC) Performance in Herts Valleys –
EW advised that in 2018 HVCCG issued HCT with a performance notice, this
notice was removed in February 2019. In the last two months the performance
in the HV inpatient beds has deteriorated, impacting the delayed transfer of
care (DToC) and length of stay (LOS). This has been escalated to HVCCG with
the reasons for this dip which include the de commissioning of ten non-weight
bearing beds. HCT have increased the assurance calls to provide visibility both
internally and to social care to ensure there is clearer oversight and scrutiny of
the actions required to address this. HVCCG are supporting this approach.
The financial cap imposed on social care packages could potentially be causing
the delays in discharges, as some packages or care require further
authorisation, this is being closely monitored. Simpson ward currently has the
highest DToCs as the West Herts Hospital Trust (WHHT) is redirecting their
social care delays to Simpson ward. The future commissioning decision for this
ward going forward will impact on the cohort of patients being accepted.
6.5 Skin Health – EK advised that WHHT are now unable to provide the
Consultant Dermatology support, they have however offered a service lead to
help with capacity but this does not fulfil the need for Consultant support. Lister
Hospital has offered support but this is also not at the required level. EK is
pursuing Consultant support via Milton Keynes Hospital; further discussion will
be arranged late August/ early September.
Supplementary papers included:
Designing Integrated Care Systems (ICSs) in England – the Board has
discussed the development of ICSs and Integrated Care Partnerships (ICPs) at
Board briefing and Strategy & Resources Committee (SRC) and CH will provide
a response on 26th July 2019 to the STP leads expressing the Board’s reflection
on the development of ICSs and ICPs across Herts & West Essex.
Chief Executive Report 7.0 Finance, Performance and Information
The Finance, Performance and Information report included:
Finance Department key areas of work




Capital Planning
Provider Sustainability Funding (PSF)
Performance and Information main focus areas
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Clinical Systems
Business intelligence
Information & Technology (IM&T)

Chief Executive Report 8.0 Estates
The Estates update included:




The development of the joint estates strategy for HCT and Hertfordshire
Partnership Foundation Trust (HPFT)
Facilities Management Contract
Capital Program with bids for 2019/20 and live projects

Chief Executive Report 9.0 Business Development
The Business Development report included:


Contract award for Children and Young People’s Integrated Therapies
Service

Chief Executive Report Supporting documents


Designing Integrated Care Systems (ICS) in England from NHS England
bulletin June 2019

Implementing the NHS Long Term Plan in Primary and Community
Service - briefing from NHS Improvement/England (NHSI/E)
Observations (O) Questions (Q) and Response (R) to Chief Executive’s
Report
Q. LS acknowledged the cuts that HCT had to make to the aspirational capital
expenditure and therefore limit expenditure to core maintenance but
highlighted that recently the newspapers have reported that WHHT and
HVCCG have plans approved for a new hospital.
R DB advised that the capital plan for the new hospital was approved locally,
this is one stage in the process, they will now have to bid for capital from
national strategic fund and they will be competing against other bids across
the country.
Q JP asked why HCT’s capital reduction was more than the required 20%.
R DB advised that all STPs were given specific control totals and this was the
result of the HWE STP prioritisation exercise.
O LE advised that the Prime Minister speech recently highlighted the need to
review health and social care and there may be potential opportunities
available when the community spending review and capital allocation for
Health is discussed.
O DB advised that the capital framework for the NHS is preventing Trusts that
have cash in the bank from reinvesting, it is hoped that the spending review
may address this.
Q AR asked if the correct referral paperwork is being provided with patients on
admission and if the patient is not suitable and the beds are no longer
commissioned why are they being admitted.
R EW advised that the inappropriate admission requests are raised with
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HVCCG who confirm that the patients need to be admitted, despite the
suitability. EW confirmed that this is documented.
O SB advised that regarding item 3.2 The NHS Patient Safety Strategy further
guidance is awaited along with other frameworks, this will be discussed via
Healthcare Governance Committee and a the next Board briefing

Decision(s), Outcome(s) and Action(s)
1.
The NHS Patient Safety Strategy and associated frameworks to Board in
September.
2.
The Board noted the content of the Chief Executive’s Report
82/19

Public Sector Equality Duty (PSED) report and Equality Delivery System2
(EDS2)
The Board received a summary of the annual Public Sector Equality Duty
(PSED) Report September 2017 – October 2018, which provided assurance
that the Trust is compliance with the statutory requirements under the Equality
Act 2010.
It was noted that this and previous reports show an improving trend.
MK provided comparative data with other Trusts and highlighted the areas for
improvement within the recruitment and selection process.
The report will be shared publically on the website and internally with services,
this information will be used in the planned cultural diagnostic approach and
talent management work in the autumn.
The report included:

Key achievements in 2018

Equality Analysis

Workforce profile analysis

Equality Delivery System2

Future direction and the right culture

Next Steps
Observations (O) Questions (Q) and Response (R) to Chief Executive’s
Report Public Sector Equality Duty (PSED) report and Equality Delivery
System2 (EDS2)
O. SB pointed out that HCT provides Children and Health Visitor services
which are mainly female driven which could affect the comparative data with
other Community Trusts, as in other areas these services are provided by
the Local Authority.
O LS advised that all staff are on national pay scales and Hertfordshire is a
high cost living area which has an impact on the ability to attract the a
diverse workforce, other lower cost living areas are more attractive to staff.
O MK advised that further work is planned to review the application and
shortlisting process in respect of Black, Asian and Minority Ethnic (BAME)
and understand why BAME staff drop off at interview stage.
Q JP asked what the barriers to employing disabled staff are.
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R MK advised that the gap is closing, but further work is required to
understand the current position and the impact of the recruitment process.
O LE expressed that it is positive to see the amount of internal work underway
in respect of equality. In the context of “windrush” is HCT confident that the
policies and procedures and equality processes are robust.
R MK advised that work has begun to assess patient equality and the impact
on outcomes but further work is needed. Patients from minority cultures are
less likely to complete the friends and family test (FFT) and patient surveys,
this has been reviewed at high level but further investigation is required.
O LS and JP expressed that at a recent Keeping in Touch visit at Herts &
Essex hospital they witnessed the excellent support provided to a staff
member with disabilities and saw the speciality technology provided to allow
the staff member to undertake there role.
O CH remarked that previously the Board have completed unconscious bias
training and was at that time confident that the Board reflected the local
community. During the upcoming period of Board transition and change the
Board need to be assured that the board composition remains
representative.
O AM suggested that HCT would benefit from reinstating members (patient,
users, and general public) as they provide valuable insight into patient
needs from all backgrounds and ethnicities.
R MK advised that there are plans in place to develop new networks which
may be able to support this.
O AR advised that things will change if there is a perceived need for change,
barriers need to be removed and senior management need to drive this
forward.
R CH advised that this is one of the CEO objectives.
Decision(s), Outcome(s) and Action(s)
1.

The Board noted the content and approved the publication of the
Public Sector Equality Duty (PSED) report and endorsed the Equality
Delivery System2 (EDS2) outcomes and priorities recommended.

83/19 Workforce Disability Equality Standards (WDES)
The board received a brief overview of the NHS Workforce Disability Equality
Standard (WDES), which was introduced in April 2019. It set out the Trust’s
performance against the ten national WDES metrics.
MK provided the highlights the outcomes from the first report along with
recommendations for further work to achieve cultural change.
The report will be submitted to NHS England and made available to the public.
Observations (O) Questions (Q) and Response (R) to Workforce Disability
Equality Standards (WDES)
O. DOF expressed that it would be helpful for the Board to understand and
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have insight on the cultural change progression and to receive qualitative
feedback.
O SB advised that due to the small number the percentage is high. LB
suggested there may be a different way to produce the statistical data.
R MK advised that the national template had been used, the narrative is
important to explain the data.
O ARo suggested that HCT needs to ensure that the application and interview
processes are appropriate for all applicants and take into account the needs
of people with disabilities.
R ST advised that the job descriptions could be simplified
Q SB questioned if all managers are fully aware of the full range of reasonable
adjustment that are available to support staff with additional needs.
R MK advised that there is scope for more awareness and showcasing of
good practice.
O CH suggested that reasonable adjustments and flexible working
approaches could be linked to the organisational value of agile and could be
demonstrated by staff stories.
R DOF suggested that publishing best practice and staff stories would support
and demonstrate the organisational strategic objective of “a great place to
work”.
Decision(s), Outcome(s) and Action(s)
1. The Board noted the content of the Workforce Disability Equality
Standards (WDES)
2. The Board approved the submission of the 2018/19 WDES data to NHS
England by the national deadline 1 August 2019
(E)

Clinical Services and Healthcare Governance

84/19 Clinical Quality and Medical Director Update
The Clinical Quality and Medical Director update included:











Frailty development update
Special Dental Care update
Medical Revalidation update (separate reports on Annual Organisational
Audit (AOA) and Medical Revalidation)
Medicines Management & Safety
Infection Prevention and Control, update on C.difficile name change,
objectives for 2019.20 and current status of reported cases
Safeguarding Adults and Children
Commissioning for Quality and Innovation (CQUIN)
Quality priorities
Care Quality Commission (CQC) update
National Nursing Workforce Initiatives, Clinical Placement Rapid
expansion and International Nurses Day Conference

SB clarified that it had been confirmed that the one reported case of c.difficile
will be downgraded following the root cause analysis panel review.
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Observations (O) Questions (Q) and Response (R) to Clinical Quality and
Medical Director Update
Q CH raised concerns in respect of Specialist Dental services issues reported
in relation to dental software and ask if progress is being made to resolve
the and are staff being support sufficiently.
R EK responded that this had not been escalated previously, this will be taken
up with specialist lead. EK advised that there is a process in place to
address the issues which is on track; this is partly a system issues and lack
of in house expertise.
R CH advised that the executive would follow up this issue.

Action

O AM asked for clarification on the collaborative care home project.
R EK advised that a matron and prescribing pharmacist have been recruited
and the project is planned to go live in September. It was noted that there
had been intervention at Executive level and the CCG are supportive.
Q AM asked for an update on the “blue sky” pharmacy vision and strategy
event.
R Advised that the event scoped the new pharmacy plan focusing on how
pharmacy can support the Trust’s new ambitions. This is in the process of
being written up and will be presented to the Board along with appropriate
business cases in either September or November once the governance
process has been completed.
Decision(s), Outcome(s) and Action(s)

85/19

1. Executive Team to follow up the Specialist Dental software issues
2. The Board noted the content of the Clinical Quality and Medical Director’s
update

MD/ EK

Annual Organisation Audit

Action

The Board received the outcome of the Annual Organisational Audit
(AOA) End of year questionnaire 2018-19 which was competed and submitted
in May 2019.
It was acknowledged that the due to the changes within NHSI and NHSE the
AOA and the Responsible Officer Revalidation report timeframes this year
were not concurrent. EK advised the AOA was completed by the previous
responsible officer.
Decision(s), Outcome(s) and Action(s)
1.
86/19

The Board noted the Annual Organisational Audit

Framework of Quality
Revalidation report

Assurance

for

Responsible

Officers

and

The board received the Framework of Quality Assurance for Responsible
Officers and Revalidation together with the Statement of Compliance.
EK advised that following her training it has become apparent that HCT do not
currently have robust processes in place with regard to revalidation. It has
been agreed that external support will be provided to address these issues.
There is a plan is in place to obtain ongoing support via the Executive PAs and
the Corporate team.
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EK advised that HCT is responsible for only a small number of doctors; most
doctors have designated bodies elsewhere.
Observations (O) Questions (Q) and Response (R) to Framework of
Quality Assurance for Responsible Officers and Revalidation report
Q. AM highlighted that HCT needed to obtain assurance from other
responsible officers to ensure that doctors working within HCT are fully
revalidated.
R EK responded that work is ongoing to ensure that appropriate processes
and interaction between the responsible officers.
Q JP asked if there were any contradictions between the audit report and the
revalidation report.
R EK advised that there were no contradiction, however the responsible
officer training highlighted more robust processes were required.
Decision(s), Outcome(s) and Action(s)
1. The Board noted the Framework of Quality Assurance for Responsible
Officers and Revalidation report
87/19

Care Quality Commission (CQC) De Registration
The board received the de-registration of regulated CQC sites and services as
part of the adult community services transfer of care
It was noted that:
i) There are three sites for de-registration:
 Langley House: Including
o Langley House Inpatient Unit (Midway)
o Holywell Neurological Rehabilitation Unit Inpatient Unit
 Potters Bar Community Hospital Inpatient Unit
 St Peters Ward Hemel Hempstead General Hospital: Including
o St Peters Ward
o Simpson Ward- Whilst Simpson ward is not part of the CLCH
Transfer of Care from the 1st October 2019; HCT will cease to
provide this service. At this point in time it remains unconfirmed
as to who will provide this service in the future.
ii)
A new statement of purpose effective from 1 October 2019 was
presented which included the changes of services cover and service
delivery countywide, in Herts Valleys and East and North Hertfordshire
iii)
The de registration has been completed jointly with CQC and CLCH as
services will need to be reregistered going forward.
Observations (O) Questions (Q) and Response (R) to Care Quality
Commission (CQC) De Registration
Q. AR advised that it is not HCT’s responsibility to ensure that CLCH re
registers services.
R SB advised that HCT, CQC and CLCH are working closely to mitigate any
risks if there are any delays.
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Q AM asked for clarification on the registration of HMP the Mount.
R SB advised that this service will be deregistered when the new contract is
issued, it is expected that the new contract will commence in April 2020.
Decision(s), Outcome(s) and Action(s)
1. The Board approved the Care Quality Commission (CQC) De
Registration
88/19

Learning from Deaths Q1 2019/20
The Learning from Deaths Q1 2019/20 and associated metrics were received
and taken as read.
It was noted that:
i)

ii)

The patient story covered much of the detail in which Herts and Essex
Hospital (HEH) team were assessed as having 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.
The new system put in place to support the identification of emerging
patterns and provide a summary that can be shared with operational
teams was highlighted.

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

AM asked for clarification in respect of the numbers of deaths recorded
on Simpson Ward.
EK advised that a large number of patients are being transferred to
Simpson Ward are awaiting nursing home placements and are likely to
be in the last year of life, this has resulted in higher numbers recorded
on this ward. HCT have asked that the Simpson ward staff and doctors
focus on End of Life Care and ensure their end of life knowledge is
updated.

Decision(s), Outcome(s) and Action(s)
i)
(F)
89/19

The Board noted the Learning from Deaths Q1 report

Performance and Operations
Executive Performance Review
The Executive Performance Review of the Trust wide data (for June 2019) was
received.
The key highlights, areas for Board review and for the Board to note in the
areas below were discussed.
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Workforce
Activity – Contract Position Summary
Quality
Finance position for month 3 ( Supporting finance paper SP2)

Observations (O) Questions (Q) and Response (R) to Executive
Performance Review
O

O

O

O
O

O
O

Q

R
R

Q
R

O

R

CH expressed that the increase in turnover rates and the impact of the
transaction of service to CLCH and the impact on the organisation as a
whole has been a key concern of the Board. The Executive team have
reviewed the granularity of the turnover and are monitoring the actions to
manage this position.
EW explained a number of tangible actions which are being taken
forward to retain and attract staff and ensure that HCT vision and values
are articulated. There are concerns regarding the HV transition and the
impact on East and North Herts, work is ongoing to mitigate some of
these issues.
SB advised that a task and finish group is reviewing and refreshing the
recruitment and retention and organisational development processes in
terms of the skill mix review and the staff competencies required to
support the new strategic direction.
JP expressed that staff have left and the reason for leaving was linked to
IT connectivity issues and time it takes to fix IT problems.
CH was very concerned to hear that this remains an issue as this was
raised previously and it was thought to have been resolved. The
executive team will review the escalation process and reiterate staff’s
professional responsibilities.
SB advised that the importance of escalation of issues was reiterated at
a recent induction event.
DB advised that new automated support services have been
implemented which provide a much quick resolution to problems; staff
need to access all tools available.
LS remarked that SRC had discussed the increase in first contact visits
and reduction in follow up visits. LS asked if the block contract caters for
this change in activity or should it be reviewed with the commissioners.
ARo confirmed that this is being taken forward.
EW advised that the Integrated Care Team are reviewing the data to
seek assurance and understand the inconsistencies and referral
patterns.
LE what level of confidence is there in the reported Cost Improvement
Programme (CIP) actual and target figures reported.
DB responded that he is broadly confident, the area of uncertainty
relates to the proportion of recurrent and non-recurrent cost
improvements. DB expressed that he welcomed the question and would
appreciate the Board scrutiny and challenge in respect of the productivity
improvement and efficiency schemes going forward.
CH highlighted that in respect of (P13) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for
advice and intervention and asked what assurance could be given to the
Board on the actions being taken.
EW responded that this is being addressed weekly with the service
Deputy General Managers, this will be broken down per unit and seek
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further assurance for patients and staff.
SB advised that the smoke free policy is being reviewed and will
consider if vaping and e cigarettes should be included in smoking
cessation. SB confirmed that this will be linked with the Public Health
vision.

Decision(s), Outcome(s) and Action(s)
1.
2.
90/19

Executive team to review the escalation of IT issues
The Board noted the content of the Executive Performance Review

Herts Valley Adult Community Services Transition – Progress Update
A formal 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 of
service/staff which are being escalated by the Transition Steering Group along
with the proposed mitigations to manage these risks.
Key updates
 The HCT TUPE consultation was launched on 10th July with a series of
engagement events. The key measures and staff changes proposed by
CLCH were included. CLCH have not yet confirmed when they will be
consulting with staff in respect of these changes.
 The Department of Health have agreed to transfer some of the estate to
CLCH. Extensive work is underway to provide the estates due diligence
information to CLCH. A Head of Terms for the transfer of estate and
future leasing and licensing arrangements are underway, these have
resulted in additional legal services and costs.
 Considerable work has been underway to provide all the due diligence
information requested and resolving any outstanding requests. There
are no further due diligent submissions planned.
 Operational and transitional planning has commenced with CLCH and
the Steering Group. Detailed planning will continue during August and
September this will be supported by staff engagement and a patient
communication plan.

Observations (O) Questions (Q) and Response (R) to Herts Valley Adult
Services Transition – Progress Update
Q AM asked what would happen if there are delays and everything is not in
place by 1 October 2019.
R SB advised that the CCG to make the decision in partnership with HCT will
there is a delay in the handover of services and if HCT are willing to
continue to provide the service in the interim.
O

O

Q
R

CH suggested that the tripartite risk register needs to be reviewed to
ensure it articulates and provides a reference to decision making that
might be needed as a result of any delays.
DOF expressed there is a reputational risk attached to the unknowns at
present.
JP asked for an update on the estates position.
DB advised that a tripartite Heads of Terms agreement was completed in
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July which included the comments as suggested at the Board meeting on
11th July 2019 and the transfer agreement for three properties have been
drafted and are have been circulated for comment. There are also draft
leases in place.
DOF advised that the covenant to the freehold as suggested to ensure that
the benefit of these properties are retained for the population of
Hertfordshire are in the process of being drafted legally. This has
discussed this with the STP Chair and will be followed up formally.

Decision(s), Outcome(s) and Action(s)
1. Tripartite Risk register review to ensure articulation of decision making in
the event of a delay.
2. Herts Valley Adult Services Transition – Progress Update was noted.
(G)
91/19

Board Governance and Leadership
Audit Committee Chair’s assurance report from the meeting held on 18th
June 2019
The Audit Committee Chair’s assurance report from the meeting held on 18th
June 2019 was received.
JP advised that he had requested that the overdue internal audit action be
raised with the relevant Business unit to resolve this position.

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

DB advised that a review of the outstanding actions has been undertaken
in conjunction with internal audit, this will be further monitored by the
Executive Performance Review (EPR) and /or Executive team. Some of
the events have moved on therefore this will be amended and a better
position will be reported at the next audit committee meeting.

O

DOF requested that the pertinent areas need to be reported back to the
Board via the EPR as it had been raised at the Board.

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

i)
92/19

93/19

The Board noted the Audit Chair’s assurance report.

The Remuneration Committee notes from the meeting held on 30th May
2019
The notes of the remuneration Committee held on 30th May 2019 were
received and noted.
Committee Governance Structure
It was noted that:
i) The Board Governance and Committee structure review was discussed at
a Board briefing session at which the Board supported a full review of the
committee and subcommittee structure and also requested that the
frequency of the meetings be reviewed.
ii) If Option 3 is approved the next steps will include:
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Reviewing Terms of reference and 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

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

R

O

LS asked if splitting Strategy & Resources Committee (SRC) into two
committees would result in a time saving for all committee and Board
members.
SB advised that the membership will be revised so that not everyone will
be required. It was felt that by separating performance and Strategy this
would allow a more focussed approach to both performance and strategy.
It was suggested that the new structure would be trialled for a period and
further reviewed.

Decision(s), Outcome(s) and Action(s)
1.
94/19

Committee Governance Structure noted and Option 3 approved

Board Governance Annual update
It was noted that:
i)

ii)

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.
Due to the appointment of a new Trust Chair, the development of the new
Strategy, Corporate Services and Governance Structure review
confirmation of the roles, responsibilities once reviewed will be reported to
the Board in January 2020.

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

Two minor typographical errors were highlighted in relation to Brenda
Griffiths renewed term of office and Alan Russell role, these will be
amended

Decision(s), Outcome(s) and Action(s)
1.
95/19

Board Governance update noted subject to minor alterations

Board Register of Interests
The Board noted the Register of Interests as at 10 July 2019 and affirmed the
individual interests declared.
Decision(s), Outcome(s) and Action(s)
1.

96/19

Board Register of Interest as at 10 July 2019 was noted

Annual Resubscription to the NHS Constitution And NHS / Trust Codes
The Board re subscribed collective and individually to the NHS constitution and
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governance codes identified in the :
 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
Decision(s), Outcome(s) and Action(s)
1.
(H)
97/19
I)
98/19

The Board re subscribed to the NHS Constitution an governance codes

Urgent Business
None
Risks Arising / Observations

Action

Summary of High Level Risk Register (HLRR)
The HLRR reported the status of risks associated with activity and business
across all of the Trust’s Business Units as at 26 June 2019. The detailed report
has been reviewed and discussed by the Board in the private.
It was noted that:
i) Currently there are 17 risks on the HLRR compared with 11 in May 2019
ii) Two new risks 738 and 741 have been added and four risks have been
escalated and one risk de-escalated.
iii) The medicines management risk has been reviewed as requested and it
will be retained at the existing level whilst work within pharmacy is taken
forward.
Decision(s), Outcome(s) and Action(s)
i)

99/19

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

Summary of Board Assurance Framework (BAF)
The Executive Team have reviewed the BAF risks.
It was noted that:
i)
ii)

There are eight risks on the BAF; two corporate risks also feature on the
High Level Risk Register.
Executive Directors (BAF risk leads) and their respective deputies
continue to review the BAF risks, as per the Risk Management Strategy

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

100/1
9

The Board noted the full Board Assurance Framework was reviewed
and discussed in the Trust Board meeting held in Private on 25th July
2019 due to commercially sensitive information.

Summary of Risks Arising
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The key risks noted were:
 Visibility on IT issues, systems infrastructure and cross provider
collaboration.

Supporting Papers / Items for Receipt and Noting Only
Members of the Board noted

Integrated Board Performance Report

Finance report month 3

Board Governance & Leadership
i) The NHS Constitution
ii) The NHS Code of Conduct and Code of Accountability
iii) Code of Practice on Openness in the NHS
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)


(K)

Date, time and Venue of the Next Meeting
The next Trust Board meeting in Public would be held on
Thursday 26th September 2019 at time to be confirmed at the Stanborough
Centre, Garston, Watford, followed by a celebration event.

(L)

Questions from the Public
No questions notified.

(M)

Informal review of the Meeting





Interesting issues raised and discussed.
Patient / Service story was enlightening and well received.
Need to ensure the boundaries of public and private discussion topics
are observed
High-level detail in relation to finance only required in the public
domain.


Meeting closed at 12.50 pm
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HERTFORDSHIRE COMMUNITY NHS TRUST BOARD TRACKER
RAG Traffic Light Key:
To be considered at
current meeting
(i.e. action deadline
reached)

Minute
Ref No.

Meeting
Date

Action Deferred

No Action
Required

Action not yet
initiated but
within target

Action not yet
initiated and likely
to miss target

Item / Action Required

Action In Progress
but not on target or
target has expired

Action in progress
and on target

Action
Completed

Board
Lead

Target /
Finish Date

CH

Sept 19

Risk Register in place

Action
Complete

Sept 19

The FTSU Ambassadors
within new organisation are
being reviewed along with the
training requirements in line
with new guidelines published

Action
Complete

Sept 19

Action to be closed for the
Board. Healthcare Governance
Committee (HGC) will follow
up in September if required

Action
Complete

Progress

R/A/G

Board Tracker from 25 July 2019

90/19

61/19

25.7.19

25.7.19

Herts Valley Adult Community Services
Transition – Progress Update
Tripartite Risk register review to ensure
articulation of decision making in the event of a
delay.
Children & Young People Freedom to Speak Up
(FTSU) Ambassadors discussion to be had with
FTSU and CYP leads to ensure appropriate
representation

SB

Board Tracker from 23 May 2019

60/19

23.5.19

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

EK

Board Tracker from 28th March 2019
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Minute
Ref No.

45/19

34/19

Meeting
Date

28.3.19

28.3.19
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Board
Lead

Item / Action Required
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

Target /
Finish Date

Oct 19

Nov 19

Progress

R/A/G

Following strategy refresh and
appointment of new Chair, this
will be discussed by the Board
in October and reported back
to Board in November

Action in
progress and
on target

To be presented as patient/
service story in November
2019, external partners will be
invited to support the system
wide approach.

Action in
progress and
on target

Board Tracker From 27 September 2018
144/18

27.09.18

Workforce Race Equality Standard (WRES)
Report
The Board to the WRES report when revised
date is known.

RB

2

July 19

On agenda for July

Action
Complete

Board 26th September 2019

Attachment C1

Chief Executive’s Report
1.0

Executive Summary

1.1

This report provides the Board with an update on matters of current interest at a
national, regional and system level together with an update on the work of our
Executive Team since the last board meeting (July 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

National update

3.1

The government has set out spending plans for 2020/21 as part of a one year 'fasttracked' spending round. A full spending review will be held in 2020, reviewing public
spending comprehensively and setting multi-year budgets. As departmental capital
budgets already existed for 2020/21, the spending round focused on revenue
spending and attached to this report is the briefing from NHS Providers which
welcomes the plans.

3.2

Brexit continues to dominate the national agenda and the NHS is no exception.
National, regional, system and organisational plans have been developed and refined
so that the NHS can mitigate against the potential risks in the circumstances. The
Trust is fully participating in resilience planning.

3.3

The Department of Health and Social Care (DHSC) has launched the consultation on
NHS pension changes in an attempt to address issues within the NHS scheme,
which has seen an increased number of high earning staff opt out over the tapered
annual allowance. The proposals are designed to:
improve the flexibility for senior staff and allow them to adjust their contributions
tackle widespread opt-outs
minimise employees reducing their hours by giving staff more flexibility in their
retirement planning
allow NHS employees the opportunity to choose how much income they want in
retirement and to adjust their contributions accordingly
The consultation also asks if senior staff should be able to adjust their pension
growth towards the end of the tax year, as they will then know how much they have
worked over the previous year, and proposes phasing the ‘pensionability’ of large
pay-rises for high earners.






3.4

In parallel NHS Employers has released the NHS pension taxation impact report
which outlines opportunities for reducing the NHS pension taxation impact. It helps
employers to apply the prime minister's 'permission' to implement a number of
optional temporary measures locally. The measures outlined in this guidance can be
used during the 2019-20 financial year, to support staff and service delivery, ahead of
any changes to the NHS pension scheme or wider tax system. All local arrangements
should be reviewed from April 2020, as new approaches may become appropriate
following the implementation of scheme changes
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4.

East of England Region & Hertfordshire & West Essex STP update

4. 1

Within the context of the commitments in NHS Long Term Plan ( ie that the NHS will
balance financially every year; the provider sector will balance as a whole in 2020/21
and that by 2023/24 no NHS organisation will finish the year in a deficit), the NHSE/I
East of England Regional team have consulted with providers and commissioners on
the proposal to hold back a financial "risk reserve" of almost £100m for the next four
years, to combat the risk of overspending. The regional directorate for NHS England
and NHS Improvement aim to create the contingency fund from its £11bn allocation,
in case of overspending against local financial plans given that 21 ( out of 45)
organisations in the region have financial deficits.

4.2

The Hertfordshire and West Essex STP have been set a financial envelope and
provided agreement to the control totals on 12 September, as requested on Monday
9 September. Each organisation has accepted the target on the understanding that
there are a number of concerns and questions that could not have been reasonably
considered and addressed within a consultation period of 3 days. It has been noted
that agreement without this assurance shows the good faith, high level of joint
ambition and resolve in place from each of the individual organisations to work
collaboratively and professionally within the STP and across the region to address
the outstanding queries and concerns in accordance with correspondence from the
Interim STP leads to the Regional Director (reference attachment B).

4.3

The first draft of the Hertfordshire and West Essex STP response to the NHS Long
Term Plan is being developed and builds on the previously agreed Integrated Health
and Care Strategy. It sets out how the system intends to deliver the plan against the
blueprint and foundations outlined in ‘Our Healthier Future’ Integrated health and
care approach’. The current draft describes at a high level how the system will
deliver against the NHS LTP ambitions and commitments, as well as the locally
defined priorities over the next five years. Phase one has been an aggregation of all
the work being done across the system and this has been set against the
requirements of the NHS LTP. The first phase of work is almost complete and will be
followed by phase 2 which will be to refine the draft and make connections between
the various workstreams ( ie clinical, workforce and financial plans) by the end of
September. Phase 3 will be receiving and acting on feedback from NHSE/I prior to
the final submission by 15 November 2019.

.
5.0

Trust update

5.1

Earlier this month, I was delighted to announce the appointment of Lesley-Anne
Alexander CBE as our new Chair from 1 October 2019. Lesley Anne brings a
wealth of leadership experience to Hertfordshire Community NHS Trust with a
highly successful board career spanning over a 25 year period where she has
served on multiple Boards as Chair, NED, Trustee and Executive in the UK and
internationally. She is a strong advocate of cross sector partnerships and
collaboration and brings experience as a Non-Executive Director at
The Royal Brompton and Harefield NHS Foundation Trust where she recently
completed a full term of office. We are very fortunate to have secured her talents
and on behalf of the Board, we welcome her appointment and look forward to
working with her.

5.2

I also would like to record our thanks to Declan O’Farrell CBE for everything he
has done during his 10 year term of office. He has been an inspirational leader
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who has overseen the Trust from its inception through to the ongoing
transformation of community services across the county – achieving and
maintaining ‘good’ rated services by the CQC and leading the integration of
health and social care services for the 1.2m people who live in Hertfordshire. His
dedication and commitment have been second to none and he will be missed be
by everyone who has worked with him.
5.3

I am also delighted to welcome Tafadzwa Mugwagwa, our new Associate Director of
Operations who joins us from Central London Community Health Services where he
was the Deputy Director of Operations for Community Services across 4 London
boroughs and deputised for the Director of Operations. He is an experienced clinician
with a demonstrable track record of working well with commissioners to transform
and integrate primary and community services to deliver improvements in patient
safety, outcomes and experience.

6.0

Our people

6.1

BAME Network – We launched our first ever BAME staff network in August, with
Tinu Fakoya as acting network chair. The very successful launch event was
accompanied by a strong social media campaign:
https://www.youtube.com/watch?v=E3XHD1pJayw&feature=youtu.be

6.2

WRES - The Workforce Race Equality Standard (WRES) report has been completed
and action plan developed with input from a range of groups. One of the actions
arising from this is to introduce reverse mentoring. This scheme has been scoped
and BAME staff are being recruited to it with a view to a November start date.

6.3

Staff Health and Wellbeing – 9th to 15th September was HCT Staff Health and
Wellbeing week and saw over 40 teams pledge to undertake a wellbeing-related
activity. Photos were taken and shared across the Trust of staff enjoying team walks,
healthy lunches and relaxation sessions, most of which were at no cost to either staff
or the Trust. The week proved extremely popular with staff and we plan to make this
a regular event.

6.4

Flu Campaign – The 2019 staff flu vaccination campaign begins on the 3rd
October. Clinics run by our occupational health service are taking place at multiple
sites throughout October, publicised through a September payslip leaflet We are
pleased to have our own School Immunisation service coordinating our flu
champions this year, and our Child Health service trialling a new online consent
process to help direct our resources and streamline reporting. The CQUIN target for
this year is 80% of front line staff. For the first time this year, the Trust has taken the
decision to offer the flu vaccine as a free benefit to all staff, to ensure that the Trust is
as resilient as it can be over the busy winter period.

6.5

Paperless Processes - Manager Self Service (MSS) is now fully rolled out in the
Trust with all managers having access to the new system. All leavers, change of
post and other changes can be completed electronically via MSS meaning we have
created a paper-free process including the element of Financial sign-off. Manager’s
submissions are fully trackable, securely stored and have freed up time for all
involved in the process

6.6

Annual Leaders Conference - 140 staff attended the 7th HCT Annual Leaders
Conference on Tuesday 17th September. The conference focused on Leadership
and Strategy, with a highly entertaining and motivating keynote speech from Kevin
House, The Art of Brilliance, encouraging our leaders to find and maintain their
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MOJO. Key messages from the day included – aiming to be your best authentic self,
the power of truly listening to staff and the importance of compassionate leadership.
6.7

OD Programme – The Trust is starting work to carry out a cultural diagnostic, using
an NHSI developed tool. This will identify the culture we have now and the culture
we want, so that appropriate intervention can be identified. Alongside this, staff are
being engaged in developing the ‘HCT Way’ and a Staff Charter to support our Trust
values of Innovative, Caring and Agile. The diagnostic and our Trust brand will be
launched in October.

6.8

Annual Staff Survey - Progress Update – it has been six months since we reported
on the annual staff survey outcome and set out our actions to address the concerns
raised. A mid-year update on these actions is provided below:













6.9

Trust values – we have introduced the new Trust values of Innovative, Caring and
Agile and engaged with staff through a range of forums and Pulse Survey on what
these values mean to them. We have also amended processes (e.g. appraisal and
recruitment) to reflect these values.
Organisational Development programme - the new values, vision and strategic
objectives have been the first step in this programme, accompanied by work to
develop ‘The HCT Way’. A cultural diagnostic tool will be launched next month and
will lead to a wider OD plan to create the desired cultural shift.
Staff Health and Wellbeing programme – we have introduced a staff H&W Task
Force developed a new mental health plan, increased our resilience training, reenergised our champions’ network and run a staff health and wellbeing week.
Workload pressure – as part of our new service models in public health nursing and
Adult community services, we have introduced changes to skill mix and working
practices to make best use of professional skills and ease workload pressure.
Resourcing and Retention – we have undertaken a range of activities to deliver our
recruitment and retention plans (as previously reported to the Board), including
leading two STP and various HCT recruitment campaigns, improving preceptorship,
introducing buddying and career clinics, improving documentation to support
candidate experience etc.
Bullying and harassment – we have introduced a new policy and processes to
support staff faced with difficult patients, have promoted our Freedom to Speak Up
Ambassadors, revised our Bullying and Harassment Policy and implemented team
interventions to address specific issues.
Use of technology – we have rolled out ESR Manager Self-Service, led the way on
automated processes using virtual assistant, improved the use of e-roster,
commenced the introduction of SafeCare in the In-patient Units and put in a bid for
support to develop an e-scheduling tool.
Transforming Corporate Services (TCS) – the TCS consultation has now been
completed and the outcome communicated through an outcome paper and a staff
event. There was good participation in the consultation process. The majority of
staff slot into the new structure, although some with changes to their role and/or
reporting arrangements. Work is being done to confirm the remaining ring fenced
staff into roles in the next two weeks, with some having to go through an interview
process. Consideration is being given to how morale can be raised in corporate
teams following the change process.
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7.0

Operational Services

7.1

Patient Flow
Average Length of Stay (ALOS) in east and north has reduced from July 23.2 days to
21.9 in August.
Health DTOC has increased in August to 9.5%, specifically at QVM and Danesbury
totalling an extra 56 days. Patient level analysis is taking place to understand this
increase.
The East & North Herts Trust In Reach team re-structure has now been finalised and
the team are in post. The proposal to develop this to a 7 day service in Lister
Hospital is being developed alongside discussions to support the West Essex
system.

7.2



7.3












Herts Valleys Transitions
Preparations continue for staff who are transferring to Central London Community
Healthcare (CLCH) with a focus on ensuring the safe and smooth transfer of
operational services on 1st October.
The management of Simpson ward will transfer to West Herts Hospitals Trust
(WHHT) from 1st October. The TUPE consultation with staff will be completed on
Friday 20th September 2019 and work is ongoing with WHHT to ensure safe and
smooth transfer of the service.

Adult and Children’s Services
Adults E&N Management Structure
The restructure of the adult services management team is progressing; all interviews
have now taken place and the appointment of staff is being finalised.
Phlebotomy
The community Phlebotomy service at Cheshunt Community Hospital has been
successfully launched and positive feedback has been received from patients and
referrers. ENCCG and HCT are now working together to review the service and
consider the next steps in development.
East and North Integrated Care Teams (ICTs)
EN ICTs KPIs have been maintained and for August reporting demonstrated the best
performance since commencing new service. HCT are fully engaged and supporting
the multi-agency review of ICTs including reporting of KPIs for presentation to the
ENCCG Governing Body in December.
MSK
Performance in the MSK service has significantly improved with the number of
people waiting for treatment reduced from 4750 in April to 3070 in July and 86% of
these are seen within 12 weeks of referral.
Community paediatric Service
The community paediatric service continues to breach the 18 week referral to
treatment (RTT) target. However the service have implemented new processes to
manage longer waits and seen improvements in both waiting list size and waiting
times for children.
There remain a significant number of children and young people waiting for Autism
Spectrum Disorder (ASD) assessments. Funding has been agreed to support a plan
Page | 5
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developed with Partners across the County to address waiting lists and deliver an
updated pathway for ASD assessments.
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 multi-disciplinary teams (skill mix). Most elements of this service
improvement activity will conclude in October.
Service improvement, transformation and waiting list management work continues to
be monitored closely by the Executive Team.
Children’s and Young People Specialist Services Transformation
Following a 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.
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
The Public Health Nursing service is actively ensuring continuous improvement of the
service with a number of projects underway utilising the QI (quality improvement)
methodology. These programmes are resulting in improved delivery against Key
Performance Indicators and it has been confirmed that the PHNS (5-19) have
achieved the KPIs measured against the academic year (18/19).
We were delighted to have received re-accreditation of our Level 3 UNICEF Baby
Friendly status.
Early Emotional and Mental Wellbeing for Children and Young People
We are working with partners across the system to improve access to our CAMHS
services. Waiting list initiatives are in place with close support from commissioners
and partners, and Waiting lists are beginning to reduce.
We are working with partners to plan and deliver an improved early emotional and
mental wellbeing service for children and young people. Work is underway to
understand the demand on services across all providers to help shape the future
services. An initial clinical model has been shared with clinical colleagues and we will
further support this with wider stakeholder engagement.
We look forward to continuing to work together with partners to improve access and
needs-led emotional and mental wellbeing support for children and young people.

8.0

Estates & Facilities

8.1

Strategy
The Joint HCT/HPFT estate strategy is scheduled to be presented to the Executive
Team in November with a plan to present to the board in December
Grove Hill Clinic in Hemel Hempstead is now going onto the commercial market with
a view to disposal prior to the year end. The new health & wellbeing centre in the St
Albans Civic Centre is near to completion.

8.2


Operational
The Facilities Management contract is now within a procurement process – all
specifications are being reviewed and amended. The new contract is to commence
August 2020.
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8.3

Transfer of Estate
The work to transfer some properties to CLCH and NHS Property Services is
progressing with property transfer agreement documents due to be completed by 27th
September.
Ministerial approval for property transfers is required before transfers can complete.
Some interim leasing arrangements may be required from 1st October pending formal
transfer completion.

8.4

Performance & Information
There is ongoing work with Contracts and Adults Operations in reviewing the activity
and plan for ENCCG services for 19/20.
Recruitment to support the implementation Robotic Process Automation (RPA) is
underway.




Clinical Systems
Work is underway with CLCH counterparts to facilitate HV Transition
Vacancies live/in progress for TCS model



Business Intelligence
Work underway with CLCH counterparts to facilitate HV Transition

8.5

IM & T
Ongoing detailed engagement with CLCH to ensure smooth handover.
Working across the organisation to support the implementation of RPA
Capital projects are progressing. ERS implementation and patient check in screens
The Trust is replacing over half of all laptops.
Deploying Windows 10 is underway.
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1.0

Purpose and Recommendations

The purpose of this paper is to update the Board on the new patient safety strategy
published by NHE England and NHS Improvement.

2.0

Executive Summary

2.1

Strategy sets out 3 strategic aims to support the development of patient safety culture
and systems covering insight, involvement and improvement.

2.2

Strategy discussed a number of new tools, measurements, frameworks roles and
training that are being developed for implementation over the next 2 years.

2.3

The attached paper outlines the objectives relevant to HCT.

2.4

The Board are asked to:
o Note the information in the report
o Advise of any further information required; and
o Agree patient safety specialist for the Trust.

3.0

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

4.0

Appendices and Attachments
(1)

Patient Safety Strategy report

Author(s) of paper:
Name
Date:

Sarah Browne
September 2019
1
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To be completed as part of paper
Committee Consideration
This Report has previously been considered by the following committees:
Committee:
Date (Month / Year):
Issues arising from committee consideration

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

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

2

N/A

The NHS Patient Safety Strategy - Safer culture, safer systems, safer patients
July 2019
New strategy has been published based on Safety vision “to continuously improve
patient safety”.
This will build on 2 foundations
 patient safety culture
 patient safety system
Strategy sets out 3 strategic aims to support the development of both:
1. improving understanding of safety by drawing intelligence from multiple sources
of patient safety information (Insight)
2. equipping patients, staff and partners with the skills and opportunities to
improve patient safety throughout the whole system (Involvement)
3. designing and supporting programmes that deliver effective and sustainable
change in the most important areas (Improvement).
In taking the strategy forward, a number of new tools, measurements, frameworks,
roles and training are being developed for implementation over next 2 years. Whilst
the majority of this being led by the national patient safety team, there will be an
impact on all organisations with the requirement for taking forward new frameworks,
training and identifying new roles and responsibilities, as well as reporting on national
metrics.
Insight
• adopt and promote key safety measurement principles and use culture metrics
to better understand how safe care is
• use new digital technologies to support learning from what does and does not
go well, by replacing the National Reporting and Learning System with a new
safety learning system
• introduce the Patient Safety Incident Response Framework to improve the
response to and investigation of incidents
• implement a new medical examiner system to scrutinise deaths
• improve the response to new and emerging risks, supported by the new
National Patient Safety Alerts Committee
• share insight from litigation to prevent harm.
Involvement
• establish principles and expectations for the involvement of patients, families,
carers and other lay people in providing safer care
• create the first system-wide and consistent patient safety syllabus, training and
education framework for the NHS
• establish patient safety specialists to lead safety improvement across the
system
• ensure people are equipped to learn from what goes well as well as to respond
appropriately to things going wrong
• ensure the whole healthcare system is involved in the safety agenda.
Improvement
3

•

•

•
•
•

•

deliver the National Patient Safety Improvement Programme, building on the
existing focus on preventing avoidable deterioration and adopting and
spreading safety interventions
deliver the Maternity and Neonatal Safety Improvement Programme to support
reduction in stillbirth, neonatal and maternal death and neonatal asphyxial brain
injury by 50% by 2025
develop the Medicines Safety Improvement Programme to increase the safety
of those areas of medication use currently considered highest risk
deliver a Mental Health Safety Improvement Programme to tackle priority
areas, including restrictive practice and sexual safety
work with partners across the NHS to support safety improvement in priority
areas such as the safety of older people, the safety of those with learning
disabilities and the continuing threat of antimicrobial resistance
work to ensure research and innovation support safety improvement.

Objectives relevant to HCT
Safety culture
• NHS staff survey Q17 (fairness and effectiveness of reporting) and 18 (staff
confidence and security in reporting) – annual reporting
• Exploration of further metrics relating to safety culture
• Monitoring progress in relation to well-led framework via CQC inspection
Safety System
• Reflect patient safety in digitisation agenda
Insight
• Principles pf patient safety measurement to be embedded nationally
• Replacement of NRLS and StEIS – expected Q1 2020/21
• Incorporate the ambition to learn from what goes well (Safety II) into the
replacement for the NRLS
• Continuous increase in effective incident reporting
• Implementation of new Patient Safety Incident Response Framework (PSIRF)
(new criteria, reporting, training, board development programmes – to be fully
implemented by July 2021)
• Implementation of medical examiners offices scrutinising all deaths (initially in
acute hospitals with roll out to community by end of Q4 20/21)
• Review of Patient Safety Alerts
Involvement
• Patient Safety Partners (PSP) framework to published Q4 2019/20
• Plans for implementing patient safety training in all relevant training and
education by April 2020
• Identify at least one patient safety specialist per organisation by end Q4
2019/20 (training required)
• Deliver National Patient Safety Improvement Programme (NPSIP) priorities
o NEWS2
4

COPD discharge bundle
Maternity and neonatal
Medication safety
Falls collaborative
Frailty
Learning Disabilities
Infection control – gram negative blood stream infections; reduce
community antibiotic use; management of UTI
Patient safety research and innovation
o
o
o
o
o
o
o

•
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1.1

2.0

Purpose & Recommendations
1.1

The purpose of this paper is to advise the Board regarding our
performance against the national NHS Workforce Race Equality
Standard.

1.2

The Board is asked to approve that the data is published on the
Trust’s public website by 30 September 2019, alongside the updated
action plan to continue to meet the workforce race equality standards.

Key Points for the Attention of Board
Background
2.1

The NHS Equality and Diversity Council (EDC) introduced the WRES
as a framework for NHS Trust’s to focus on race. This was in response
to the 2014 study by Roger Kline titled ‘The snowy white peaks of the
NHS’. This study highlighted the link between good patient care and
an NHS workforce that representative of the local population it serves.

2.2

The WRES came into effect on 1st April 2015. The standard is
designed to improve the representation and experience of Black,
Asian and Minority Ethnic (BAME) staff at all levels of the organisation
– particularly senior management. In the context of the WRES, White
staff comprises White British, White Irish and White Other whereas
BAME staff comprise all other categories excluding ‘not stated’.

2.3

Overall there are nine indicators that make up the WRES. These
comprise workforce indicators (1 – 4), NHS staff survey indicators (5 –
8) and an indicator focused on board representation.

1
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2.4

The Trust has chosen to progress actions on the WRES as part of the
wider People & OD strategy. Creating the required culture is a key
tenant of our People & OD strategy and one in which the work around
the WRES fits well.

2.5

Our annual WRES report enables us to understand the impact of our
policies and practices on our BAME staff. This is important for our
journey getting from Good to Outstanding with the CQC; we want to
ensure that inclusion and equality is firmly embedded in everything we
do.
We measure our progress year on year and we reflect on the
commitments we set out to achieve in the previous year’s WRES
report.

The Current Picture
2.6

The Trust has been monitoring the overall workforce data for WRES
since 1st April 2015. There are 9 indicators within WRES measuring
the gaps between the experience of white and BAME staff groups
within our organisation. The expectation is to reduce the gap and have
a better balanced and more equal experience for both staff groups.
The reporting period covers the period 1st April 2018 to 31st March
2019. This year’s performance data shows some improvement in
comparison with the previous year’s WRES report and it also
highlights areas for further focus.
This year’s WRES data demonstrates improvement against two of the
WRES indicators:



Indicator 2: The likelihood of white staff being appointed from
shortlisting compared to BAME staff is 1.76. In 2017/18, white
candidates were 1.79 more likely to be appointed than BAME groups.
Indicator 4: The likelihood of White staff accessing non mandatory
training/CPD compared to BAME is 0.98 times greater. Last year’s
figure: 1.04.

The data show deterioration against four indicators:





Indicator 3: The likelihood of BAME staff entering the formal
disciplinary process compared to White staff is 7.36 times greater.
Last year’s figure: 7.25.
Indicator 6: % staff experiencing harassment, bullying or abuse from
staff in the last 12 months
Indicator 7: % Staff believing that the organisation provides equal
opportunities for career progression or promotion
Indicator 8: In the last 12 months have you personally experienced
discrimination at work from manager, team leader, or other colleague

2
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Performance against three indicators has remained broadly similar:




Indicator 1: % of staff in each of the AfC Bands 1-9 and VSM
(including executive Board members) compared with the percentage
of staff in the overall workforce
Indicator 5: % staff experiencing harassment, bullying or abuse from
patients, relatives or the public in the last 12 months
Indicator 9: % difference between the organisations’ Board voting
membership and its overall workforce

Performance against each of the WRES indicators is shown in Appendix 1.

Benchmarking with other community trusts and STP partners
2.7

Table 1 shows that HCT performs better than our STP partners
against three of the four staff survey questions [Indicator 5, 6 and 8]
and better than the Community benchmark group median for one
[Indicator 5] of the questions.

Table 1:
Indicator 5

Indicator 6

Indicator 7

Indicator 8

% staff
experiencing
harassment,
bullying or abuse
from patients,
relatives or the
public in the last
12 months

% staff
experiencing
harassment,
bullying or abuse
from staff in the
last 12 months

% staff believing
that the
organisation
provides equal
opportunities for
career progression
or promotion

% have you
personally
experienced
discrimination at
work from
manager, team
leader, or other
colleague

White

BAME

White

BAME

White

BAME

White

BAME

HCT

26.1%

24.0%

16.5%

26.6%

92.0%

75.0%

3.9%

13.7%

East and
North Herts
HPFT

29.4%

35.2%

29.8%

32.3%

82.4%

79.6%

7.3%

15.0%

27.3%

32.8%

23%

28.2%

85.9%

71.9%

5.6%

14.1

WHHT

28.6%

31.4%

23.6%

27.1%

85.8%

74.1%

5.3%

14.9%

Community
benchmark
group
median

25.4%

25.1%

18.9%

23.6%

90.6%

77.3%

4.7%

10.2%

Key achievements in 2018 – 2019
2.8

In 2018 - 2019 key activities on the WRES action plan have included:


Launch of new BAME staff network

3
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Reverse Mentoring scoped with BAME staff network for a launch in
November 2019.
BAME circulation list used to share training and development
opportunities including the national Ready Now and Stepping Up
programme.
A number of celebratory events have been held by the new BAME
network
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.
Accessible job application form rolled out to encourage people with
learning disabilities to apply
Work experience scheme set up specifically for the Gypsy and
Traveller community
We continue to proactively promote national leadership and
management programmes for BAME 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

The WRES data was discussed with the People and OD Group on 5
September. A dedicated session was held to scope out the reverse mentoring
scheme with the new BAME network on 10 September.

Our future direction – the right culture (vision and strategic framework)
2.9

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.

4
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Conclusion and next steps
2.10

Over the last 12 months, the Trust has seen progress in promoting
race equality into core business activity. This report provides key
findings from the 2019 annual WRES report and outlines the steps we
have taken to ensure that we continue to promote inclusion and
fairness.

We will continue to focus on the priorities set out in appendix 1.
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 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

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

Resource Implications
6.1

7.0

Mainstreaming ED as part of BAU will be
essential to pace & scale of improvements and
delivery of planned developments.

Quality / Service / Regulatory Impacts
5.1

6.0

Mitigation / Action(s)
Engagement around the new values will help
embed ED and associated behaviours.

Potential cost in relation to priority actions including reverse mentoring
and BAME staff network.

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


Approve publication of the annual Workforce Race Equality Standard
Report 2019

5
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References, Appendices & Supporting Information
References
https://www.england.nhs.uk/about/equality/equality‐hub/equality‐standard/
Appendices & Supporting Information
(1) WRES performance 2019 and planned action Appendix 1
(2) Breakdown of staff in each of the AfC Bands 1-9 and VSM Appendix 2

9.0

Glossary / Abbreviations
BAME = Black, Asian and Minority Ethnic
ED = Equality and Diversity
EDS2 = Equality Delivery System 2
OD = Organisational Development
WRES = Workforce Race Equality Standard

Author(s) of paper:
Monika Kalyan, Head of OD and Inclusion (Interim)
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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):
People & OD
5 September 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.

Alison Ryder, Associate
Director of People (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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Appendix 1: WRES performance 2019 and planned action
WRES
Indicator
INDICATOR
1
Percentage
of staff in
each of the
AfC Bands
1-9 and VSM
(including
executive
Board
members)
compared
with the
percentage
of staff in the
overall
workforce

2019 data
for reporting
year
Full data set
out in
Appendix 2

2018 data for
previous year

Direction
of
change

Planned action


11.5% of nonclinical
workforce
BAME with no
representation
at Pay Bands
9 and VSM.



Clinical
workforce
16.5% BAME






INDICATOR
2
Relative
likelihood of
staff being
appointed
from
shortlisting
across all
posts

Likelihood of
White staff
being
appointed
from
shortlisting
compared to
BAME staff is
1.76

1.79 times
greater
2017: 1.94
times greater



INDICATOR
3
Relative
likelihood of
staff entering
the formal
disciplinary
process

The relative
likelihood of
BAME staff
entering the
formal
disciplinary
process
compared to
White staff is
7.36 times
greater

7.25



(2017: 2.37)




INDICATOR
4
Relative
likelihood of
staff
accessing
nonmandatory
training and
CPD

The relative
likelihood of
White staff
accessing
non
mandatory
training/CPD
compared to
BAME is
0.98 times

1.04
(2017: 0.93)

8

Proactively encouraging
participation in national
BAME leadership
development
programmes
Identify and encourage
BAME staff for any
internal management
and development
training.
Launch reverse
mentoring
Promote BAME staff
network

At least 1 panel member
must have completed
Trust R&S training with
Unconscious Bias
Continue to monitor
compliance with R&S
training for senior
managers

Review new national
WRES recommedations
‘A fair experience for all:
Closing the ethnicity gap
in rates of disciplinary
action’
Explore use of
BAME/Diversity
presence on panels
where there is a cultural /
equality element
Identify options appraisal
for mediator support
 Identify and show
case positive role
models for BAME
staff

Board 26th September 2019

Attachment C3

WRES
Indicator

2019 data
for reporting
year
greater

2018 data for
previous year

INDICATOR
5
KF25. %
staff
experiencing
harassment,
bullying or
abuse from
patients,
relatives or
the public in
the last 12
months

White: 26%

White: 23.0%

BAME: 24%

BAME: 25.8%

INDICATOR
6
KF26. %
staff
experiencing
harassment,
bullying or
abuse from
staff in the
last 12
months

White: 17%
BAME: 27%

White: 14.7%
BAME: 16.7

INDICATOR
7
KF 21. %
Staff
believing
that the
organisation
provides
equal
opportunities
for career
progression
or promotion

White: 92%
BAME: 75%

White: 91.6%
BAME: 78.4%

INDICATOR
8
Q 17. In the
last 12
months have
you
personally
experienced
discriminatio
n at work
from
manager,

White: 4%
BAME: 14%

White: 3.5%
BAME: 10.0%
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Direction
of
change

Planned action



Review Appraisal
process to ensure that
ED is adequately
reflected in the
statements



All Leadership and
Management courses
offered by the Trust to
cover emotional
intelligence to support
leaders in appreciating
their impact on staff.



Continue to deliver face
to face ED training to
staff as part of 3 yearly
update
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2019 data
for reporting
year

2018 data for
previous year

5.3%
Percentage
difference

5.0%

Direction
of
change

Planned action

team leader,
or other
colleague

INDICATOR
9
Percentage
difference
between the
organisation
s’ Board
voting
membership
and its
overall
workforce



11.1% of
voting
membership
is BAME
16.4% of
overall
workforce is
from a BAME
background

10

Explore NHS
Improvement’s ‘Next
Director Scheme’, which
is a positive action
programme to increase
the availability of ‘board
ready’ NED candidates
from BAME
backgrounds.
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Appendix 2: Breakdown of staff in each of the Bands 1-9 Clinical and NonClinical (including VSM)

Under Band 1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM
Sub Total

Non Clinical Workforce
31st March 2018
31st March 2019
White
BME Unknown White
BME Unknown
0.09%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
3.50%
2.43%
3.67%
5.09%
3.06%
3.37%
6.01%
2.92%
2.75%
6.11%
2.19%
4.49%
3.28%
2.43%
2.75%
3.21%
1.97%
1.12%
1.79%
1.46%
0.00%
2.37%
1.31%
0.00%
1.35%
0.97%
0.92%
1.47%
1.31%
1.12%
1.17%
1.46%
0.92%
1.03%
1.53%
1.12%
0.76%
0.97%
2.75%
0.62%
1.31%
2.25%
0.54%
0.24%
0.00%
0.71%
0.66%
0.00%
0.49%
0.49%
0.00%
0.36%
0.22%
0.00%
0.09%
0.24%
0.00%
0.27%
0.22%
0.00%
0.18%
0.00%
0.00%
0.09%
0.00%
0.00%
0.18%
0.00%
0.00%
0.36%
0.22%
0.00%
19.43% 13.63% 13.76% 21.69% 14.00% 13.48%

Change From 2018
White
BME Unknown
Change Change Change
‐0.09%
0.00%
0.00%
0.00%
0.00%
0.00%
1.59%
0.63%
‐0.30%
0.10%
‐0.73%
1.74%
‐0.06%
‐0.46%
‐1.63%
0.57%
‐0.15%
0.00%
0.13%
0.34%
0.21%
‐0.14%
0.07%
0.21%
‐0.14%
0.34%
‐0.51%
0.18%
0.41%
0.00%
‐0.14%
‐0.27%
0.00%
0.18%
‐0.02%
0.00%
‐0.09%
0.00%
0.00%
0.18%
0.22%
0.00%
2.26%
0.38%
‐0.28%

Under Band 1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM
Sub Total

Clinical Workforce
31st March 2018
31st March 2019
White
BME Unknown White
BME Unknown
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
3.95%
8.52%
12.84%
2.68%
9.63%
11.24%
10.05% 11.44% 14.68%
9.06%
11.16% 15.73%
5.65%
4.38%
1.83%
7.01%
4.60%
3.37%
14.00% 21.90% 17.43% 12.76% 21.88% 16.85%
25.80% 25.30% 21.10% 25.30% 24.07% 21.35%
16.02%
7.54%
11.01% 16.15%
7.66%
7.87%
3.05%
1.70%
4.59%
3.35%
1.97%
6.74%
0.90%
0.24%
0.00%
0.80%
0.00%
0.00%
0.31%
0.24%
0.92%
0.31%
0.22%
1.12%
0.04%
0.00%
0.00%
0.09%
0.00%
0.00%
0.04%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.09%
0.00%
0.00%
79.81% 81.27% 84.40% 77.60% 81.18% 84.27%

Change From 2018
White
BME Unknown
Change Change Change
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
‐1.27%
1.11%
‐1.61%
‐0.99%
‐0.28%
1.05%
1.35%
0.22%
1.54%
‐1.24%
‐0.02%
‐0.58%
‐0.50%
‐1.23%
0.25%
0.14%
0.12%
‐3.14%
0.30%
0.27%
2.15%
‐0.09%
‐0.24%
0.00%
0.00%
‐0.02%
0.21%
0.04%
0.00%
0.00%
‐0.04%
0.00%
0.00%
0.09%
0.00%
0.00%
‐2.21%
‐0.08%
‐0.13%

of Which Medical and Dental
31st March 2018
31st March 2019
White
BME Unknown White
BME Unknown
0.97%
1.83%
0.13%
1.09%
2.25%
Consultant 0.13%
0.24%
0.00%
0.00%
0.00%
0.00%
Senior Medical Manager 0.00%
1.46%
0.00%
0.31%
1.53%
0.00%
Non‐Consultant Career Grade 0.27%
0.00%
0.00%
0.00%
0.00%
0.00%
Trainee Grades 0.00%
2.43%
0.00%
0.27%
2.19%
0.00%
Other 0.36%
5.11%
1.83%
0.71%
4.81%
2.25%
Sub Total 0.76%

Change From 2018
White
BME Unknown
Change Change Change
0.00%
0.12%
0.41%
0.00%
‐0.24%
0.00%
0.04%
0.07%
0.00%
0.00%
0.00%
0.00%
‐0.09%
‐0.24%
0.00%
‐0.05%
‐0.30%
0.41%
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Clinical Quality and Medical Directors Report
September 2019
1.0

Executive update from Medical and Nursing Directorate

1.1

The Medical and Nursing Directorates continue to support the new Clinical
Strategy. Dr Kendrick and Sarah Browne have held a series of meetings with
Primary Care Networks (PCNs). We are also working towards greater clinical
collaboration with other provider Trusts.

1.2

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

2.0

Frailty

2.1

Frailty training: To date 458 adult staff members have been trained in Frailty
Awareness, with four more sessions due to run before the end of Q2. The
initial target for Q2 was 263 staff; therefore we are above target. Discussions
have been initiated with HPFT regarding collaborative training in line with STP
guidelines, along with sharing our training approach with West Herts Hospitals
Trust. The second edition of Clinical Matters, specific to frailty, is underway
and will be published in October 2019.

2.2

Rockwood: A recent report regarding use of the Rockwood Clinical Frailty
Scale provides clear evidence that training is having an impact on clinical
practice and is being implemented across multiple services.

2.3

Falls Awareness Week: HCT will be taking part in the London Falls
Prevention Networks Falls Awareness Week 2019 (23 - 29 September).
Resources have been created and a communications strategy produced for
the week. The aim is to share the message that falls are everyone’s business
and we all have a responsible to promote falls prevention.

3.0

Community Paediatrics

3.1

Recruited to consultant vacancy at St Albans children’s centre. Consultant is
starting with us on the 23 September 2019.

3.2

Business case to clear the back log of Communication Disorder Assessment
Clinic (CDAC) waits was successful. Working on plans to deliver the backlog
clearance including recruitments. Part time locum consultant for 3 months
recruited and backlog clearance clinics have started.

3.3

Business case proposal to manage children with behaviour difficulties is being
developed. This is a multiagency pathway. The aim is to provide support to
1
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families regardless of diagnosis. Expectation is to reduce referral to secondary
care services.
3.4

Customer Services Transformation (CST) – all vacancies recruited to. Backlog
of letter typing is cleared.

3.5

Clinical psychologist started on the 10 September 2019.

4.0

Sepsis

4.1

HCT is dedicating the sepsis work to Bev Murray. Bev developed symptoms
of sepsis after returning from holiday and she very quickly deteriorated and
was admitted to intensive care unit where she died. Bev’s family would like
her to be remembered in this way and know that she would have endorsed
this work.

B = Be aware of sepsis
E = Existing condition deteriorating? Yes/No
V = Vital signs (inclusive of Glasgow Coma Score (GSC) or
altered mental state) deteriorating? Yes/No
S = Skin – hot to touch, clammy, cold extremities, mottled,
ashen, new rash- non-blanching? Yes/ No
If YES to any of the above THINK SEPSIS!
Act quickly and prevent complications!
4.2

HCT’s Sepsis Working Group is involving colleagues from all HCT services to
raise awareness of sepsis and to develop resources to aid recognition of
sepsis. In addition, we have developed a training programme (available
through My Learning Zone) for clinical staff. In addition, recognition of sepsis
and use of NEWS2 tool now included on basic life support training and will be
added to the clinical update programme for registered nurses.

4.3

Sepsis was featured in a special edition of Clinical Matters in August.

5.0

Special care dental update

5.1

Tender for dental contracts on hold. Business case submitted for uplift in
funding to NHSE dental claw back fund.

5.2

Asked by CCG to do a dental epidemiology survey for 3 year olds in
Hertfordshire. Funding has been obtained and details being finalised.

5.3

We recently had a successful SAAD inspection at all our clinics. SAAD
(Society for Advancement of Anaesthetics in Dentistry) were very
complimentary about our sedation service. As far as I am aware we are the
only community dental service within our STP who have had a SAAD
inspection

2
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6.0

Inpatient Beds

6.1

Patient flow remains a priority across the inpatient units following an increase
in the Length of Stay (LOS) and Delayed Transfer of Care (DToC). The daily
assurance call has been increased to 5 days a week from 3 days a week to
maintain momentum.

6.2

Performance and compliance against CQUIN 7 has seen a significant
increase in Q2 following a review of the System 1 templates to simplify the
documentation. Data for July and August was 76.9%, and 82.9% respectively,
showing a marked improvement compared to Q1.

6.3

Each unit continues to update their continued quality improvement plans on a
monthly basis having identified their top 5 priorities for improvement. This is
shared at each team meeting involving all staff. We are starting to see a
sustained improvement in quality issues across all of the units.

7.0

Medicines Management & Safety

7.1

The post holder for our first Primary Care Network (PCN) pharmacist started
in August 2019 and induction is complete. This is a Band 8a prescriber role.
South Stevenage Primary Care Network (PCN) is the first PCN in the East
and North Herts region to enter into an agreement for purchasing a clinical
pharmacy service from HCT. We are now actively working with this PCN to
agree contract contents, work plans and other associated documents. Other
PCNs which have shown interest in the HCT clinical pharmacy services are
North Stevenage and Ware.

7.2

Stort Valley and Villages PCN have turned down HCT’s clinical pharmacy
services offer because they already employ pharmacists in their practice who
will now undertake the PCN roles. However, the PCN is very keen to engage
further with HCT on a number of pharmacy initiatives including the rotations of
pharmacists between the two organisations. Chi Kai Tam, Chief Pharmacist
will be attending their “away afternoon” in September to explore collaborative
opportunities.

7.3

A band 8a prescribing pharmacist for our new Care Home Project in Welwyn
and Hatfield has been appointed and will join in mid-September 2019. This is
a one year project to explore a Pharmacist and Matron led Care Home service
to help GPs and the CCG to support these patients better. The Key
Performance Indicators are a combination of system-benefits such as reduced
hospital admission, clinical outcomes, cost savings from more optimised
prescribing and direct GP benefits such as reduction in GP call-outs to Care
Homes. The Chief Pharmacist has been in discussion with East and North
Herts CCG and Letchworth PCN to explore the future models of Care Home
services and collaborative opportunities. This project will be a blueprint for
future service models.

3
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8.0

First Contact Practitioner: Physiotherapy Pilot Project and Development
of Primary Physio Plus+ Offer

8.1

HCT is in the process of launching a First Contact Practitioner (FCP)
Physiotherapy pilot in the Stevenage locality. The aim of the pilot is to test a
FCP model within a community setting, contributing to the development of a
substantive Primary Physio Plus+ offer for all localities.

8.2

The FCP Physiotherapy pilot is designed to deliver the provision of
appointments for initial consultations at practice level and seamless ongoing
referrals for existing musculoskeletal (MSK) services and complimentary HCT
specialist services (i.e. respiratory, neurological rehabilitation). Current
achievements this period include compiling a memorandum of Understanding
(MOU) between the host practice and HCT, mapping of the new clinical
pathway and completing the project proposal. Next steps for the pilot include
confirming the start date for the pilot, which is estimated at mid-September,
and signing the contract once finances are agreed with the Shephall’s
Practice Manager.

8.3

The Primary Physio Plus+ brochure has been developed and signed off. Next
steps for the brochure include disseminating the brochure to interested
GPs/PCNs and informing HCT staff members so that they can also
communicate the offer in their normal meetings with external partners and
stakeholders.

9.0

Infection Prevention and Control

9.1

A possible infection outbreak is being investigated working with CCG, Public
Health England and local microbiologists. This is in regards to 7 patients with
an invasive Group A Streptococcus (GAS) infection. This bacterium is often
found in the throat and on the skin. The most common infections caused by
GAS are sore throat (“strep throat”) and skin infections such as impetigo and
cellulitis. Severe, sometimes life-threatening GAS disease may occur when
the bacteria get into parts of the body where bacteria are not normally found,
such as the blood, muscle or lungs. These infections are called invasive GAS
(iGAS) disease. People at higher risk of iGAS infection are the very young, the
very old and people with weak immune systems.

9.2

Three of the previously reported CDI cases in Langley House, Holywell and
Simpson have been successfully appealed although learning has been
identified and will be monitored

9.3

Two further CDI cases have been identified at Langley House, the RCA’s
have been completed and the STP RCA meeting is pending. All IPC
precautions are in place and are being monitored.

10.0

CQC Update

10.1

The HCT CQC Relationship quarterly visit on 14th August 2019 was a
shortened visit due to the imminent change of Relationships Manager, which
4
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we are still waiting confirmation of. This was a very positive visit with no
issues or areas of concern raised at the time. The CQC Improvement Plan
was reviewed at this meeting where it was agreed that HCT was progressing
well with the plan. Further updates have since been achieved and reported to
Healthcare Governance Committee.
11.0

NHSI/E Collaborative

11.1

We have been successful in joining two collaboratives:
1) Improving transition from child to adult services – the
programme will build upon the experience of the Leeds
Children’s Hospital (LCH) team in their roll out of transition trust
wide and their work to support other trusts to do the same. The
launch event in Manchester is 25th September.
2) #ActNowHomeFirst community collaborative. The collaborative
will involve community trusts leading improvement initiatives:
 To avoid unnecessary admission of patients to hospital; and
 To encourage safe patient discharge from hospital into the
community.
The launch event is due to be in October.

11.0

NHSE HCA Insulin Project

11.1

NHSE visited HCT on Friday 13th September as they are looking to launch a
national roll out of Healthcare Assistant Insulin administration project. The
purpose of the visit was to learn from HCT as a forerunner and met with
healthcare assistants and staff who had initially led the pilot before wider roll
out across HCT.

September 2019
Dr Elizabeth Kendrick
End of Report

Sarah Browne
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TRUST BOARD
Title:

SUMMARY OF Q1 QUALITY REPORT

Meeting Date:

26th September 2019

Executive Lead:

Sarah Browne, Director Nursing & Quality

Author(s):

Jane Lawson, Deputy Director Nursing & Quality

For:

Noting and Assurance

Risk Rating:

Not Applicable

1.0

Purpose & Recommendations
1.2

To advise the Board regarding the outcome of quality achievements
and risks during Q1 2019/20. The full report is included in supporting
papers.

1.3

To ask the Board to:
(1)

2.0

3.0

To note commissioners have received a draft report, caveat
subject to due governance process as per contract
arrangements.

Key Points for the Attention of Healthcare Governance Committee
2.1

Highlight achievement and risks (Appendix 1) and the quality
dashboard (Appendix 2) are outlined on pages 3 and 4 within the full
report in supporting papers ref J1.

2.2

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

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

4.0

Risks and Mitigation Plans

1
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Risk
There has been an increase in
the number of SIs to 7 during
Q1; 4 of these were falls in
inpatient units

5.0
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Mitigation / Action(s)
Investigation for all SIs is underway. A deep dive into falls since
2017 demonstrated that the increase in falls may be due to
patients presenting with increased risk of injury due to age and
frailty. Work is being undertaken as part of the CQUIN around
embedding the three falls prevention actions including
embedding lying and standing blood pressure measurement.

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

Appendix 1 Highlight achievements and challenges Q1
Appendix 2 Quality Dashboard Q1
Appendix 3 Quarter 3 Full Quality Report - to be supplied in
supporting papers J1.

Author(s) of paper:
Jane Lawson
Deputy Director Nursing & Quality
August 2019

2

Board 26th September 2019

Attachment D2

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):
Clinical Governance Subcommittee
July 2019
Healthcare Governance Committee
Sept 2019

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

Accurate
Relevant
Up To
Date
Valid
Clearly
Defined

Comments / Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Sarah Browne
Director Quality & Nursing

√

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

4

Board 26th September 2019

Attachment D2

Appendix 2: Quality Dashboard
Quality Dashboard 2019/20

Q4 2018/19 Q1 2019/20

Number of patient safety incidents

1343

1364

Number of patient safety incidents resulting in harm

661

665

3

7

97.53%

97.78%

Number of Serious Incidents confirmed
Percentage of patients receiving harm-free care (national benchmark 95%)
Number of pressure ulcers acquired in HCT care (as per Datix reporting, including mlutiple pressure
ulcers for the same patient)

Reporting
criteria
changed
Number of pressure ulcers where lapses in care were found to be likely to have contributed to the pressure
01/04/2019
ulcer (April and May 2019)

281

Rate of inpatient falls per 1000 Occupied Bed Days

6.42

5.19

Rate of injurious inpatient falls per 1000 Occupied Bed Days

2.56

2.02

Patient experience

Patient safety

Number of medication incidents resulting in harm

Trend from previous quarter

↑
↑
↑
↑
Reporting criteria changed 01/04/2019
therefore comparison with Q4 is not
possible

30

↓
↓
↓

9

2

Percentage of moderate/severe harm incidents where appropriate actions were taken to meet duty of
candour requirements within expected timescales

Not
previously
reported

86%

Not previously reported

Number of speaking up/raising concerns incidents
An increase in the number of staff feeling able to raise concerns indicates increased awareness of
speaking up

3

5

Number of deaths reported in quarter

16

21

Number of deaths judged more than likely to be due to problems in care (target 0)

0

0

Number of avoidable MRSA bloodstream infections (target 0)

1

0

Number of E.Coli bloodstream infections

0

1

Number of C.difficile cases attributable to HCT due to lapses in care identified (target <5 in year)

3

1

Safeguarding children training uptake percentage (Trust target 95%)

94%

95%

↑
↑
↔
↓
↑
↓
↑

Safeguarding Adult training uptake percentage (Trust target 95%)
*Compliance with Level 1 Safeguarding training was at 41% in Q4 2018/19 as all staff previously
requiring a ‘once only’ training session have been moved to 3-yearly refresher training programme to
ensure compliance with the new Safeguarding Adults Intercollegiate Document in 2019/20.

69%*

93%

↑

MCA training uptake percentage (Trust target 95%)

96%

99%

Percentage of inpatients treated with dignity and respect (Trust target 90%)

99%

100%

Percentage of inpatients reporting overall quality of care good or better than good (Trust target 90%)

99%

99%

Friends and Family Test score (Trust target 95%)

96%

95%

48

45

Percentage of complaints acknowledged responded to within agreed timescales (Trust target 80%)

95%

87%

Number of PALS contacts

249

133

Number of enhanced contacts

55

48

↑
↑
↔
↓
↓
↓
↓
↓
↓
↔

Number of complaints

Number of compliments

4212

3501

No urgent
enquiries
received

No urgent
enquiries
received

Number of NICE Quality Standards assessed

6

3

Number of NICE guidance sets assessed

39

53

Number of NICE Quality Standards applicable to HCT commissioned services*

4

1*

Number of NICE guidance sets applicable to HCT commissioned services*

23

21*

Percentage of urgent GP hotline enquires responded to within 5 working days (local target 95%)
NB Low number of enquiries results in reduced percentage

Clinical
Effectiveness

National /
local
benchmarking

Benchmarking Key

Keys

*June guidance awaiting assessment of applicability by NICE Working Group

Trend key

Equal to or better than
benchmark

Better than last quarter

Less than 10% below /
above benchmark

Equal to last quarter

More than 10% below /
Worse than last quarter
above benchmark
No benchmark set
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TRUST BOARD
Title:

Safe Staffing Report for Community Inpatient Units

Meeting Date:

26th September 2019

Executive Lead:

Marion Dunstone, Director of Operations

Author(s):

Charlotte Reynolds, Service Manager, Community Inpatient Units

For:

Noting & Assurance

Risk Rating:

Amber/Green

1.0

Purpose & Recommendations
1.1

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

1.2

To ask the Board to:
Note the report.

2.0

Key Points
2.1

2.2
2.3

2.4

Vacancies levels across all of the Inpatient Units remain high, particularly in
Herts & Essex, Potters Bar and Simpson Ward. The Inpatient Units have been
experiencing difficulties recruiting, despite a ‘Golden Hello’ and the HCT
Facebook and Twitter Campaign. All nursing vacancies have been put out to
agencies to try to recruit permanent staff.
Mandatory Training compliance has improved throughout Q1 and July, with all
Inpatient Units exceeding the Trust target of 90%.
Appraisal rates have dropped since March, with all units now well below the
Trust Target. This is felt to be a recording issue, rather than low appraisal rates
and is being addressed with the L&D Team. The % are gradually increasing as
staff are now updating their records correctly. This is being monitored through
the Monthly Management Team Meetings.
Bank and Agency use remains high. This is to cover the high level of vacancies
that exist across the units, but also due to additional un-registered shifts required
to provide enhanced care to patients on our units with additional needs.

1
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3.0

Relevant Strategic Objective(s) / Strategies
3.1

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

4.0

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

Resource Implications
4.1

5.0

Attachment D3

Workforce costs

Appendices & Supporting Information
Appendix 1: Community Inpatient Units Safe Staffing Dashboard April 2019
Appendix 2: Community Inpatient Units Safe Staffing Dashboard May 2019
Appendix 3: Community Inpatient Units Safe Staffing Dashboard June 2019
Appendix 4: Community Inpatient Units Safe Staffing Dashboard July 2019

Author(s) of paper:
Charlotte Reynolds, Service Manager, Community Inpatient Units
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:
Committee:
Date (Month / Year):
Healthcare Governance Committee
Sept 2019
Issues arising from committee consideration
e.g., noted, requested amendments, etc.
Data Quality Statement
By way of assurance to the Board, and in order to inform discussion / decision, the accountable
executive director confirms that to the best of their knowledge, and subject to any exceptions
identified, data contained in this report is:
Data
Quality
Domain
Complete

Accurate
Relevant
Up To
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Community Inpatient Units Nursing Safe Staffing Update Report
September 2019
1.0

Introduction

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

Executive Summary

Throughout the period from April to July, safe staffing data demonstrates that the average
staffing levels for all Units (apart from Herts & Essex) remained above the NHS England
threshold of 80% for registered nurses. Herts & Essex fill rate for registered nurses dropped
to 77% in July, but this was mitigated by the high unregistered fill rate for the month of 167%.
All Community Inpatient Units continue to care for high numbers of patients with complex
needs, with 1,532 additional HCA shifts being required from April – July to provide enhanced
care for these patients. The number of additional shifts required has been increasing month
on month and this reflects the increasing number of patients with complex needs being
referred into the Units.
Vacancies levels across all of the Inpatient Units, apart from St Peters, remain above the
Trust target of 10%. Overall vacancy levels across all units remain stable, at approx. 18%
over the past year. The Inpatient Units have been experiencing difficulties recruiting into
their vacant posts. A ‘Golden Hello’ was introduced for Potters Bar and Herts and Essex,
areas acknowledged to be difficult to recruit into, with limited success. A Facebook and
Twitter Campaign are ongoing, again with limited success. Due to the difficulties recruiting
our HR Business Partner has arranged for all nursing vacancies to be put out to agencies to
try to recruit permanent staff. Following a recent Herts & Essex escalated service meeting,
there is a plan to review staffing requirements across all of the Inpatient Units, starting with
Herts & Essex.
Bank and agency usage continues to remain high across the Inpatient Units, at 27%
throughout April- June. This is an increase from the previous quarter and is due to a
4
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combination of the vacancy factor, along with the number of additional staff required to
provide enhanced care. Herts & Essex, Langley and Simpson continue to have the high
numbers of Bank and Agency Staff, due to their high vacancy factor. Herts & Essex
continue to have 3 x escalation beds opened through the reporting period.
Mandatory training rates remains stable, with all units achieving compliance against the trust
target. The overall average across all of the units from April – July was 94%.
Appraisal rates have dropped and the Units are currently sitting at 67% compliance. This is
felt to be a recording issue following a change to the reporting system, rather than actual low
appraisal figures. The figures have gradually increased, from an average of 57% across all
Inpatient Units in April to 67% in July. Rates are being monitored at Monthly Management
Team Meetings.

Staffing
Vacancy Levels: Community Inpatient Units (April – July)
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25.00%
20.00%
April

15.00%

May
10.00%

June
July

5.00%
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Throughout April - July, all Community Inpatient Units reported vacancies above the HCT
target of 10%. The highest vacancy levels are in Herts & Essex Hospital, Simpson and
Potters Bar with between 20% - 25% vacancy across all 4 months, with Langley sitting just
below 20% until July, when it increased to 23%. These vacancy rates are similar to last
year. Following a recent Herts & Essex escalated service meeting, there is a plan to review
staffing requirements and skill mixing across all of the Inpatient Units, starting with Herts &
Essex.
5
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The other units are sitting at approximately 15%, which again is stable across all 4 months.
The Inpatient Units have been experiencing difficulties recruiting into their vacant posts. A
‘Golden Hello’ was introduced for Potters Bar and Herts and Essex, areas acknowledged to
be difficult to recruit into, with limited success. A Facebook and Twitter Campaign are
ongoing, again with limited success. Due to the difficulties recruiting into nursing posts, all
nursing vacancies have now been put out to agencies to try to recruit permanent staff, again
with limited success.
The units report their staffing on a daily basis to the Bed Bureau and any risks and mitigation
are escalated to the Senior Team. Where necessary, the Senior Team will reallocate staff
across the units to ensure safe staffing levels are maintained on all units.
Sickness Levels: Community Inpatient Units (April – July)
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Sickness levels were above the Trust Target of 3.6% on all units in April. However sickness
levels improved significantly over the past few months and by July only Potters Bar and
Langley had sickness levels above Trust Target. Average sickness levels across the
Inpatient Units is slowly improving and reduced from 7% in April, to 5% in May, 4% in June
and 3.3% in July. All sickness continues to be managed by the Ward Managers, in line with
Trust Policy and Procedures, with support from HR where necessary.
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Bank and Agency Use: Community Inpatient Units (April - July)
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Bank and agency usage has increased considerably across all units in line with the vacancy
levels, but also as a result of the one to one staff required to manage the more complex
patients on the Units. There is an average of 27% combined bank and agency use across
all 4 months (April – July), compared to 19% average in March and 13% average in
February. The Units are required to submit request to the SMT for additional staff to provide
one to one support and appropriate ‘check and challenge’ is in place. Ward Managers are
considering co-horting patients, empty beds and existing staffing levels before submitting a
request for additional staff to the SMT.
Work is ongoing in the Inpatient Units to reduce the use of agency workers in favour of bank
workers and bank and agency workers are being approached and requested to transfer to
contracts or to NHSP.
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Mandatory Training Rates: Community Inpatient Units (April – July)
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Mandatory training was above the Trust target across all 4 months. This continues to be
monitored at the Monthly Management Team meetings.
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Appraisal Rates: Community Inpatient Units (April – July)
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Appraisal rates across the Inpatient Units have been below the Trust target since April.
Unfortunately these figures have dropped considerably over the 4 months from April to July.
This is felt to be more of a recording issue, rather than low appraisal rates, as staff were not
recording the date of their previous appraisal, which has resulted in inaccurate figures. Staff
are being reminded of the correct process and the figures are being monitored at the
monthly Management Team Meetings. The figures are gradually increasing, with an average
of 57% across all Inpatient Units in April, which has increased to 67% in July.
Risks: Patients with additional needs
The Community Inpatients Units receive many patients onto all units who have additional
needs. These include patients who are at risk of falls, plus-size patients, patients requiring
escorts to allow them to attend out-patient appointments, patients with Deprivation of Liberty
Safeguards in place, etc. These patients require additional staff to provide enhanced care
for their stay on the units. The following additional shifts were required to care for these
patients between April – July. These shifts are being monitored and each ‘special’ now
requires approval by a member of the SMT. There is a significant increase from May to July,
which reflects the increased level of complexity of patients being referred onto the Units.
Month

Additional
Shifts Required

April 2019

408

May 2019

260

June 2019

382

July 2019

482
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Patient Safety
Falls
In Q1 there were 3 falls which resulted in severe harm on the Inpatient Units. None resulted
in moderate harm. No falls resulting in moderate or severe harm were reported on any of
the units during July.
The 3 falls resulting in ‘severe’ harm are as follows:
1. One patient fell at Potters Bar Community Hospital and fractured their neck of femur.
The falls case review identified gaps in the completion of lying and standing blood
pressure and the incident was reported as a serious incident. Investigation is underway
and the patient’s family have been informed.
2. A patient fell at Langley House and sustained an injury to their knee. The knee had an
existing wound from prior surgery and required further surgery. Gaps in care provision
were identified and the incident was reported as a serious incident. Investigation is
underway and the patient and their family have been informed.
3. A patient fell at Queen Victoria Memorial Hospital and sustained a fractured neck of
femur. The falls case review was not able to evidence that the expected level of
preventative care was in place and was reported as a serious incident. Investigation is
underway and the patient’s family have been informed.
Pressure Ulcers
Two avoidable category 2, 3 or 4 pressure ulcers were reported across the Inpatient Units
during Quarter 1. There were no PUs reported on any of the units in July.
1. A patient developed a category 3 pressure ulcer during May, whilst an inpatient in Herts
& Essex Hospital. This was a sacral ulcer recorded as a category 3 by the nurse. After
one week, it had healed to a category 1.
2. In June, a patient developed a category 4 pressure ulcer whilst an inpatient on Simpson
Ward, which became infected. The patient was admitted to Watford General Hospital
for IV antibiotics and further treatment was required. This is being investigated as a
Serious Incident.
Serious Incidents
Four Serious Incidents were reported on the Inpatient Units during Quarter 1. Three
incidents were as a result of patient falls and one was as a result of an avoidable pressure
ulcer acquired whilst on Simpson Ward. There were no SI reported on any of the units
during July.
The four serious incidents are as follows:
1. A patient fall at Potters Bar Community Hospital resulted in a fractured neck of femur.
The falls case review identified gaps in the completion of lying and standing blood
pressure and the incident is being investigated as a serious incident.
2. A patient fall at Langley House resulted in a knee injury, which had an existing wound
from prior surgery and required further surgery. Gaps in care provision were identified
and the incident is being investigated as a serious incident
3. A patient fall at Queen Victoria Memorial Hospital resulted in a fractured neck of femur.
The falls case review was not able to evidence that the expected level of preventative
care was in place and so this incident is being investigated as a serious incident.
10
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A patient developed a category 4 pressure ulcer whilst an inpatient on Simpson Ward,
which became infected. The patient was admitted to Watford General Hospital for IV
antibiotics and further treatment was required. This is being investigated as a Serious
Incident.

Patient Experience
Friend and Family Test (FFT) Scores
FFT recommendation rate across the Inpatient Units for April, May June was 97%, 100%
and 99%. This has dipped slightly to 93% in July.
This demonstrates a high level of patient satisfaction with the service.
Complaints
Six complaints were received for the Inpatients Units between April and July. All complaints,
apart from the QVM complaint have now been closed:
1. Simpson: 3136: This complaint was related to a patient who was transferred to an
outpatient appointment inappropriately dressed.
2. Langley: 3486: This complaint was related to a fall, where the patient fell from a
wheelchair onto his knee which required further surgery.
3. Langley: 3523: Related to discharge arrangements.
4. Simpson 3768: This complaint related to the mental and physical deterioration of the
patient whilst on Simpson Ward. Patient was transferred to WHHT following
administration of incorrect medicine.
5. St Peters 3879: This Complainant inferred that a member of staff was accessing NHS
records inappropriately. An investigation confirmed that this was not possible as the
individual in question had not accessed HCT services and so the staff member would be
unable to access her records.
6. QVM 3861: Complaint regarding the care received, food and fluids being left out of
reach, no physio, CHC assessment having been completed without daughters being
present. Complaint under investigation.
Charlotte Reynolds
Service Manager
Community Inpatient Units
4th September 2019
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Appendix 1: April 2019 Safe Staffing Dashboard
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Appendix 2: May 2019 Safe Staffing Dashboard
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Appendix 3: June 2019 Safe Staffing Dashboard
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Appendix: July 2019 Safe Staffing Dashboard
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Board Committee Chair’s Assurance Report
Healthcare Governance Committee
Date of Board Meeting:
Date of Report:

26th September 2019

Committee Chair: Anne McPherson

10th September 2019

Dates of Committee Meetings Held Since Last Board Meeting: None
Date of Next meeting: 19 November 2019
Item
Ref

Subject

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

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

Committee Chair’s
Observations

Assurance:
4.1

HV Adult Service
Transition of Services
Recruitment and retention

4.2

CQC Quality Improvement
programme Update

Amber/Green

Amber/Green

All services involved have
been reviewed with a RAG
rated impact assessment.
Small County wide
services where there is the
potential for operational
impact to the remaining
service provision; these
have mitigating actions in
place.

Amber

Amber/Green

Making good progress with
the majority of items on the
plan completed. Assurance
received from the CQC
Relationship Manager with
no issues or concerns
identified. HGC have
requested exception
reporting rather than the
large detailed plan for
scrutiny at each meeting.
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Amber/Green

Amber/Green

4.3

Final Report on Closure of
Nascot Lawn

4.4

Quality Report Q1

4.4i

Serious Incident Report
(June19 – July 19)

4.4ii

Safe staffing Community
Hospitals (Apr/July 19)

Amber /Green

Amber/Green

4.4iii

Safe staffing ICT Teams
(June/July 19)

Amber /Green

Amber/Green

Not
Applicable

Amber/Green

2

Service decommissioned
in November 2019. HGC
has overviewed the work
to ensure safe transfer of
care. The formal closure
of the decommissioning
project as outlined in the
Final Report was noted.
Quality Dashboard
Reviewed. While the
change to the Pressure
Ulcer (PU) assessment will
potentially affect the
number of PU’s, concern
was expressed on the
number of Grade 3 & 4
PU’s as well as PU’s
arising from lapses in care.
Further in depth reporting
has been requested for
assurance.
Numbers are low with 7
Serious Incidents to July
2019, categorised as falls
or suboptimal care.
Processes to identify
causal factors and
improvements from
lessons learnt are being
applied with on-going
monitoring to ensure
sustainability.
Vacancy rates across inpatient units remain high
averaging 18%. All units
met the 80% safe staffing
threshold for RN’s except
for Herts & Essex Hospital
which was 77% in July but
off set by increasing the
non-registered nurses on a
shift.
Average vacancy rate
17.2% across all ICT
teams which is similar to
reporting in earlier months
of the year.

Board 26th September 2019

Attachment D4

4.5

HLRR (August 2019)
Summary

N/A

Unable to be assured by
the new summary report
which did not include
mitigation factors.

4.6

Board Assurance
Framwork Summary

N/A

BAF Reviewed. Wording
on quality & regularity risk
concerning CQC redrafted
to make it clearer.

5

Patient Safety & Patient Experience

5.1

Clinical Goverance Chair’s
Assurance report for June,
July & August

5.2

Research Update

6

Annual Reports – For Noting

6.1

Safeguarding Children
2018/19

N/A

6.2

The Looked after Children
(LAC) and Care Leavers
Health Service Annual
Report 2018/19

N/A

6.3

Safeguarding Adults
Annual Report 2018/19

N/A

No red risks identified.
Assurance has some
limitations using this new
system involving the
merging of a number of
different reporting groups
into a single Clinical
Governance Committee.
Due for review in 6
months.

N/A

Amber/ Green

Amber/Green

Overall Research activity
remains at a low level but
with the potential to grow.

Noted 97% (95% target)
achievement of
safeguarding children
supervision
Noted 90% of Initial health
assessments carried out
by LAC GPs and 97% of
review health assessments
by specialist LAC Nurses
within timescale.
Noted the increase in the
number of safeguarding
concerns managed by the
team from 503 in 2017/18
to 656 in 2018/19
demonstrating widespread
recognition of adult abuse
and good partnership
working with Herts County
Council
3
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6.4

Medical Devices Annual
Report 2018/19

N/A

6.5

Clinical Audit Programme
Annual Report 2018/19

N/A

6.6

Infection Prevention and
Control Annual Report
2018/2019

N/A

6.7

Patient Experience Annual
Report 2018/19

N/A

6.8

Complaints Annual Report
2018/19

N/A

6.9

Pharmacy Annual Report
2018/2019

N/A

6.10

Risk and Assurance Annual
Report 2018-19

N/A

7.00

8.00

Noted the maintenance
compliance for medium to
low level devices was only
68% against a target of
85%.in 2018/19 Assurance
provided that this had been
addressed via the CQC
Improvement Plan.
Noted 83% of all audits
completed, with 100%
participation in National
Audits.
Noted achieved IPC
training above 90%.
C. Difficile rate below the
annual trajectory of 5
Noted the range of patient
experience activity and
initiatives carried out in
2018/19
Slight increase in formal
complaints in 2018/19 160
compared to 156 in 17/18.
Full response to 90% of
complaints within agreed
timescales.
Medicines Management in
In-Patient Units assessed
as requires improvement
from the 2018 CQC
Inspection. This has been
addressed via the CQC
Quality Improvement plan.
Noted the Risk and
Assurance Teams
achievements in line with
the Risk Management
Strategy

Key Items for Noting

Key Items for Escalation
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Supporting Papers for information

Summary of Committee governance issues and any other points for the Board’s Attention
There are changes to the Committee structures agreed by the Board such as the reporting
arrangements to Healthcare Governance being amalgamated into a single committee. This is the
first time HGC has received assurance via this source and will be monitoring the effectiveness of the
new method. This will be reviewed at the end of the year.

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.

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)
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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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TRUST BOARD
Title: Meeting

Executive Performance Review

Date:

26th September 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 Trust wide performance for August
2019
1.2 To ask the Trust Board to receive assurance on the Trust wide
performance for August 2019
2.0 Key Points for the Attention of the Strategy and Resources
Committee
2.1 Workforce (Appendix A)
Highlights
• Staff mandatory training figures above target with 94.5% in August
(94.4% in July)
• Sickness Absence rate within the 3.7% Trust target at 3.4% in August
(3.2% in July)
• Stability rating (showing the percentage of staff remaining with the
Trust after 12 months) remains at 82.1% in August (82.1% in July
having increased from 81.7% in June)
Areas for Board review
• Number of staff in post has fallen slightly (2193.6 FTE at end of August
compared to 2204.9 FTE at end of July)
• Underlying Staff turnover over threshold at 15.5% (a small increase
from the 15.3% in July). Starting to see the impact of the imminent HV
service transfers in the staff turnover rates. This rate compares with an
STP average of 14.8% and a Community Provider average of 14.0%
• Leavers exceed starters for July (32 starters v 52 leavers – headcount)
• Agency usage increased to 127.2 FTE (120.5 FTE in July)

1
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Vacancy rate above threshold but reduced slightly to 12.9% in August
(13.0% in July)
6 out of 8 (75%) of inpatient Rosters approved on time (7 out of 8
(87.5%) in July

Areas for Board to note:
• As previously reported the process for recording completion of
Appraisals has been amended with effect from 1st April 2019. Overall
Appraisal rates at end of August fell to 65.0% (July 67.9%), whilst
below target the expectation is that this rate will continue to improve
over the coming months as the transition to the new process continues.
2.2 Activity (Appendix B)
Contract Position Summary
August 2019:
• Overall Contract Activity for ENHCCG was 2.1% below plan at the end
of August (1.3% under at end of July), with a pronounced difference
between first contacts being 14.8% over plan and follow ups 4.2%
under plan. Across all ENHCCG services the follow up ratio of 6.6
remains unchanged and for the ICT the average contact per patient is
also stable at 12.4.
• For ENHCCG, when comparing actual activity numbers in August 2019
with August 2018 (rather than performance against plan) we see that
referrals are up in 2019 to 44,620 versus 40,608 in 2018 and total
activity stands at 258,028 in August 2019 versus 251,616 in August
2018 (2.5% growth).
• Overall Contract Activity for HVCCG was 3.4% below plan at the end of
August (2.8% under at end of July). First contacts are 7.4% over plan
and follow ups are 4.7% under plan. Across all HVCCG services the
first to follow up ratio is stable at 7.4 and also in the ICT at 8.5.
• In West Herts, looking at our children’s services which will remain
under contract with HVCCG from October 2019, actual total activity in
August 2019 was 26270 which is down from 28899 to in August 2018.
Referrals are also down from 5611 to 5443.
Highlights
• Improved waiting time performance for MSK in ENHCCG has been
maintained in August.
• Waiting list for consultant led services in Skin Health and Paediatric
Audiology was performing above the national 92.0% 18 week target at
99.3% and 98.6% respectively.
• For non-consultant led services the waiting list shows 95.8% of patients
across both ENHCCG and HVCCG waiting less than 18 weeks
(improved from 95.3% in July).
Areas for Board review
• In August the 18 week waiting time performance for consultant led
services in Community Paediatrics was 75.1% (76.6% in July and
72.3% in June) and therefore remains below the 92.0% national target.
2
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There is a decrease in the number of young people waiting overall in
August 691 (710 July) but there were more people waiting over 18
weeks in August 172 (166 July).
There are other services with 18 week waiting time issues in August
(local target is 92%), the majority are provided in the ENHCCG area:
The following services show improvement in August against July:
o Diabetes
– ENHCCG 79.6% (76.3% July)
o Children’s Occupational Therapy
– HVCCG 83.3% (79.9% July)
The following services performed less well in August compared to July:
o Children’s Occupational Therapy
– ENHCCG 82.2% (84.8% July)
o Neuro Rehab
– ENHCCG 72.8% (79.5% July)
o Adult Occupational Therapy Service - Acute Therapies
– ENHCCG 90.4% (90.5% July)
o Adult Physiotherapy Service - Acute Therapies
– ENHCCG 85.7% (87% July).

2.3 Quality (Appendix C and Supporting Paper SP1)
Highlights
• Stroke LoS within rehab pathway thresholds.
• Non Stroke within rehab pathway thresholds.
• Achieving 97.6% Harm Free Care cumulative year to date
• Data entered on SystmOne within 24hours of contact now at 91.4%
year to date (target 90.0%)
Areas for Board review
• See Appendix C Page 18
• There were two cases of C.difficile identified in August, taking the year
to date total to 5 against a ceiling of 8.
An outbreak of C.difficile was declared on 8th August at Langley House
– Midway Unit owing to identification of two cases on the same day
(Case 4 and Case 5). The outbreak was declared over 9th August.
Audits of hand hygiene, environment, commode and antibiotics were
put in place until three consecutive weeks of 95% compliance.
On 15th August it was reported that Case 4 and Case 5 ribotypes were
different and the outbreak was de- escalated.
Areas for the Board to note
• The Trust has now had confirmation that WHHT will take on the
running of Simpson Ward from 1st October 2019.
• 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.
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2.4 Finance (Details in Supporting Paper SP2)
Highlights
• Income and Expenditure position:
The Trust performance against the control total is £5k ahead of plan
year to date and £25k behind 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:
Month 5: £686k actual, target £976k
Year to date £2,984k actual, target £3,742k

•

Cost Improvement Programme:
M5 £202k actual, target £202k
Year to date: £1,010k delivered, target £1,010k

•

Capital Expenditure:
Year to date: £1,186k delivered, target £1,960k

•

Cash Plan:
Month 5: £20,102k delivered, target £23,990k
The lower than originally planned cash balance is primarily due to the
early repayment in August of the long term loan of circa £2,180k that
was agreed by SRC in July 2019

Areas for Board review
• With the work on the financial impacts of the transfer of Adult
Community Services in the Herts Valley area and the Transforming
Corporate Services review being finalised during September, attention
now needs to focus on the underlying financial position of the Trust and
the PIES that need to be delivered in the second half of the financial
year to ensure that the Trust meets its 2019/20 financial control total.

Author(s) of paper:
David Bacon
Director of Finance
Date 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:
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

√/x
√

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

√
√
√
√
√

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

David Bacon, Director of
Finance

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company Secretary
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Appendix A: Workforce Performance Data
1. Workforce By Business Unit
STP Average
Community
(Q1 19/20, excl
Services
CCGs)
Benchmarking

Workforce KPI Dashboard
August 2019

Proposed
Trust Target
2019/20

Trust

Adult Services

CYPS

Corporate

Establishment (FTE)

-

-

-

2518.0

1549.3

776.4

192.3

Inpost (FTE)

-

-

-

2193.6

1285.9

732.4

175.3

2692

1554

942

Inpost (Headcount)
Vacancy Rate
Agency FTE as % of Total Staffing FTE

196

11.7%

9.0%

11.0%

12.9%

↓

17.0%

↓

5.7%

↑

8.8%

↑

-

-

5.0%

5.1%

↑

6.7%

↑

1.6%

↓

6.4%

↑
↑
→

Bank Usage (FTE)

-

-

-

152.4

↑

139.9

↑

11.3

↓

1.2

Agency Usage (FTE)

-

-

-

127.2

↑

102.9

↑

12.3

↓

12.0

3.9%

3.0%

3.7%

3.4%

↓

1.4%

1.6%

1.1%

↓
→

1.8%

1.7%

↑
→

3.1%

-

↑
→

3.8%

-

1.2%

↑
↓
→

Sickness Absence
Short Term
Long Term
Turnover (Underlying)

-

-

2.0%

2.0%

↑

2.2%

↑

2.1%

↓

0.6%

14.8%

14.0%

14.0%

15.5%

16.4%

↑

13.9%

↑

15.6%

81.7%

↓
→

83.7%

↑

78.1%

↑

93.2%

96.4%

↑

97.1%

↑

Stability Rating

85.0%

-

-

82.1%

↑
→

Mandatory Training

91.0%

-

90.0%

94.5%

↑

79.0%

-

90.0%

65.0%

Appraisal Rate
(In crossover for new & old reporting forms; it is anticipated that although the low appraisal rates
continue to be impacted by the changes to reporting, there is also a real fall in appraisal rates)

Friends and Family Test (Care/Treatment)

-

-

-

80.0%

63.0%

↓
→

70.0%

↓

58.0%

↓
↑

82.0%

↓
→

45.0%

↓

40.0%

↓

72.0%

↑

-

79.0%

↓

81.0%

↓
→

Friends and Family Test (Place to Work)

-

-

-

47.0%

↓

53.0%

Flu Campaign

-

-

80.0%

70.0%

↑

69.0%

Flu Campaign (Headcount of Staff Vaccinated)

-

-

-

1432

897

535

-

Starters (FTE)

-

-

-

24.7

17.2

6.1

1.4

Starters (Headcount)

-

-

-

32

20

10

2

Leavers (FTE)

-

-

-

41.5

20.6

14.8

6.0

Leavers (Headcount)

-

-

-

52

25

21

6

Maternity Leave (Headcount)

-

-

-

74

40

31

3

Maternity Leave (%)

-

-

-

2.7%

2.6%

3.3%

1.5%

% of Rosters Approved on Time

-

-

Average Roster Approval Time
% of Inpatient Rosters Approved on Time

-

-

Average Inpatient Roster Approval Time
Time to Hire (rolling 3-month average)
(point of creating vacancy request to unconditional offer being made)

100.0%

36.1%

>= 56 days
100.0%

75.0%

>= 56 days
-

-

49 days

↑ ↓ indicates change against the previous month

6

↑

50 days

37.1%

↑

50.3 days

↓

75.0%

60 days

60 days

46.1

46.4

↑

0.0%

→

-

29 days

-

-

-

↓

-

↑

47.3

-

↑

34.9

↓
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2. Workforce By Staff Group
STP Average
(Q1 19/20, excl
CCGs)

Community
Services
Benchmarking

Proposed
Trust Target
2019/20

Trust

Nursing (Registered)
inc HV Students

Medical & Dental

AHPs

Scientific & Technical

Support Workers
inc Housekeepers

Admin & Snr Mgt

Establishment (FTE)

-

-

-

2518.0

917.6

36.8

483.1

80.4

486.2

513.9

Inpost (FTE)

-

-

2193.6

758.4

29.5

437.0

78.0

454.5

436.0

2692

915

40

574

91

537

Workforce KPI Dashboard
August 2019

Inpost (Headcount)

-

535

-

-

11.7%

9%

11.0%

12.9%

↓

17.3%

↑

19.6%

↓

9.5%

↓

3.0%

↑

6.5%

↓

15.2%

↑

Agency FTE as % of Total Staffing FTE

-

-

5.0%

5.1%

↑

6.0%

↑

8.0%

↓

5.6%

↓

3.3%

↑

5.6%

↑

2.8%

↓

Bank Usage (FTE)

-

-

-

152.4

↑

42.0

↓

0.0

↓

7.5

↓

0.0

→

81.7

↑

21.2

↑

Agency Usage (FTE)

-

-

-

127.2

↑

50.7

↑

2.6

↓

26.5

↓

2.6

↑

31.6

↑

13.1

↓

3.9%

3%

3.7%

3.4%

↑

3.8%

↓

2.8%

↑

0.6%

↓

2.6%

↑

5.5%

↑

2.6%

↑

Short Term

-

-

1.70%

1.4%

→

2.4%

↑

2.8%

↑

0.0%

↓

2.6%

↑

3.2%

↑

1.3%

↓

Long Term

-

-

2.00%

2.0%

↑

1.4%

↓

0.0%

→

0.6%

↓

0.0%

→

2.4%

↑

1.4%

↑
↑

Vacancy Rate

Sickness Absence

Turnover (Underlying)

14.8%

14.0%

14.0%

15.5%

↑

15.3%

↓

20.4%

→

13.0%

↓

16.7%

↑

16.5%

↑

16.1%

Stability Rating

85.0%

-

-

82.1%

→

83.6%

↑

85.0%

↓

84.0%

↓

83.5%

↓

79.9%

↓

79.3%

Mandatory Training
Appraisal Rate

91.0%

-

90.0%

94.5%

↑

-

-

-

-

-

-

90.0%

65.0%

↓

-

-

-

-

-

-

(In crossover for new & old reporting forms; it is anticipated that although the low appraisal rates
continue to be impacted by the changes to reporting, there is also a real fall in appraisal rates)

79.0%

-

↑

Friends and Family Test (Care/Treatment)

-

-

-

80.0%

→

-

-

-

-

-

Friends and Family Test (Place to Work)

-

-

-

47.0%

↓

-

-

-

-

-

Flu Campaign

-

-

80.0%

70.0%

↑

Flu Campaign (Headcount of Staff Vaccinated)

-

-

-

1432

564

28

397

67

376

-

Starters (FTE)

-

-

-

24.7

3.0

0.4

7.5

1.0

8.2

4.7

↑

66.0%

→

76.0%

→

76.0%

-

-

↑

71.0%

-

Starters (Headcount)

-

-

-

32

5

1

9

1

9

7

Leavers (FTE)

-

-

-

41.5

9.3

0.0

6.7

1.6

9.5

14.5
17

Leavers (Headcount)

-

-

-

52

12

0

9

2

12

Maternity Leave (Headcount)

-

-

-

74

26

0

29

5

7

7

Maternity Leave (% of staff group)

-

-

-

2.7%

2.8%

0.0%

5.1%

5.5%

1.3%

1.3%

% of Rosters Approved on Time

-

-

100.0%

-

-

-

-

-

-

Average Roster Approval Time

-

-

>= 56 days

-

-

-

-

-

-

% of Inpatient Rosters Approved on Time

-

-

100.0%

-

-

-

-

-

-

Average Inpatient Roster Approval Time

-

-

>= 56 days

-

-

-

-

-

-

-

-

-

-

-

-

Time to Hire (rolling 3-month average)
(point of creating vacancy request to unconditional offer being made)

-

-

49 days

↑ ↓ indicates change against the previous month

7

36.1%

↑

50 days
75.0%

↓

60 days
46.1

↑
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3. Trust Wide Sickness Absence
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4. Trust Wide Turnover Rates
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Appendix B: CCG Commissioned Activity
1. NHS East and North Hertfordshire CCG 2019-20 (up to August 19)
Contract Activity Summary

Total Contacts

First Contacts

Plan
2019-20
5,591

Plan
YTD
2,150

Actual
YTD
2,504

Adult Occupational Therapy Service E&N (Acute Therapies)

3,802

1,668

1,724

Adult Physiotherapy Service E&N (Acute Therapies)

13,406

5,564

3,707

Adult Speech & Language Therapy

3,949

1,609

1,805

196

Cheshunt Community Nurses

3,666

1,341

1,199

Childrens Occupational Therapy

4,227

1,591

Children's Physiotherapy

7,253

2,712

Children's Speech & Language

17,678
894

Community Respiratory Service
Diabetes

New Service
Adult Bladder & Bowel Care

Community Cardiology

Integrated Care Teams

Var
YTD
354
56

Var
Plan
YTD 2019-20
16.5%
2,713
3.4%

Plan
YTD
962

FollowUp Contacts

Actual Var
Var
Plan
YTD YTD YTD 2019-20
1,245 283 29.4%
2,878

1,991

842

1,065

3,903

1,723

1,288

12.2%

1,118

460

693

(142)

-10.6%

391

174

18

1,523

(68)

-4.3%

367

120

185

2,757

45

1.7%

627

272

213

7,015

6,425

(590)

-8.4%

1,833

731

914

183

412

433

21

5.1%

252

101

111

10

10,151

3,689

3,568

(121)

-3.3%

1,409

513

688

175

11,859

4,728

4,406

(322)

-6.8%

1,006

396

588

192

(1,857) -33.4%

401,065 170,194 168,989 (1,205) -0.7%

27,099

223

Plan
YTD
1,188

Actual
YTD
1,259

Var
YTD
71

26.5%

1,811

826

659

(435) -25.2%

9,503

3,841

2,419

50.6%

2,831

1,149

1,112

(37)

(156) -89.7%

3,275

1,167

1,181

54.2%

3,860

1,471

(59) -21.7%

6,626

2,440

25.0%

15,845

9.4%

642

34.1%
48.5%

233
65

(167)

Referrals
FollowUp
Contacts per
Var
Var
Plan
Plan Actual Var
YTD 2019-20 YTD
YTD YTD YTD Initial Contact
6.0%
4,075
1,407 1,613 206 14.6%
1.0
-20.2%

2,477

1,060

1,144

(1,422) -37.0%

4,607

2,133

1,452

-3.2%

2,021

835

912

77

9.2%

1.6

14

1.2%

113

51

47

(4)

-7.8%

65.6

1,338

(133)

-9.1%

787

317

352

35

11.0%

2,544

104

4.3%

884

412

351

6,284

5,511

(773)

-12.3%

2,594

994

1,059

65

6.5%

6.0

311

322

11

3.7%

256

100

136

36

36.0%

2.9

8,742

3,176

2,880

(296)

-9.3%

1,774

636

778

142

22.3%

4.2

10,859

4,333

3,818

(515)

-11.9%

2,866

1,215

972

11,018 12,580 1,562 14.2% 373,966 159,176 156,409 (2,767) -1.7%

33,254

84

7.9%

(681) -31.9%

(61) -14.8%

(243) -20.0%

13,577 15,875 2,298 16.9%

0.6
1.9

7.2
11.9

6.5
12.4

Leg Ulcer Service

6,938

2,793

3,144

351

12.6%

291

100

210

110

####

6,647

2,693

2,934

241

9.0%

554

205

295

90

43.9%

Lymphoedema Services

2,693

1,155

1,185

30

2.6%

178

71

199

128

####

2,515

1,084

986

(98)

-9.0%

221

94

230

136

####

5.0

MSK Physio E&N

49,590

21,521

19,018

13,538

5,427

6,373

946

17.4%

36,052

16,093

12,645

19,886

8,221

8,071

(150) -1.8%

2.0

MSK Triage E&N

3,272

1,336

2,524

1,188

88.9%

2,130

867

1,541

674

77.8%

1,142

469

983

514

####

6,736

2,896

2,134

(762) -26.3%

0.6

Neuro Rehab Service - Community

6,375

2,589

2,679

90

3.5%

723

292

604

312

####

5,653

2,298

2,075

(223)

-9.7%

1,687

615

831

Nutrition & Dietetics

9,466

4,183

4,588

405

9.7%

3,585

1,558

1,479

(79)

-5.1%

5,881

2,625

3,109

484

18.5%

5,306

2,404

2,105

386

####

76

####

310

####

Pain Management & Chronic Fatigue

(2,503) -11.6%

928

254

640

Podiatry Service

30,852

13,321

11,200

Pulmonary Rehab

15,112

6,813

6,561

(252)

372

189

304

115

Skin Health Service

7,500

3,041

3,533

492

Specialist Palliative Care

5,394

1,874

1,324

(550)

Stroke - Early Supported Discharge

4,198

1,818

2,198

380

0

0

90

90

Sickle Cell

Transition

70

11

87

2,222

1,043

765

-3.7%

1,245

525

637

112

61.0%

10

6

7

1

16.2%

3,832

1,607

1,711

104

6.5%

-29.3%

1,025

396

356

20.9%

545

254

269

15

-

0

0

1

1

(2,121) -15.9%

(3,448) -21.4%

858

243

553

28,630

12,278

10,435

21.4%

13,867

6,288

5,924

(364)

22.5%

362

183

297

114

3,668

1,434

1,822

388

4,369

1,478

968

(510)

6.0%

3,653

1,564

1,929

365

-

0

0

89

89

(278) -26.6%

(40) -10.0%

216

35.1%

3.4

(299) -12.4%

2.1

257

60

191

2,945

1,284

1,078

-5.8%

1,853

740

814

74

10.0%

9.3

62.2%

18

11

9

(2)

-18.2%

42.4

27.0%

7,371

3,307

3,105

-34.5%

901

348

564

216

62.1%

2.7

23.3%

1,022

462

501

39

8.4%

7.2

-

0

0

1

1

-

89.0

(1,843) -15.0%

131

####

(206) -16.0%

(202) -6.1%

Total 626,231 263,558 258,028 (5,530) -2.1% 72,103 29,468 33,827 4,359 14.8% 554,135 234,092 224,201 (9,891) -4.2% 104,465 43,384 44,620 1,236 2.8%
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14.0

6.4
13.6

1.1

6.6
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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

14

14

Total
YTD
68

HERTFORDSHIRE & ESSEX HOSPITAL

33

17

19

27

22

118

HOLYWELL

0

0

0

0

0

0

LANGLEY HOUSE

0

0

0

1

0

1

POTTERS BAR COMMUNITY HOSPITAL

0

1

0

0

0

1

40

31

28

25

32

156

QUEEN VICTORIA MEMORIAL HOSPITAL
ST PETERS
Total

Jul

Aug

0

0

0

0

0

88

63

58

67

68

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0
0

0

0

0

0

0

0

Dec

Jan

Feb

Mar

344

OCCUPIED BED DAYS

DANESBURY

470

463

492

508

498

Total
YTD
2,431

HERTFORDSHIRE & ESSEX HOSPITAL

701

754

783

792

796

3,826

HOLYWELL

0

0

0

0

0

0

LANGLEY HOUSE

0

0

0

4

0

4

POTTERS BAR COMMUNITY HOSPITAL

0

30

0

0

0

30

558

545

578

609

608

2,898

0

0

0

0

0

1,729

1,792

1,853

1,913

1,902

Service

QUEEN VICTORIA MEMORIAL HOSPITAL
ST PETERS
Total

Apr

May

Jun

11

Jul

Aug

Sep

Oct

Nov

0
0

0

0

0

0

0

0

9,189
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2. NHS Herts Valleys CCG 2019-20 (up to August 19)
Contract Activity Summary

Attachment E1

Total Contacts

First Contacts

FollowUp Contacts

Referrals
YTD

FollowUp Contacts
per Initial Contact

1,545

0.7

Plan
2019-20
2,873

Plan
YTD
1,076

Actual
YTD
1,897

Var
YTD
821

Var
YTD %
76.3%

Plan
2019-20
1,498

Plan
YTD
569

Actual
YTD
1,104

Var
YTD
535

Var
YTD %
94.0%

Plan
2019-20
1,375

Plan
YTD
507

Actual
YTD
793

Var
YTD
286

Var
YTD %
56.4%

4,274

1,855

1,496

(359)

-19.4%

1,246

560

605

45

8.0%

3,028

1,295

891

(404)

-31.2%

836

1.5

10,078

4,303

4,998

695

16.1%

993

383

617

234

61.0%

9,085

3,920

4,381

461

11.8%

655

7.1

Children's Eye Care

4,908

2,206

1,885

(321)

-14.5%

1,165

625

370

(255)

-40.8%

3,743

1,581

1,515

(66)

-4.2%

360

4.1

Childrens Occupational Therapy

5,339

2,100

2,286

186

8.8%

534

217

287

70

32.5%

4,805

1,884

1,999

115

6.1%

527

7.0

Children's Physiotherapy

7,754

3,046

3,137

91

3.0%

775

342

295

(47)

-13.8%

6,979

2,704

2,842

138

5.1%

494

9.6

Children's Speech & Language

14,956

5,977

5,226

(751)

-12.6%

1,911

799

846

47

5.9%

13,045

5,178

4,380

(798)

-15.4%

929

5.2

Community Cardiology

13,470

6,154

6,274

120

1.9%

930

403

353

(50)

-12.3%

12,540

5,752

5,921

169

2.9%

449

16.8

Community Paediatrics

6,872

2,836

2,777

(59)

-2.1%

1,339

563

706

143

25.4%

5,533

2,273

2,071

(202)

-8.9%

1,416

2.9

Heart Failure Service

4,105

1,883

2,180

297

15.8%

498

211

244

33

15.9%

3,607

1,672

1,936

264

15.8%

378

7.9

Leg Ulcer Service

1,717

586

593

7

1.3%

221

88

100

12

14.1%

1,496

498

493

(5)

-1.0%

134

4.9

Lymphoedema Services

1,494

670

780

110

16.3%

168

69

78

9

12.7%

1,326

601

702

101

16.8%

90

9.0

12,900

5,375

4,117

(1,258)

-23.4%

1,016

422

539

117

27.8%

11,884

4,954

3,578

(1,376)

-27.8%

774

6.6

8,040

3,846

2,320

(1,526)

-39.7%

3,110

1,706

852

(854)

-50.1%

4,930

2,140

1,468

(672)

-31.4%

997

1.7

424

192

217

25

13.0%

5

1

2

1

140.0%

419

191

215

24

12.5%

2

107.5

New Service
Adult Bladder & Bowel Care
Adult Speech & Language Therapy
Children's Community Nurses

Neuro Rehab - Community
Paediatric Audiology
Sickle Cell

10,820

3,419

3,382

(37)

-1.1%

48

19

26

7

35.4%

10,772

3,400

3,356

(44)

-1.3%

63

129.1

Specialist Palliative Care

9,661

4,263

1,794

(2,469)

-57.9%

1,154

461

364

(97)

-21.1%

8,507

3,802

1,430

(2,372)

-62.4%

459

3.9

Stroke - Early Supported Discharge

6,452

2,723

2,366

(357)

-13.1%

545

230

243

13

5.8%

5,907

2,493

2,123

(370)

-14.8%

403

8.7

0

0

42

42

-

0

0

0

0

-

0

0

42

42

-

0

-

332,899

138,708

136,885

(1,823)

-1.3%

31,000

12,917

14,473

1,556

12.0%

301,899

125,791

122,412

(3,379)

-2.7%

20,264

8.5

Total 459,036

191,219

184,652

(6,567)

-3.4%

48,156

20,584

22,104

1,520

7.4%

410,880

170,636

162,548

(8,088)

-4.7%

30,775

7.4

Special School Nurses

Transition
West Herts Community Adult Health Service

Podiatry MSK Low Risk
Podiatry Service

793

399

132

(267)

-66.9%

563

242

123

(119)

-49.1%

230

157

9

(148)

-94.3%

183

0.1

8,341

3,452

3,281

(171)

-5.0%

916

409

339

(70)

-17.0%

7,425

3,044

2,942

(102)

-3.3%

647

8.7

13

Board 26th September 2019
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DISCHARGES
Service

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

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

0
0
16
18
30
0
18
82

0
0
6
32
29
0
19
86

0
2
5
27
29
0
17
80

0
0
12
26
29
0
19
86

0
0
6
18
34
0
17
75

0

0

0

0

0

0

0

Total
YTD
0
2
45
121
151
0
90
409

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

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0
0
467
888
774
0
565
2,694

0
0
397
914
707
0
542
2,560

0
15
467
893
821
0
563
2,759

0
0
490
877
837
0
572
2,776

0
0
490
932
828
0
596
2,846

0

0

0

0

0

0

0

14

Total
YTD
0
15
2,311
4,504
3,967
0
2,838
13,635
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3. HVCCG Children’s Services Year on Year Comparison
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4. Trust Wide Waiting List Summary August 2019
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NHS East and
NHS Herts Valleys
North Hertfordshire
CCG
CCG

Trust Wide Summary

Service

TOTAL

% Within
18 Weeks

TOTAL

% Within
18 Weeks

691
494

75.1%
98.8%

HCT Total

TOTAL

% Within
18 Weeks

75.1%
98.8%
99.3%
92.7%

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

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
Nutrition & Dietetics
Pain Management & Chronic Fatigue
Podiatry MSK Low Risk
Podiatry Service
Pulmonary Rehab
Sickle Cell
Specialist Palliative Care
Non Consultant Led Total

5.

Grand Total

1,379
1,379

99.3%
99.3%

1185

85.0%

691
494
1379
2,564

441

98.2%

420

95.7%

861

97.0%

114
280
145
0
152
92
78
9
318
0
40
25
3120
795
383
431
62
0
268
184
1
6
6,944

90.4%
85.7%
100.0%

100.0%
100.0%
100.0%
100.0%
95.6%

90.4%
85.7%
99.7%
100.0%
82.8%
97.1%
100.0%
96.6%
79.6%
100.0%
100.0%
100.0%
98.7%
99.5%
82.1%
99.9%
98.4%
97.6%
99.8%
100.0%
100.0%
100.0%
95.8%

8,323

96.2%

95.1%

82.2%
94.6%
100.0%
100.0%
79.6%
100.0%
100.0%
98.7%
99.5%
72.8%
99.8%
98.4%

211
81
186
114
74
49

99.5%
100.0%
83.3%
99.1%
100.0%
95.9%

12
9
6

100.0%
100.0%
100.0%

293

94.2%

85
195

97.6%
99.5%

10
1745

100.0%
95.8%

114
280
356
81
338
206
152
58
318
12
49
31
3120
795
676
783
62
85
463
184
1
16
9,041

2930

91.4%

11,605
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Quality Areas for Board Review
(P5) NHS Health Delayed Transfer of Care (DTOC)
HCT were over the 3.5% threshold after recording 8.8% health delays in August. The main delay reason for August was Patient/Family choice
(G) and Self Funding (B). The combined number of bed days delayed for these reasons were 264 which equates to 55% of total delays.
(P10) Non-Stroke ALOS
HCT were over the ALOS thresholds for Non-stroke patients in August, with an ALOS of 31.4 days recorded. Seven patients stayed 80 days or
more and the longest stay was 205 days discharged in August. This was a complex care rehabilitation patient. There were seven patients on
this pathway with an average stay of 86 days. 21 non-weight bearing patients are in intermediate care beds with a mean average LOS of 48.9
days.
Daily assurance has increased to five times per week across all of the bed based units. Themes and trends are identified daily on the call and
actions set to be completed prior to the next day’s call. August saw an increase in the number of social care delays in Herts Valley which led to
additional calls with social care colleagues to proactively expedite discharges.
(P13) Smoking advice & intervention
HCT are meeting the thresholds for recording smoking status but not for advice intervention. The performance will be reviewed with Herts
County Council.
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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 has vastly improved across all units, with only two 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 was associated with vacancies, additional HCA support for enhanced care
patients and annual leave cover. The level of Bank and Agency usage remains consistently high.
End Of Life Summary Services
Patients dying in their Preferred Place of Death (PPD) is showing a considerable increase of 5% from last year. HCT need to continue to
monitor the results to ensure this continues. E&N Herts localities show the most significant increase in PPD achieved. The Adults and CYP
EOL Focus group will continue monthly review the data and provide assurance that we continue to improve outcomes for our EOL patients.
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TRUST BOARD
Title:

Emergency Planning Resilience and Response - annual report
and core standards submission

Meeting Date:

26th September 2019

Executive Lead:

Marion Dunstone

Director of Operations

Author(s):

Mandy Shoben

EPRR manager

For:

Noting and Approval

Risk Rating:

Not Applicable

1

Purpose and recommendations

1.1

To present the Emergency Planning, Resilience and Response (EPRR) annual
report for 2018/19 and the Core standards submission 2019

1.2

To ask the Board to note:
 The annual report and
 The Core standards submitted to the CCG and NHSE/I before 31
August 2019.

2

Key points for the attention of the Board

2.1

Format of business continuity plans have been redesigned and are being rolled
out

2.2

Training and exercising continues in line with EPRR work plan

2.3

Key incidents are summarised

3
3.1

Quality / Service / Regulatory Impacts
Trust remained fully compliant for core standards – attached for executive sign
off

1
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4
4.1
4.2
4.3
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References, Appendices & Supporting Information
Annual report in supporting papers (J3)
Core standards submission
Core standards covering letter

Author(s) of paper:
Mandy Shoben
Emergency Planning, Resilience and Response Manager
19 August 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):
EPRR
08 August 2019

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

Accurate

Relevant

Up To
Date
Valid

Clearly
Defined

Comments /
Exceptions

Description

√/x
√

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

√
√
√
√
√

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

Marion Dunstone,
Director of Operations

√

Company Secretary Sign-Off (Board papers only)
This paper has been quality control checked and approved by the Company
Secretary
3
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4

Please select type of organisation:

Community Service Providers

4

Publishing Approval Reference: 000719

1

Core Standards
Governance
Duty to risk assess
Duty to maintain plans
Command and control
Training and exercising
Response
Warning and informing
Cooperation
Business Continuity
CBRN
Total

Deep Dive
Severe Weather response
Long Term adaptation planning
Total

Total
standards
applicable
6
2
13
2
3
5
3
4
9
7
54
Total
standards
applicable
15
5
20

Fully
compliant

Partially
compliant

Non
compliant

6
2
13
2
3
5
3
4
9
7
54

0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0

Fully
compliant

Partially
compliant

Non
compliant

15
5

0
0

0
0

20

0

0

Overall assessment:

Fully compliant

Interoperable capabilities:

Self-assessment not started

Instructions:
Step 1: Select the type of organisation from the drop-down at the top of this page
Step 2: Complete the Self-Assessment RAG in the 'EPRR Core Standards' tab
Step 3: Complete the Self-Assessment RAG in the 'Deep dive' tab
Step 4: Ambulance providers only: Complete the Self-Assessment in the 'Interoperable capabilities' tab
Step 5: Click the 'Produce Action Plan' button below

Self assessment RAG
Red (not compliant) = Not compliant with the core standard. The
organisation’s EPRR work programme shows compliance will not be
reached within the next 12 months.
Ref

Domain

Standard

Detail

Community
Service
Providers

Organisational Evidence

Evidence - examples listed below

Amber (partially compliant) = Not compliant with core standard.
However, the organisation’s EPRR work programme demonstrates
sufficient evidence of progress and an action plan to achieve full
compliance within the next 12 months.
Green (fully compliant) = Fully compliant with core standard.

1

Governance

Senior Leadership

The organisation has appointed an Accountable Emergency Officer
(AEO) responsible for Emergency Preparedness Resilience and
Response (EPRR). This individual should be a board level director,
and have the appropriate authority, resources and budget to direct the
EPRR portfolio.

• Name and role of appointed individual

Y

A non-executive board member, or suitable alternative, should be
identified to support them in this role.
The organisation has an overarching EPRR policy statement.

Governance

EPRR Policy Statement

The policy should:
• Have a review schedule and version control
• Use unambiguous terminology
• Identify those responsible for ensuring policies and arrangements
are updated, distributed and regularly tested
• Include references to other sources of information and supporting
documentation.

3

4

Governance

Governance

EPRR board reports

EPRR work programme

The organisation has an annual EPRR work programme, informed by:
• lessons identified from incidents and exercises
• identified risks
• outcomes of any assurance and audit processes.

Governance

6

Governance

7

Duty to risk assess

The organisation has clearly defined processes for capturing learning
Continuous improvement
from incidents and exercises to inform the development of future
process
EPRR arrangements.
The organisation has a process in place to regularly assess the risks
to the population it serves. This process should consider community
Risk assessment
and national risk registers.

Duty to risk assess

Risk Management

9

Duty to maintain plans

Collaborative planning

statement as above plus EPRR group work plan

Y

Fully compliant

• EPRR Policy identifies resources required to fulfill EPRR function;
policy has been signed off by the organisation's Board
• Assessment of role / resources
• Role description of EPRR Staff
• Organisation structure chart
• Internal Governance process chart including EPRR group

statement as above

• Process explicitly described within the EPRR policy statement

statement as above

Fully compliant

Y

Y

Y

Plans have been developed in collaboration with partners and service
providers to ensure the whole patient pathway is considered.

Fully compliant

• Process explicitly described within the EPRR policy statement
• Annual work plan

The organisation has a robust method of reporting, recording,
monitoring and escalating EPRR risks.
8

annual report completed - awaiting sign off and then ratification at
September board

Y

Y

EPRR Resource

Fully compliant

• Public Board meeting minutes
• Evidence of presenting the results of the annual EPRR assurance
process to the Public Board

The Board / Governing Body is satisfied that the organisation has
sufficient and appropriate resource, proportionate to its size, to ensure
it can fully discharge its EPRR duties.
5

EPRR policy statement

Y

The Chief Executive Officer / Clinical Commissioning Group
Accountable Officer ensures that the Accountable Emergency Officer
discharges their responsibilities to provide EPRR reports to the Board
/ Governing Body, no less frequently than annually.
These reports should be taken to a public board, and as a minimum,
include an overview on:
• training and exercises undertaken by the organisation
• summary of any business continuity, critical incidents and major
incidents experienced by the organisation
• lessons identified from incidents and exercises
• the organisation's compliance position in relation to the latest NHS
England EPRR assurance process.

Fully compliant

Evidence of an up to date EPRR policy statement that includes:
• Resourcing commitment
• Access to funds
• Commitment to Emergency Planning, Business Continuity, Training,
Exercising etc.

This should take into account the organisation’s:
• Business objectives and processes
• Key suppliers and contractual arrangements
• Risk assessment(s)
• Functions and / or organisation, structural and staff changes.
2

Marion Dunstone, Director of Operations

Y

Fully compliant
• Evidence that EPRR risks are regularly considered and recorded
• Evidence that EPRR risks are represented and recorded on the
organisations corporate risk register

standing agenda item on EPRR meeting agenda. Escalated as
appropriate via committee assurance to execs

• EPRR risks are considered in the organisation's risk management
policy
• Reference to EPRR risk management in the organisation's EPRR
policy document

GR05 Risk management policy, GR13 Emergency planning policy

Partners consulted with as part of the planning process are
demonstrable in planning arrangements

via LHRP, LHRP sub group and LRF

Fully compliant

Fully compliant

Fully compliant

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to a critical incident (as
defined within the EPRR Framework).
11

Duty to maintain plans

Y

Critical incident

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to a major incident (as
defined within the EPRR Framework).
12

Duty to maintain plans

Y

Major incident

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to the impacts of heatwave
on the population the organisation serves and its staff.
13

Duty to maintain plans

Y

Heatwave

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to the impacts of snow and
cold weather (not internal business continuity) on the population the
organisation serves.
14

Duty to maintain plans

Y

Cold weather

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to pandemic influenza.

15

16

Duty to maintain plans

Duty to maintain plans

Y

Pandemic influenza

Infectious disease

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to an infectious disease
outbreak within the organisation or the community it serves, covering
a range of diseases including High Consequence Infectious Diseases
such as Viral Haemorrhagic Fever. These arrangements should be
made in conjunction with Infection Control teams; including supply of
adequate FFP3 and PPE trained individuals commensurate with the
organisational risk.

Y

In line with current guidance and legislation, the organisation has
effective arrangements in place to distribute Mass Countermeasures including arrangement for administration, reception and distribution of
mass prophylaxis and mass vaccination.

17

Duty to maintain plans

Mass countermeasures

There may be a requirement for Specialist providers, Community
Service Providers, Mental Health and Primary Care services to
develop or support Mass Countermeasure distribution arrangements.
Organisations should have plans to support patients in their care
during activation of mass countermeasure arrangements.

Y

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Emergency planning policy GR13 0619

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Emergency planning policy GR13 0619

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Surge and escalation plan. Collaborative working with partner
agencies via LRF/LHRP/ LHRP sub group

Fully compliant

Fully compliant

Trust complies with PHE/NHSE Heatwave plan for England as well as
implementing local arrangements including extensive internal and
external communications, temporary amendments to uniform policy as
approriate. Dedicated summer preparedness pages on intranet.
System wide liaison and support as needed via LHRP, LHRP sub
group and LRF

Trust complies with PHE/NHSE guidance as well as Trust Surge and
Escalation policy. Dedicated winter preparedness pages on intranet
incorporating guidance from Met Office, PHE and NHSE as required.
Extensive winter planning workshops and daily internal conference
calls as appropriate in response to potential for service disruption
caused by adverse weather

Fully compliant

Fully compliant

Trust complies with Herts Pandemic Influenza Framework as well as
vaccination and awareness campaigns.

Fully compliant

CP54 Outbreak policy and Isolation policy

Fully compliant

collaborative working with partner agencies and adherence to NHSE
countermeasures guidance

Fully compliant

CCGs may be required to commission new services to support mass
countermeasure distribution locally, this will be dependant on the
incident.

18

Duty to maintain plans

Mass Casualty

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond to mass casualties. For an
acute receiving hospital this should incorporate arrangements to free
up 10% of their bed base in 6 hours and 20% in 12 hours, along with
the requirement to double Level 3 ITU capacity for 96 hours (for those
with level 3 ITU bed).

Y

Fully compliant

20
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Duty to maintain plans

Duty to maintain plans

Shelter and evacuation

Lockdown

In line with current guidance and legislation, the organisation has
effective arrangements in place to shelter and/or evacuate patients,
staff and visitors. This should include arrangements to shelter and/or
evacuate, whole buildings or sites, working in conjunction with other
site users where necessary.

In line with current guidance and legislation, the organisation has
effective arrangements in place to safely manage site access and
egress for patients, staff and visitors to and from the organisation's
facilities. This should include the restriction of access / egress in an
emergency which may focus on the progressive protection of critical
areas.

Evacuation training for clinical staff is a mandatory requirement. Live
incident on Trust in-patient premises in June 2019 required evacuation
to alternative location. Collaborative working with partner agencies via
LRF/LHRP/ LHRP sub group

Y

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Lockdown procedures clearly documented and held on trust premises
(example). Live test in November 2018

Y

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

CP48 Privacy and dignity policy

Y

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required

Collaborative working with partner agencies via LRF/LHRP/ LHRP sub
group

Y

Arrangements should be:
• current
• in line with current national guidance
• in line with risk assessment
• tested regularly
• signed off by the appropriate mechanism
• shared appropriately with those required to use them
• outline any equipment requirements
• outline any staff training required
• Process explicitly described within the EPRR policy statement
• On call Standards and expectations are set out
• Include 24 hour arrangements for alerting managers and other key
staff.

24/7 Director on call/senior manager on call rota in place. Detail
included in annual statement

• Process explicitly described within the EPRR policy statement

Detail included in annual statement. Quarterly on-call staff training as
well as attendance at system-wide training sessions. JESIP
awareness on line training. Internal training plan and LHRP training
plan

In line with current guidance and legislation, the organisation has
effective arrangements in place to respond and manage 'protected
individuals'; Very Important Persons (VIPs), high profile patients and
visitors to the site.
22

Duty to maintain plans

Protected individuals

The organisation has contributed to, and understands, its role in the
multiagency arrangements for excess deaths and mass fatalities,
including mortuary arrangements. This includes arrangements for
rising tide and sudden onset events.
23

24

Duty to maintain plans

Command and control

Excess death planning

On-call mechanism

A resilient and dedicated EPRR on-call mechanism is in place 24 / 7 to
receive notifications relating to business continuity incidents, critical
incidents and major incidents.

Y

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Fully compliant

This should provide the facility to respond to or escalate notifications
to an executive level.
On-call staff are trained and competent to perform their role, and are
in a position of delegated authority on behalf of the Chief Executive
Officer / Clinical Commissioning Group Accountable Officer.

25

Command and control

Trained on-call staff

The identified individual:
• Should be trained according to the NHS England EPRR
competencies (National Occupational Standards)
• Can determine whether a critical, major or business continuity
incident has occurred
• Has a specific process to adopt during the decision making
• Is aware who should be consulted and informed during decision
making
• Should ensure appropriate records are maintained throughout.

Y

The organisation carries out training in line with a training needs
analysis to ensure staff are competent in their role; training records
are kept to demonstrate this.
26

Training and exercising EPRR Training

Y

27

Training and exercising

EPRR exercising and
testing programme

The exercising programme must:
• identify exercises relevant to local risks
• meet the needs of the organisation type and stakeholders
• ensure warning and informing arrangements are effective.
Lessons identified must be captured, recorded and acted upon as part
of continuous improvement.

• Process explicitly described within the EPRR policy statement
Detail included in annual statement. Staff training as appropriate as
• Evidence of a training needs analysis
well as attendance at system-wide training sessions. JESIP
• Training records for all staff on call and those performing a role within awareness on line training.
the ICC
• Training materials
• Evidence of personal training and exercising portfolios for key staff
• Exercising Schedule
• Evidence of post exercise reports and embedding learning

The organisation has an exercising and testing programme to safely
test major incident, critical incident and business continuity response
arrangements.
Organisations should meet the following exercising and testing
requirements:
• a six-monthly communications test
• annual table top exercise
• live exercise at least once every three years
• command post exercise every three years.

Fully compliant

Y

Fully compliant

Detail included in annual statement. HCT staff participation at system
wide exercises. Lessons identified and learned from live incidents

Fully compliant

28

Training and exercising

Strategic and tactical
responder training

30

Response

Incident Co-ordination
Centre (ICC)

31

Response

Access to planning
arrangements

32

Response

33

34

Response

Response

Strategic and tactical responders must maintain a continuous personal
development portfolio demonstrating training in accordance with the
National Occupational Standards, and / or incident / exercise
participation
The organisation has a preidentified Incident Co-ordination Centre
(ICC) and alternative fall-back location(s).
Both locations should be annually tested and exercised to ensure they
are fit for purpose, and supported with documentation for its activation
and operation.
Version controlled, hard copies of all response arrangements are
available to relevant staff at all times. Staff should be aware of where
they are stored and should be easily accessible.

In line with current guidance and legislation, the organisation has
Management of business
effective arrangements in place to respond to a business continuity
continuity incidents
incident (as defined within the EPRR Framework).
The organisation has 24 hour access to a trained loggist(s) to ensure
decisions are recorded during business continuity incidents, critical
incidents and major incidents. Key response staff are aware of the
Loggist
need for keeping their own personal records and logs to the required
standards.

Situation Reports

The organisation has processes in place for receiving, completing,
authorising and submitting situation reports (SitReps) and briefings
during the response to business continuity incidents, critical incidents
and major incidents.

Y

Y

Y

Warning and informing

Communication with
partners and
stakeholders

Warning and informing

Y

39

Warning and informing

Media strategy

40

Cooperation

LRHP attendance

41

Cooperation

LRF / BRF attendance

42

Cooperation

Y

Mutual aid arrangements

The organisation has a media strategy to enable rapid and structured
communication with the public (patients, visitors and wider population)
and staff. This includes identification of and access to a trained media
spokespeople able to represent the organisation to the media at all
times.

The Accountable Emergency Officer, or an appropriate director,
attends (no less than 75% annually) Local Health Resilience
Partnership (LHRP) meetings.
The organisation participates in, contributes to or is adequately
represented at Local Resilience Forum (LRF) or Borough Resilience
Forum (BRF), demonstrating engagement and co-operation with
partner responders.
The organisation has agreed mutual aid arrangements in place
outlining the process for requesting, coordinating and maintaining
mutual aid resources. These arrangements may include staff,
equipment, services and supplies.
These arrangements may be formal and should include the process
for requesting Military Aid to Civil Authorities (MACA) via NHS
England.

Detailed within Trust MI plan, as part of EPRR statement and within
Emergency planning policy

Planning arrangements are easily accessible - both electronically and
hard copies

All relevant documentation on Trust intranet and held within secure
network folders accessible to on call staff

Fully compliant

• Business Continuity Response plans

Overarching BC strategy and individual BCPs for all services aligned
to ISO….

Fully compliant

Y

Y

Warning and informing

• Documented processes for establishing an ICC
• Maps and diagrams
• A testing schedule
• A training schedule
• Pre identified roles and responsibilities, with action cards
• Demonstration ICC location is resilient to loss of utilities, including
telecommunications, and external hazards

• Documented processes for accessing and utilising loggists
• Training records

The organisation has processes for warning and informing the public
(patients, visitors and wider population) and staff during major
incidents, critical incidents or business continuity incidents.

38

Attendance at on-call training, both internal and system wide.
Pariticipation in system wide training and exercises

Y

The organisation has arrangements to communicate with partners and
stakeholder organisations during and after a major incident, critical
incident or business continuity incident.

37

• Training records
• Evidence of personal training and exercising portfolios for key staff

Y

Fully compliant

Loggist trained alongside colleagues from across the system (PHE
accreditation). Refresher training sessions arranged (again system
wide). Trained loggists details accesible via on call folders.
Collaboration with partner agencies to support as needed. Loggists
used during incidents

• Documented processes for completing, signing off and submitting
SitReps
• Evidence of testing and exercising

Sit rep completion is part of day to day operational processes as well
as during incident/events. Evidenced during the daily sit rep
requirements for EU-exit earlier this year.

• Have emergency communications response arrangements in place
• Social Media Policy specifying advice to staff on appropriate use of
personal social media accounts whilst the organisation is in incident
response
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Having a systematic process for tracking information flows and
logging information requests and being able to deal with multiple
requests for information as part of normal business processes
• Being able to demonstrate that publication of plans and assessments
is part of a joined-up communications strategy and part of your
organisation's warning and informing work

Social media policy attached. HCT are also active participants in the
STP comms lead meeting group which covers all areas of health
comms including resilience. HCT works closely with partenr agencies
to always ensure consistent messaging

• Have emergency communications response arrangements in place
• Be able to demonstrate consideration of target audience when
publishing materials (including staff, public and other agencies)
• Communicating with the public to encourage and empower the
community to help themselves in an emergency in a way which
compliments the response of responders
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Setting up protocols with the media for warning and informing

Comms section in MI plan. HCT are also active participants in the STP
comms lead meeting group which covers all areas of health comms
including resilience. HCT works closely with partenr agencies to
always ensure consistent messaging

• Have emergency communications response arrangements in place
• Using lessons identified from previous major incidents to inform the
development of future incident response communications
• Setting up protocols with the media for warning and informing
• Having an agreed media strategy which identifies and trains key staff
in dealing with the media including nominating spokespeople and
'talking heads'

Comms section in MI plan. HCT are also active participants in the STP
comms lead meeting group which covers all areas of health comms
including resilience. HCT works closely with partenr agencies to
always ensure consistent messaging

• Minutes of meetings

evidenced through LHRP meeting minutes

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Y

Y

Fully compliant

Fully compliant
• Minutes of meetings
• Governance agreement if the organisation is represented

evidenced through LHRP meeting minutes
Fully compliant

• Detailed documentation on the process for requesting, receiving and HCT are a signatory of health economy MOU. HCT supported system
managing mutual aid requests
to resolve/investigate dental incident.
• Signed mutual aid agreements where appropriate
Y

Fully compliant

46

47

Cooperation

Business Continuity

Information sharing

BC policy statement

The organisation has an agreed protocol(s) for sharing appropriate
information with stakeholders, during major incidents, critical incidents
or business continuity incidents.

The organisation has in place a policy which includes a statement of
intent to undertake business continuity. This includes the
comitmement to a Business Continutiy Management System (BCMS)
in alignment to the ISO standard 22301.

Y

Business Continuity

BCMS scope and
objectives

49

Business Continuity

Business Impact
Assessment

50

Business Continuity

Data Protection and
Security Toolkit

Y

The organisation annually assesses and documents the impact of
disruption to its services through Business Impact Analysis(s).

51

Business Continuity

Business Continuity
Plans

52

Business Continuity

BCMS monitoring and
evaluation

53

Business Continuity

BC audit

54

Business Continuity

BCMS continuous
improvement process

55

Business Continuity

56

CBRN

57

CBRN

Y

Organisation's Information Technology department certify that they are
compliant with the Data Protection and Security Toolkit on an annual
basis.
The organisation has established business continuity plans for the
management of incidents. Detailing how it will respond, recover and
manage its services during disruptions to:
• people
• information and data
• premises
• suppliers and contractors
• IT and infrastructure
These plans will be reviewed regularly (at a minimum annually), or
following organisational change, or incidents and exercises.
The organisation's BCMS is monitored, measured and evaluated
against established Key Performance Indicators. Reports on these
and the outcome of any exercises, and status of any corrective action
are annually reported to the board.
The organisation has a process for internal audit, and outcomes are
included in the report to the board.

There is a process in place to assess the effectivness of the BCMS
and take corrective action to ensure continual improvement to the
BCMS.
The organisation has in place a system to assess the business
Assurance of
continuity plans of commissioned providers or suppliers; and are
commissioned providers assured that these providers business continuity arrangements work
/ suppliers BCPs
with their own.
Telephony advice for
CBRN exposure

Key clinical staff have access to telephone advice for managing
patients involved in CBRN incidents.
There are documented organisation specific HAZMAT/ CBRN
response arrangements.

HAZMAT / CBRN
planning arrangement

CBRN

HAZMAT / CBRN risk
assessments

incorporated in annual statement

Fully compliant

Fully compliant

BCMS should detail:
Overarching BC strategy and individual BCPs for all services aligned
• Scope e.g. key products and services within the scope and
to ISO22301
exclusions from the scope
• Objectives of the system
• The requirement to undertake BC e.g. Statutory, Regulatory and
contractual duties
• Specific roles within the BCMS including responsibilities,
competencies and authorities.
• The risk management processes for the organisation i.e. how risk will
be assessed and documented (e.g. Risk Register), the acceptable
level of risk and risk review and monitoring process
• Resource requirements
• Communications strategy with all staff to ensure they are aware of
their roles
• Stakeholders
Documented process on how BIA will be conducted, including:
• the method to be used
• the frequency of review
• how the information will be used to inform planning
• how RA is used to support.

Overarching BC strategy and individual BCPs for all services aligned
to ISO22301

Statement of compliance

As agreed by David Bacon, Director of Finance - Organisation's
Information Technology department certify that they are compliant with
the Data Protection and Security Toolkit on an annual basis

• Documented evidence that as a minimum the BCP checklist is
covered by the various plans of the organisation

Overarching BC strategy and individual BCPs for all services aligned
to ISO22301

Annual statement. Overarching BC strategy and individual BCPs for all
services aligned to ISO22301

Y

Y

Y

Y

Fully compliant

Fully compliant

• EPRR policy document or stand alone Business continuity policy
• Board papers

Y

Fully compliant

Fully compliant

Y

Y

This includes:
• Documented systems of work
• List of required competencies
• Arrangements for the management of hazardous waste.

Demonstrable a statement of intent outlining that they will undertake
BC - Policy Statement

Y

HAZMAT/ CBRN decontamination risk assessments are in place
appropriate to the organisation.
58

HCT are a signatory of health economy MOU

Y

The organisation has established the scope and objectives of the
BCMS in relation to the organisation, specifying the risk management
process and how this will be documented.

48

• Documented and signed information sharing protocol
• Evidence relevant guidance has been considered, e.g. Freedom of
Information Act 2000, General Data Protection Regulation and the
Civil Contingencies Act 2004 ‘duty to communicate with the public’.

Fully compliant

• EPRR policy document or stand alone Business continuity policy
• Board papers
• Audit reports
• EPRR policy document or stand alone Business continuity policy
• Board papers
• Action plans
• EPRR policy document or stand alone Business continuity policy
• Provider/supplier assurance framework
• Provider/supplier business continuity arrangements

Annual statement. Overarching BC strategy and individual BCPs for all
services aligned to ISO22301

Fully compliant

Annual statement. Overarching BC strategy and individual BCPs for all
services aligned to ISO22301

Fully compliant

Staff are aware of the number / process to gain access to advice
through appropriate planning arrangements
Evidence of:
• command and control structures
• procedures for activating staff and equipment
• pre-determined decontamination locations and access to facilities
• management and decontamination processes for contaminated
patients and fatalities in line with the latest guidance
• interoperability with other relevant agencies
• plan to maintain a cordon / access control
• arrangements for staff contamination
• plans for the management of hazardous waste
• stand-down procedures, including debriefing and the process of
recovery and returning to (new) normal processes
• contact details of key personnel and relevant partner agencies

via system-wide co-operation

covered by NHS supply chain BC information and policy. Evidence of
a BCP is a standard requirement for
framework or procured suppliers and providers and is
evidenced in NHS Standard Sub-Contracts

Fully compliant

Fully compliant

covered within MI plan. System wide co-operation arrangements in
place

Fully compliant

covered within MI plan. System wide co-operation arrangements in
• Impact assessment of CBRN decontamination on other key facilities place
Y

Fully compliant

The organisation holds appropriate equipment to ensure safe
decontamination of patients and protection of staff. There is an
accurate inventory of equipment required for decontaminating
patients.

60

CBRN

Equipment and supplies

• Acute providers - see Equipment checklist:
https://www.england.nhs.uk/ourwork/eprr/hm/
• Community, Mental Health and Specialist service providers - see
guidance 'Planning for the management of self-presenting patients in
healthcare setting':
https://webarchive.nationalarchives.gov.uk/20161104231146/https://w
ww.england.nhs.uk/wp-content/uploads/2015/04/eprr-chemicalincidents.pdf
• Initial Operating Response (IOR) DVD and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/

Completed equipment inventories; including completion date

CBRN

Evidence training utilises advice within:
• Primary Care HAZMAT/ CBRN guidance
• Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/
Y

Training programme

Staff who are most likely to come into contact with a patient requiring
decontamination understand the requirement to isolate the patient to
stop the spread of the contaminant.

68

CBRN

69

CBRN

Staff training decontamination

FFP3 access

Y

Organisations must ensure staff who may come into contact with
confirmed infectious respiratory viruses have access to, and are
trained to use, FFP3 mask protection (or equivalent) 24/7.

Fully compliant

Y

Internal training is based upon current good practice and uses
material that has been supplied as appropriate. Training programmes
should include training for PPE and decontamination.
66

Inpatient areas hold 'battle boxes' containing blue roll etc. for
decontamination of 'self-presenters'. Appropriate training/demo DVDs
shared with ward managers etc.

Appropriate training/demo DVDs shared with ward managers etc.

Fully compliant

• A range of staff roles are trained in decontamination techniques
• Lead identified for training
• Established system for refresher training

Evidence training utilises advice within:
Appropriate training/demo DVDs shared with ward managers etc.
• Primary Care HAZMAT/ CBRN guidance
• Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/
• Community, Mental Health and Specialist service providers - see
Response Box in 'Preparation for Incidents Involving Hazardous
Materials - Guidance for Primary and Community Care Facilities' (NHS
London, 2011). Found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-materialincident-guidance-for-primary-and-community-care.pdf
• A range of staff roles are trained in decontamination technique

Fully compliant

training carried out in conjunction with WHHT
Y

Fully compliant

Self assessment RAG
Red (not compliant) = Not compliant with the
core standard. The organisation’s EPRR work
programme shows compliance will not be
reached within the next 12 months.
Ref

Domain

Standard

Detail

Community
Service
Evidence - examples listed below
Providers

Organisational Evidence

Amber (partially compliant) = Not compliant
with core standard. However, the organisation’s
EPRR work programme demonstrates
sufficient evidence of progress and an action
plan to achieve full compliance within the next
12 months.
Green (fully compliant) = Fully compliant with
core standard.

Deep Dive - Severe Weather
Domain: Severe Weather Response
The organisation's heatwave plan allows for the
identification and monitoring of inpatient and staff areas
that overheat (For community and MH inpatient area may
include patients own home, or nursing/care home facility)
1

Severe Weather
response

Overheating

The monitoring processes is explicitly
identified in the organisational heatwave plan.
This includes staff areas as well as inpatient
areas. This process clearly identifies relevant
temperature triggers and subsequent actions.
Y

The organisation has contingency arrangements in place
to reduce temperatures (for example MOUs or SLAs for
cooling units) and provide welfare support to inpatients
and staff in high risk areas (For community and MH
inpatient area may include patients own home, or
nursing/care home facility)
2

Severe Weather
response

Overheating

Arrangements are in place to ensure that
areas that have been identified as overheating
can be cooled to within reasonable
temperature ranges, this may include use of
cooling units or other methods identified in
national heatwave plan.
Y

The organisation has plans to ensure staff can attend
work during a period of severe weather (snow, flooding or
heatwave), and has suitable arrangements should
transport fail and staff need to remain on sites. (Includes
provision of 4x4 where needed)
3

Severe Weather
response

Staffing

Y

Organisations providing services in the community have
arrangements to allow for caseloads to be clinically
prioritised and alterative support delivered during periods
of severe weather disruption. (This includes midwifery in
the community, mental health services, district nursing
etc)
4

Severe Weather
response

Service provision

5

Severe Weather
response

Discharge

Trust complies with PHE/NHSE
guidance as well as Trust Surge and
Escalation policy. Dedicated winter
preparedness pages on intranet
incorporating guidance from Met
Office, PHE and NHSE as required.
Extensive winter planning workshops
and daily internal conference calls as
appropriate in response to potential for
service disruption caused by adverse
weather

The organisations arrangements identify how
staff will prioritise patients during periods of
severe weather, and alternative delivery
methods to ensure continued patient care

Trust complies with PHE/NHSE
guidance as well as Trust Surge and
Escalation policy. Dedicated winter
preparedness pages on intranet
incorporating guidance from Met
Office, PHE and NHSE as required.
Extensive winter planning workshops
and daily internal conference calls as
appropriate in response to potential for
service disruption caused by adverse
weather. System wide liaison and
support as needed via LHRP, LHRP
sub group and LRF

The organisations arrangements include how
to deal with discharges or transfers of care
into non health settings. Organisation can
demonstrate information sharing regarding
vulnerability to cold or heat with other
supporting agencies at discharge
Y

Trust complies with PHE/NHSE
Heatwave plan for England as well as
implementing local arrangements
including extensive internal and
external communications, temporary
amendments to uniform policy as
approriate. Dedicated summer
preparedness pages on intranet.
Additionally, staff identify best areas
(for heat and cold weather) for
placement of most vulnerable patients.
System wide liaison and support as
needed via LHRP, LHRP sub group
and LRF

The organisations arrangements outline:
- What staff should do if they cannot attend
work
- Arrangements to maintain services, including
how staff may be brought to site during
disruption
- Arrangements for placing staff into
accommodation should they be unable to
return home

Y

The organisation has polices or processes in place to
ensure that any vulnerable patients (including community,
mental health, and maternity services) are discharged to
a warm home or are referred to a local single point-ofcontact health and housing referral system if appropriate,
in line with the NICE Guidelines on Excess Winter
Deaths

Trust complies with PHE/NHSE
Heatwave plan for England as well as
implementing local arrangements
including extensive internal and
external communications, temporary
amendments to uniform policy as
approriate. Dedicated summer
preparedness pages on intranet.
System wide liaison and support as
needed via LHRP, LHRP sub group
and LRF

Trust complies with PHE/NHSE
guidance as well as Trust Surge and
Escalation policy. Dedicated winter
preparedness pages on intranet
incorporating guidance from Met
Office, PHE and NHSE as required.
Extensive winter planning workshops
and daily internal conference calls as
appropriate in response to potential for
service disruption caused by adverse
weather. System wide liaison and
support as needed via LHRP, LHRP
sub group and LRF

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Fully compliant

The organisation has arrangements in place to ensure
site access is maintained during periods of snow or cold
weather, including gritting and clearance plans activated
by predefined triggers

6

7

Severe Weather
response

Severe Weather
response

Access

Assessment

8

Severe Weather
response

Flood prevention

9

Severe Weather
response

Flood response

10

Severe Weather
response

The organisation arrangements have a clear
trigger for the pre-emptive placement of grit on
key roadways and pavements within the
organisations boundaries. When snow / ice
occurs there are clear triggers and actions to
clear priority roadways and pavements.
Arrangements may include the use of a third
party gritting or snow clearance service.

Y

The organisation has arrangements to assess the impact
of National Severe Weather Warnings (including Met
Office Cold and Heatwave Alerts, Daily Air Quality Index
and Flood Forecasting Centre alerts) and takes
predefined action to mitigate the impact of these where
necessary

The organisation has planned preventative maintenance
programmes are in place to ensure that on site drainage
is clear to reduce flooding risk from surface water, this
programme takes into account seasonal variations.

The organisation is aware of, and where applicable
contributed to, the Local Resilience Forum Multi Agency
Flood Plan. The organisation understands its role in this
plan.

The organisation's communications arrangements include
working with the LRF and multiagency partners to warn
and inform, before and during, periods of Severe
Weather, including the use of any national messaging for
Heat and Cold.
Warning and informing

Y

Y

Y

Y

The organisation has plans in place for any preidentified
areas of their site(s) at risk of flooding. These plans
include response to flooding and evacuation as required.
11

Severe Weather
response

Flood response

12

Severe Weather
response

Risk assess

Y

The organisation has identified which severe weather
events are likely to impact on its patients, services and
staff, and takes account of these in emergency plans and
business continuity arrangements.

Y

The organisation is assured that its suppliers can
maintain services during periods of severe weather, and
periods of disruption caused by these.
13

14

Severe Weather
response

Severe Weather
response

Supply chain

Exercising

Y

The organisation has exercised its arrangements (against
a reasonable worst case scenario), or used them in an
actual severe weather incident response, and they were
effective in managing the risks they were exposed to.
From these event lessons were identified and have been
incorporated into revised arrangements.

Y

Mark Walker Grounds Maintenance
will monitor the weather twice daily on
several meteorological sources; this
includes websites and on-site contacts
in multiple areas to advise actual
weather conditions. For NHS
Hertfordshire we provide this service
24/7 to Priority 1 sites, and weekdays
only for Priority 2’s and 3’s. The trigger
point for attendance is zero degrees. If
the temperature remains at zero or
below for extended periods of time,
and there has not been any rain or
snow, we will revisit every 48 hours.
When snow is forecast we will apply a
generous layer of preventative grit and
attend throughout the day or night to
clear snow and ensure site access
and operations are not compromised.
All of our winter gritting/snow clearing
equipment is serviced throughout the
summer months and is ready for use
come the winter. Staff rotas for ‘on
call’ personnel will be formulated
nearer the time, we do not foresee any
issues with resourcing the winter
services and the sites will be
maintained with the same dedication
The organisations arrangements are clear in EPRR manager receives all Met Office
how it will assesses all weather warnings.
notifications (normal weather
These arrangements should identify the
forecasts, heat health and winter
role(s) responsible for undertaking these
warnings as well as flood alerts from
assessments and the predefined triggers and Environment Agency. Appropriate
action as a result.
actions and mitigations are then put in
place including comprehensive alerts
and comms to staff and via social
media.
The organisation has clearly demonstratable
Planned Preventative Maintenance
programmes for its assets. Where third party
owns the drainage system there is a clear
mechanism to alert the responsible owner to
ensure drainage is cleared and managed in a
timely manner

Fully compliant

The Trust has robust PPMs in place
working alongside Interserve
Fully compliant

The organisation has reference to its role and Actioned as part of LRF attendance.
responsibilities in the Multi Agency Flood Plan Access to multi agency flood plan via
in its arrangements. Key on-call/response
on-call folders
staff are clear how to obtain a copy of the
Multi Agency Flood Plan
The organisation has within is arrangements
documented roles for its communications
teams in the event of Severe Weather alerts
and or response. This includes the ability for
the organisation to issue appropriate
messaging 24/7. Communications plans are
clear in what the organisations will issue in
terms of severe weather and when.

Actioned as part of health system
MOU. Messages circulated to staff via
emails, intranet noticeboard,
WhatsApp groups and via social
media alerts.

The organisation has evidence that it regularly
risk assesses its sites against flood risk
(pluvial, fluvial and coastal flooding). It has
clear site specific arrangements for flood
response, for known key high risk areas. Onsite flood plans are in place for at risk areas of
the organisations site(s).

The Trust is aware of sites within flood
risk areas and take appropriate
preventative measures where
required. Any evacuation potentially
required will be covered by our
evacuation planning

Fully compliant

Fully compliant

The organisation has documented the severe
weather risks on its risk register, and has
appropriate plans to address these.

Actioned as part of health system
MOU. Messages circulated to staff via
emails, intranet noticeboard,
WhatsApp groups and via social
media alerts.
The organisation has a documented process covered by NHS supply chain BC
of seeking risk based assurance from
information and policy and within Trust
suppliers that services can be maintained
and service business continuity plans.
during extreme weather events. Where these Evidence of a BCP is a standard
services can't be maintain the organisation
requirement for
has alternative documented mitigating
framework or procured suppliers and
arrangements in place.
providers and is
evidenced in NHS Standard SubContracts
The organisation can demonstrate that its
arrangements have been tested in the past 12
months and learning has resulted in changes
to its response arrangements.

Fully compliant

Heatwave planning through the
summer and severe weather planning
through the winter 'tested' under real
time situations based on learning
achieved from winter 2018/19 and
summer 2018 respectively

Fully compliant

Fully compliant

Fully compliant

Fully compliant

15

Severe Weather
response

ICT BC

The organisations ICT Services have been thoroughly
exercised and equipment tested which allows for remote
access and remote services are able to provide resilience
in extreme weather e.g. are cooling systems sized
appropriately to cope with heatwave conditions, is the
data centre positioned away from areas of flood risk.

Y

The organisations arrangements includes the
robust testing of access services and remote
services to ensure the total number of
concurrent users meets the number that may
work remotely to maintain identified critical
services

HBLICT have two Data Centres which
have N+1 resilience both in the
individual data centres themselves so
if one data centre fails we can switch
over to the other one. Additionally
HBLICT have two VPN services, one
in Charter House (live) and failover in
Waverley providing good resilience.

Evidence that the there is an entry in the
organiations risk register detailing climate
change risk and any mitigating actions

Recorded under risk number 749 In
Trust risk register

The organisation has records that identifies
areas exceeding 27 degrees and risk register
entries for these areas with action to reduce
risk

Recorded via Datix reports and health
and safety incidents

Fully compliant

Domain: long term adaptation planning
16

17

Long term adaptation
planning

Long term adaptation
planning

Risk assess

Overheating risk

18

Long term adaptation
planning

Building adaptations

19

Long term adaptation
planning

Flooding

20

Long term adaptation
planning

New build

Are all relevant organisations risks highlighted in the
Climate Change Risk Assessment are incorporated into
the organisations risk register.
The organisation has identified and recorded those parts
of their buildings that regularly overheat (exceed 27
degrees Celsius) on their risk register. The register
identifies the long term mitigation required to address this
taking into account the sustainable development
commitments in the long term plan. Such as avoiding
mechanical cooling and use of cooling higherachy.

The organisation has in place an adaptation plan which
includes necessary modifications to buildings and
infrastructure to maintain normal business during extreme
temperatures or other extreme weather events.

The organisations adaptation plans include modifications
to reduce their buildings and estates impact on the
surrounding environment for example Sustainable Urban
Drainage Systems to reduce flood risks.
The organisation considers for all its new facilities
relevant adaptation requirements for long term climate
change

Y

Y

Fully compliant

The organisation has an adaptation plan that
includes suggested building modifications or
infrastructure changes in future
Y

Y

Y

Fully compliant

Areas are identified in the organisations
adaptation plans that might benefit drainage
surfaces, or evidence that new hard standing
areas considered for SUDS

Within exisiting buildings, staff identify
best areas (for heat and cold weather)
for placement of most vulnerable
patients. For future builds and
refurbishments - creation of cool
zones within buildings supported by
mechanical cooling systems

Fully compliant

SUDS are considered in all plannings
applications for new installations

The organisation has relevant documentation This is now a compulsory requirement
that it is including adaptation plans for all new in all new build design and planning
builds
application approvals (HTMs and
HBNs)

Fully compliant

Fully compliant

19 August 2019
Jim McManus and Victoria Woodhatch
LHRP Co-chairs
Performance and Improvement Directorate
NHS England and NHS Improvement – East of England
Charter House
Parkway
Welwyn Garden City
AL8 6JL

Unit 1A, Howard Court
14 Tewin Road
Welwyn Garden City
Hertfordshire
AL7 1BW
01707 388000

Dear Jim and Victoria,
Emergency Planning Response and Resilience Core Standards – statement of
compliance
The Core Standards self-assessment has been presented to and approved by the HCT
Executive meeting on 21 August 2019 and will be presented to the HCT Board meeting on 25
September 2019.
The Trust meets the requirements of all 54 standards across the ten domains:











Governance
Duty to risk assess
Duty to maintain plans
Command and control
Training and exercising
Response
Warning and informing
Co-operation
Business continuity
CBRN

Additionally the Trust meets the 20 standards within the deep dive covering severe weather and
long term adaptation planning
Hertfordshire Community NHS Trust therefore considers its overall level of compliance with the
core standards to be fully compliant.
Yours sincerely,

Clare Hawkins
Chief Executive, Hertfordshire Community Trust
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Remuneration Committee
Boardroom, Howard Court
Tuesday, 23rd July 2019
13.00 – 13.30

Main Items of Discussion

Present:

Anne McPherson (AMcP)
Declan O’Farrell (DO’F)
Jeff Phillips (JP)

Chair of Remuneration Committee
Board Chair
Chair of Audit Committee

In attendance:

Clare Hawkins (CH)
Raj Bhamber (RB)

Chief Executive
Interim Director of Strategy, People
& OD (by phone)

1.

Welcome & apologies
The Chair of the Remuneration Committee welcomed members to the meeting.

2.

The notes of meeting held on 30 May 2019 were agreed as an accurate record,
subject to a spelling correction, and approved accordingly.

3.

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

4.

Trust Chair Recruitment Progress Report
The committee received the progress report prepared by Gatenby Sanderson (executive
search and selection consultants) on the recruitment of the new Trust Chair. Members
noted the report and were pleased that the Trust had attracted strong interest and a high
calibre field of applicants. The Chief Executive advised the committee of the forthcoming
process and timetable, including stakeholder sessions which would take place in the
afternoon and the following week (the latter to accommodate a short listed applicant who
was not available on the set date). Thereafter the process will conclude with a formal
panel interview, led by NHSE/I, and followed by the normal process of recommendation
to the NHSE/I committee to consider the recommendation and ratify the appointment
(anticipated towards the end of August/ early September).
Action: It was agreed that the DS, POD will liaise with the Trust and NHSE/I Heads of
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Communications to prepare the announcements with key stakeholders.
5.

F1

Appraisal Updates
The Trust Chair and Chief Executive confirmed that the appraisals for the Board of
Directors had been completed for the year ending 31 March 2019 and that the
objectives and personal development plans (PDPs) for the year commencing 1 April
2019 had been agreed.
Action: It was agreed that the objectives and PDPs for 2019/20 would be circulated to
the committee.

6.

Acting Director of Strategy
The Chief Executive thanked the committee for approving the appointment of Sam
Tappenden to the Acting Director of Strategy role on the terms which had been
previously circulated. The committee agreed the provisional process and timetable for
recruiting to this key role as a priority.
Action: The Chief Executive and DS, POD (Interim) agreed to follow up with the Acting
Director of People and request that the applicant pack is circulated accordingly.

7.

Director of Strategy, People & OD (Interim) – the postholder was not in attendance
(by phone or personally) for this item.
The Chief Executive thanked the committee for approving the secondment of the
Director of Strategy, People & OD (Interim) to NHSX within NHSE/I on the terms which
had been previously circulated. The committee noted the secondment agreement. The
postholder would take up the new role of Director of OD (Interim) pending the long term
direction for the portfolio.
Action: It was agreed that Chief Executive would consider the long term direction for
this role and present her proposals at a future meeting

8.

Acting Associate Director of People
The Director of Strategy, People & OD ( Interim) and Chief Executive proposed the
appointment of Alison Ryder as the Acting Associate Director of People pending
consideration by the committee of the Chief Executive’s proposals in accordance with
the action stated in 7 above
Action: The Director of Strategy, People & OD (Interim) agreed to process the change
of circumstances accordingly.

9.

Medical Director
The committee received the draft applicant pack for the substantive Medical Director
appointment which will be finalised subject to further consideration and comment by
committee members and confirmation of external assessor arrangements.
Action: The Chief Executive and DS, POD (Interim) agreed to follow up with the Acting
Director of People and request that the applicant pack is circulated accordingly.

Board 26th September 2019

10.

Attachment

F1

Board Development Plan
Action: It was agreed that a draft board development plan would be brought forward to
the next meeting within the context of the proposed board governance arrangements and
membership of sub committees.

11.

Any other business
There was no other business.

12.

Date of next meeting: tbc September 2019
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TRUST BOARD
Title:

High-Level Risk Register

Meeting Date:

26th September 2019

Executive Lead:

Sarah Brown: Director of Nursing & Quality

Author(s):

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

For:

Review

1.0

Purpose and Recommendations

1.1

To inform the Board Committee of the current status of risks associated with
activity and business across all Hertfordshire Community NHS Trust (HCT)
Business Units as of 28th August 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 sixteen compared with seventeen in
July 2019. There are currently three corporate risks and thirteen operational
risks.

2.1

The Board is requested to note:


2.2

That the HLRR has been approved by the Executive Team Committee, the
Audit committee, the HCG committee and OSMT.

New Risks
There is one new risk added to HLRR:
Risk 742 – Children’s Universal, Public Health Nursing – Projects to ensure
delivery of transformed Public Health Nursing Services are not progressing
according to milestones. (4x5=20)

2.3

Escalated risks
There are no escalated risks.

1
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De-escalated risks
There is one de-escalated risk:
Risk 682 – Children’s Specialist Services Admin and Facilities, team under a
period of prolonged stretch through vacancies. Now 3x3=9 (was 3x5=15)

2.5

Rejected risks
There is one rejected risk:
Risk 726 –Childrens’ Universal/Public Health Nursing, potential consultant
vacancy in PALMS service due to staff member’s intention to move on.

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.

5.0

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.
18th September 2019
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High Level Risk Register for September 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

16

703

Children’s Continuing
Care Team

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.
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.

3

16

16

15
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A lack of funding for Pharmacy provision
within the Trust is leading to:
1.
Insufficient capacity in the team
to meet and respond adequately and in
an appropriate timeframe to the
Department's statutory, regulatory and
service (clinical good practice,
operational, financial) demands and
2.
A breach of Regulation 12 (1) &
(2) (g) Health and Social Care Act 2008
(Regulated Activities) Regulations 2014
with regards to the proper and safe
management of medicines,
Resulting in:
Increased regulatory scrutiny; inability to
deliver a safe and high-quality service
within the remit of medicines use;
increased medicines related patient
safety incidents; damaged NHS
reputation; increased 'avoidable' spend
on medicines; increased medicines
waste, and limited assurance of
effective medicines management.
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.

20

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.
Environmental limitations that may
impact on the care of bariatric patients

16

Director of
Operations

Lack of a robust system and process to
provide assurance that blood Glucose
Meters are being managed.

20

MSK Physio East &
North and MSK Triage

Director of
Operations

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

15

St Albans CAHS

Director of
Operations

713

Pharmacy

Medical Director

725

Corporate

Director of People &
Organisational
Development

602

Hertsmere CAHS

Director of
Operations

738

QVM

Director of
Operations

741

Trust Wide

641

699

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

4

16

15

15
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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

589

Corporate

Director of Director of
Business Services

A risk relating to tendering of services in
HCT.

15

742

Children’s Public
Health Nursing

Director of
Operations

Projects to ensure delivery of
transformed Public Health Nursing
Services are not progressing according
to milestones.

15

5
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Committee Consideration
This Report has previously been considered by the following committees:
Committee: Exec, Audit and HCG.
Date (Month / Year): 09/2019
Issues arising from committee consideration: None

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.

6

√

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

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

Grade 2
Minor
Complaint
peripheral to
clinical care

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

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

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

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

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

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

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

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

Confidentiality

Minor breach of
confidentiality.
Only a single
individual
involved.

Injury/Harm

Minor injury not
requiring first aid
or treatment

Financial
(insured/uninsured
loss)
Objectives and
projects

Less than £1,000

£1,000 to £9,999

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

Reputation

Service

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

Patient Care

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

Death or major
permanent
incapacity. “Never
event”

£10,000 - £99,999

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

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

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

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

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

Unsatisfactory
patient experience
– not readily
resolvable

Mismanagement of
patient care / minor
breach of working
practices

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

Damage to
individual
reputation.
Possible local
media interest.

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

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

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

Loss/interruption
of service or
business of less

Loss/interruption
of service or
business greater

Loss/interruption of
service or business
greater than 8 hours

Loss/interruption of
service or business
greater than 24 hours

Loss/interruption
of service or
business greater

£1M+

than 1 hour
Staffing

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

Stress

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

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

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

and less than 24 hours

and less than 1 week

than 1 week

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

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

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

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

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

1

2

3

4

5

Descriptor

Rare

Unlikely

Possible

Likely

Almost certain

This will probably
never
happen/recur

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

Might happen or recur
occasionally

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

Frequency
How often might
it/does it happen

Will undoubtedly
happen/recur,
possibly frequently

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

2

3

4

5

Consequence score

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

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

Negligible Risk

4-6

Low Risk

8-12

Moderate (Medium) Risk

15-25

High Risk

Instructions for use
1. Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk.

2. Use table 1 to determine the consequence score(s) (C) for the potential adverse outcome(s)
relevant to the risk being evaluated.
3. Use table 2 (to determine the likelihood score(s) (L) for those adverse outcomes. If possible, score
the likelihood by assigning a predicted frequency of occurrence of the adverse outcome. If this is
not possible, assign a probability to the adverse outcome occurring within a given time frame, such
as the lifetime of a project or a patient care episode.
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TRUST BOARD
Title:

Board Assurance Framework

Date:

26th September 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:

Review

1.0

Purpose & Recommendations

1.1

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

1.2

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

1.3

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

1.4

The Board Committee members are asked to:
 Note the current BAF risks,
 Note that all risks have been thoroughly reviewed by the Executive Team members,
who are BAF risk leads, and have updated controls and assurances as part of bimonthly updates,
 Make recommendations for future improvements.

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 tendering of services.



2.2

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

2.3

Following discussions at the Board meeting in May 2019, individual Executive Directors
(BAF risk leads) and their respective deputies have further reviewed the BAF taking
into consideration feedback from Board members and also undertook the bi-monthly
reviews.

1
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3.0

Criteria defining Board Assurance Framework Risks

3.1

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

3.2

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

4.0

Risks on Board Assurance Framework

4.1

There 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: The inability of Trust Services to embed and deliver
continuous quality improvement to maintain current “Good” CQC rating and enable
movement from good to outstanding which may result in potential;
• loss of confidence by key stakeholders including the local population,
Commissioners and partner Organisations,
• impact on the Trusts reputation for delivering safe, effective, well led care &
• reduction in 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.

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.
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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 (HLRR-589); 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, output of the controls and additional assurance reports identifies the score is
within the expected risk appetite, then 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.
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 on 04/09/2019
 Healthcare Governance Committee 10/09/19
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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1. Outstanding Quality and Performance
2. Best value through innovation
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
3. Inability to acquire new business
4. Difficulties to renew the current contracts.

Risk Rating:
(consequence x likelihood)

Executive Management Committee (EMC)
Date Last Reviewed:
Executive Management Committee: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-19
Board: 23-May-19.
Name/ Date last reviewed by Author: David Bacon, Director of Finance:
August 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.
Initial Risk Before Mitigation:
4 x 4=16
Current risk score: 4x3=12

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

Key Financial Controls RSM Internal Auditors
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.
External Assurances/ management reports received/ frequency:

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

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

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. Value for money
conclusion was that the External Auditors were satisfied that in all
significant respects the Trust put in place proper arrangements to secure
economy, efficiency and effectiveness in its use of resources for the year
ending 31 March 2019.

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:

4. Delivering services as per Service Level Agreement.

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

None

No gaps in Assurance and Controls.

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

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

None
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4. Great place to work.
Objectives
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.

Attachment H2
Director Lead: Raj Bhamber, Director of Strategy, People and OD
Responsible Committee:
Strategy Resource Committee (SRC).

Date last reviewed :
Executive Management Committee: 04-Sept-19
Healthcare Governance Committee (HGC):10-Sept-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: 15-August-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
6. Competency frameworks for range of bands/roles

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

7. Apprenticeship scheme and levy plans in place
8. Extended roles for HCAs piloted

•National and STP Benchmark Reports.

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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Trust’s Strategic
Objectives.

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: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-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: 15th -August-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 reduces the control of HCT, e.g.
demographic increases in demand.
Additional comments:
(With these actions taken, how serious is the problem?)

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

None
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1. Outstanding quality and performance
4. Great place to work

Risk Description: Quality & Regulatory-01

Director Lead: Sarah Browne Director of Nursing & Quality

The inability of Trust Services to embed and deliver continuous quality improvement to
maintain current “Good” CQC rating and enable movement from good to outstanding
which may result in potential ;
• loss of confidence by key stakeholders including the local population, commissioners
and partner Organisations,
• impact on the Trusts reputation for delivering safe, effective, well led care &
• reduction in staff morale.

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

Date last reviewed:
Executive Management Committee: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-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: 16th -August-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.

Controls in place effective to address risk.

Initial risk before mitigation: (5x3) = 15

Comment on direction of Risk:

Current:( 4x3=12)

Risk Stable

Tolerance rating: 2 x 3= 6
Target Date: December 2019
Main controls in place:

Internal assurances/ management reports received / Type and
frequency:

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

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

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

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

4. PLACE visits take place on an annual basis



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



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.



CCG unannounced quality visits to Danesbury and Herts & Essex
inpatient units undertaken with positive feedback for both
CQC relationship visit undertaken 14/08/19 with no issues or
concerns identified
Positive progress against Must Do’s within CQC improvement
plan.

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



Additional comments:

Additional peer reviews underway for areas who remain noncompliant
Good to outstanding steering group implemented and will report
into clinical governance sub committee
CQI faculty in place for CYP and planned for corporate and adult
services to drive forward approach in all services

Continue embedding of continuous quality improvement framework.
Exception reporting via the BUPR process needs to be
implemented
Progress against the CQC improvement plan will be monitored via
the Good to Outstanding steering group.

(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. Outstanding quality and performance
3. Best value through innovation

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: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:
Dr E Kendrick, Acting Medical Director: 20th August -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 and plans in place for reporting through Clinical Governance Sub
Committee.
Initial risk before mitigation:
4x4=16
Current: 3 x 3=9

Comment on direction of Risk:
Risk reducing.

Tolerance rating: 3 x 2 = 6
Target Date: 28/02/2020
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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. 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 will be reported to Trust committees.

None at present.

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?)

1. Transformation programme will be using Outcome Based Health (OBH)
care to coordinate Data evaluation to inform effectiveness on interventions.

•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.

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. Outstanding quality and performance
2. Joined up local care
4. Great place to work

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: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-19
Board: 23-May-19.

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

Risk Rating:
(consequence x likelihood)

Last update by previous owner: 29-August-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
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
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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.

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?)

Gaps in Assurances and Controls:

 STP Monthly programme report.
Actions to address Gaps in Assurances and Controls :

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

(What more should we do?)

•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.







Continued attendance at appropriate meetings.
Summary of strategy into high-level one page document.
Development of engagement materials for staff.
‘Strategy road show’ by Executive Team for staff.
Embedding of the strategy (e.g. in performance
management).

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

None.
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Trust’s Strategic Objectives.
1. Outstanding quality and performance
2. Best value through innovation
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: 04-Sept-19
Healthcare Governance Committee(HGC):10-Sept-19
Board: 23-May-19.
Name/ Date last reviewed by risk owner:
David Bacon, Director of Finance: August-19.
Rationale for current score:
(Explain any impact new controls(s) have on current risk score, any change in risk score
between iterations)

Initial risk before mitigation:
4= 20

5x

Risk currently stable as current strategy is effective.
Comment on direction of Risk:
Risk rating stable, no change

Current: 5 x 3 =15
Tolerance rating: 5x2=10
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:
Cyber Security:
1. There is a live lack of Effective Technology use risk: P&I risk ID-709 .
1. Cyber Security Update to SRC July 2018
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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
 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:

Attachment H2
2. Yearly external cyber security review (penetration test) )-latest test
completed October 2018

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

Cyber Security:
Information Management and Information Technology Maturity Review
completed November 2018.

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

Effective Technology use:
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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:

Attachment H2
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.

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)
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. Outstanding quality and performance
2. Joined up local care
4. Great place to work
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):10-Sept-19
Board: 23-May-19.
Name/ Date last reviewed by Author/risk owner:
A Robson , Director of Business Services:16th August -2019

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 crystallised 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
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,
17

Board 26th September 2019

Attachment H2
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 in place for live tender(s),
3.Project plan in place for live tender(s),
4.Plan is developed for key stakeholders relevant to live tender(s),
5 Regular assurance reporting from steering group to executive team for live tender(s),
6.Monthly reporting to strategy and resources committee on Business Development activity,
including live and upcoming tender(s),
7. Transition Programme in place for transition of HVCCG Adults Community Services, which will
mitigate the impact on the Trust’s wider services and finances as far as possible,
8 Business Development working with Communications and Engagement to develop a
branding strategy to reflect the current position of HCT,
9. Demobilization Risk in place-Executive Lead: Director of HR and OD.
10. A financial mitigation plan to address potential tender income loss and the need for
associated expenditure reduction will be developed for each ‘retention of business’ tender.



The Tender Governance Manual sets out HCT’s approach
to governance of tender processes.
 Contracts which are nearing the end of their term are
identified and reported to the Planning, Contracting and
Business Development (PCBD) monthly meeting, with key
points reported to SRC monthly.
 Potential opportunities are subject to go/no go evaluation,
which is discussed at PCBD meetings, with
recommendation to Executive Team and from Executive
to SRC.
 Tender Steering Group will be established to oversee the
development of tender bids, with reporting to the
Executive Team and SRC.
At the end of tenders a ‘lessons learned’ exercise is
undertaken to inform the approach taken to future tenders
to maximise success.
External Assurances/ management reports
received/frequency:
(How do we know if the things we are doing are having an impact?)
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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
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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

The current understanding of the impact of the loss of
HVCCG Adults Community Services is reflected in the
2019/20 Operational and Financial Plan.
Further work is required to fully understand how
Corporate Services will be redesigned to appropriately
scale back overheads to the new income levels. This is
being progressed by the Transformation of Corporate
Services project.

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

None.

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

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

Grade 2
Minor
Complaint
peripheral to
clinical care

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

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

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

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

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

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

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

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

Confidentiality

Minor breach of
confidentiality.
Only a single
individual
involved.

Injury/Harm

Minor injury not
requiring first aid
or treatment

Financial
(insured/uninsured
loss)
Objectives and
projects

Less than £1,000

£1,000 to £9,999

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

Reputation

Service

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

Patient Care

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

Death or major
permanent
incapacity. “Never
event”

£10,000 - £99,999

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

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

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

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

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

Unsatisfactory
patient experience
– not readily
resolvable

Mismanagement of
patient care / minor
breach of working
practices

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

Damage to
individual
reputation.
Possible local
media interest.

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

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

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

Loss/interruption
of service or
business of less

Loss/interruption
of service or
business greater

Loss/interruption of
service or business
greater than 8 hours

Loss/interruption of
service or business
greater than 24 hours

Loss/interruption
of service or
business greater

£1M+

than 1 hour
Staffing

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

Stress

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

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

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

and less than 24 hours

and less than 1 week

than 1 week

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

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

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

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

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

1

2

3

4

5

Descriptor

Rare

Unlikely

Possible

Likely

Almost certain

This will probably
never
happen/recur

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

Might happen or recur
occasionally

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

Frequency
How often might
it/does it happen

Will undoubtedly
happen/recur,
possibly frequently

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

2

3

4

5

Consequence score

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

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

Negligible Risk

4-6

Low Risk

8-12

Moderate (Medium) Risk

15-25

High Risk

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.

